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The Twenty -ninth World Health Assembly, held at the Palais des Nations,

Geneva, from 3 to 21 May 1976, was convened in accordance with resolution

EB56.R13 of the Executive Board (fifty -sixth session).

The proceedings of the Twenty -ninth World Health Assembly are

published in two parts. The resolutions, with annexes, are printed in

Official Records No. 233. The records of plenary and committee meetings,

the list of delegates and other participants, the agenda and other material

are contained in the present volume.
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International Organizations at Geneva

Advisers
Dr C. W. L. JEANES, Special Adviser

(Health and Population), Special
Advisers Branch, Canadian International
Development Agency

Mr M. MOHER, Third Secretary, Permanent
Mission of Canada to the United Nations
Office and the Other International
Organizations at Geneva

Mr R. GAUTHIER, Department of
Intergovernmental Affairs, Government
of Quebec

CAPE VERDE

Delegates
Dr M. P. SANTOS FAUSTINO, Minister of

Health and Social Affairs
(Chief Delegate)

Dr H. L. de S. R. VIEIRA, Director -

General of Health
Dr A. J. COHEN, Regional Director of

Health
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CENTRAL AFRICAN REPUBLIC

Delegates

Mr A. D. MAGALi, Minister of Public
Health (Chief Delegate)

Professor S. BÉDAYA- NGARO, Inspector of
Public Health Services (Deputy Chief
Delegate)

Dr P. THIMOSSAT, Director -General of
Public Health

Alternate
Mr E. -L. BAYANGHA, Permanent Represen-

tative of the Central African
Republic to the United Nations Office
at Geneva and the Specialized
Agencies in Switzerland

CHAD

Delegates
Mr M. O. ABDELKERIM, Minister of Public

Health and Social Affairs
(Chief Delegate)

Dr F. M. M'BAÏTOUBAM, Deputy Director -
General of Public Health and Social
Affairs, Ministry of Public Health

CHILE

Delegates

Dr R. MERINO, Director -General of Health
(Chief Delegate)

Dr J. M. BORGOÑO, Chief, Technical

Guidance Service (Protection of Persons
and of the Environment), Ministry of
Health (Deputy Chief Delegate)

Alternates

Mr P. BARROS, Third Secretary, Permanent
Mission of Chile to the United Nations
Office at Geneva and to the Other Inter-
national Organizations in Switzerland

Mr P. OYARCE, Third Secretary, Permanent
Mission of Chile to the United Nations
Office at Geneva and to the Other Inter-

national Organizations in Switzerland

CHINA

Delegates
Professor WU Chieh -ping, Vice -Chairman

of the Revolutionary Committee,
Chinese Academy of Medical Sciences
(Chief Delegate)

Mrs KUO Shan -hu, Bare -foot Doctor,

Ching -kou Production Brigade of
Tachai Commune, Hsi -yang County,
Shan -si Province

Dr YU Lu -yi, Responsible Member,

Department of Internal Medicine,
Tumour Hospital, Shanghai

Alternates
Mr CHU Hsing -kuo, Responsible Member,

Bureau of Foreign Relations,
Ministry of Health

Mr YU Meng -chia, Second Secretary,

Permanent Mission of the People's
Republic of China to the United
Nations Office at Geneva and the

Other International Organizations
in Switzerland

Dr CHEN Ke- chuan, Leading Group Office

for the Integration of Chinese and
Western Medicine, Ministry of Health

Advisers
Mrs HSING Hsiu -ying, Bureau of Foreign

Relations, Ministry of Health
Mr TSAO Yung -lin, Bureau of Foreign

Relations, Ministry of Health
Mrs TIEN Chun -yan, Permanent Mission

of the People's Republic of China
to the United Nations Office at
Geneva and the Other International
Organizations in Switzerland

COLOMBIA

Delegates

Mr D. GARCES, Ambassador, Permanent

Representative of Colombia to the
United Nations Office and the
Specialized Agencies at Geneva
(Chief Delegate)

Dr A. DUEÑAS, Secretary -General,

Ministry of Public Health (Deputy
Chief Delegate)

Mr J. G. MORENO, Counsellor, Permanent

Mission of Colombia to the United
Nations Office and the Specialized
Agencies at Geneva

COMOROS

Delegates

Dr B. BACAR, Minister of State for
Public Health (Chief Delegate)

Mr M. LOUTOUFI, Administrator, Hombo
Hospital

CONGO

Delegates

Dr D. KOUKA -BEMBA, Minister of Public

Health and Social Affairs (Chief
Delegate)

Dr B. S. LOEMBÉ, Secretary -General of
Public Health

Dr J. DJAÏ- MOULENVO, Medical Inspector,

Epidemiology and Major Endemic
Diseases Service

Alternate

Mr AYAYOS -DIKANONO, Adviser to the

Minister of Public Health and Social
Affairs
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COSTA RICA

Delegates
Dr H. WEINSTOK, Minister of Health

(Chief Delegate)

Mr J. C. ANTILLÓN, Vice -Minister of

Health (Deputy Chief Delegate)
Mr M. A. MENA, Minister Counsellor,

Deputy Permanent Representative of
the Republic of Costa Rica to the
United Nations Office and the Other
International Organizations at Geneva

CUBA

Delegates

Dr P. AZCUY HENRIQUEZ, Vice -Minister

of Public Health (Chief Delegate)
Dr Dora GALEGO PIMENTEL, Deputy

Director of International Relations,
Ministry of Public Health

Dr J. TORRES AGUILA, Provincial Director
of Public Health

Alternate
Mrs A. I. OTERO MORAGUEZ, Directorate
of International Organizations and
Conferences, Ministry of External
Relations

Adviser
Mr H. RIVERO ROSARIO, Second Secretary,

Permanent Mission of the Republic of
Cuba to the United Nations Office and
the Other International Organizations
at Geneva

CYPRUS

Delegates
Mr C. VAKIS, Minister of Health

(Chief Delegate)
Mr A. MAVROMMATIS, Ambassador,

Permanent Representative of Cyprus
to the United Nations Office at Geneva
and the Specialized Agencies in
Switzerland (Deputy Chief Delegate)

Dr A. MARKIDES, Acting Director,
Department of Medical Services,
Ministry of Health

Alternates

Mr N. MACRIS, Deputy Permanent
Representative of Cyprus to the United
Nations Office at Geneva and the
Specialized Agencies in Switzerland

Mr A. PATERAS, Administrative Officer,
International Relations Section,
Ministry of Health

CZECHOSLOVAKIA

Delegates

Professor E. MATEJICEK, Minister of
Health of the Slovak Socialist
Republic (Chief Delegate)

Professor J. PROKOPEC, Minister of Health
of the Czech Socialist Republicl

Dr K. GECÎK, Head, Secretariat of the
Minister of Health of the Slovak
Socialist-Republic

Alternates

Dr Eli3ka KLIVAROVÁ, Director, Foreign
Relations Department, Ministry of
Health,of the Czech Socialist Republic

Mr J. STAHL, Deputy Permanent Represen-
tative of the Czechoslovak Socialist
Republic to the United Nations Office
and the Other International Organi-
zations at Geneva

Miss A. PÁROVÁ,'Department for Inter-
national Economic Organizations,
Ministry of Foreign Affairs of the
Czechoslovak Socialist Republic

Adviser

Professor L. ROSIVAL, Director, Research
Institute of Hygiene, Bratislava

DEMOCRATIC PEOPLE'S REPUBLIC OF KOREA

Delegates
Dr HAN Hong Sep, Deputy Minister of

Public Health (Chief Delegate)
Dr KIM Won Ho, Researcher, Academy of
Medical Sciences

Miss KIM Mun Gyong, Third Secretary,
Permanent Mission of the Democratic
People's Republic of Korea to the
International Organizations at Geneva

Alternates
Dr KWON Sung Yon, Officer, Ministry of

Public Health
Mr JONG Won Guk, Third Secretary,

Permanent Mission of the Democratic
People's Republic of Korea to the
International Organizations at Geneva

DEMOCRATIC REPUBLIC OF VIET -NAM

Delegates

Professor HOANG DINH CAU, Vice -Minister
of Health (Chief Delegate)

Dr IRAN NGOC DANG, Director, Prophylactic

and Curative Department, Ministry of
Health

1 Chief Delegate from 13 May.
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Mr NGUYEN VAN TRONG, Director, Department
of External Relations, Ministry of
Health

Alternate
Mr IRAN HOAN, Expert, Ministry of Foreign

Affairs

DEMOCRATIC YEMEN

Delegates
Dr M. A. Q. KHALIL, Acting Director of
Health Services, Ministry of Health
(Chief Delegate)

Dr A. S. OMAYER, Vice- Chairman,

Al- Gamhoria Hospital

DENMARK

Delegates
Mr E. JENSEN, Minister of the Interior

(Chief Delegate)
Dr S. K. SPRENSEN, Director -General,

National Health Boardl

Dr J. FOG, Deputy Director -General,

National Health Board2

Alternates
Dr A. MAHNEKE, Medical Officer,
National Health Board3

Mr G. A. LUSTRUP, Head of Department,
Ministry of the Interior

Mrs L. THYLSTRUP, Head of Section,
Ministry of the Interior

Mr J. V. LARSEN, Head of Section,
Ministry of the Interior

Advisers
Mr W. WILLERSLEV -OLSEN, Head of Section,

Ministry of the Interior
Mr T. LEHMANN, First Secretary,

Permanent Mission of Denmark to the
United Nations Office and the Other
International Organizations at Geneva

ECUADOR

Delegates
Dr A. DE LA TORRE, Minister of Public

Health (Chief Delegate)
Dr M. ENDARA, Chief, Department of

International Relations, Ministry of
Public Health

Mr S. JERVIS, Special Adviser to the
Minister of Public Health

1 Chief Delegate from 6 to 8 May.
7

- Chief Delegate from 9 to 15 May.
3
Chief Delegate from 16 May.

Advisers
Dr E. TOBAR, Counsellor, Permanent
Mission of Ecuador to the United

Nations Office at Geneva
Dr P. YÁNEZ, Counsellor, Permanent
Mission of Ecuador to the United
Nations Office at Geneva

EGYPT

Delegates
Dr F. MOHY EL -DIN, Minister of Health

(Chief Delegate)

Dr A. N. SERRY, Under -Secretary of
State, Ministry of Health (Deputy

Chief Delegate)
Dr R. A. GOMAA, Under -Secretary of

State, Ministry of Health4

Alternates
Dr M. H. LABIB, International Health

Relations Section, Ministry of

Health

Dr M. M. ABDEL MEGUID, Director,
Department of International

Organizations, Ministry of Health

Advisers
Mr F. L. EL IBRASHI, Minister

Plenipotentiary, Permanent Mission
of the Arab Republic of Egypt to
the United Nations Office and
Specialized Agencies at Geneva

Mr A. S. MOKHTAR, Counsellor, Permanent

Mission of the Arab Republic of Egypt
to the United Nations Office and
Specialized Agencies at Geneva

EL SALVADOR

Delegates

Dr G. MARIONA HAIRES, Director- General
of Health (Chief Delegate)

Mr R. E. LINDO, Consul -General of
El Salvador in Geneva

ETHIOPIA

Delegates

Dr Y. KITAW, Head, Health Section,
"Development through Cooperation"

Campaign; and Head, Department of
Preventive Medicine, Faculty of
Medicine of Addis Ababa (Chief

Delegate)

Alternate
Mrs M. HAILE, Permanent Mission of

Ethiopia to the United Nations Office

at Geneva

4
Deputy Chief Delegate from

12 May.
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FIJI

Delegates

Mr J. S. SINGH, Minister for Health
(Chief Delegate)

Dr S. C. RAMRAKHA, Permanent Secretary
for Health, Ministry of Health

FINLAND

Delegates

Mrs I. TOIVANEN, Minister of Social
Affairs and Health (Chief Delegate)

Professor L. NORO, Director -General,

National Board of Healthl
Dr K. LEPPO, Deputy Director,
Ministry of Social Affairs and Health

Alternates
Dr H. HELLBERG, Assistant Director,

National Board of Health
Mr R. REKOLA, Secretary of Section,

Ministry of Foreign Affairs

Advisers
Mr K. LALLUKKA, Private Secretary to the
Minister of Social Affairs and Health

Mrs T. RAIVIO, Secretary for International
Affairs, Ministry of Social Affairs and
Health

Mrs H. ROOS, Secretary (Social Affairs),
Permanent Mission of Finland to the
United Nations Office and Other Inter-
national Organizations at Geneva

Miss K. HUUSKO, Attaché, Ministry of
Foreign Affairs

FRANCE

Delegates

Professor E. J. AUJALEU, Honorary

Director -General, National Institute of

Health and Medical Research

(Chief Delegate)
Dr M. TRAZZINI, Médecin Général de la

Santé, Directorate -General of Health,

Ministry of Health

Dr J. S. CAYLA, Secrétaire général, Haut
Comité médical de la Sécurité sociale

Alternates
Professor R. SENAULT, Faculty of Medicine,
University of Nancy

Dr R. MICHEL, Deputy Director of Public
Health and Social Affairs, Ministry of

Cooperation
Mrs S. BALOUS, First Secretary, Permanent

Mission of France to the United Nations
Office at Geneva and the Specialized
Agencies in Switzerland

1 Chief Delegate from 6 May.

Advisers

Mr F. SIMON, Administrateur civil,
Directorate -General of International

Relations, Ministry of Health
Dr Françoise DAVIDSON, Senior Research
Worker, National Institute of Health
and Medical Research

Miss J. BALENCIE, Assistant Secretary for
Foreign Affairs, Ministry of Foreign
Affairs

GABON

Delegates

Mr E. G. MOUVAGHA TCHIOBA, Minister of
Public Health and Population
(Chief Delegate)

Mr H. MOUTSINGA, Director- General of
Public Health

Dr B. OBIANG -OSSOUBITA, Médecin- inspecteur

général du Travail, Ministry of Labour
and Social Welfare

Alternates
Mr A. MBOUMIGNANOU- MBOUYA, First

Counsellor, Permanent Mission of the
Republic of Gabon to the United Nations
Office and the Other International
Organizations at Geneva

Mr J. J. N'ZIGOU- MABIKA, Counsellor,

Permanent Mission of the Republic of
Gabon to the United Nations Office and
the Other International Organizations
at Geneva

Mr R. JAFFRÉS, First Secretary, Permanent
Mission of the Republic of Gabon to the
United Nations Office and the Other
International Organizations at Geneva

GAMBIA

Delegates

Mr K. F. SINGHATEH, Minister of Health,
Labour and Social Welfare
(Chief Delegate)

Dr P. J. N'DOW, Director of Medical
Services, Ministry of Health, Labour
and Social Welfare

Adviser
Dr A. B. H. N'JIE, Specialist

Obstetrician /Gynaecologist, The Royal
Victoria Hospital, Banjul

GERMAN DEMOCRATIC REPUBLIC

Delegates

Professor L. MECKLINGER, Minister of
Health (Chief Delegate)

Dr K. -H. LEBENTRAU, Head, Department of

International Relations, Ministry of
Health
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Professor F. RENGER, Director, Medical
Clinic of the Carl Gustav Carus Medical
Academy, Dresden

Alternates
Mr G. SCHUMANN, Deputy Permanent

Representative of the German Democratic
Republic to the United Nations Office
and the Other International Organi-
zations at Geneva

Dr H. -J. MICHEEL, Counsellor, Permanent
Mission of the German Democratic
Republic to the United Nations Office
and the Other International Organi-
zations at Geneva

Mr F. WEGMARSHAUS, Chief of Section,
Department of International Relations,
Ministry of Health

Mr G. VOGEL, Second Secretary, Permanent
Mission of the German Democratic
Republic to the United Nations Office
and the Other International Organi-
zations at Geneva

Dr H. KRAUSE, Head of the Consultative
Centre for WHO Affairs, Ministry of
Health

Advisers
Professor K. -W. HORN, Holder of the Chair

for General and Communal Hygiene,
Humboldt University of Berlin

Dr H. LANDMANN, Vice -Director, Institute
of Tuberculosis Research, Berlin -Buch

GERMANY, FEDERAL REPUBLIC OF

Delegates
Dr Katherina FOCKE, Federal Minister for

Youth, Family Affairs and Health
(Chief Delegate)

Professor L. VON MANGER -KOENIG, Special
Consultant on International Health
Affairs to the Federal Minister for
Youth, Family Affairs and Health
(Deputy Chief Delegate)1

Baron O. VON STEMPEL, Minister, Deputy
Permanent Representative of the Federal
Republic of Germany to the Office of
the United Nations and to the Other

International Organizations at Geneva

Alternates
Dr K. -H. ETER, Counsellor, International

Relations Section, Federal Ministry for
Youth, Family Affairs and Health

Dr Elisabeth FUNKE, Director, Public
Health Care Section, Ministry for
Labour, Health and Social Affairs of
North -Rhine- Westphalia

1 Chief Delegate from 6 May.

Dr Ruth MATTHEIS, Director, Public
Health Department, Berlin (West)

Dr Eleonore LINSMAYER, Counsellor,

Permanent Mission of the Federal
Republic of Germany to the United
Nations Office and to the Other Inter-

national Organizations at Geneva
Mr G. WIRTH, Counsellor, Permanent
Mission of the Federal Republic of
Germany to the United Nations Office
and to the Other International
Organizations at Geneva

Advisers
Mr W. H. GOERKE, Ministerial Counsellor,

Department for Protection of the
Environment, Federal Ministry of the
Interior

Dr W. D. ERNERT, Ministerial Counsellor,
Head, Section for Health, Nutrition
and Population Policy of Developing
Countries, Federal Ministry for
Economic Cooperation

Professor M. PFLANZ, Director, Institute
for Epidemiology and Social Medicine,
Medical Academy, Hanover

GHANA

Delegates

Mr N. A. ODARTEY -WELLINGTON, Commissioner

for Health (Chief Delegate)
Dr M. A. BADDOO, Director of Medical

Services, Ministry of Health (Deputy
Chief Delegate)

Mr E. A. B. MAYNE, Principal Secretary,
Ministry of Health

Alternates
Dr B. K. BONDZI- SIMPSON, Deputy Director

of Medical Services, Ministry of Health
Dr L. K. A. DERBAN, Chief Medical Officer,

Volta River Authority; Secretary,
Ghana Medical Association

Adviser
Mr J. G. OKYNE, Counsellor, Permanent
Mission of the Republic of Ghana to the
United Nations Office at Geneva and the
Specialized Agencies in Switzerland

GREECE

Delegates

Dr Méropi VIOLAKI -PARASKEVAS, Director -

General of Health, Ministry of Social
Services (Chief Delegate)

Mr A. SIDERIS, Embassy Counsellor,
Permanent Mission of Greece to
the United Nations Office at Geneva

and the Specialized Agencies in

Switzerland
Mr D. S. AVRAMIDIS, Director of Public

Health, Ministry of Social Services
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GUATEMALA

Delegates

Dr J. R. CASTILLO SINIBALDI, Minister of
Public Health and Social Welfare

(Chief Delegate)
Dr E. del CID PERALTA, Director - General

of Health Services
Dr O. G. RETANA, Head, Division of
Maternal and Child Health, Ministry of
Public Health

Alternate
Dr J. J. ERDMENGER LAFUENTE, Director,
Programme for the Strengthening of

Health Services

GUINEA

Delegates

Mr S. KEITA, Ambassador extraordinary
and plenipotentiary of the Republic of
Guinea in France (Chief Delegate)

Dr E. COLE, Director, Department of
Labour Medicine, Ministry of Health

Dr B. SAKO, Director, Division of
Research and Analysis, "Pharmaguinée"
National Pharmaceutical Industry

Alternate
Mr J. CAMARA, Cultural Adviser

responsible for Relations with
International Organizations, Embassy
of Guinea in Italy

GUINEA- BISSAU

Delegates

Dr M. R. BOAL, Secretary -General, Office
of the Commissioner of State for
Health and Social Affairs (Chief

Delegate)

Dr S. J. DIAS, Regional Health Inspector

GUYANA

Delegates
Dr O. M. R. HARPER, Minister of Health

(Chief Delegate)

Dr T. R. JONES, Principal Medical Officer,

Ministry of Health

HAITI

Delegates
Dr W. VERRIER, Secretary of State for

Public Health and Population
(Chief Delegate)

Dr G. DESLOUCHES, Director -General of

Public Health
Dr C. DAMBREVILLE, Co- Director,
National Major Endemic Diseases
Service

HONDURAS

Delegates
Dr E. AGUILAR PAZ, Minister of Public
Health and Social Welfare
(Chief Delegate)

Dr E. A. PINTO G., Assistant Director-
General of Health

Mr M. CARIAS, Ambassador, Permanent
Representative of the Republic of
Honduras to the United Nations
Office and the Other International
Organizations at Geneva

Alternate
Mr J. M. CANTOR, First Secretary,

Permanent Mission of the Republic
of Honduras to the United Nations
Office and the Other International
Organizations at Geneva

HUNGARY

Delegates

Dr E. SCHULTHEISZ, Minister of Health
(Chief Delegate)

Dr Eva ZSOGbN, Secretary of State,

Ministry of Health (Deputy Chief
Delegate)1

Dr L. SANDOR, Head, Department of
International Relations, Ministry
of Health

Alternates
Mrs I. BERÉNYI, First Secretary,

Ministry of Foreign Affairs
Dr F. GACS, Head, Division of Public

Health and Epidemiology, Ministry
of Health

Dr T. BAKÁCS, Expert, Medical
Extension Training Institute

Mr B. BLAHO, Deputy Head, Department
of International Relations, Ministry
of Health

Dr M. DOMOKOS, Ambassador, Permanent
Representative of the Hungarian
People's Republic to the United
Nations Office and the Other

International Organizations at Geneva

Mr J. VARGA, First Secretary, Permanent
Mission of the Hungarian People's
Republic to the United Nations Office
and the Other International

Organizations at Geneva

ICELAND

Delegates
Mr M. BJARNASON, Minister of Health and

Social Security (Chief Delegate)

Dr P. SIGURDSSON, Secretary General,
Ministry of Health and Social Security
(Deputy Chief Delegate)

1 Chief Delegate from 9 May.
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Dr Ó. 6LAFSSON, Chief Medical Officer
Ministry of Health and Social Security

Alternate
Mr K. SIGMUNDSSON, First Secretary,

Deputy Permanent Representative of
Iceland to the United Nations Office
at Geneva

Adviser
Mr E. B. INGVARSSON, Special Adviser

to the Minister of Health and Social

Security

INDIA

Delegates
Dr Karan SINGH, Minister for Health and
Family Planning (Chief Delegate)

Dr P. P. GOEL, Director -General of

Health Services (Deputy Chief

Delegate)
Mr S. KUMAR, Joint Secretary, Ministry

of Health and Family Planning

Advisers
Mr P. R. SOOD, Counsellor, Permanent
Mission of India to the United
Nations Office and the Other
International Organizations at Geneva

Mr A. BAGCHI, Special Assistant to the
Minister for Health and Family

Planning
Dr L. M. NATH, Associate Professor of

Preventive and Social Medicine, All
India Institute of Medical Sciences,

New Delhi

INDONESIA

Delegates
Professor G. A. SIWABESSY, Minister of

Health (Chief Delegate)
Professor Julie SULIANTI SAROSO, Chief,
National Institute of Health Research
and Development, Department of Health

(Deputy Chief Delegate)1
Dr W. DJOJOSUGITO, Chief, Centre for

Education and Training, Department of

Health

Alternate
Dr I. F. SETIADI, Chief, Directorate

for Epidemiology and Quarantine,
Department of Health

Advisers
Mr I. IZHAR, First Secretary, Permanent

Mission of the Republic of Indonesia
to the United Nations Office and the
Other International Organizations at
Geneva

1 Chief Delegate from 11 May.

Mr A. NASIER, Attaché, Permanent Mission
of the Republic of Indonesia to the

United Nations Office and the Other
International Organizations at Geneva

IRAN

Delegates
Dr S. SHEIKHOLESLAMZADEH, Minister of

Health and Social Welfare (Chief
Delegate)

Dr A. DIBA, Ambassador; Health Adviser
on WHO Affairs, Permanent Mission of
Iran to the United Nations Office and
the Specialized Agencies at Geneva
(Deputy Chief Delegate)

Mr M. ASSAR, Under -Secretary for

Planning and Programmes, Ministry of
Health and Social Welfare

Advisers
Dr A. N. ARAM, Under -Secretary for

Medical Care, Ministry of Health and
Social Welfare

Dr M. ROUHANI, Director, High Institute
of Occupational Safety and Health

Dr N. FAKHAR, Director -General,

Department of Communicable Diseases
and Malaria Eradication

Mr A. N. AMIRAHMADI, Director -General,

International Health Relations
Department, Ministry of Health and
Social Welfare

Dr G. SOOPIKIAN, Vice- Minister for

Welfare Services, Ministry of Health
and Social Welfare

Dr P. HAKIMI, Adviser, Ministry of
Health and Social Welfare

Dr M. I. SHEIBANI, Adviser, Ministry of
Health and Social Welfare

Dr B. AALAMI, Rehabilitation Centre,
Ministry of Health and Social Welfare

Professor I. SIASSI, Rehabilitation
Centre, Ministry of Health and Social
Welfare

IRAQ

Delegates
Dr I. MUSTAFA, Minister of Health

(Chief Delegate)

Dr I. A. AL- NOURI, Director -General of

Technical and Scientific Affairs,
Ministry of Health (Deputy Chief

Delegate)

Dr A. S. HASSOUN, Deputy Director -
General of Technical and Scientific
Affairs, Ministry of Health

Alternates
Dr M. ALI, Chairman of the Establishment

of the Medical City of Baghdad

Dr R. I. HAJ- HUSAIN, Director, Alwiyah

Maternity Hospital
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Dr M. A. R. AL- NAJJAR, Director of

International Health Relations,
Ministry of Health

Adviser
Mr T. N. PACHACHI, Counsellor, Permanent

Mission of the Republic of Iraq to
the United Nations Office at Geneva
and the Specialized Agencies in
Switzerland

IRELAND

Delegates
Dr J. C. JOYCE, Chief Medical Officer,

Department of Health (Chief Delegate)
Mr C. SHEEHAN, International Relations

Division, Department of Health

Advisers
Mr S. GAYNOR, Ambassador, Permanent

Representative of Ireland to the
United Nations Office and the
Specialized Agencies at Geneva

Mr F. F. COGAN, Deputy Permanent
Representative, Permanent Mission of
Ireland to the United Nations Office
and the Specialized Agencies at
Geneva

Mrs A. ANDERSON WHEELER, First
Secretary, Permanent Mission of
Ireland to the United Nations Office
and the Specialized Agencies at
Geneva

ISRAEL

Delegates
Professor J. MENCZEL, Director -General,
Ministry of Health (Chief Delegate)

Mr E. RONN, Ambassador, Permanent
Representative of Israel to the
United Nations Office and the
Specialized Agencies at Geneva
(Deputy Chief Delegate)

Professor A. M. DAVIES, Hadassah
Medical School, Hebrew University,

Jerusalem

Alternates
Mr J. BEIN, Ambassador, Ministry for

Foreign Affairs

Dr Y. HORN, Chief, External Relations,
Ministry of Health

Dr E. GILON, Counsellor (Scientific
Affairs), Embassy of Israel in the

United Kingdom of Great Britain and
Northern Ireland

Professor B. LUNENFELD, Head, Institute

of Endocrinology, Sheba Medical
Centre, Tel Hashomer Hospital

Dr G. KEISAR, Ministry of Health

Adviser
Mrs R. RAELI, Counsellor, Permanent
Mission of Israel to the United
Nations Office and the Specialized
Agencies at Geneva

ITALY

Delegates
Mr. L. DAL FALCO, Minister of Health

(Chief Delegate)

Professor R. VANNUGLI, Director, Office
of International Relations, Ministry
of Health (Deputy Chief Delegate)

Professor L. GIANNICO, Director -General
of Public Health, Ministry of Health

Alternates
Professor F. POCCHIARI, Director,
Istituto Superiore di Sanità

Professor G. A. CANAPERIA, President,
Italian World Health Centre

Professor A. CORRADETTI, Istituto
Superiore di Sanità

Professor B. PACCAGNELLA, Director,
Institute of Hygiene II, University
of Padua

Professor G. PENSO, Istituto Superiore
de Sanità

Mr L. VOZZI, Counsellor, Permanent
Mission of Italy to the United Nations
Office and to the Other International
Organizations at Geneva

Mr G. ARMENTO, Treasury Official
Mr C. CALABRO, Chef de cabinet to the
Minister of Health

Advisers
Miss V. BELLI, Legal Adviser, Ministry

of Health
Dr Ingeborg DEL PIANTO, Senior Research

Worker, Institute of Pharmacology,
University of Milan

Dr A. MOLFESE, Ministry of Health
Professor G. VICARI, Istituto
Superiore di Sanità

IVORY COAST

Delegates

Mr A. ESSY, Ambassador, Permanent

Representative of the Republic of
the Ivory Coast to the United Nations
Office and the Specialized Agencies
at Geneva and Vienna (Chief Delegate)

Dr K. N'DA, Technical Adviser to the

Minister of State for Public Health
and Population

Dr C. EMMOU, Chief Physician, Institute
of Hygiene of Abidjan
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Alternates
Mr J. AMANI -GUILBERT, Counsellor,

Permanent Mission of the Republic of
the Ivory Coast to the United Nations

Office and the Specialized Agencies
at Geneva and Vienna

Mr C. DOBE BOSSE, First Secretary,
Permanent Mission of the Republic of
the Ivory Coast to the United Nations

Office and the Specialized Agencies
at Geneva and Vienna

Miss M. -L. BOA, Second Secretary,
Permanent Mission of the Republic of
the Ivory Coast to the United Nations
Office and the Specialized Agencies
at Geneva and Vienna

JAMAICA

Delegates

Dr W. J. -S. WILSON, Chief Medical
Officer, Ministry of Health and
Environmental Control (Chief
Delegate)

Mr F. A. R. McGILCHRIST, First
Secretary, Permanent Mission of
Jamaica to the United Nations Office
and the Specialized Agencies at

Geneva
Mrs J. WEBSTER, Second Secretary,

Permanent Mission of Jamaica to the
United Nations Office and the
Specialized Agencies at Geneva

Adviser
Professor K. L. STUART, Department of
Medicine, University of the West

Indies

JAPAN

Delegates
Mr T. AMAU, Minister, Permanent Mission

of Japan to the United Nations Office
and the Other International
Organizations at Geneva (Chief

Delegate)
Dr A. TANAKA, Director -General,

Statistics and Information Department,
Ministry of Health and Welfare

Mr S. KANEDA, Director, International
Affairs Division, Ministry of Health

and Welfare

Alternates
Mr M. SEO, Counsellor, Permanent
Mission of Japan to the United
Nations Office and the Other
International Organizations at
Geneva

Mr T. ONISHI, First Secretary, Permanent
Mission of Japan to the United Nations
Office and the Other International
Organizations at Geneva

Advisers
Mr M. FUNABASHI, Deputy Director,

International Affairs Division,
Ministry of Health and Welfare

Mr S. HORIE, Third Secretary,

Permanent Mission of Japan to the
United Nations Office and the Other
International Organizations at Geneva

JORDAN

Delegates
Dr T. AL -KADI, Minister of Health

(Chief Delegate)

Dr T. KARADSHEH, Director of Health
Services, Ministry of Health

Dr Y. M. ISSA, Director of Curative
Medicine, Ministry of Health

Alternate
Mr T. HASAN, First Secretary, Permanent
Mission of the Royal Hashemite
Kingdom of Jordan to the United
Nations Office at Geneva and the
Specialized Agencies in Switzerland

KENYA

Delegates
Mr J. C. N. OSOGO, Minister for Health

(Chief Delegate)
Dr Z. ONYANGO, Deputy Director of Medical

Services, Ministry of Health
Dr M. L. ODUORI, Head, Paediatrics
Department, Kenyatta National Hospital

Alternate
Professor A. O. WASUNNA, University of
Nairobi

KUWAIT

Delegates
Dr A. R. AL AWADI, Minister of Public
Health (Chief Delegate)

Dr N. AL KAZEMI, Director, Department
of Public Health and Planning,
Ministry of Public Health

Dr A. M. S. AL- BUSAIRI, Deputy Director,

Department of Hospital Administration,
Ministry of Public Health

LAO PEOPLE'S DEMOCRATIC REPUBLIC

Delegates
Dr K. PHOLSENA, Secretary of State for
Public Health (Chief Delegate)

Dr K. SOUVANNAVONG, Director of
Administrative Affairs, Ministry of
Public Health
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LEBANON

Delegates
Mr M. BANNA, Ambassador, Permanent

Representative of Lebanon to the
United Nations Office at Geneva and
the Specialized Agencies in Switzerland
(Chief Delegate)

Miss A. FLEYFEL, Counsellor, Permanent
Mission of Lebanon to the United
Nations Office at Geneva and the
Specialized Agencies in Switzerland

LESOTHO

Delegates

Mr P. MOTA, Minister of Health (Chief
Delegate)

Dr S. G. MORALE, Senior Medical Officer
of Health

LIBERIA

Delegates
Mr O. BRIGHT Jr, Minister of Health and

Social Welfare (Chief Delegate)
Mr J. R. ELLIS Jr, Assistant Minister

for Preventive Services, Ministry of
Health and Social Welfare

Dr J. DIGGS, Chief Radiologist, John
F. Kennedy Medical Centre

Alternate
Dr V. SIRLEAF, Chief Medical Officer

LIBYAN ARAB REPUBLIC

Delegates
Dr A. A. SHERIF, Under -Secretary of

State, Ministry of Health (Chief

Delegate)
Mr M. KHATIB, Director -General of

International Health and Technical
Cooperation, Ministry of Health

Dr A. MASEDNAH, Health Controller,
Tobruk

Alternates
Mr A. BABA, Health Controller, Sebha
Dr R. TAJOURI, Paediatrician
Mr A. EMBARK, Second Secretary,
Permanent Mission of the Libyan
Arab Republic to the United Nations
Office at Geneva and the Specialized
Agencies in Switzerland

LUXEMBOURG

Delegates
Mr E. KRIEPS, Minister of Public Health

and the Environment (Chief Delegate)
Dr E. DUHR, Director of Public Health

(Deputy Chief Delegate)

Mr A. DUHR, Ambassador, Permanent
Representative of Luxembourg to the

United Nations Office and the
Specialized Agencies at Geneva

Alternates
Professor J. SCHMIT, Deputy Permanent

Representative of Luxembourg to the
United Nations Office and the
Specialized Agencies at Geneva

Miss M. LENNERS, Deputy Government
Adviser, Ministry of Public Health and
the Environment

Mr M. SCHUMACHER, Secretary, Permanent
Mission of Luxembourg to the United
Nations Office and the Specialized
Agencies at Geneva

MADAGASCAR

Delegates
Dr E. ANDRIAMAMPIHANTONA, Secretary -
General, Ministry of Health (Chief
Delegate)

Dr S. RAKOTOMANGA, Chief, Medical Care
Service, Ministry of Health

Dr B. RAMAROSON, Chief, Provincial
Health Service of Diego- Suarez

MALAWI

Delegates
Mr R. B. C. CHIDZANJA NKHOMA, Minister

of Organization of African Unity
Affairs (Chief Delegate)

Mr A. A. UPINDI, Permanent Secretary for

Health, Ministry of Health (Deputy
Chief Delegate)

Dr D. CHILEMBA, Deputy Chief Medical
Officer, Ministry of Health

MALAYSIA

Delegates
Mr LEE Siok Yew, Minister of Health

(Chief Delegate)

Dr S. R. BIN HAMZAH, Director of
Planning and Development, Ministry
of Health (Deputy Chief Delegate)

Dr S. K. BISWAS, Director, Medical and
Health Services of the State of
Selangor

Alternate
Mr B. -C. YEAP, Director, Pharmaceutical

Services, Ministry of Health

MALI

Delegates
Mr M. KEITA, Minister of Public Health

and Social Affairs (Chief Delegate)
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Dr D. KEITA, Director -General of Public

Health, Ministry of Public Health
and Social Affairs

Dr S. DIAKITÉ, Chief Physician, Public
Health and Sanitation Service, Ministry
of Public Health and Social Affairs

MALTA

Delegates
Dr A. V. HYZLER, Minister of Health

(Chief Delegate)
Dr A. GRECH, Chief Government Medical

Officer, Department of Health
(Deputy Chief Delegate)

Mr J. MARMARA, First Secretary,
Permanent Mission of Malta to the
United Nations Office and the
Specialized Agencies at Geneva

Alternate
Mr A. DEBONO, Private Secretary to the

Minister of Health

MAURITANIA

Delegates
Dr A. M. MOULAYE, Minister of Health

(Chief Delegate)
Dr A. O. CHEIKH, Nouakchott National

Hospital
Dr A. H. DIA, Psychiatrist, Nouakchott

National Hospital

MAURITIUS

Delegates
Sir Harold WALTER, Minister of Health

(Chief Delegate)
Dr C. M. PILLAY, Consultant in

Ophthalmology; Special Adviser to

the Minister of Health

Dr S. JAWAHEER, Consultant in Surgery

MEXICO

Delegates
Dr R. GUZ MAN OROZCO, Under -Secretary

for Health and Welfare (Chief

Delegate)

Dr A. G. DE WITT GREENE, Assistant
Medical Director, Institute of Social
Security and Services for State Employees

Dr P. PÉREZ GROVAS, Director -General
of International Affairs, Secretariat

for Health and Welfare

Alternates
Dr J. VILCHIS, Director -General,
Epidemiology and Health Campaigns

Service
Dr A. LÓPEZ MARTÎNEZ, Director -General

of Public Health Education

M. E. LOMBERA PALLARES, Counsellor,

External Relations Department

MONACO

Delegate
Dr E. BOERI, Technical Adviser,
Permanent Delegate of the Principality
of Monaco to the International Health
Organizations

MONGOLIA

Delegates

Mr D. NJAM -OSOR, Minister of Public

Health (Chief Delegate)
Dr T. RINfINDORd, Chief, Division of
Foreign Relations, Ministry of Public
Health

Dr P. DOLGOR, Dean, Faculty of
Postgraduate Training, State Medical
Institute

MOROCCO

Delegates
Dr A. TOUHAMI, Minister of.Public Health

(Chief Delegate)
Mr A. SKALLI, Ambassador, Permanent

Representative of the Kingdom of
Morocco to the United Nations Office
at Geneva and the Specialized Agencies
in Switzerland

Dr A. LARAQUI, Secretary -General,
Ministry of Public Healthl

Alternates
Dr M. SEFFAR, Director of Technical

Services, Ministry of Public Health2

Professor T. CHKILI, Head, Central
Service for the Control of Mental
Illness, Ministry of Public Health

Dr M. AKHMISSE, Chief Physician,
Prefecture of Casablanca

Mr S. HAMMOUCHE, Director of

Administrative Services, Ministry of
Public Health

Dr A. CHERKAOUI, Chief Physician,
Medical Province of Kenitra

Dr O. AKALAY, Chief Physician, Medical
Province of Agadir

Dr H. FDILI -ALAOUI, Chief Physician,
Medical Province of Fez

Mr S. M. RAHHALI, Secretary for Foreign
Affairs, Permanent Mission of the
Kingdom of Morocco to the United

Nations Office at Geneva and the
Specialized Agencies in Switzerland

1 Chief Delegate from 7 to 13 May.

2
Chief Delegate from 14 May.
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MOZAMBIQUE

Delegates

Dr H. F. MARTINS, Minister of Health

(Chief Delegate)
Mr F. V. CABO, Deputy National Director

of Preventive Medicine, Ministry of

Health

Mr P. L. BOTELHO DE SOUSA, Specialist,
Preventive Medical Services, Ministry

of Health

Alternate
Miss G. PINTO DE CARVALHO, Chief of

section, Secretariat for International
Cooperation, Ministry of Health

NEPAL

Delegates

Mr B. N. JHA, Minister of Health
(Chief Delegate)

Dr N. D. JOSHI, Director General,
Department of Health Services

NETHERLANDS

Delegates

Mr J. P. M. HENDRIKS, State Secretary
of Public Health and Environmental
Protection (Chief Delegate)

Dr P. SIDERIUS, Secretary -General,
Ministry of Public Health and
Environmental Protection

Dr W. B. GERRITSEN, Director -General of
Public Health, Ministry of Public
Health and Environmental Protection

Alternates
Mr D. J. DE GEER, Directorfor International

Affairs, Ministry of Public Health and
Environmental Protection

Dr J. SPAANDER, Director -General,

National Institute of Public Health
Professor O. J. M. KRANENDONK, Director,
Department of Tropical Hygiene,
Royal Tropical Institute

Mr F. P. R. VAN NOUHUYS, First Secretary,
Permanent Mission of the Kingdom of
the Netherlands to the United Nations
Office and the Other International
Organizations at Geneva

Mr M. W. H. CROM, Direction of Inter-
national Organizations, Ministry
of Foreign Affairs

Mrs W. E. BAKEMA, Ministry of Public
Health and Environmental Protection

NEW ZEALAND

Delegates
Dr H. J. H. HIDDLESTONE, Director -General

of Health (Chief Delegate)

Dr S. W. P. MIRAMS, Director, Mental
Health Division, Department of Health

Advisers

Mr C. J. M. ROSS, Counsellor, Permanent
Mission of New Zealand to the United
Nations Office at Geneva

Miss B. J. GRAINGER, Third Secretary,
Permanent Mission of New Zealand to
the United Nations Office at Geneva

NICARAGUA

Delegates
Mr A. CAJINA, Minister of Public Health

(Chief Delegate)

Dr O. AVILÉS, Director of Health
Planning and Evaluation, Ministry of
Public Health (Deputy Chief Delegate)

Dr G. PREZ ALONSO, Director of Social
Welfare

Alternates

Mr F. HERNANDEZ GORDILLO, Director,

National Institute of Social Security
Mr A. de J. VILLALTA Z., Director of

Administrative Services, Ministry
of Public Health

Dr H. PAGUAGA, Representative of
opposition party

NIGER

Delegates

Mr M. SALA, Minister of Public Health
and Social Affairs (Chief Delegate)

Dr J. WRIGHT, Secretary -General,

Ministry of Public Health and Social
Affairs (Deputy Chief Delegate)

Dr I. ALFA CISSE, Directeur de l'Hygiène
et de la Médecine mobile, Ministry of
Public Health and Social Affairs

Alternate
Dr I. ABDOU, Department Director of

Health, Niamey

NIGERIA

Delegates
Mr K. O. TINUBU, Federal Commissioner

for Health (Chief Delegate)

Mr B. A. CLARK, Ambassador, Permanent
Representative of the Federal Republic
of Nigeria to the United Nations Office
and the Other International Organi-
zations at Geneva

Dr S. L. ADESUYI, Director of Health

Services, Federal Ministry of Health

Alternates

Dr Marianne A. SILVA, Chief Health

Officer, Federal Ministry of Health
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Dr M. O. E. THOMPSON, Director of Health

Services, Oyo State
Professor U. SHEHU, Director, Institute

of Health, Ahmadu Bello University,

Zaria

Advisers
Mr S. A. MUSA, Permanent Secretary,

Federal Ministry of Health
Mr P. S. OLORI, Senior Assistant

Secretary, Federal Ministry of Health

NORWAY

Delegates
Dr T. MORK, Director -General of Health

Services (Chief Delegate)
Dr O. W. STEENFELDT -FOSS, Director,
Mental Health Services, Directorate -

General of Health
Dr E. FJAERTOFT, Chief County Medical

Officer

Adviser
Mr H. OSTMARK, First Secretary,

Permanent Mission of Norway to the
United Nations Office and the Other
International Organizations at Geneva

OMAN

Delegates
Dr M. AL KHADOURI, Minister of Health

(Chief Delegate)

Dr S. H. AL- AKHZAMI, Assistant Director

of Medical Services, Ministry of
Health

Adviser
Dr A. R. FERGANY, Director of Public

Health, Ministry of Health

PAKISTAN

Delegates
Mr T. M. JAMALI, Minister for Labour,

Manpower, Health and Population

Planning (Chief Delegate)
Professor N. A. SHAIKH, Director -General

of Health
Dr AMINUDDIN, Assistant Director -General

of Health

Adviser
Mr I. BUKHARI, Second Secretary,

Permanent Mission of the Islamic
Republic of Pakistan to the United
Nations Office and the Specialized
Agencies at Geneva

PANAMA

Delegates
Dr A. SAIED, Minister of Health

(Chief Delegate)

Dr V. VILLARREAL, Chief, Azuero
Integrated Health System

PAPUA NEW GUINEA

Delegate
Sir Paul LAPUN, Minister for Public
Health (Chief Delegate)

Advisers
Dr A. TARUTIA, First Assistant Secretary,
Health Improvement Department,
Ministry of Health

Dr J. ONNO, Assistant Secretary
(Health Planning), Ministry of Health

Mr J. J. K. TONNAKU, Executive Officer

to the Minister for Health

PERU

Delegates

Mr J. TAMAYO DE LA FLOR, Minister of
Health (Chief Delegate)

Dr J. R. CORNEJO- UBILLÚS, Senior
Director of Health

Dr A. LARI CAVAGNARO, Director -General,
Office of International Relations,
Ministry of Health

Adviser
Mr C. CHICHIZOLA GUIMET, Counsellor,

Permanent Mission of Peru to the
United Nations Office and the Other
International Organizations at
Geneva

PHILIPPINES

Delegates
Dr A. N. ACOSTA, Assistant Secretary
of Health, Department of Health
(Chief Delegate)

Miss J. PALARCA, Ambassador, Deputy
Permanent Representative of the
Philippines to the United Nations Office
and the Other International Organizations

at Geneva (Deputy Chief Delegate)
Dr J. SUMPAICO, Director, Bureau of

Research and Laboratories,
Department of Health

POLAND

Delegates
Professor M. SLIWINSKI, Minister of
Health and Social Welfare (Chief
Delegate)

Professor W. RUDOWSKI, Deputy Secretary,
Medical Sciences Section, Polish
Academy of Sciences; Director,
Institute of Haematology, Warsaw
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Professor A. WOJTCZAK, Director,
Department of Medical Education and
Science, Ministry of Health and
Social Welfare

Advisers
Professor J. LEOWSKI, Director,
Tuberculosis Institute, Warsaw

Mr T. FIECKO, Counsellor, Permanent
Representation of the Polish
People's Republic to the United
Nations Office and the Other Inter-
national Organizations at Geneva

PORTUGAL

Delegates
Dr A. AROSO RAMOS, Secretary of State

for Health (Chief Delegate)
Professor A. A. DE CARVALHO SAMPAIO,

Director -General of Health, Ministry

of Health (Deputy Chief Delegate)
Professor L. A. CAYOLLA DA MOTTA,

Assistant Director, Bureau of Studies
and Planning, Ministry of Social
Affairs

Advisers

Professor Laura G. MARTINS AYRES,
Senior Research Worker, National
Institute of Health

Dr A. BARREIROS E SANTOS, Secretariat
of State for Emigration, Ministry
of Foreign Affairs

Dr J. A. LOPES DA NAVE, Secretariat of
State for Economic Planning

Mr A. PINTO DE LEMOS, Attaché,
Permanent Mission of Portugal to
the United Nations Office and the

Other International Organizations
at Geneva

QATAR

Delegates
Mr K. M. AL MANAA, Minister of Public

Health (Chief Delegate)
Mr A. R. ALATTYIA, Ambassador,

Permanent Representative of the State

of Qatar to the United Nations Office
at Geneva and the Specialized
Agencies in Switzerland

Dr A. A. AL- BAKER, Director, Surgical
Department, Ministry of Public Health

Alternates
Mr M. G. AL -FAIN, Director, Office

of the Minister of Public Health
Dr S. A. TAJELDIN, Director,

Preventive Health Services, Ministry
of Public Health

Mr A. AL HAIKI, Head, International
Health Relations Office, Ministry
of Public Health

Mr J. AL BOAINAIN, Third Secretary,

Permanent Mission of the State of
Qatar to the United Nations Office
at Geneva and the Specialized
Agencies in Switzerland

REPUBLIC OF KOREA

Delegates
Mr H. H. SHIN, Minister of Health and

Social Affairs (Chief Delegate)
Mr S. LHO, Ambassador, Permanent

Observer of the Republic of Korea
to the United Nations Office and
Permanent Delegate to the Other

International Organizations at Geneva
(Deputy Chief Delegate)

Mr C. S. SHIN, Minister, Permanent

Mission of the Republic of Korea to the
International Organizations at Geneva

Alternates
Mr B. H. CHUN, Director, Office of

Social Affairs, Ministry of Health
and Social Affairs

Mr K. B. SHIN, Chief, Division of

International Organizations, Ministry
of Foreign Affairs

Dr S. K. AHN, Health Planning Officer,
Ministry of Health and Social Affairs

Mr K. T. KANG, Third Secretary,
Permanent Mission of the Republic
of Korea to the International Organi-
zations at Geneva

REPUBLIC OF SOUTH VIET -NAM

Delegates

Professor HOANG DINH CAU, Vice -Minister
of Health (Chief Delegate)

Dr TRAN NGOC DANG, Director,

Prophylactic and Curative Department,
Ministry of Health

Mr NGUYEN VAN TRONG, Director,
Department of External Relations,
Ministry of Health

Alternate

Mr TRAN HOAN, Expert, Ministry of
Foreign Affairs

ROMANIA

Delegates

Dr M. ALDEA, Vice -Minister of Health;

Director, Institute of Hygiene and
Public Health, Bucharest (Chief
Delegate)

Dr R. OZUN, Director, Division of

Medical Assistance, Ministry of
Health (Deputy Chief Delegate)

Dr V. TUDOR, Counsellor, Permanent
Mission of the Socialist Republic of
Romania to the United Nations Office
and the Specialized Agencies at Geneva
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Alternates
Professor I. ORHA, Head, Preventive
Cardiology Clinic, National Cardio-
vascular Diseases Centre

Mr C. IVAFU, Second Secretary,
Permanent Mission of the Socialist
Republic of Romania to the United
Nations Office and the Specialized
Agencies at Geneva

RWANDA

Delegates
Dr B. MUREMYANGANGO, Deputy Director,

Caraes -Ndera Psychiatric Centre

(Chief Delegate)

Mr J. MUNYANKINDI, Director, Ministry
of Public Health

SAO TOME AND PRINCIPE

Delegates
Dr C. DIAS DA GRAÇA, Minister of Health
and Social Affairs (Chief Delegate)

Dr F. J. H. SEQUEIRA, Director, Sao Tome

Central Hospital

SAUDI ARABIA

Delegates
Dr H. GEZAIRY, Minister of Health

(Chief Delegate)
Dr A. AL- TABBAA, Director -General,

Department of International Health,
Ministry of Health (Deputy Chief

Delegate)
Dr H. AL- DABBAGH, Director -General of

Preventive Medicine, Ministry of Health

Alternates
Dr A. K. JAN, Consultant, Ministry of

Health
Dr S. ISLAM, Technical Adviser to the
Minister of Health

Dr A. GAZZAZ, Assistant Director -General
of Curative Medicine, Ministry of Health

Dr J. AASHY, Assistant Director -General of
Preventive Medicine, Ministry of Health

SENEGAL

Delegates
Dr M. NDIAYE, Minister of Public Health

and Social Affairs (Chief Delegate)
Mrs F. K. NDIAYE, Technical Adviser,
Ministry of Public Health and Social
Affairs

Dr F. WADE, Director of Public Health,
Ministry of Public Health and Social
Affairs

Alternates
Dr M. TOURÉ, Chief Physician, Cape Verde

Region

Mr J. P. CRESPIN, Counsellor, Permanent
Mission of the Republic of Senegal to
the United Nations Office and the
Specialized Agencies at Geneva

SIERRA LEONE

Delegates

Mr J. C. O. HADSON -TAYLOR, Minister of
Health (Chief Delegate)

Dr Marcella G. E. DAVIES, Chief Medical
Officer, Ministry of Health

Mr M. A. O. FINDLAY, Adviser, Ministry of
Health

SINGAPORE

Delegates

Dr TOH Chin Chye, Minister for Health
(Chief Delegate)

Dr Sivakami DEVI, Medical Superintendent
of Outpatient Services, Ministry of
Health

SOMALIA

Delegates
Dr M. ALI NUR, Secretary of State for
Health (Chief Delegate)

Dr A. M. HASSAN, Director, General
Hospital, Mogadishu

Dr K. M. SUFI, Ministry of Health

Alternate
Mr G. N. MOHAMED, Head, Department of

Planning, Ministry of Health

SPAIN

Delegates

Dr F. BRAVO MORATE, Director -General of

Health (Chief Delegate)
Mr F. ANTEQUERA ARCE, Deputy Permanent

Representative of Spain to the United
Nations Office at Geneva and the Other

International Organizations in
Switzerland

Dr G. CLAVERO GONZÁLEZ, Technical
Secretary, Directorate -General of Health

Alternates

Mr C. GONZALEZ PALACIOS, Embassy
Counsellor, Permanent Mission of Spain
to the United Nations Office at Geneva
and the Other International Organi-
zations in Switzerland

Mr J. PLEITE SANCHEZ, Chief, Environmental
Sanitation Service, Directorate -General
of Health

Dr R. GARRIDO GARZO+N, Chief, International
Health Relations Section, Directorate -

General of Health
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Dr A. RODRÍGUEZ TORRES, Professor of
Preventive and Social Medicine, Faculty
of Medicine of Valladolid

SRI LANKA

Delegates
Mr G. RAJAPAKSE, Minister of Health and

Minister of Fisheries (Chief Delegate)

Mr K. K. BRECKENRIDGE, First Secretary,
Permanent Mission of the Republic of
Sri Lanka to the United Nations Office
and the Other International Organi-
zations at Geneva

SUDAN

Delegates
Mr K. H. ABBAS, Minister of Health

(Chief Delegate)

Dr J. Y. AROP, Minister of Health and
Social Welfare for the Southern Region

Dr M. S. AL SARRAG, Director, Department
of Planning, Administration and Finance,
Ministry of Health

Alternates
Dr N. L. WARILLE, Director- General of

Health and Medical Services for the
Southern Region

Dr Y. OSMAN, Director, Department of
Occupational Health, Ministry of Health

Dr A. A. IDRIS, Director- General,

Department of General Epidemic and
Endemic Diseases, Ministry of Health

SURINAM

Delegates
Mr I. M. K. BRAHIM, Minister of Health

(Chief Delegate)
Dr W. A. VAN KANTEN, Director of Health,
Ministry of Health (Deputy Chief
Delegate)

Professor B. F. J. OOSTBURG. Director of

Public Health Services

Alternate
Professor E. VAN DER KUYP, President,

Surinam Red Cross

Advisers
Dr L. MUNGRA, Member of Parliament

(Committee for Health)

Mr O. R. RODGERS, Member of Parliament

(Committee for Health)

Mr R. G. RODRIGUES, Member of Parliament
(Committee for Health)

SWAZILAND

Delegates
Dr P. S. P. DLAMINI, Minister for Health

and Education (Chief Delegate)

Dr Z. M. DLAMINI, Senior Medical Officer
of Health, Ministry of Health and
Education

SWEDEN

Delegates
Professor B. REXED, Director -General,

National Board of Health and Welfare

(Chief Delegate)
Dr M. TOTTIE, Head of department, National

Board of Health and Welfare (Deputy

Chief Delegate)

Mr I. NYGREN, Head of department,
Ministry of Health and Welfare

Alternates
Mr C. SWEGER, Head of section, Ministry

for Foreign Affairs
Mrs M. STROJE -WILKENS, Head of section,

Ministry for Foreign Affairs
Miss G. NORDSTROM, Head of section,

Ministry of Health and Social Affairs

Advisers
Mr S. ABELIN, Head of Division, Swedish

International Development Agency
Dr B. MOLLSTEDT, City Medical Officer,

GUteborg

SWITZERLAND

Delegates
Dr U. FREY, Director, Federal Public
Health Service (Chief Delegate)

Dr C. FLEURY, Chief, Infectious Diseases
Section, Federal Public Health Service
(Deputy Chief Delegate)

Miss M. VON GRUNIGEN, Collaborateur
diplomatique, International Organi-
zations Division, Federal Political

Department

Alternate
Dr J. -P. PERRET, Deputy Director,

Federal Public Health Service

Advisers
Dr A. SAUTER, former Director, Federal

Public Health Service
Dr J. -P. BERTSCHINGER, Chief, Pharma-

ceutical Section, Federal Public Health

Service

Mr Y. MAYSTRE, Professor of Sanitary
Engineering, Federal Polytechnic

(Lausanne)

SYRIAN ARAB REPUBLIC

Delegates
Dr M. EL KHIYAMI, Minister of Health

(Chief Delegate)

Dr N. RAMZI, Vice -Minister of Health

(Deputy Chief Delegate)
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Dr M. A. AL -YAFI, Director of Inter-
national Health Affairs, Ministry of
Health

Alternate
Dr A. BADER, Director of Health, Lattakia

Province

THAILAND

Delegates
Dr P. TUCHINDA, Under -Secretary of

State, Ministry of Public Health
(Chief Delegate)

Dr U. SUDSUKH, Director, Rural Health
Division, Ministry of Public Health

Dr S. PLIANBANGCHANG, Chief, Division
of Technical Services, Department of
Medical Services, Ministry of Public
Health

Alternate
Miss D. PURANANDA, Chief, International

Health Division, Ministry of Public
Health

Adviser
Mr S. KOUPTAROMYA, Second Secretary,

Permanent Mission of Thailand to the
United Nations Office at Geneva and the

Specialized Agencies in Switzerland

TOGO

Delegates
Professor K. K. NATHANIELS, Director -
General of Public Health (Chief
Delegate)

Dr C. C. DE MEDEIROS, Technical Adviser,
Ministry of Public Health and Social
Affairs

Mr I. D. KLOUTSE FO KODJOVI, Sanitary
Engineer, National Sanitation Service

TONGA

Delegate
Dr S. TAPA, Minister of Health

TRINIDAD AND TOBAGO

Delegates
Mr H. BLACKETT, Permanent Secretary,

Ministry of Health (Chief Delegate)
Dr Elizabeth QUAMINA, Chief Medical
Officer, Ministry of Health

Advisers
Miss J. CADOGAN, First Secretary,

Permanent Mission of Trinidad and
Tobago to the United Nations Office at
Geneva and the Specialized Agencies
in Europe

Mr A. GRAY, Second Secretary, Permanent

Mission of Trinidad and Tobago to the
United Nations Office at Geneva and
the Specialized Agencies in Europe

TUNISIA

Delegates

Mr M. MZALI, Minister of Public Health
(Chief Delegate)

Mr M. BEN FADHEL, Ambassador, Permanent

Representative of Tunisia to the United
Nations Office at Geneva and the
Specialized Agencies in Switzerland
(Deputy Chief Delegate)

Dr A. R. FARAH, Médecin -inspecteur

divisionnaire, Ministry of Public
Health

Alternates

Mrs J. DAGHFOUS, Chief, Division of
International Cooperation,-
Ministry of Public Health

Mr S. BEN REJEB, Attaché d'Ambassade,
Permanent Mission of Tunisia to the
United Nations Office at Geneva and
the Specialized Agencies in
Switzerland

Advisers
Dr H. SAIED, Médecin- inspecteur général,
Ministry of Public Health

Dr M. BAHRI, Médecin - inspecteur

divisionnaire; Director of Preventive
and Social Medicine, Ministry of
Public Health

Professor A. CHADLI, Director, Pasteur
Institute, Tunis

Professor N. MOURALI, Director, Salah
AzaYez Carcinology Institute

Mr L. EL AFI, Chief of Section,
Division of International Cooperation,
Ministry of Public Health

Mr A. CHADLY, Director of Administrative
and Financial Affairs, Ministry of
Public Health

TURKEY

Delegates

Mr A. C. KIRCA, Ambassador, Permanent

Representative of Turkey to the
United Nations Office at Geneva
and the Other International

Organizations in Switzerland
(Chief Delegate)

Dr O. YA §AR, Under -Secretary of State

for Health, Ministry of Health and
Social Assistance

Professor I. DOGRAMACI, President,
Conference of Rectors of Turkish
Universities
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Alternates
Dr T. ALAN, Director -General of

External Relations, Ministry of
Health and Social Assistance

Mr R. ARIM, Deputy Permanent Represen-
tative of Turkey to the United Nations
Office at Geneva and the Other
International Organizations in
Switzerland

Mr H. UTKAN, Second Secretary,
Permanent Mission of Turkey to the
United Nations Office at Geneva and
the Other International Organizations
in Switzerland

UGANDA

Delegates
Mr H. K. M. KYEMBA, Minister of Health

(Chief Delegate)
Dr E. G. N. MUZIRA, Deputy Chief
Medical Officer, Ministry of Health

Professor V. L. ONGOM, Director,
Institute of Public Health, Makerere

University

Alternates
Dr J. S. NYANZI, Acting Provincial

Commissioner for Health

Mr V. M. MASIGA, Personal Assistant to
the Minister of Health

Mrs M. T. N. MUZIRA, Senior Nurse -
Midwife, Ministry of Health

UNION OF SOVIET SOCIALIST REPUBLICS

Delegates
Dr D. D. VENEDIKTOV, Deputy Minister of
Health of the USSR (Chief Delegate)

Mrs Z. V. MIRONOVA, Ambassador,
Permanent Representative of the USSR

to the United Nations Office and the

Other International Organizations
at Geneva

Professor O. P. MEPIN, Chief, External
Relations Board, Ministry of Health
of the USSR

Alternates
Professor Ju. P. LISICYN, Director,

All -Union Institute for Research
on Medical and Medico - technical
Information, Ministry of Health of

the USSR

Dr N. N. FETISOV, Deputy Chief,
External Relations Board, Ministry
of Health of the USSR

Dr E. V. GALAHOV, Head, Department of
Foreign Health Services, All -Union

Institute for Research on Social
Hygiene and Public Health Admini-
stration, Ministry of Health of the

USSR

Advisers
Dr D. A. ORLOV, Counsellor, Permanent

Representation of the USSR to the
United Nations Office and the Other
International Organizations at Geneva

Dr O. I. BRATKOV, Senior Inspector,
External Relations Board, Ministry
of Health of the USSR

Mr B. S. MEZEVITINOV, Deputy Chief,
Board for the Introduction of New
Medicaments and Medical Techniques,
Ministry of Health of the USSR

Dr L. S. JAROCKIJ, Head of department,

E. I. Marcinovskij Institute of
Medical Parasitology and Tropical
Medicine

Dr A. A. KISELEV, Head, Research
Coordination Department, Academy
of Medical Sciences of the USSR

Dr V. P. SERGIEV, Chief, Department

of Epidemiology, Central Sanitation
and Epidemiology Board, Ministry of
Health of the USSR

Mr D. A. SOKOLOV, First Secretary,

Department of International Economic
Organizations, Ministry of Foreign
Affairs of the USSR

Dr N. V. NOVIKOV, Counsellor, Permanent
Representation of the USSR to the
United Nations Office and the Other
International Organizations at Geneva

UNITED ARAB EMIRATES

Delegates
Dr S. AL- QASIMI, Under -Secretary of

State, Ministry of Health (Chief
Delegate)

Dr J. B. FAIROUZ, Director, Department
of Curative Medicine, Ministry of
Health

Dr F. K. AL- QASIMI, Director, Sharjah

Medical District

Alternate
Mr A. R. M. AL- MARSH, Director of

Administration and Finance, Ministry
of Health

UNITED KINGDOM OF GREAT BRITAIN
AND NORTHERN IRELAND

Delegates

Sir Henry YELLOWLEES, Chief Medical

Officer, Department of Health and
Social Security (Chief Delegate)

Professor J. J. A. REID, Deputy Chief
Medical Officer, Department of Health
and Social Security

Dr J. L. KILGOUR, Senior Principal

Medical Officer, Department of Health
and Social Security
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Alternates
Sir John BROTHERSTON, Chief Medical
Officer, Scottish Home and Health

Department
Mr F. B. HINDMARSH, Under -Secretary,

Department of Health and Social
Security

Mr H. W. SEABOURN, Assistant Secretary,
Department of Health and Social
Security

Advisers
Dr I. T. FIELD, Senior Medical Officer,

Department of Health and Social
Security

Miss M. R. EDWARDS, Principal, Department
of Health and Social Security

Mr O'D. B. ALEXANDER, Counsellor,

Permanent Mission of the United Kingdom
to the United Nations Office and the

Other International Organizations at
Geneva

Mr O. M. O'BRIEN, Second Secretary,

Permanent Mission of the United Kingdom
to the United Nations Office and the
Other International Organizations at
Geneva

Mr D. G. CAMPS, Principal, Ministry
of Overseas Development

Mr P. A. WAUGH, Deputy Manager,

Social Development Unit, Milton
Keynes Development Corporation

UNITED REPUBLIC OF CAMEROON

Delegates
Mr P. FOKAM KAMGA, Minister of Public

Health (Chief Delegate)
Mr S. NKO'0 ETOUNGOU, Ambassador in

Belgium and Permanent Representative
of Cameroon to the United Nations

Office at Geneva and the Specialized
Agencies in Switzerland (Deputy
Chief Delegate)

Dr J. -R. M'BAKOB, Technical Adviser,
Ministry of Public Health

Alternates
Professor E. EBEN -MOUSSI, Deputy

Director, University Centre for
Health Sciences, Yaoundé

Mr L. WANSEK

UNITED REPUBLIC OF TANZANIA

Delegates
Dr L. STIRLING, Minister of Health

(Chief Delegate)
Dr E. TARIMO, Director of Preventive
Services, Ministry of Health

Dr P. J. B. MTEY, Medical Officer,
Ministry of Health

UNITED STATES OF AMERICA

Delegates
Dr T. COOPER, Assistant Secretary for

Health, Department of Health,
Education and Welfare (Chief Delegate)

Dr S. P. EHRLICH Jr, Acting Surgeon-
General; Director, Office of
International Health, Department of
Health, Education and Welfare
(Deputy Chief Delegate)

Dr P. G. THOMSEN, Physician, Dolton
(Illinois)

Alternates
Mr R. F. ANDREW, Director of Health and

Drug Control, Bureau of International

Organization Affairs, Department of
State

Dr M. D. LEAVITT, Director, Fogarty
International Center, National
Institutes of Health, Department of
Health, Education and Welfare

Dr D. J. SENCER, Director, Center for
Disease Control, Department of Health,
Education and Welfare

Advisers
Mr J. A. DURKIN, United States Senate
Mr R. S. SCHWEIKER, United States

Senate
Mr T. L. CARTER, United States House

of Representatives
Mr H. A. WAXMAN, United States House

of Representatives
Dr Faye G. ABDELLAH, Chief Nurse

Officer, United States Public Health
Service; Director, Office of Nursing
Home Affairs, Department of Health,
Education and Welfare

Mr H. J. BINDA, International Health
Attaché, United States Permanent
Mission to the United Nations Office
and Other International Organizations
at Geneva

Mr C. J. GRIP, Counsellor, United States
Permanent Mission to the United
Nations Office and Other International
Organizations at Geneva

Mr A. D. MASON, Attorney, Boston
(Massachusetts)

Dr M. H. MERRILL, Senior Consultant
on Health, United States Agency for
International Development

Dr D. P. RALL, Director, National
Institute of Environmental Health
Sciences, National Institutes of
Health, Department of Health,
Education and Welfare

Dr R. B. UHRICH, Associate Director,
Office of International Health,
Department of Health, Education and
Welfare
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UPPER VOLTA

DelegZates

Dr T. DOUAMBA, Minister of Public Health
and Social Affairs (Chief Delegate)

Dr K. P. COMPAORE, Director of Public
Health

URUGUAY

Delegates
Mr P. BOSCH, Minister, Deputy Permanent

Representative of Uruguay to the
United Nations Office and the Specia-
lized Agencies at Geneva (Chief Delegate)

Mrs R. RODRÎGUEZ LARRETA DE PESARESI,
First Secretary, Permanent Mission

of Uruguay to the United Nations
Office and to the Specialized
Agencies at Geneva

VENEZUELA

Delegates
Dr J. A. PADILLA FERNÁNDEZ, Director -

General, Ministry of Health and Social

Welfare (Chief Delegate)
Dr J. M. PADILLA LEPAGE, Director of
Public Health, Ministry of Health and

Social Welfare
Dr R. VALLADARES, Chief, Office of

International Public Health, Ministry
of Health and Social Welfare

Alternates
Dr E. ECHEZURIA, Head, Division of

Epidemiology, Ministry of Health

and Social Welfare
Dr Yolanda MONTESINOS DE PARRA, Deputy
Director, Directorate for Malaria and
Environmental Sanitation, Ministry of
Health and Social Welfare

Adviser
Mrs M E. RUESTA DE FURTER, Third

Secretary, Permanent Mission of
Venezuela to the United Nations
Office and the Other International
Organizations at Geneva

WESTERN SAMOA

Delegate
Dr T. M. McKENDRICK, Director of Health,

Department of Health

YEMEN

Delegates
Dr A. M. ABDULLAH, Minister of Health

(Chief Delegate)

Dr A. TARCICI, Ambassador, Permanent
Representative of the Yemen Arab
Republic to the United Nations Office

at Geneva and the Specialized Agencies

in Europe
Mr K. EL- SAKKAF, Director, International

Health Department, Ministry of Health

Alternate
Mr A. ALQIRSHY, Councillor, Deputy

Permanent Representative of the
Yemen Arab Republic to the United
Nations Office at Geneva and the
Specialized Agencies in Europe

YUGOSLAVIA

Delegates
Mrs Z. TOMIC, Member of the Federal

Executive Council; President,

Federal Committee for Health and

Social Welfare (Chief Delegate)

Dr I. MARCAN, President, Yugoslav
Commission for Cooperation with
International Health Organizations
(Deputy Chief Delegate)

Professor D. JAKOVLJEVIá, Member of the
Yugoslav Commission for Cooperation
with International Health Organizations;
Vice -President, Executive Council of the
Assembly of the Autonomous Socialist

Province of Vojvodinal

Alternates

Dr V. STAROVA, Vice -President, Yugoslav
Commission for Cooperation with
International Health Organizations

Dr L. DJORDJEVId, Member of the Yugoslav
Commission for Cooperation with
International Health Organizations

Advisers

Mr D. BOBAREVIá, Chief, Group for
International Cooperation, Federal
Committee for Health and Social
Welfare

Mr M. DESPOTOVIá, Adviser, Federal
Secretariat for Foreign Affairs

Mr T. BOJAD2IJEVSKI, Second Secretary,
Permanent Mission of the Socialist
Federal Republic of Yugoslavia to
the United Nations Office and the
International Organizations at Geneva

ZAIRE

Delegates

Dr K. NGUETE, State Commissioner for
Public Health (Chief Delegate)

1 Chief Delegate from 12 May.
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Dr B. LEKIE, Director -General, Department

of Public Health (Deputy Chief Delegate)1

Dr B. ILUNGA, Director, Department of
Public Health

Alternates

Mr T. BINTU'A, Ambassador, Permanent

Representative of the Republic of
Zaire to the United Nations Office at
Geneva and the Specialized Agencies
in Switzerland

Dr R. KALISA, Deputy Director, National
Smallpox Eradication Campaign

Adviser
Miss K. B. KABANGI, First Counsellor,

Permanent Mission of the Republic of
Zaire to the United Nations Office at
Geneva and the Specialized Agencies
in Switzerland

ZAMBIA

Delegates

Dr Mutumba M. BULL, Minister of Health
(Chief Delegate)

Dr P. 0. CHUKE, Director of Medical
Services, Ministry of Health

Dr S. S. MUNDIA, Assistant Director
of Medical Services, Ministry of
Health

Adviser

Mrs H. MATANDA, Chief Nursing Officer,
Ministry of Health

REPRESENTATIVE OF AN ASSOCIATE MEMBER

NAMIBIA

Dr Libertina Inaviposa AMATHILA,
Assistant Secretary of Health,
Ministry of Health

1 Chief Delegate from 13 May.
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OBSERVERS FOR NON- MEMBER STATES

SAN MARINO

Mr D. THOMAS, Counsellor, Deputy Head,
Permanent Mission of San Marino to the
United Nations Office and the Other
International Organizations at Geneva

Mr G. FALDA, Secretary, Permanent Mission
of San Marino to the United Nations Office
and the Other International Organizations
at Geneva

OBSERVERS

ORDER OF MALTA

Count DE NOUE, Ambassador, Permanent

Delegate of the Sovereign Order of Malta
to the International Organizations at
Geneva

HOLY SEE

Monsignor J. GÉRAUD
Rev. Father P. BOLECH

Count E. DECAZES, Ambassador, Deputy
Permanent Delegate of the Sovereign
Order of Malta to the International
Organizations at Geneva

Dr M. GILBERT, Secretary -General,

International Committee of the Sovereign
Order of Malta for Aid to Leprosy
Victims

OBSERVERS INVITED IN ACCORDANCE
WITH RESOLUTION WHA27.37

AFRICAN NATIONAL COUNCIL (ZIMBABWE)

Dr E. MALABA

LIBERATION FRONT FOR THE SOMALI COAST

Mr O. A. YUSUF

PALESTINE LIBERATION ORGANIZATION

Dr F. ARAFAT

Mr D. BARAKAT, Permanent Observer of the

Palestine Liberation Organization to the
United Nations Office at Geneva

Professor I. SAHYOUN
Dr A. TOUBASI
Mr S. AYYOUB

PAN AFRICANIST CONGRESS OF AZANIA
(SOUTH AFRICA)

Mrs H. N. MNGAZA

SEYCHELLES DEMOCRATIC PARTY

Mr A. UZICE, Minister of Agriculture of the
Seychelles

SEYCHELLES PEOPLE'S UNITED PARTY

Dr J. D. M. FERRARI, Vice -President of the
Party; Minister for Labour and Social
Security of the Seychelles

REPRESENTATIVES OF THE EXECUTIVE BOARD

Professor J. KOSTRZEWSKI
Dr L. B. T. JAYASUNDARA
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CHAIRMAN OF THE SPECIAL COMMITTEE OF EXPERTS TO STUDY THE HEALTH CONDITIONS
OF THE INHABITANTS OF THE OCCUPIED TERRITORIES IN THE MIDDLE EAST

Dr I. NONE

REPRESENTATIVES OF THE UNITED NATIONS

AND RELATED ORGANIZATIONS

United Nations

Mr E. PENALOSA, Secretary- General
of Habitat: United Nations
Conference on Human Settlements

Mr S. QUIJANO -CABALLERO, Director,

External Relations and Inter -Agency
Affairs

Mr P. CASSON, Deputy Director, External
Relations and Inter -Agency Affairs

Mr T. S. ZOUPANOS, Coordination Officer,
External Relations and Inter -Agency

Affairs

Mr V. LISSITSKY, Coordination Officer,
External Relations and Inter- Agency

Affairs

Dr G. M. LING, Director, Division of
Narcotic Drugs

Dr N. KANDEMIR, Deputy Director, Division
of Narcotic Drugs

Dr M. KILIBARDA, Chief, Drug Demand and
Information, Division of Narcotic Drugs

Mr A. NOLL, Legal Officer, Division of
Narcotic Drugs

Mr R. CONNOLLY, Environment and Human
Settlements Division, Economic
Commission for Europe

Mr H. DIRICKX, Environment and Human
Settlements Division, Economic
Commission for Europe

Mr J. JANCZAK, Environment and Human
Settlements Division, Economic
Commission for Europe

Mr G. DENTE, Transport Division, Economic
Commission for Europe

Mr M. BERNHARD, Transport Division,
Economic Commission for Europe

Mr V. BOIARSHINOV, Division of Human

Rights

Mr R. S. McCLURE, Chief of section, Office
of the Disaster Relief Coordinator

Mr B. WICKLAND, Chief, Logistics Section,
Office of the Disaster Relief

Coordinator

Dr T. OHSE, Human Resources Development

Division, Economic Commission for Africa

United Nations Children's Fund

Mr G. CARTER, Director for Europe
Mr S. BACIC, Deputy Director for Europe

United Nations Relief and Works Agency for
Palestine Refugees in the Near East

Dr J. H. PUYET, Director of Health

United Nations Development Programme

Mr S. HEPPLING, Director, UNDP European

Office
Mr W. A. C. MATHIESON, Consultant
Mr F. SCHELLER, Liaison Officer, UNDP

European Office
Miss R. COLLOMB, External Relations
Officer, UNDP European Office

United Nations Environment Programme

Mr P. S. THACHER, Director, UNEP Liaison
Office, Geneva

Mr G. BIRYUKOV, Programme Officer
Mr M. HALLE, Assistant Research Officer

United Nations Institute for Training and
Research

Mr E. M. CHOSSUDOVSKY, Representative in

Europe

International Narcotics Control Board

Mr J. DITTERT, Secretary of the Board
Mr S. STEPCZYÑSKI, Deputy Secretary of

the Board

Office of the United Nations High
Commissioner for Refugees

Mr T. LUKE, Chief, Programming and Co-
ordination

Mr J. J. KACIREK, Inter -Agency Co-
ordination Officer
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United Nations Fund for Drug Abuse Control

Mr J. G. DE BEUS, Executive Director
Mr H. WELLMAN, Deputy Executive Director

International Labour Organisation

i
Dr D. DJORDJEVIC, Occupational Safety

and Health Branch

Mr A. LAHLOU, Official Relations Branch
Dr G. COPPEE, Occupational Safety and

Health Branch

Food and Agriculture Organization of the
United Nations

Mr G. O. KERMODE, Chief, Food Standards
and Food Control Service

United Nations Educational, Scientific and
Cultural Organization

Professor A. TRAPERO- BALLESTERO, Chief,
Equivalence of Studies and Diplomas
Section

International Bank for Reconstruction and
Development

Dr K. KANAGARATNAM, Director, Population
Projects Department

Dr J. A. LEE, Environmental and Health
Adviser, Office of Environmental and
Health Affairs

World Meteorological Organization

Miss Y. DIALLO, External Relations
Officer

Inter -Governmental Maritime Consultative
Organization

Mr F. MASSON, Liaison Officer

International Atomic Energy Agency

Mrs M. OPELZ, Head, IAEA Office in Geneva

REPRESENTATIVES OF OTHER INTERGOVERNMENTAL ORGANIZATIONS

Intergovernmental Committee for European
Migration

Dr C. SCHOU, Chief Medical Officer

International Committee of Military
Medicine and Pharmacy

Professor J. PATRNOGIC

League of Arab States

Dr Z. A. HAMDI, Director, Health
Department

Dr G. AL- ZERIKLY, First Secretary, Health

Department

Organization of African Unity

Mr N. DJOUDI, Ambassador, Assistant
Secretary -General for Scientific and
Cultural Affairs

Dr M. H. RAJABALLY, Director, Health and
Nutrition Division

Mr A. SIDKY, Executive Secretary for
Europe; Ambassador, Permanent Observer
of the Organization of African Unity to
the United Nations Office at Geneva

Organization of American States

Dr O. GODOY ARCAYA, Director, Regional
Office of the Organization of American
States in Europe

Dr F. HURTADO DE MENDOZA

Common African and Mauritian
Organization

Dr C. RAMASSAWMY, Chief, Scientific and
Technical Research Section, Department
of Cultural and Social Affairs

International Civil Defence Organization

Dr M. M. BODI, Secretary -General

Mr E. E. ALLEY, Emergency Services Adviser

Dr E. MUSSO, Adviser on Disaster Medicine



MEMBERSHIP OF THE HEALTH ASSEMBLY 29

REPRESENTATIVES OF NONGOVERNMENTAL ORGANIZATIONS
IN OFFICIAL RELATIONS WITH WHO

Christian Medical Commission International Committee on Laboratory
Animals

Miss R. N. BARROW

Dr S. J. KINGMA

Dr Ursula LIEBRICH

Commonwealth Medical Association

Mr J. A. BYRNE

Council for International Organizations of

Medical Sciences

Dr Z. BANKOWSKI

International Air Transport Association

Mr R. W. BONHOFF
Dr A. S. R. PEFFERS

International Association for Accident and

Traffic Medicine

Mr R. ANDREASSON
Dr O. FRYC

International Association for Child
Psychiatry and Allied Professions

Professor R. HENNY

International Association of Logopedics and

Phoniatrics

Dr A. MULLER

International Association of Microbiological

Societies

Professor R. H. REGAMEY

International Association on Water Pollution

Research

Professor O. JAAG

International Brain Research Organization

Dr J. J. DREIFUSS

International Committee of Catholic Nurses

Mrs E. VAN DER GRACHT -CARNEIRO

Mr P. D. M. SLEIJFFERS

Dr N. ODARTCHENKO

International Committee of the Red Cross

Dr R. KASER
Mr J. M. BORNET

International Confederation of Midwives

Mrs M. A. CHEID

International Council on Alcohol and
Addictions

Professor A. M. AMAR

Professor H. HALBACH
Dr Eva TONGUE

International Council on Jewish Social and
Welfare Services

Dr A. GONIK

International Council of Nurses

Miss A. HERWITZ
Miss M. RYCHTELSKA
Dr Doris KREBS

International Council of Scientific Unions

Dr R. MORF

International Dental Federation

Professor L. -J. BAUME

Professor A. -J. HELD

International Diabetes Federation

Dr B. RILLIET

International Electrotechnical Commission

Mrs D. DOBLER

International Epidemiological Association

Dr L. MASSÉ
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International Federation of Clinical
Chemistry

Dr J. FREI
Dr M. ROTH
Dr J. BIERENS DE HAAN

International Federation of Gynecology and
Obstetrics

Dr F. BEGUIN

International Federation for Information
Processing

Mrs G. ROBERTS

International Federation for Medical and

Biological Engineering

Dr W. BECKER

International Federation of Multiple

Sclerosis Societies

Miss B. DE RHAM

International Federation of Ophthalmological
Societies

Dr A. FRANCESCHETTI

International Federation of Pharmaceutical

Manufacturers Association

Dr J. EGLI
Dr E. LANG
Miss A. BÜCHEL
Miss D. SCHATZMANN

Mr M. MONROY
Dr J. GALIMPERTI

International Federation of Surgical

Colleges

Professor W. RUDOWSKI

Mr J. COOK

International Hospital Federation

Mr M. C. HARDIE

International League against Rheumatism

Professor S. ORLOFF

International Organization for Standardi-

zation

Dr N. N. CHOPRA

International Paediatric Association

Professor L. PAUNIER

International Planned Parenthood Federation

Dr F. SAI

Dr Indrani P. SENANAYAKE

International Radiation Protection
Association

Dr J. SPAANDER

International Society of Biometeorology

Dr W. H. WEIHE

International Society of Blood Transfusion

Dr Z. S. HANTCHEF

International Society of Cardiology

Dr P. MORET

International Society of Hematology

Dr G. ASTALDI
Dr J. SPAANDER

International Society for Human and Animal
Mycology

Dr J. MULLER

Professor W. LOEFFLER

International Society of Radiographers and
Radiological Technicians

Mr E. R. HUTCHINSON

International Society of Radiology

Professor O. OLSSON

International Society for Rehabilitation
of the Disabled

Professor K. RENKER

International Sociological Association

Professor M. PFLANZ
Dr A. GEBERT

International Union of Architects

Mr A. RIVOIRE
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International Union of Biological Sciences

Professor Hj. HUGGEL

International Union for Child Welfare

Mrs I. KEMPE
Mrs M. GRANDJEAN

International Union for Health Education

Professor R. SENAULT
Dr E. BERTHET
Mrs A. M. KAPLUN-LE MEITOUR

International Union of Local Authorities

Mr F. COTTIER

International Union of Nutritional Sciences

Professor J. C. SOMOGYI

International Union of Pharmacology

Professor H. HALBACH

International Union of School and
University Health and Medicine

Professor V. BRUTO DA COSTA
Dr C. DE ROCHE

Dr P. GRANDGUILLAUME

International Union against Tuberculosis

Dr Annick ROUILLON
Mrs J. BERNARD DEBAECKER

Joint Commission on International Aspects
of Mental Retardation

Mrs Y. POSTERNAK

League of Red Cross Societies

Mr G. AKOPOV
Dr H. ACEVEDO
Miss M. ESNARD
Miss M. ROBINSON
Miss I. RILLIET
Mr D. ARMITAGE
Mr J. VIGNE

Medical Women's International Association

Dr Anne -Marie SCHINDLER

Population Council

Dr G. I. ZATUCHNI

World Association of Societies of

(Anatomic and Clinical) Pathology

Dr O. FENNER
Dr H. LOMMEL

World Federation of Hemophilia

Dr Lili FULOP- ASZODI

World Federation for Medical Education

Dr H. van Zile HYDE
Dr G. E. MILLER

World Federation for Mental Health

Dr Anne AUDEOUD-NAVILLE
Mr D. DEANE

World Federation of Neurosurgical Societies

Dr G. ASSAL

World Federation of Nuclear Medicine and
Biology

Dr M. IIO

World Federation of Occupational Therapists

Mrs E. TACIER - RILLIET

World Federation of Public Health
Associations

Mr R. E. MORGAN Jr
Mr G. DAFOE
Dr W. B. McBEATH
Mr R. C. DUDROW

World Federation of United Nations
Associations

Mr J. G. G. DE GEER
Mr L. H. HORACE PERERA

World Veterinary Association

Mr E. AALBERS
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OFFICERS OF THE HEALTH ASSEMBLY AND MEMBERSHIP OF ITS COMMITTEES

President:
Sir Harold WALTER (Mauritius)

Vice -Presidents:

Dr A. R. AL AWADI (Kuwait)
Mr B. N. JHA (Nepal)

Dr H. J. H. HIDDLESTONE (New Zealand)
Professor I. DOGRAMACI (Turkey)1
Dr H. WEINSTOK (Costa Rica)

Secretary:

Dr H. MAHLER, Director -General

Committee on Credentials

The Committee on Credentials was composed
of delegates of the following Member States:

Afghanistan, Bulgaria, Finland, Ireland,
Malawi, Mexico, Singapore, Thailand, Togo,
Trinidad and Tobago, United Arab Emirates,
United Republic of Tanzania.

Chairman: Dr E. TARIMO (United Republic of

Tanzania)
Vice -Chairman: Dr TOH Chin Chye (Singapore)

Rapporteur: Mr I. D. KLOUTSÉ FO KODJOVI

(Togo)

Secretary: Mr C. -H. VIGNES (Constitutional

and Legal Matters)

Committee on Nominations

The Committee on Nominations was composed
of delegates of the following Member States:

Afghanistan, Argentina, Canada, Central
African Republic, Chad, China, Colombia,
Cuba, France, Germany, Federal Republic of,

India, Indonesia, Iran, Jamaica, Kenya,

Libyan Arab Republic, Mozambique, Niger,
Oman, Poland, Union of Soviet Socialist
Republics, United Kingdom of Great Britain

and Northern Ireland, Western Samoa, Zambia.

Chairman: Dr Karan SINGH (India)
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VERBATIM RECORDS OF THE PLENARY MEETINGS

FIRST PLENARY MEETING

Monday, 3 May 1976, at 3 p.m.

President: Professor S. HALTER (Belgium)

1. OPENING OF THE SESSION

The PRESIDENT (translation from the French):

As President of the Twenty- eighth World Health Assembly I have the honour to declare
open the Twenty -ninth World Health Assembly.

In the first place it is my privilege, a privilege the exercise of which gives me great
pleasure, to welcome among us on behalf of this Assembly Mr Jean Babel, President of the
Conseil d'Etat of the Republic and Canton of Geneva, Miss Aliette Aubert, Vice -President of
the Grand Conseil, Mrs Lise Girardin, Mayor of the City of Geneva, Mr Edouard Givel,
President of the Municipal Council of the City of Geneva, Mr Bernard. Ducret, Secrétary-
General of the University of Geneva, and Professor Marcel Jenny, Deputy Dean of the Faculty
of Medicine.

It is also my privilege to welcome here on the rostrum beside me Mr Winspeare
Guicciardi, Director- General of the United Nations Office at Geneva, representing the
Secretary -General of the United Nations. I welcome the Directors- General of the specialized
agencies, their representatives, and the representatives of the various United Nations bodies.

I should also like to welcome the delegates of Member States and the representatives of
Associate Members, and most particularly the delegates of Tonga, Mozambique, the Democratic
Republic of Viet -Nam, the Comoros, Cape Verde, Sao Tome and Principe, Surinam, and Papua New

Guinea - States which, having accepted the Constitution since the last Assembly, have thereby
become Members of the World Health Organization. I also welcome the observers for non -Member
States who have been invited to attend; the observers for Angola are welcome here, Angola
having applied for admission to membership of the World Health Organization. Observers for
national liberation movements invited in accordance with resolution WHA27,37 of the Twenty -
seventh World Health Assembly, representatives of intergovernmental and nongovernmental
organizations maintaining official relations with the World Health Organization, and members
of the Executive Board - welcome! Welcome, most sincerely and cordially, to you all!

I give the floor to Mr Winspeare Guicciardi, Director -General of the United Nations
Office at Geneva, representing the Secretary -General of the United Nations.

2. ADDRESS BY THE DIRECTOR- GENERAL OF THE UNITED NATIONS OFFICE AT GENEVA

Mr WINSPEARE GUICCIARDI (Director -General of the United Nations Office at Geneva):

Mr President, as the Director -General of the United Nations Office in Geneva, it gives

me special pleasure to welcome again this distinguished gathering to the Palais des Nations.

The Secretary -General of the United Nations, Mr Kurt Waldheim, has asked me personally to

convey to you his very warm wishes for the success of this Twenty-ninth World Health Assembly.

Last year, at the opening of the Twenty- eighth World Health Assembly, I had the privilege
of mentioning the New Economic Order and you will understand if, in the light of the Seventh
Special Session of the General Assembly of the United Nations last September, I revert to this

subject again. The consensus of the Assembly expresses, I know, the concern we all share for
the health of the corporate body of States, of the nations which make up the membership of the

United Nations and of your Organization. There can be no question but that a serious economic

imbalance between Member States disturbs the equilibrium so necessary to the wellbeing of all.
It is the General Assembly's decision to redress this imbalance wherever and whenever possible.

- 37 -
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In the long term, even world peace and security, hence also the interest of the more favoured
nations, depend on a fairer distribution of assets - in trade, in scientific knowledge and
technology and in the exploitation of the world's resources. While it does not automatically
follow that technologies and systems which have succeeded in one context can be transferred
to other situations, ways must be found to adapt technological and scientific advances, also
in the health field, to local conditions. Emerging countries have to be helped and encouraged
in working out development solutions appropriate to their own circumstances, and this remains
a primary responsibility of all our organizations.

I come therefore to another body: the body of international organizations, or the
United Nations family or system as it is often called. We have recently been devoting much
time and energy to the question of restructuring. It has become clear that the international
community no longer considers "international pragmatism" an adequate formula for worldwide
cooperation. Global arrangements have to be designed to cope with problems which can only
be solved globally; for example, rules governing international trade, the geographical
location of industrial activities, means of achieving food sufficiency in the developing areas,
and the complexities in integrating social factors and objectives in the New International
Economic Order. These are the comprehensive ends to which our system of organizations must
direct itself, and these are the purposes which must provide the inspiration to examine
critically the way we have worked in the past, the way we organize our work now, and the way
in which we should best work in the future. The ends will inevitably transcend many of our
established and sectoral preoccupations, but if we fail to respond we shall fail the world
community that it is our privilege to serve. The Secretary -General of the United Nations
recently conveyed to the Ad Hoc Committee on the Restructuring of the Economic. and Social
Sectors of the United Nations System his view that an international society striving towards
greater integration would, like nation States, require a very complex set of institutions,
adding that in the past new institutions had been created, not necessarily for functional
reasons, but because the existing institutions were found wanting. We are all confident

that the United Nations system, and by no means least the World Health Organization, will
respond creatively to the challenge implied in that remark.

This leads me naturally to the third body which I had in mind: the human body. The
World Health Organization and your World Health Assembly carry a special responsibility for

mankind. The human being cannot prosper as a member of his community, as a member of a
larger society, as a national of a State, or as a person in the world community, unless he
enjoys the prospects of a reasonable lifespan and the assumption of physical and mental well-
being sufficient to enable him to play a constructive part.

Your distinguished Director -General, Dr Mahler, is keenly aware of the need for your
Organization to interpret its mandate comprehensively. In his own words: "We have a long way

to go yet, but we have made a start in reorienting the Organization's programmes towards
fostering social and economic development rather than confining ourselves to health develop-
ment at the purely technical level." And further: "it is unlikely that an approach confined

to a single sector will be successful, and WHO is now fully aware of the need to join forces
with economists, agronomists, water engineers, and community and rural developers, or, in
other words, to team up with the United Nations, our sister technical agencies

. . . for
a combined approach ". The urgent need to review the health of the body of the man and to
see the body of our international organizations in the context of the changing world community

could not have been more clearly or concisely articulated.

May I congratulate you on behalf of the Secretary -General of the United Nations on your
achievements in the past and your awareness of current problems; and I wish you every luck

in your deliberations at this World Health Assembly during this time which we know to be a
time of reappraisal and adjustment to the challenge of our time.

The PRESIDENT (translation from the French):

I cordially thank Mr Winspeare Guicciardi. The Assembly requests him to be so kind as to
convey to Dr Waldheim the greetings of all the delegates and personalities present.

I should now like to ask Mr Jean Babel, President of the Conseil d'Etat of the Republic
and Canton of Geneva, kindly to take the floor and deliver his address.

3. ADDRESS BY THE PRESIDENT OF THE CONSEIL D'ETAT OF THE REPUBLIC AND CANTON OF GENEVA

Mr BABEL (President of the Conseil d'Etat of the Republic and Canton of Geneva) (translation
from the French):

Mr President, Mr
the federal, cantonal
Geneva on this day of
like to convey to you

Director -General, your excellencies, ladies and gentlemen, on behalf of
and municipal authorities I have the honour to bid you welcome to
the opening of the Twenty -ninth World Health Assembly. I should also
those authorities' hearty congratulations, and particularly the
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congratulations of the Conseil Fédéral and the Conseil d'Etat, on your Organization's
striking achievements, together with their good wishes both for the work the participants
will be doing at this session and also, in general, for the successful performance of the
very numerous tasks that your institution is tirelessly engaged in carrying out.

Everyone realizes today the importance of public health at world level, for upon it the
quest for wellbeing and its maintenance everywhere depends. On that account the World Health
Organization is one of the most important international organizations to which it is the
proud privilege of Geneva to be host.

The authorities I represent here are convinced of the usefulness and loftiness of the
objectives of your Organization, and those of the other United Nations specialized agencies
and the organizations set up to promote peaceful cooperation between States. The authorities
of this country, at every level, are consequently determined to do everything in their power
to facilitate the work of the international organizations established in the country's
territory and particularly at Geneva.

As your Director -General says in the Annual Report which he has submitted to you,
economic considerations are directly relevant to health, because health plays a fundamental
part in social and economic development. At the same time public health is inextricably
bound up with the idea of progress in the broadest sense of the word, since the inestimable
boon of health is essential everywhere for any improvement in social, occupational and

economic conditions. -

For the individual person health is an essential and fundamental asset, one which is
unfortunately not shared out equitably at birth, so that from the very beginning of life there
is inequality of opportunity in this field also. Were this inequality of destiny not
mitigated by medical science it would have even worse consequences for people who have a
delicate constitution since they are handicapped even from a material point of view, if only
because they are less well able to work. Thanks however to the effective steps taken, often
on your prompting, by the sick people themselves, by the medical profession and by governments,
not to mention the measures arising out of the numerous programmes launched throughout the
world by your Organization, health is gradually ceasing to be a favour conferred by fate or
by easy circumstances and is steadily coming to be a right. This accords with elementary ideas
of justice.

The efforts that have been made over many years to promote health in the industrialized
countries have led to increasing demands being made upon public budgets, not only for
improving health conditions proper but also for meeting the new medical and social needs to

which the ageing of the population is giving rise. Your governing bodies are to be congra-
tulated therefore on their realism in seeing to it that the available resources of personnel
and equipment are adjusted to local circumstances, in the legitimate interests of efficiency.
Examples of this are coordination with local health services, training and employment of
medical assistants and primary health care workers, and wide use of simple and tried
techniques.

Let me assure you, Mr President, ladies and gentlemen, that the people and authorities
of my country will continue proudly to give their loyal and unreserved support to your
Organization in carrying out its great task of protecting and promoting health wherever

people live. (Applause)

The PRESIDENT (translation from the French):

Thank you, Mr Babel. The Assembly has just shown you by its applause the gratitude it
feels for the hospitality and generosity of the Geneva authorities.

4. ADDRESS BY THE PRESIDENT OF THE TWENTY- EIGHTH WORLD HEALTH ASSEMBLY

The PRESIDENT (translation from the French):

Your Excellencies, Ministers, Ambassadors and fellow public health delegates, when you
elected me President of this Assembly last year I was deeply grateful to every one of you.
The experience I have gained from my occupancy of the post has been an education to me and
the great number of aspects of things, the great number of problems, which have presented
themselves to me in a different light during the last twelve months prompt me today to tell
you once again how grateful I am to you for having enabled me to acquire that experience.
I want warmly to thank the Assembly therefore for having elected me. I have no doubt that
the election of my successor will soon erase me from your memory, and the fact that my name
will be included among the number of former Presidents of the Assembly will have importance
chiefly as a source of satisfaction to myself. However, allow me at this juncture to say
that, at least as far as I myself am concerned, I have learnt how important the collaboration
of a few people made available to the President by the Organization can be for the carrying

out of the President's work and for the direction of operations; without naming other members
of the Secretariat, I should particularly like publicly to express my thanks here to Mr
Fedele and Dr Gunn, who at every point in the progress of my work as President were on the

spot to ensure that the difficulties that might be encountered on my path were removed.
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Were I to venture to make a suggestion to my successors I should recommend them to do as
I have done myself, that is, that they should be guided as closely as possible by the fruits

of those gentlemen's long experience.
Though this address must be brief, I should like nevertheless to express a number of

wishes. One of these chimes in with what Mr Winspeare Guicciardi has just been saying in his
address: namely, the wish that the economic situation of the world will soon improve and
enable new initiatives and departures to be made in international cooperation for the pro-

motion of health. I should also like to see political decisions taken more frequently to
deal with the problems presented by the health of the people. I would also express the wish

that there should, in all the countries of the world, be a strengthening of the authority and

role of public health administrations. Another wish I would express is that there should be

an increase in the share of resources assigned to health promotion in the world. I should

like to see a strengthening of solidarity between the industrialized countries and the
developing countries for true cooperation to promote the health of the peoples of the world.
And I should like to see a strengthening of the political will to achieve that solidarity.

I should like there to be a still more complete realization on the part of all the peoples of
the world of the role that each individual person, each member of the population, can play to
improve the health of his acquaintances and of his dear ones. Allow me also to express the
wish that countries should acquire a better understanding of the stress which ought to be
laid upon the development of their national elites, and upon the prime need to use those
elites first and foremost to help their own population before having them thrown into the
melting pot of the international organizations - where they undoubtedly have an important part
to play, but it must not be played at the expense of urgent and important problems requiring
solution at the national level itself.

I should like to refer to two fundamental problems which, to my mind, with the mental
picture I have acquired in recent months, appear destined to bulk large in the decades ahead.
The first is a revision, a painful one perhaps, but in my view one which is indispensable and
unavoidable, of the traditional principles of medicine that we call the Hippocratic principles.
I have a profound belief in the need to evolve a new concept of medico - social and health

ethics in the world - ethics covering all health disciplines and also all workers concerned

with health. These problems of ethics, ladies and gentlemen, are primarily to do with certain
aspects of a medical deontology which is impregnated through and through with the idea of
freedom in diagnosis and in therapy: a freedom the physician is quite right in claiming until

it starts to be abused. The very idea of professional confidentiality itself, which for
centuries has engrossed the thoughts both of the medical profession and of its patients, will
inevitably have to undergo certain revisions, since the number of disciplines and health
auxiliaries participating in diagnostic, therapeutic, preventive, rehabilitation and health
promotion activities is steadily increasing, and the principle of confidentiality in so far
as it can be valuable to the patient will necessarily have to be extended to cover them, under
new and better founded rules. Clinical trials of new means of diagnosis, therapy and pre-
vention, and the applications of such experiment and research to individual people, are
constantly giving rise to new problems, especially on account of the steady acceleration of
the process by which those means are made available to practitioners and the increasing speed
with which they are thereupon applied to patients. New ethics will also have to cover genetic
experiments, genetic manipulation and the development of all those extraordinary techniques
for recombining DNA that are capable of artificially altering the hereditary potential of
every man and woman among us. Also there are the problems of the ethics of reproductive
processes, and of the need to formulate new concepts in keeping with the humane nature of all
our interventions but also in keeping with the needs that may be felt by some social groups
or populations otherwise handicapped by fate. Ethics of organ transplants, ethics covering
environmental problems, disturbance of the environment and the effects on pollution,
intentional or otherwise, demand our attention; also ethics of psychosocial relations within

human communities or between such communities. Lastly, we need ethics in regard to death, to

the rights of the dying, together with a solution to the problem of the absolute right of
everyone, well or ill, to health as formulated in our Organization's Constitution. I hope

that the World Health Organization will be willing to play its natural part in promoting
studies and research and in working out new rules to govern, in the future, relations between

people in these different fields and many others besides.
The second problem I want to draw your attention to is the urgent need that exists in

the world for action to promote environmental health. Drinking -water supplies of good

quality, disposal and treatment of liquid and solid wastes, the quality and quantity of food,
and the need to protect consumers against a complaisant attitude to the use of intentional or
unintentional additives, represent problems which, owing to our ignorance of very many of the
possible consequences, require additional efforts for their solution.

Theachievement of the psychosocial equilibrium I mentioned just now within and between
human communities will require substantial efforts, for trouble in this field results in
suffering the magnitude of which it is hard to gauge and impossible fully to appreciate.
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These things I have mentioned, and many others, will require the deployment of sub-
stantial resources, and - if the enterprise is to be successfully carried out in time for our

generation to see it accomplished and perhaps to evaluate its results - a massive mobilization
of funds. It will also require a massive mobilization of good will and of the human resources
at present available or that will be available in the future. I hope you will agree with me
that the role to be played by WHO here is an essential one. You will also agree with me,
however - and we shall certainly be having occasion to deplore this fact in the weeks ahead -
that the financial resources available to our Organization for carrying out its mission are
derisory in comparison with the tasks that have to be accomplished. Yet it is our responsi-
bility to see that they are accomplished: it is up to us to ensure that in every corner of
the world peoples can at last escape from the distress they are in and benefit from the

improvements which mankind has managed to achieve, and which it would be unjust to reserve
for a few only. This means that the role of the World Health Organization is an essential one,
since WHO is in a position to make the necessary studies, to carry out the indispensable
research, and to provide and call upon experts of the highest skill. But WHO is not in a
position, with the resources available to it, effectively to assist the pratical carrying out
of the enterprise I am speaking of. Admittedly, there is already close cooperation with a
number of better endowed organizations: the World Bank, the United Nations Development
Programme, the United Nations Environment Programme, and the Food and Agriculture
Organization of the United Nations; also with less well endowed organizations like UNICEF and
many others that the World Health Organization is collaborating with in various undertakings
and in the pursuit of various aims.

WHO could, it is true, also play this role of expert, consultant and researcher in a
great number of programmes that are increasingly frequently now being embarked upon at
bilateral level. But these opportunities are limited ones. And as I began by saying, what has
to be done is not just to say that one hopes this will be, but actually to bring about an
awakening on the part of all the politicians at present governing countries in which the

financial resources exist to the need for greater solidarity, for making unsecured invest-
ments and for aiding underprivileged populations, so that these large -scale operations that
are now essential in most parts of the world may be carried out.

It is also necessary however to try to ensure that the maxim "God helps those who help
themselves" - here, "WHO helps those ..." - is applied in the case of populations who have been

unable, simply because of the ignorance they are in, to find a local solution specific to
certain of their health problems. An important part the World Health Organization could play
would be, precisely, to mobilize all forces so as to bring knowledge - knowledge of methods of
disease control and of ways of promoting environmental health - to countries' most remote
areas. Nor must I omit to mention, in this very brief recital of the major problems we are at
present confronted with in the world, disease control - and more particularly control of
diseases that affect tropical regions, infectious, degenerative and deficiency diseases: we

all know how numerous these are. But while we may hope that the present Assembly will be in
a position to celebrate, with the elimination of smallpox, the termination of a nightmare in
the grip of which mankind has been languishing for thousands of years, the fact nevertheless
remains that malaria, schistosomiasis, onchocerciasis, trypanosomiasís, mycoses and virus
diseases are still mowing down our populations - destroying our fellow -countrymen's potential-
ities, or slaying them outright. Here too, then, there is much to be done; and if we had to
make a painful choice today, and confine ourselves to two topics of concern in an organization
such as ours, I would venture to suggest that one of those concerns should be that of securing
new forms of relations between people, of enabling people to acquire more easily and more
thoroughly knowledge of everything that may be useful in their daily life; and that the other
concern should be that of developing biomedical research and action in the fields I have just

mentioned. Biomedical research, in the field of tropical diseases in particular, can enable
us to achieve extraordinary results in a very short time, to see the spectre of families
decimated by disease vanish from the earth and its place taken by new possibilities for the

harmonious development of families, population groups and nations.
Ladies and gentlemen, it is in action with larger resources, it is in biomedical research

with the resources at present available to the Organization, that the seeds may be found for
a development that will enable this generation to create conditions of life favourable to the
development of future generations of men in a world where peace will, at length, be assured.

Thank you, ladies and gentlemen.
Before the personalities who have kindly been taking part in the opening of this Assembly

leave us, I should like once again to thank them for the honour they have done us. I shall
now, ladies and gentlemen, suspend the meeting for a moment in order to allow us to take
leave of them. I would request delegations kindly to remain in their seats. We shall be

resuming the meeting in a moment.

The meeting was suspended at 3.45 p.m. and resumed at 3.50 p.m.
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5. APPOINTMENT OF THE COMMITTEE ON CREDENTIALS

The PRESIDENT (translation from the French):

Your Excellencies, Ministers, Ambassadors and fellow delegates, we are resuming the
meeting. We have now to consider item 1.2 of the provisional agenda: Appointment of the
Committee on Credentials. The Assembly is, as you know, required to appoint a Committee on
Credentials in accordance with Rule 23 of the Rules of Procedure of the Health Assembly,
which reads as follows:

"A Committee on Credentials consisting of twelve delegates of as many Members shall

be appointed at the beginning of each session by the Health Assembly on the pro-
posal of the President. This committee shall elect its own officers. It shall
examine the credentials of delegates of Members and of the representatives of
Associate Members and report to the Health Assembly thereon without delay. Any
delegate or representative to whose admission a Member has made objection shall
be seated provisionally with the same rights as other delegates or representatives,
until the Committee on Credentials has reported and the Health Assembly has given
its decision.

Meetings of the Committee on Credentials shall be held in private."
In conformity with this Rule I am submitting for your approval a list of 12 Member

States, whose names I shall be giving you in a moment; representatives of those twelve
countries will then sit on the Committee on Credentials. I shall read out the list in
alphabetical order: Bulgaria, Finland, Ireland, Malawi, Mexico, Pakistan, Singapore, Thailand,
Trinidad and Tobago, Togo, the United Arab Emirates, and the United Republic of Tanzania.
Are there any comments on this proposal? There appears to be no objection, and I accordingly
declare the Committee on Credentials appointed, with the membership I have just mentioned.'
Subject to the decision of the General Committee, the Committee on Credentials will meet on
Tuesday, 4 May, probably in the afternoon, in accordance with resolution WHA20.2 of the
Twentieth World Health Assembly, while the general debate on the reports of the Executive
Board and of the Director -General is taking place in the plenary meeting. It is so decided.

6. ELECTION OF THE COMMITTEE ON NOMINATIONS

The PRESIDENT (translation from the French):

We shall now pass to item 1.3 of our agenda: Election of the Committee on Nominations.
This item is governed by Rule 24 of the Rules of Procedure of the Health Assembly, which
reads as follows:

"The Health Assembly shall elect a Committee on Nominations consisting of twenty -
four delegates of as many Members.

At the beginning of each regular session the President shall submit to the
Health Assembly a list consisting of twenty -four Members to comprise a Committee
on Nominations. Any Member may propose additions to such list. On the basis of
such list, as amended by any additions proposed, a vote shall be taken in accord-
ance with the provisions of those Rules dealing with elections.

Meetings of the Committee on Nominations shall be held in private."
Ladies and gentlemen, in accordance with this Rule a list of 24 Member States has been

drawn up by me and will be submitted to the Assembly for its consideration. I would draw your
attention to the fact that on previous occasions the regional distribution criterion was the
same for the composition of the Committee on Nominations as for the election of Members
entitled to designate a person to serve on the Executive Board. The membership of the
Executive Board has, as you know, increased from 24 to 30. That procedure was consequently
no longer possible and we have applied a purely mathematical rule based on the numbers of
Members per Region. This gave the following distribution by Region:
African Region, 6 members; Americas, 5; South -East Asia, 2; Europe, 5; Eastern Mediterranean, 4;
and Western Pacific, 2. In accordance with this distribution criterion I have, as President of
the Assembly, drafted a proposal by which the following countries (mentioned in alphabetical
order) could be selected under Rule 24 as members of the Committee on Nominations:
Afghanistan, Argentina, Canada, Central African Republic, Chad, China, Colombia, Cuba, France,
Federal Republic of Germany, India, Indonesia, Iran, Jamaica, Kenya, Libyan Arab Republic,
Mozambique, Niger, Oman, Poland, Union of Soviet Socialist Republics, United Kingdom of Great
Britain and Northern Ireland, Western Samoa, and Zambia. Have delegates any comments to make
on the list of countries proposed? I see no objections. We accordingly declare the Committee
on Nominations elected, with the membership of which I have just informed you. The Committee
on Nominations will meet immediately after the close of this meeting, which will be in a few

minutes.

1

See page 44.
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As you are aware, ladies and gentlemen, Rule 25 of the Rules of Procedure of the
Health Assembly defines the mandate of the Committee on Nominations and states that the pro-
posals of the Committee on Nominations shall be forthwith communicated to the Health Assembly.
The Committee on Nominations is required, as you know, to propose to us names for the offices
of the President and Vice -Presidents, and of the Chairman of each of the main committees -
and to do so with all speed, that is to say in principle at our next plenary meeting. I shall
therefore now adjourn the meeting, and wish you a pleasant evening. The next plenary meeting
will be held tomorrow morning, Tuesday, at 9.30 a.m. Thank you. The meeting is adjourned.

The meeting rose at 4.5 p.m.



SECOND PLENARY MEETING

Tuesday, 4 May 1976, at 9.30 a.m.

President: Professor S. HALTER (Belgium)

later: Sir Harold WALTER (Mauritius)

1. APPOINTMENT OF THE COMMITTEE ON CREDENTIALS (continued)

The PRESIDENT (translation from the French):

Your Excellencies, distinguished Ministers, dear fellow delegates, the meeting is open.

First of all, I have a communication to make to you. Yesterday, when speaking of the
composition of the Committee on Credentials, I said that Pakistan was among the countries
that would be represented on that Committee. I should like to tell you today that the name
of Pakistan should be replaced by that of Afghanistan. I imagine the Assembly will see no
harm in this minor change and, if there are no objections, it will be so decided.

2. FIRST REPORT OF THE COMMITTEE ON NOMINATIONS

The PRESIDENT (translation from the French):

Ladies and gentlemen, the first item on our agenda for this morning is the consideration
of the first report of the Committee on Nominations. The report appears in document A29/48,
which has been distributed to all delegates. I call on Dr Karan Singh, Chairman of the
Committee on Nominations, to be kind enough to read out the report.

Dr Karan Singh (India), Chairman of the Committee on Nominations, read out the first

report of that Committee (see page 640).

Election of the President

The PRESIDENT (translation from the French):

I thank Dr Karan Singh and should like to ask the Assembly if there are any observations
regarding this report.

In the absence of any observations, and as it appears that there are no other proposals,
I advise the Assembly that, in accordance with the provisions of Article 77 of its Rules of
Procedure, it will not be necessary to proceed to a vote since only one candidate has been
put forward by the Committee on Nominations. I therefore suggest that the Assembly approve
this nomination submitted by the Committee and elect its President by acclamation. (Applause)

I shall now ask Sir Harold to step up to the platform to receive from me the gavel of
President of this Assembly. (Applause)

Sir Harold Walter took the presidential chair.

The PRESIDENT:

Distinguished delegates, ladies and gentlemen, I can assure you that it is for the first
time that I feel so moved that I am practically speechless. I will perhaps not say any more,
but thank you for the trust you have placed in me and for the honour you have given me to
preside over your fortunes for the ensuing year. I can only for the time being assure you
that it will be well placed and that the conventions and traditions of the house, which today
constitute an institution so worthy of respect by the world, will be maintained. You will
hear me further tomorrow morning. Thank you once again.

- 44 -
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3. SECOND REPORT OF THE COMMITTEE ON NOMINATIONS

The PRESIDENT:

I will now invite the Assembly to consider the second report of the Committee on
Nominations. This report is contained in document A29/49. May I ask the Chairman of the
Committee on Nominations, my good friend Dr Karan Singh, to read the second report of the
Committee.

Dr Karan SINGH (India), Chairman of the Committee on Nominations:

Mr President, before I read the second report of the Committee on Nominations, please
accept my very warm and sincere congratulations upon your election as President.

Dr Karan Singh read out the second report of the Committee on Nominations (see page 640).

Election of the five Vice -Presidents

The PRESIDENT:

I thank you, Dr Karan Singh, for your kind words and for your report. I now invite the
Assembly to consider the nominations proposed by the Committee seriatim. Nominations for

Vice -Presidents of the Assembly. Are there any observations? If there are none, I invite
the Assembly to declare the Vice -Presidents elected by acclamation. (Applause)

I shall now determine by lot the order in which the Vice -Presidents shall be requested to
serve, should the President be unable to act in between sessions- which is likely to happen.
The names of the five Vice -Presidents have been written down on five separate sheets of paper,
which I am going to draw by lot: Dr A. R. Al Awadi; Mr B. N. Jha; Dr H. J. H. Hiddlestone;
Mr A. C. Kirca; Dr H. Weinstok; and that's the lot for the lot. Thus the Vice- Presidents
will be requested to serve in the following order, and this I only repeat for the sake of

clarification: Dr Al Awadi (Kuwait) will be the first one required to serve; then comes

Mr B. N. Jha (Nepal); then Dr Hiddlestone (New Zealand); then Mr A. C. Kirca (Turkey); and

the last, but not the least, Dr H. Weinstok (Costa Rica). May I invite you five distinguished
gentlemen to come to the rostrum and take your seats. You will notice, ladies and gentlemen,

there is one missing. He is far from Geneva, but he is on the way. I hope that the
Concorde brings him here within hours.

Election of the Chairmen of the main committees

The PRESIDENT:

Now we come to the nomination for the Chairman of Committee A. You have heard the

report. Are there any observations? If there are none, I invite the Assembly to elect

the Chairman of Committee A by acclamation. (Applause)

Thank you very much.
The nomination for the Chairman of Committee B - are there any observations? As I see

none, I would ask you to elect your Chairman of Committee B by acclamation. (Applause)

Thank you very much.

Establishment of the General Committee

The PRESIDENT:

Now we come to the nominations for the other members of the General Committee. According
to Rule 31 of the Rules of Procedure of the Assembly, the Committee on Nominations has
proposed the names of 14 countries which, added to the officers just elected, would
constitute the General Committee of the Assembly. Are there any observations? There are no
observations; I declare the 14 countries elected. Before I move to the next item, it
is my privilege and pleasure to thank Dr Karan Singh for the efficient and competent way in

which he has carried out his duties. I wish him well.

The next item on our agenda would normally be item 1.8 - Adoption of the agenda and
allocation of items to the main committees. However, in accordance with Rule 33 of our Rules
of Procedure, this item should first be considered by the General Committee, which will
transmit its recommendations to the Health Assembly. The General Committee will deal with
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this matter at its first meeting, which will be held at 12.30 today, and its recommendations

will be examined by the plenary this afternoon at 2.30 p.m.

4. REVIEW AND APPROVAL OF THE REPORTS OF THE EXECUTIVE BOARD ON ITS FIFTY -SIXTH AND
FIFTY -SEVENTH SESSIONS

The PRESIDENT:

In order to save time, I propose that we now take up items 1.9 - Review and approval of
the reports of the Executive Board on its fifty -sixth and fifty- seventh sessions - and 1.10 -
Review of the Annual Report of the Director -General on the work of WHO in 1975. Are there any
objections to this proposal? No objections. We shall now consider item 1.9, I have pleasure
in giving the floor to the representative of the Executive Board, Professor J. Kostrzewski,
Chairman of the Executive Board.

Professor KOSTRZEWSKI (representative of the Executive Board):

Mr President, distinguished delegates, ladies and gentlemen, it is a great honour and
pleasure to serve in the capacity of the Executive Board's representative at the Twenty -ninth
World Health Assembly. In conformity with the Constitution of the World Health Organization
I have the special privilege of presenting the report of the Executive Board on its fifty -
sixth and fifty- seventh sessions, which were held in Geneva in June 1975 and in January 1976.
Before presenting my report I should like to congratulate you, Mr President, on your election

to this high office. Allow me also to express my feeling that with your high competence in
international cooperation you will lead this Assembly to great success. I also wish to
congratulate the Vice -Presidents of the Assembly and the Chairmen of the committees on their
election to their high offices.

Mr President, distinguished delegates, for the first time in the history of this Organi-
zation the Executive Board met at its fifty -sixth and fifty- seventh sessions with a membership

of 30 rather than 24 persons. With this increase in the membership, we have had the privilege
of benefiting from an even wider experience in the field of human health, from people living
in various environments and in various socioeconomic conditions, and thus facing different
public health problems. Problems submitted to the scrutiny of the Board were thus tackled
from different angles by persons representing a broad spectrum of knowledge, skills and scien-
tific expertise. This led to a thorough and fruitful discussion of the health problems of
the world, in particular during the fifty- seventh session. I would also like to mention the
fact that a true and open dialogue has been established not only between members of the Board,
but also with the Secretariat, in an atmosphere of mutual understanding and real cooperation.

The distinguished delegates who were present at the Twenty- eighth World Health Assembly
will recall that the programme proposals for the biennial 1976 and 1977 presented by the
Director -General were reviewed in detail by the Executive Board at its fifty -fifth session,
followed by the discussions and decisions of the Twenty- eighth World Health Assembly. There-
fore the emphasis of the review by the Executive Board at its fifty- seventh session in January
this year was on the budgetary and financial aspects of the Director -General's proposals for
1977 and on the important programme changes which had taken place or were required in the
development of the programmes of WHO for 1976 and 1977. The members of the Board agreed
that the review of the programme budget proposals for 1977 should be limited to the budgetary
and financial aspects. Nevertheless, the Board decided that important programme matters be
discussed in depth by the Executive Board in connexion with the budgetary and financial dis-
cussions, including disability prevention and rehabilitation, the development of evaluation
in WHO, the smallpox eradication programme, the expanded programme on immunization, and the
onchocerciasis control programme. I shall come back later in my report to some of these
programme matters.

The detailed examination by the Board as a whole of the revised programme budget
proposals for 1977 is contained in WHO Official Records No. 231, Part II. The Board

considers the Director -General's proposals under the various appropriation sections
satisfactory and decided, in resolution EB57.R16, to recommend to the Twenty -ninth World
Health Assembly that it approve an effective working budget for 1977 amounting to

US $146 900 000.
The Executive Board at its fifty -sixth and fifty- seventh sessions reviewed three reports

submitted by the Secretariat on appointments to expert advisory panels and committees. The
number of existing panels, which now totals 43 not counting the Advisory Committee on Medical
Research, has been reduced by one owing to the de facto disestablishment of the panel on
antibiotics, the membership of which has been incorporated into that of the panel on biological
standardization. Two of the reports submitted to the Executive Board contained a list of
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appointments and a summary by WHO Regions of all the changes that have taken place in the

membership of panels. The total number of experts appointed as at the end of 1975 was 2691.

A total of 191 new members were appointed, nine persons were reinstated, and 192 left the

panels.
The third report, submitted to the Board at its fifty -sixth session, was a special report

by the Director -General on the whole question of WHO's utilization of the knowledge, expertise
and experience of the members of its expert advisory panels as well as the method of their
recruitment and appointment, their age and geographical distribution, and their participation

in WHO meetings. This report took into account the comments made during the fifty- fourth and
fifty -fifth sessions of the Board as well as the evolution, direction and purpose of the work
of the Organization and its need for more scientific expertise. The Board agreed with the
Director -General that this whole matter should be kept under continuous critical review, since
the expert advisory panels are one of the Organization's important assets and it is essential
to build up powerful scientific and technical resources to strengthen and extend the work of
the Organization, especially in our efforts to determine new ways of tackling the problem of
health and diseases and to recognize developmental trends. The figures for 1975, compared
with those of previous years, make evident the impact of the Board'sprevious deliberations
and comments and the required changes in the expert advisory panels and in their utilization.
They review the intensive and critical attention given to this matter at all levels in the
Organization. The contribution of the Regional Directors has been especially notable.

During the fifty- seventh session the Executive Board considered 12 reports of expert
committee meetings, and discussed not only their conclusions and recommendations, but also the
comments made by the Director- General on the implications which the recommendations of the
expert committee meetings would have for the Organization's programme. The Executive Board
requested the Director -General, in its resolution EB57.R3, to follow up the recommendations
made by the expert committees in implementing the Organization's programme, taking into account
the discussions in the Board.

During the fifty -sixth as well as the fifty- seventh sessions, the Executive Board
discussed the reports stemming from the meetings of five study groups. In two resolutions
- EB56.R7 and EB57.R4 - the Director -General was requested to take into account the comments
of the Board and to examine the appropriate follow -up to be given to the recommendations of
the study groups.

At its fifty- seventh session, the Executive Board examined the applications submitted by
four nongovernmental organizations for admission into official relations with WHO, and in
resolution EB57.R60 it decided, on the recommendation of its Standing Committee, to establish
official relations with the International Academy of Pathology. With regard to the requests

submitted by the International Organization of Consumers Unions, the European Organization for
Research on Treatment of Cancer, and the International Federation on Ageing, the Board decided
to establish or continue working relations with these organizations.

The Executive Board considered a report by the Director -General on the implementation of
resolution EB55.R53. The Board noted that 63 nongovernmental organizations had replied to the
Director -General's request indicating that their membership reflected the related resolutions
of the United Nations General Assembly and the World Health Assembly regarding the restoration
to the People's Republic of China of all its rights; that 19 nongovernmental organizations had
provided information on their affiliation with bodies or individuals as described in paragraph 1
of resolution EB55.R53; and that replies were still expected from 32 nongovernmental organiza-
tions. A further study will be presented to the Executive Board at its fifty -ninth session in
accordance with resolution EB57.R59.

An additional report on the triennial review of nongovernmental organizations in official
relations with WHO was examined by the Board, which noted that official relations had
developed satisfactorily during the period 1972 -1974 with these organizations. The

Executive Board decided, in its resolution EB57.R60, to suspend official relations with the
International Academy of Legal Medicine and of Social Medicine. The total number of non-
governmental organizations in official relations with WHO now amounts to 114. The report of
the Standing Committee on Nongovernmental Organizations can be found in WHO Official Records

No. 231, Part I, Annex 17.
The Executive Board at its fifty -sixth session, in resolution EB56.R8, nominated, on the

recommendation of the President of the Twenty- eighth World Health Assembly, Mr Victor Urquidi
as the General Chairman of the Technical Discussions to be held this year. However, since
Mr Urquidi was unable to accept that appointment, the Board reconsidered the matter at its
fifty -seventh session and, in application of paragraph 6 of resolution WHA10.33, the President
of the Twenty- eighth World Health Assembly proposed that Dr Mihail Aldea be nominated as
General Chairman of the Technical Discussions in question. Tile Board, in its resolution EB57.R61,

approved this nomination. Dr Mihail Aldea will be the President of the Technical Discussions
to be held this year on the subject of "Health aspects of human settlements ". In accordance
with resolution WHA10.33, paragraph 3, the Executive Board at its fifty -sixth session decided
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in resolution EB56.R9 to select the following topic for the Technical Discussions to be held
at the Thirtieth World Health Assembly: "The importance of national and international food
and nutritional policies for health development ".

Noting the request of the Headquarters Staff Committee to be authorized to present its
views and those of regional staff committees to the Board on matters concerning personnel
policy and conditions of service and the Director -General's recommendations on that request,
the Executive Board authorized the Chairman of the Board to invite one qualified representative
of the WHO Staff Association to submit, through the Director -General, a statement reflecting
the views of the WHO staff associations on such matters and to be available for any explana-
tions that might be required.

The Executive Board at its fifty- seventh session considered with great attention the
recruitment of international staff in WHO and adopted resolution EB57.R52. In the preamble,

it stated: "In pursuance of the provisions of Article 101 of the United Nations Charter and
of Article 35 of the WHO Constitution which stipulate that in the employment of the staff of
international organizations the paramount consideration 'shall be to assure that the efficiency,
integrity and internationally representative character of the Secretariat shall be maintained
at the highest level. Due regard shall be paid also to the importance of recruiting the staff
on as wide a geographical basis as possible' ".

The Board recognized that "at the present time an imbalance exists in the geographical
distribution of the staff of the Organization, especially between developed and developing
countries, and that action must be taken to correct this anomaly as soon as possible ". The

Board considered it necessary to urge Member States to recommend for service with WHO some
of their best experts in accordance with the requirementsof the Organization. The Board
invited the Director -General "to cooperate as fully as possible with the International Civil
Service Commission in the development and application of common standards, methods and arrange-
ments with regard to the staff, and to report to the Executive Board and the Health Assembly
on the progress achieved "; and it requested the Director- General "to examine the entire range

of questions related to the recruitment of WHO staff, and in particular the most appropriate
methods for achieving, as soon as possible, a more balanced and equitable geographical
distribution of staff from developed and developing countries with different socioeconomic
conditions and varied experience in the development and operation of national health systems

and services ". It is understood that at its meeting immediately after this Assembly the Board

will begin its detailed study of this important problem.
In accordance with the provisions of Staff Regulation 12.2 the Executive Board, by

resolutions EB57.R9 and EB57.R10, confirmed the amendments to the Staff Rules which have been

made by the Director -General. These amendments included that resulting from the decision of
the General Assembly to accept the recommendation of the International Civil Service Commission
that as a temporary interim measure additional payments should be made to staff members with-
out dependants in duty stations classified in post- adjustment classes above class 7. The text

of the revised rules appears in WHO Official Records No. 231, Part I, Annex 3. By

resolution EB57.R11, the Executive Board decided that WHO should apply minus post adjustments
with effect from 1 January 1976, subject to transitional arrangements whereby staff serving
at duty stations already in minus post adjustment areas should not have their emoluments

immediately reduced.
The Executive Board at its fifty- seventh session also considered four reports submitted

by the Joint Inspection Unit and the comments of the Director- General thereon - namely, the
reports on the activities of the Joint Inspection Unit from July 1974 to June 1975, on cost
measurement systems in the organizations of the United Nations family, on office accommodation
provided for extrabudgetary staff in the United Nations system, and on regional structures.
In its resolution EB57.R57, the Board took note of the reports, concurred in the comments and
observations of the Director -General, and requested him to transmit his report together with
the Board's decisions to the Economic and Social Council through the designated channels, to
the External Auditor of WHO, and to the Chairman of the Joint Inspection Unit. At the same
session, and in compliance with United Nations General Assembly resolution 2924B(XXVII), the Board

considered the question of the continuation of the Joint Inspection Unit and made an evalua-
tion of its past performance as well as recommendations for its future operations; the details
of these will be found in resolution EB57.R58. The Board requested the Director -General to
transmit its resolution to the United Nations and to report further to the fifty -ninth session
of the Board on the recommendation which will be made by the United Nations General Assembly
on this matter.

As I mentioned at the beginning of this report, the Executive Board, during its considera-
tion of the revised programme budget proposals for 1977 at its fifty- seventh session, had the
opportunity to review a number of programme activities, most of which will be considered by
the Health Assembly under separate agenda items. My distinguished colleague Dr Jayasundara
and I, as representatives of the Executive Board to the Twenty -ninth World Health Assembly,
shall have the opportunity to refer to these programme matters during the meetings of
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Committees A and B. In this report, however, I should like to comment on some of the activities

to which the Executive Board at its fifty- seventh session attached particular importance.
The development of evaluation in WHO is one of the issues on which the Board had an

intensive discussion. The Board reviewed a report by the Director -General on this subject
which the delegates will find in WHO Official Records No. 231, Part II, Appendix 7. This
report concentrates on new approaches and methods currently being developed for programme
evaluation throughout the Organization, based on the policy guidance which the Secretariat
has received over the years from the World Health Assembly and the Executive Board. The
members of the Board questioned whether the objectivity required for evaluation can be achieved
when the process is essentially the responsibility of those who have planned and implemented
the activity and are therefore open to subjectivity in their judgement. The Board discussed
further the influence of sociopolitical factors which do not lend themselves easily to evalua-

tion. The lack of sensitive criteria for evaluation as well as the need for making the concept
of evaluation clearly understood were of concern to the Board.

The Executive Board supported the Director -General's proposals for developing programme
evaluation at all operational levels of WHO. In resolution EB57.R17 the Board recommended that
Member States introduce a renewed approach to evaluating health programmes, and requested the
Director -General, when implementing his proposals, to take into account the deliberations of
the Board at its fifty- seventh session and to inform the Board and the Health Assembly of the
experience gained and the progress made in the development of programme evaluation.

Another important programme matter considered by the Board was intensification of research
on tropical parasitic diseases and control of these diseases. Delegates will recall that the
Twenty- seventh World Health Assembly, in resolution WHA27.52, emphasized the urgent need for
the further development and intensification of research on tropical parasitic diseases and
requested the Director -General to intensify WHO's activities in this field, to define the
priorities in research, extend cooperation with national institutions and other organizations,
and enlist extrabudgetary resources for this purpose. The progress in this programme will be
examined in detail by the Health Assembly under agenda item 2.5.6.2.

Malaria and onchocerciasis were the subjects of particular attention of the Board at its
fifty- seventh session. Prior to this session a meeting was held of the Board's Ad Hoc Committee
on Malaria, which reviewed in depth the epidemiological situation as reported up to the end of
1975, the discussions and resolutions adopted by the regular committees regarding the anti -
malaria programme, and all the factors contributing to setbacks or slow progress, including
the seriousness of the malaria situation in Africa where, south of the Sahara, few organized
antimalaría activities are being carried out. The very fact that 29 members of the Board took
part in the discussions indicates the importance the Board attached to finding solutions to
the present problem of malaria. After long deliberation the Board adopted resolution EB57.R26,
which is submitted to the Health Assembly for consideration. The report of the Ad Hoc Committee
to the Executive Board appears in WHO Official Records No. 231, Part I, Annex 7.

The Board was also informed of the progress made in the onchocerciasis control programme
in the Volta River basin. The first phase of this programme was being satisfactorily

implemented. Implementation of the second phase was now in progress and the preparations for
implementation of the third phase were well advanced. Members of the Board stressed the
importance of wide dissemination of the experience obtained in the programme and the Director -
General assured the Board that information regarding the main developments in this programme

would receive appropriate distribution.
Members of the Board expressed great satisfaction with the progress to date in the small-

pox eradication programme. The Board stressed the need to accord the programme absolute
priority among the Organization's activities so that interruption of transmission of smallpox
might be achieved at the earliest possible time and the necessary reviews might be updated to
provide full assurance that eradication had indeed been accomplished. Members emphasized the
importance of planning now to ensure that the expertise gained in the programme, the personnel
who had been trained, and the management and operational techniques which had been developed
could be utilized fully and effectively in the expanded programme of immunization and other
appropriate activities.

The Executive Board considered the expanded programme of immunization to be one of the
major new developments in the work of WHO. There was an urgent need for coordination between
WHO, Member States and other organizations such as UNICEF, and for assurance of long -term
support and commitment by all parties concerned. The time had come for WHO and Member States
to move from the preparatory to the implementation stage. The success of the programme on
immunization depended, in the last analysis, on the ability to integrate the programme within
the maternal and child health and primary health care services, and in particular on the will
of Member States to carry out this long -term effort. Members of the Board stressed the
importance of the programme getting under way as quickly as possible; they realized that it
was much more complex and would take longer than the smallpox eradication programme.

My last comment on the programme matters considered by the fifty- seventh session of the
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Executive Board refers to the promotion of national health services relating to primary health

care. Two separate aspects of the Director -General's report on the promotion of national health
services relating to primary health care have been considered by the Board: first, a progress
report of events since the Twenty- eighth World Health Assembly, and second, the International
Conference on Primary Health Care. The progress report, which is now before the Assembly in
document A29/22, outlines certain developments relating to primary health care since the
Twenty -eighth World Health Assembly. A consultation on primary health care between Headquarters
and the Regional Offices was held in Geneva in June 1975 for the purpose of preparing the
global WHO strategy for the further development of the primary health care programme, in
collaboration with UNICEF.

You will recall that the Twenty- eighth World Health Assembly, in resolution WHA28.88,
requested the Director General: (a) to promote and assist in the development of primary health
care activities; (b) to continue consultations with Member States and relevant national and
international agencies in order to obtain assistance in the development of an expanded long-
term programme for primary health care; and (c) to report progress to the Executive Board and
to the World Health Assembly. This important Health Assembly resolution has been presented to
and favourably received by each of the regional committees of WHO. Steps taken by WHO during
the past year have included the designation of regional focal points for primary health care;
the formulation of regional primary health care teams; and the establishment of working groups
at Headquarters for the purpose of preparing technical guidelines for primary health care under
the direction of a steering committee on primary health care. Health by the people and a

UNICEF /WHO joint study on Alternative approaches to meeting basic health needs in developing
countries have been published by the Organization. Other activities have been undertaken in
staff development and training, interagency promotion, and promotion of the primary health care
approach at country level, in the context of prevailing socioeconomic conditions, as described
in the progress report.

The Executive Board, having carefully considered the progress report of the Director -
General, made a number of recommendations in resolution EB57.R27, and emphasized that WHO's

programme in primary health care as a part of national health services should have a high
priority.

In addition, I should like to emphasize two more aspects of the programme on national
health services development. First is a need for research in this field, and in particular
research which will make full use of the expertise of various countries that has accumulated
during the past 30 years in setting up and developing national health services. The second
aspect is international cooperation and collaboration. I should like to draw attention to the
excellent example of UNICEF and WHO cooperation in this field. In WHO Official Records
No. 228, pages 49- 51,you will find the discussion on the report of the UNICEF /WHO Joint
Committee on Health Policy which was held at the fifty -sixth session of the Executive Board.
In the resolution adopted after this discussion, the Executive Board expressed its satisfaction

with the continued excellent cooperation between UNICEF and WHO. I would express the hope
that this cooperation will develop in the future as planned.

I would like to recall that the Twenty- eighth World Health Assembly in resolution WHA28.88
considered it desirable to hold an international meeting or conference under WHO's auspices to
exchange experience on the development of primary health care as part of national health services,
especially as regards the aspects of planning and evaluation.

The Executive Board considered this proposal at its fifty- seventh session. After discus-

sion, it decided, in resolution EB57.R27, to establish an ad hoc committee of the Executive
Board whose terms of reference were to decide on the detailed objectives, the agenda, the place,
the date, the participants and the nature of the preparatory steps necessary to fulfil the

objectives of the conference.
Accordingly, the Ad Hoc Committee of the Executive Board on the International Conference

on Primary Health Care met in Geneva from 29 to 31 March 1976. The Ad Hoc Committee agreed

on the following objectives: (1) to exchange experience and information on the development

of primary health care within the framework of comprehensive national health systems and
services; (2) to promote the primary health care concept in Member States; and (3) to prepare
a report which will include recommendations to be submitted to the World Health Assembly.

It further decided that the conference should be governmental in order to lend weight to
recommendations that emerged, and that participants should be appointed by governments to serve
as representatives with such expertise as governments would consider to be relevant to the aims

of the conference. The Ad Hoc Committee also decided that the conference should be technical
and intersectoral in nature so as to lead to a deeper consideration of the primary health care
concept, and that this concern should be stressed in the invitation in order to provide guidance
on the types of expertise desired. The Ad Hoc Committee agreed on the nature of participation
of the United Nations system and of nongovernmental organizations as well as on the participation
of foundations and bilateral and funding agencies.

Great stress was laid on the preparatory process which would include workshops, seminars
and other mechanisms for discussion at the national level, and the generation of regional
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discussion which would lead to the presentation of relevant national experience at the

conference. This process should enable the conference to concentrate on the major objectives
during the period agreed upon for the holding of the conference - in late August or early

September 1978. The Ad Hoc Committee attempted to define the main areas of the general agenda,
which were (a) the conceptual aspect of primary health care, its relationship with the national
health services and overall socioeconomic development; (b) operational and technical aspects.

The Ad Hoc Committee also considered the location of the conference and unanimously
accepted the kind offer of the Union of Soviet Socialist Republics to hold the conference in a
place in the USSR yet to be selected. In taking this decision, the Committee took into account
accommodation, possible field visits and financial implications.

I am aware that I have not drawn the attention of this plenary session to a great many
matters on which the Board, in partnership with the Director -General and the Secretariat, has
made recommendations for action by this Assembly and for future programmes of WHO. Reviews
were made and new directions considered in relation to such crucial problems as health man-
power, environmental health, biomedical research, cooperation within the United Nations system

including UNDP, and technical cooperation with developing countries. These and many other matters
will be considered during the course of this Assembly in the next three weeks and Dr Jayasundara
and I will be very pleased to make further reports to you on the Board's views, at your request.

My last comment refers to the future policy and activities of WHO. The Executive Board,
at its fifty -fifth session, set up a working group under the chairmanship of one of the most
experienced members of the Board to prepare the Sixth General Programme of Work of WHO covering
the specific period 1978 -1983 inclusive. To assist the efforts of this working group and to
produce information facilitating the drafting of the Sixth General Programme of Work, an
unparalleled effort was made on the part of the Secretariat, both in the Regions and at Head-
quarters. The Executive Board working group met four times during 1975 and early 1976 to
discuss and analyse the material presented. The text presented to the World Health Assembly
also takes into consideration the comments made during the deliberations of the Executive Board
at its fifty- seventh session and appears in document A29/6. The Executive Board, in its
resolution EB57.R45, is also proposing a draft resolution for the consideration of the Health
Assembly, in which it recommends: (1) the Health Assembly's approval of the Sixth General
Programme of Work, and (2) a series of steps to be taken by the Executive Board during the
implementation of the Sixth General Programme of Work. I am deeply convinced that this agenda
item will attract the special attention of the Assembly.

Mr President, distinguished delegates, I hope that from what I have said and from the
written reports and the resolutions of the Board it will be clear that there is a new trend
emerging in which the Board is playing an increasingly active role in developing the policy
and programme of work of our Organization. We look forward to the further intensification of
this role in future.

Permit me, Mr President, before I close, to express from this rostrum my sincere thanks
and gratitude to all members of the Board for their efforts, hard work and excellent coopera-
tion.

The PRESIDENT (translation from the French):

I thank Professor Kostrzewski for his excellent statement. They say that only the
priest can unite heaven and earth because the distance is so great, but you have managed to
give us an account of the Board's work in a few minutes, and I congratulate you. Thank you,

Professor.

5. REVIEW OF THE ANNUAL REPORT OF THE DIRECTOR- GENERAL ON THE WORK OF WHO IN 1975

The PRESIDENT (translation from the French):

I shall now ask the Director- General to enter the arena. Dr Mahler.

The DIRECTOR- GENERAL:

Mr President, honourable delegates, ladies and gentlemen, last year I offered to submit
my thoughts in writing. But it was my understanding that you would wish me to address myself
to the Assembly and I therefore will have to ask you to bear with me at some length.

I believe that the introductory pages to my Annual Report for 1975 comment adequately on

the work accomplished that year, and today I would ask your permission to address myself to
the topic of social perspectives in health because I believe this subject is of extreme
importance for the promotion of health in the last quarter of this century.

1 See WHO Official Records, No. 233, 1976, Annex 7.
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Throughout this century much has been said and written about public health. The very
concept of health has changed constantly over these years, leading to the definition of health
that is epitomized in WHO's Constitution. In the past 25 years in particular, health and the
means of attaining it have been given an ever -increasing interpretation, in which are com-

prised a growing variety of technical, social, economic, environmental, psychological and
political factors and preference values. Health development is now widely accepted as an
integral part of socioeconomic development, both contributing to it and benefiting from it.

We have witnessed in this century extraordinary advances in science and technology which
have been applied to the prevention and treatment of disease, and to the rehabilitation of the
disabled and infirm. The pace of this scientific progress has accelerated enormously in the
last quarter of a century. However, its fruits have been enjoyed by a relatively small
proportion of the world's population. We are even still seeking hard by scientific endeavour
to unravel the mysteries of some of the most serious health scourges besetting mankind today.

Certainly, the desire to discover is insatiable, and that is in itself probably laudable; but
we cannot stop at mere discovery. Technology for the sake of technology is a rather dangerous
addiction -producing drug. We must always bear in mind the practical application of existing
and new scientific knowledge for the benefit of the masses of the populations of this world.
This is where the real challenge lies.

For all the speed with which disease technology has been flourishing in recent years, it
has also been rather failing in its purpose because the social, political and economic con-
texts in which it has been applied have changed. The extension and refinement of this
technology on the one hand and its increased complexity and cost on the other have led to a
serious contradiction between the technical potential and the socioeconomic ability to apply
it to all those who need it. Also because this disease technology has been rather institu-
tional and patient- oriented, it has been sorely lacking in preventive emphasis. This state
of affairs might have been tolerable when only a privileged few knew that such technology
existed and therefore wanted to make use of it, but we are now faced with a new situation in
which there is increasing public awareness, knowledge, expectations - yes, an expressed goal

of attaining total population coverage by health programmes and of doing that in a way that
is equitable both within and between countries. Scientific and technological progress has
come about to cope with emerging problems. Many social evolutions and revolutions have taken
place because the social structures were crumbling. I believe there are signs that the
scientific and technical structures of public health also are crumbling today, because they
cannot cope with social needs at a price that most societies can afford to pay.

In the rush for scientific and technical advance perhaps we have overemphasized the
refinement of knowledge for the sake of refinement and of techniques for the sheer cleverness
of them. Perhaps we have forgotten some of the simple social truths that in their day
inspired scientific progress. Perhaps we have to restate the case for public health in
social terms that will be relevant to all societies throughout the world. Perhaps the tech-
nological explosion in public health has to give way to a social revolution in community
health. Although everything may seem to have been said about public health, perhaps every-
thing needs to be rethought. Perhaps we are on the threshold of a new era in community
health. If that is so, then it is our duty and our sacred privilege to shape this new era
and to chart the ways that lead to it.

What then might be the nature of the social revolution in community health? First of all,
we must resist the mental stagnation that so easily flows from technological euphoria, freeing
ourselves from dependence on technical development alone. We must clearly recognize that the
attainment of health is not only an individual human goal; over and above that, it is a social
goal, and we must assess technical developments in the light of their ability to contribute to
that goal. This ability will naturally depend not only on the intrinsic quality of the
technical solution being offered, but also on any country's and society's operational and
economic capability to apply that solution in a socially effective manner.

Here, I think, four key sets of factors are involved - social, technical, economic and
political - and these have to be interrelated in a fourfold process of defining social goals,
of identifying those components of health technology that will best help us towards these

goals, of selecting the most appropriate technology that society as a whole can afford, and,
above all, of mobilizing the political will and decision to ensure both the formulation of

pertinent health policies and their proper translation into health programmes and services.
As for the first set of factors, it is essential for a society to determine its social

goals. Is it an equitable distribution of essential health care to the whole population, or
is it emphasis on high -risk or vulnerable groups, or is it emphasis on certain economically
productive groups? These health goals are all closely related to other social goals, and it
is necessary to determine the relationships as well as the boundaries between all of them.
At this juncture, I should like to re- emphasize that economic productivity is neither a worth-
while goal on its own nor a feasible one without social productivity, of which health
promotion is an integral part. This, I believe, is true of all societies. In the less
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affluent countries debilitating disease and ill- health are today important factors hampering

socioeconomic development. In many industrialized countries, the attainment of health has
proved somewhat of an illusion. Many acute diseases of major public health importance have
certainly disappeared, but only to be replaced by chronic debilitating physical and mental
disease. Longevity has not brought the bliss and blessings many thought it would do. Long
life without improvement in the quality of life is one of the tragic sequels of technological
development in many countries. It is therefore clear to me that virtually every society needs
a redefinition of its health goals today.

The second set of factors is technical. Most health problems can be dealt with in a
variety of ways. There is a vast range of methods, techniques, equipment, materials,and drugs
that can be used in various combinations for the improvement of health. However, very few
societies can permit themselves to apply indiscriminately the total range of available health
technologies, and even if they can permit themselves that luxury, there are often negative
repercussions on health, whether through side effects or through iatrogenic disease. Most
societies therefore have to be selective and to narrow their choice of health technology.

This brings me to the third set of factors, namely the economic factors. In selecting
health technology, intrinsic technical excellence is not an adequate criterion. It is
necessary, for better and for worse, to identify a narrower range of technology that is not
merely sound but that society can afford. Otherwise, technical factors will conflict
directly and violently with economic factors, and we just cannot ignore the latter. In

passing, I should mention that a good deal of today's cost -explosive technology is lacking in
scientific credibility.

Finally, there is the set of political factors. First and foremost, political will and
decision are, of course, the very prerequisites for determining social goals. Secondly,

having defined health goals in social terms, and identified the appropriate technology, and
selected that which is economically feasible, political mechanisms are again required to
create the necessary organizational framework for formulating health programmes and developing
appropriate health systems to implement them. To paraphrase one of the founding fathers of
modern medicine, Virchow: health is politics and politics is health on a social scale.

I propose now to revert to the technical factors and to dwell on them at some length,
because it is through them that the members of the health professions exercise their
prerogatives and often dictate health policy, and it is with respect to them that there is
often a tendency to confuse more with better and to allow wishful thinking to supplant sober
judgement. At the risk of repeating myself I will state again that technical solutions must
respond to social goals, not dictate them.

Health technology can be divided into three different types - namely, one that is truly
fundamental to the solution of health problems, another that might be termed placebo tech -
nology at the other extreme, and a third, intermediate, palliative technology. This

classification is based on an assessment of health technology according to its results, and
these results have to be measured in terms of problem -solving and not in terms of the efforts
expended or the efficiency of performance.

Some examples of fundamental technology are the provision of potable water and waste
disposal, the elimination of disease vectors, the prevention of environmental pollution at its
source, immunization against specific infectious diseases, specific chemotherapy including the
use of antibiotics, some forms of surgery, and certain family planning methods.

Placebo technology includes not only the use of many drugs in vogue today, but also much
expensive equipment which is often applied in a very unselective manner. As an example of
the latter I would mention the indiscriminate use in many countries of intensive care units,
whose usefulness is really restricted to a very small group of patients. I would also
include the kind of technology that has been called "life- support systems "; although there
is no doubt that they may have life- saving properties when applied in a limited number of
highly specific situations, this technology is nevertheless most often deployed as what I
would call "systems for delaying physical death ", at a moment when social death has already
occurred.

Between these two extremes palliative technology includes a vast array of half- measures
for prevention and medical care. I do not deny, however, that the designation "palliative"
will vary according to the health expectations of the society concerned and of the individuals
who make up that society, as well as their economic ability to fulfil their expectations.
This could apply equally well to placebo technology, since even placebos can be considered as
useful adjuncts to health care. Again, we find ourselves in a situation in which social
criteria have to be used not only to determine health goals but also to choose the relevant
methods and techniques.

But for the vast majority of the world's population this choice is very restricted, if
it exists at all, and they surely have the right to know what technology is really fundamental

to their health development. If their social goal is to reach universal population coverage
with essential health care, then it is only reasonable that they should rely above all on
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fundamental health technology. Again, essential health care will naturally be interpreted
in various ways in different social and economic contexts. This implies a wide range of
social goals in community health. As there is an equally wide range of methods and
techniques for reaching each of these goals, the "new look" in public health - or, if you
prefer, at public health - consists in identifying those parts of each of these ranges that
are most appropriate for the country or the society concerned.

The range of methods and techniques for solving health problems is surely not restricted
to the health sector. I have mentioned potable water and waste disposal facilities, and the

provision of these is, of course, outside the health sector. This also applies to other
factors, such as housing, food, environmental control, education, and improved communications,
that all contribute to the promotion of health. In the struggle for the improvement of
health, health technology therefore has to compete with other social sectors; but if
competition there must be, may I plead that this competition be based upon social justice and
not on narrow, professional or economic vested interests?

The protagonists of every sector are usually convinced of the supreme needs of their
particular sector, and public health protagonists are no exception to that rule, but they have
to be vigilant and they have to participate actively in the overall allocation of resources
to social goals. If we are to rely on classical economics alone to determine that portion
of the total national resources that is to be devoted to the social sector, including the
health sector, then we run the danger of being stranded with just that minimum which will
ensure sufficient human energy for economic productivity. But, in reality, that will not
generate the human energy necessary to produce sufficiently for an improved quality of life,
and this, I humbly submit, is in the final analysis the motivation that underlies individual
efforts to raise production. Public health protagonists must therefore be equipped to defend
their cause which, quite apart from the humanitarian aspect, should be to facilitate the
generation of human energy and creativity in an amount adequate to enhance social and economic
efforts, and they in turn will enhance health.

Ideally, the resources of the diverse sectors should be applied in harmony, and in the
correct blend in order to achieve their common social goals. This implies a joint definition
of such goals and a common appreciation of the means to attain them. As I have often stated,
I believe that public health activities can serve as an important lever for social awareness
and therefore can act as a lever for social development. All this, in my opinion, adds a
tremendous new dimension to community health practice. I also believe that the protagonists
of public health will be convincing in promoting social development, including health - and I
stress promotion of health and not promotion of health services alone - only if they are
imbued with the social purpose of community health which I am trying to outline today.

Let me illustrate some of the concepts I have been evolving by a few practical examples.
I will start out by putting to you a basic social premise that I have often mentioned before
- namely, that the proper distribution of health resources is just as important as their
quantity and quality. I believe firmly that this is not only a moral imperative but that it

is also an economic stimulus. The acceptance of this premise leads, among other things, to

the definition of the goal of first and foremost providing essential health care for all

members of a society. This in turn requires selecting those methods and techniques from
among the vast range available that will effectively ensure this essential health care. If

the developmental concepts of primary health care are adopted - as has been so forcefully
insisted upon by the governing bodies of this Organization - economic constraints will, in
most countries, further limit the range of options. The most appropriate health technology

will have to be decided upon not only within the framework of primary health care, but within

all the levels of the supporting health care system. Finally, political determination will

have to be exhibited to ensure very careful central planning for a proper allocation of
resources to the periphery and for a judicious selection of technology. This applies to

countries at all levels of development, but obviously the technology ultimately selected will

vary widely according to the socioeconomic capabilities of each country and society.
From this very general example may I turn to a slightly more specific one? A specific

health goal might be to ensure the availability of essential drugs to all those who need them
Again the connotation of what is "essential" is likely to vary from country to country. To

attain such a goal it might be necessary in some countries to control the production or the
import of drugs, or both, even if that might entail limiting the free choice of drugs by

individual health practitioners. It will also be necessary to ascertain whether a country

has the technical capability, or the potential technical capability, for drug manufacturing.
Economic considerations that will have to be taken into account include the cost of local

production as compared with the cost of importation. The economic analysis may be further

complicated by the possibility of exporting certain drugs. But, above all, account will have

to be taken of the national ability to pay for the drugs considered essential, whether these
costs are covered by the State, by social security systems, or by individual payment.
Therefore, at the political level it will be essential to coordinate the drug -manufacturing
industry and importing mechanisms and, particularly, to ensure - what is often forgotten -

the cooperation of the members of the health professions as well as of the public.
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Another specific social goal might be to maintain a healthy physical environment. The
methods for achieving this will vary by country and within countries according to the

geographical, cultural and agricultural factors, the degree of urbanization, and the degree
and type of industrialization. The fundamental technology indicated would logically involve
the prevention of pollution at its source. However, if this is applied to industrial
production, the economic analysis must try to take account of such factors as the increased
capital and production costs which are entailed in arriving at varying degrees of prevention,
as compared to the cost of combating pollution after it has occurred. International
considerations may also have to be taken into account, such as the effect of increased costs
of certain commodities on the country's international trade balance. But once decisions have
been taken at the policy level, much remains to be done to enforce proper legislation and to
ensure the education of industrial leaders and employees and the public at large as well.

I will give as a final example the goal of generating new fundamental technology whereby
the spread of certain diseases might be reduced to socially acceptable levels. Now, this
goal could be approached by various kinds of local research, or by reliance on research
findings from other countries, or by a mixture of the two. In some countries the economic
analysis of this point may have to take into account the attraction that research exerts in
order to retain the best manpower in the country, and thus the possibility of using this
best manpower for the provision of health care as well as for carrying out research. But
political direction will have to ensure that research funds are channelled to research that is
directed towards the stated social goal. This is not synonymous with demanding immediate
results, but it would demand a demonstrable relationship between the research activity and the
social health goal, and it would demand concentration on fundamental solutions to the problems
involved.

An additional important element of public health is its wide international dimension.
At one time that dimension seemed to be limited to the control of communicable diseases. It

is now recognized that international collaboration is going well beyond that to include the
control of environmental pollution; the control of the production, distribution,and use of
drugs; the standardization of diagnostic reagents; the improvement of the nutritional
status of the world's population; health research; and I could mention many more examples.
The international social and economic implications of this evolution cannot be dodged either,
however sensitive these issues may be. A more equitable distribution of health resources
at the international level is a proper public health concern. The answer, in my humble
opinion, still lies in social justice, solidarity, and collaboration between countries for the
generation of additional resources in the less affluent countries and for reciprocal under-
standing of the different solutions to similar problems arrived at in different countries.
I would submit that the assessment of the additional external and internal resources required,
and the review of the appropriateness for any country of the solutions adopted in other
countries, should be made by the process that has been the leitmotiv of my address today.

The social determination of technical priorities is not the prerogative of the health

professions. As increasing numbers of people throughout the world learn to regard health
technology without its present aura of mystery, it is they who will determine these priorities,
and yet they may not have the technical knowledge on which to base their social judgement.
They are only too likely just to go along with the providers of health care and merely to ask
for more. It is therefore our obligation in the health professions to take the lead and to
review our approaches in the light of social goals and economic realities. It is our duty to
inform and educate the public so that they can participate fully in reaching the difficult
decisions that have to be taken. The question is not whether the public is right in
demanding what they consider to be better care. The question is how to reach a proper
balance between the most essential health needs of populations as a whole and the under-
standable desire of individuals to have what they consider is best for themselves. Social
justice, in my opinion, would imply that we can provide individual care beyond what can be
afforded for the population as a whole only when the total population has been provided with
a level of care that society considers essential and is able and ready to pay for, even if
this implies sacrificing other areas of health care.

In the majority of countries coverage by health care implies the application of the
fundamental technology I spoke of earlier; in a minority of countries palliative technology
may be added; and in relatively few will it be possible to continue the application of cost -
explosive placebo technology. What, then, should be our advice when we do not have
fundamental health technology to apply to important health problems? Naturally, the search
for fundamental solutions must go on; but, until then, what? A similar question could be
asked with respect to those countries that consider some palliative technology essential but
just cannot afford it. In those circumstances, I submit, one has to accept a certain amount
of self- restraint, perhaps even fatalism, but at the same time to be on the alert so that, as
adequate methods and techniques are developed or resources become available, they should then
be immediately applied to the whole population. In this way the health of people can move
forward steadily and without any health class distinction, as the solutions are found and as
socioeconomic development permits their universal application.
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You might well contend that this is an inhumane approach, since it might deprive
individuals of care or comfort where cure is impossible. Which is the more inhumane,
however? To look after the privileged few, with all manner of expensive placebo technology,

and leave the vast majority of the world's population without even essential health care; or

to ensure a more equitable distribution of such essential care? It is clear, again, that
this true dilemma cannot be resolved in technical terms but only in social terms. I am
aware that criticism could well be directed against this approach from all types of countries.
Developing countries might indeed fear that they would be deprived of the glamorous medical
care provided in the developed countries, whereas the latter might fear that such an approach
would impede scientific and technical progress. I fully realize that progress in health
technology that is non -essential according to my definitions today is only one aspect of the
interpretation by consumer societies of technical progress in general. It is possible that
in those societies it would be politically extremely difficult to separate essential from
non -essential technology. However, in view of the increasing awareness of the impossibility
- due to spiralling costs - of continuing to accelerate the pace at which all can be provided
with all types of health technology, this is precisely, in my opinion, the challenge that
those countries should have the courage to face.

In facing this challenge, not only political and educational leadership is required, but
also a mature philosophy concerning the social goals of community health. The mere prolonga-
tion of life unaccompanied by an improvement in its quality may not be as sacrosanct a goal
as it appears in certain societies. Support for this contention might be found in other
societies that for centuries have pursued a rather different philosophy of life. It is

possible therefore that for some societies to attain the goal of total population coverage
with essential health care a revolution may have to take place in their very concepts of the
purpose of life.

It may certainly seem to you that I am advancing an unrealistic approach. But the desire

for health is so fundamental, and the inability to distribute all existing forms of health

technology to the total world population on an equitable basis is so manifest, that conditions

do appear to be ripe for a truly critical re- evaluation in social terms of the means for

attaining health. Perhaps such a revolution in our approach to health development has more

chance than any other kind of social revolution to become truly universal in the near future.

Social revolution in the health of the people requires social revolutionaries. They will

require lots of intellectual and moral courage to face realities, to draw conclusions from the

present, very precarious situation, and to give practical application to a new interpretation

of public health that takes full account of the social perspectives of the last quarter of this

century, which we have just entered with much fear and many hopes.
You may think that it is premature for me to raise these issues; for my part, I am

convinced that, sooner rather than later, they will raise themselves. If you believe, on the

other hand, that the time is ripe to rethink our approach to health attainment in social terms,

as I have tried within my limitations to outline it, let us

ought to be doing, and when we are ready let us use all our
suasion with the politicians, the members of the health and

public at large to set realistic social goals for community

the most suitable methods for attaining these goals in each

then reflect further on what we

powers of intellectual and moral
allied professions, and with the
health and to identify and apply

society at a price it can afford.

The question, in my opinion, is very simple: do we, or do we not, want social change to

come about on purpose and by design?
Finally, Mr President, if I have taken so much of the time of this Assembly with these

reflections, it is because of my profound conviction that, since all this is a world matter
and a health matter, it is certainly also a crucial matter for this World Health Organization.

(Applause)

The PRESIDENT:

You will agree, ladies and gentlemen, that such an inspiring and bold speech can only

give us the impetus to get on with the work as fast as we can. Thank you, Dr Mahler. I

would like to take this opportunity to express my appreciation of the work of the Executive

Board and to thank also the 10 outgoing members.

6. GENERAL DISCUSSION ON THE REPORTS OF THE EXECUTIVE BOARD ON ITS FIFTY -SIXTH AND FIFTY -

SEVENTH SESSIONS AND ON THE REPORT OF THE DIRECTOR- GENERAL ON THE WORK OF WHO IN 1975

The PRESIDENT:

We shall now start the general discussion on item 1.9 - Review and approval of the

reports of the Executive Board on its fifty-sixth and fifty- seventh sessions, and item 1.10 -

Review of the Annual Report of the Director -General on the work of WHO in 1975.
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I would recall that,in accordance with resolution WHA26.1, delegations wishing to take
part in the debate on the reports of the Director -General and the Executive Board should
concentrate their interventions on matters related to these reports and providing guidance
which may assist the Organization in the determination of its policy; and delegations wishing

to report on salient aspects of their health activities should make such reports in writing

for inclusion in the record as provided in resolution WHA20.2.

Delegations wishing to participate in the general discussion on items 1.9 and 1.10 are
requested to announce their intentions to do so, together with the name of the speaker, as
soon as possible to the Assistant to the Secretary of the Assembly, Mr Fedele. Should a
delegate wish to submit a prepared statement for inclusion in extenso in the verbatim
records the text should be handed over to Mr Fedele. In any event, if a written text
exists of a speech which a delegate intends to deliver, advance copies should also be handed
to Mr Fedele to assist in their interpretation and in transcription of the proceedings.

Delegates will speak from their seats - against my own wishes, I can assure you. But
it is a resolution which this Assembly voted and which by now constitutes the tradition of the
house. There are many innovations that one would like to bring - for example, not having a
list of speakers but each one trying his luck if he can catch the President's eye - but
unfortunately time is our mortal enemy and therefore we now have to work within those norms
and we have to take heed of those constraints. As I said, delegates will speak from their
seats, and a system of lighting has also been installed to help them to keep within the limit
time. On the ninth minute the light will turn amber, and red on the tenth minute. Please
do not commit any road traffic offence regarding this

I now give the floor to the distinguished delegate from Iraq.

Dr MUSTAFA (Iraq) (translation from the Arabic):

Mr President, distinguished delegates, it gives me great pleasure, on behalf of the

delegation of Iraq, to offer my warmest congratulations to you, Sir, and to your colleagues
on your election to your respective offices, and to wish you every success. I should also
like to convey to all those participating in this Assembly the greetings and good wishes of
the people and Government of the Republic of Iraq, which is following the proceedings of
this World Health Assembly with the keenest interest.

Now that we have acquainted ourselves with our distinguished Director -General's Report
on the Organization's activities during 1975, we should like to state that we are in entire
agreement with its contents. We should also like to draw attention to the priorities
adopted by the Revolutionary Government in Iraq in its economic planning for the development
of rural areas, where it is implementing projects for the provision of drinking- water, the
construction of housing, the extension of the electricity network, the rational distribution
of industry and agriculture and of social and educational institutions, and the improvement
of communications.

As regards the basic health services, we are proud of the fact that the primary health
services provided for our rural population have been greatly improved and have attained an
excellent standard, as called for in the report of the Eighth National Conference of the
Arabic Socialist Ba'ath Party which affirmed the role of these services in the national
development plan and the need to develop the rural areas of Iraq in all aspects and to
raise the level of services, especially health services, as quickly as possible in order to
compensate the rural population for the deprivations they have suffered in former years.
As regards personnel, both physicians and auxiliaries receive a thorough training in
accordance with the demands of integrated health planning.

The Revolutionary Government also gives special attention to mothers and children and
to the provision of health and social care for them.

The Ministry of Health is vigilant in the detection, prevention and control of
communicable and epidemic diseases, and is now actively studying such noncommunicable
diseases as cancer and cardiovascular diseases, which have become increasingly prevalent in
recent years in both the advanced and the developing countries.

In the field of drug management and control, Iraq has made tangible scientific and
practical progress. A scientific survey of the various types of drug in common use has
been carried out in accordance with WHO policy and our standard of drug monitoring has
improved. The Ministry of Health has introduced important changes in the law concerning
the practice of pharmacy and the law concerning narcotics. There is now strict control of
narcotic and psychotropic substances so as to prevent abuse of them, and contraventions are
punished by severe penalties. The sale of drugs without prescription has also been banned.
Iraq plays a part in the world pharmaceutical industry by producing high quality pharma-
ceuticals to international standards.

I now turn to the question of the environment, which Iraq takes very seriously and
treats as a top planning priority. An Environmental Board has been established with
responsibility for planning environmental protection and supervising the implementation of
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the decisions of the Supreme Council regarding the prevention and control of environmental
pollution hazards, introducing appropriate legislation and coordinating the efforts of the
various state bodies concerned. In addition to this, a Directorate of the Environment has
recently been established in the Ministry of Health.

In the field of occupational health, it should be noted that Iraq is currently under-
going a major industrial revolution and has taken great strides in the field of industrial-
ization. This has inevitably given rise to occupational and industrial health problems
and to the need for precautionary measures and scientific planning to prevent these problems
arising.

We ask you once again to share our anxiety and concern at the deteriorating health

conditions prevailing in the occupied territories and among the refugees and displaced
persons, at the various deprivations to which the Palestinian people are subjected in the
field of health care. My delegation rejects the position of the occupation authorities,
which is based on non -observance of international covenants, agreements and resolutions,
and on refusal to recognize the rights of the legitimate owners of the territories to the
barest essentials of health and welfare. We urge you to continue your praiseworthy
efforts to improve environmental and social conditions in those territories and to take firm
steps to put an end to the oppression of their inhabitants.

Finally, I should like to express my sincere thanks to the Director -General and his
staff, to Dr Taba, the Regional Director for the Eastern Mediterranean, and to all the
consultants and experts working on the various health projects for their devoted cooperation
in helping to promote the success of these projects in Iraq.

Dr MOHY EL -DIN (Egypt) (translation from the Arabic):

Mr President, on behalf of the delegation of Egypt, I should like to offer you and your
assistants my sincere congratulations on your election to guide the deliberations of the
Twenty -ninth World Health Assembly, and to wish you every success in this delicate task,
which you are undertaking in the shadow of the difficult economic conditions which the world
is experiencing today and which inevitably affect the activities of the World Health
Organization. In recent years we have grown used to deliberating here in the World Health
Assembly on how best to protect the aims and programmes of this Organization from the effects
of the world economic crisis, which becomes graver year after year. This debate on the
reports of the Director -General and the Executive Board gives us a chance to appreciate the
unremitting and successful efforts that are being made to fulfil the mission of promoting
world health as effectively as possible, in spite of the increasing difficulties and with
due regard for our discussions here and for the decisions, recommendations and directives
adopted by the Assembly.

The reports before us describe a large number of praiseworthy achievements and activities,
which will of course be discussed in detail in the statements by my fellow heads of delegations
here in the plenary meetings and in the debates of the main committees. Here I should
just like to state briefly our views on some points of special importance to us and to our
Region.

As you know, an international conference on schistosomiasis was held in Cairo last
October under the auspices of the Egyptian Ministry of Health, WHO, UNEP and the United
States Government. It was attended by some 500 scientists and persons responsible for
schistosomiasis research throughout the world. After discussions lasting about a week on
the schistosomiasis problem in all its aspects - economic, medical, scientific and environ-
mental - the conference adopted a number of important recommendations and directives which,
if implemented, will greatly benefit the hundreds of millions of people who are either
exposed to this disease or actually infected by it. In our opinion, the most important
thing is to see to it that these recommendations are implemented, and it is this that will
give the conference its meaning and value. We hope that the texts of these recommendations
will be before the Committee that will be discussing the subject of schistosomiasis (item
2.5.10 on the agenda for this session), and we trust that as a result of the discussions
these recommendations, which were drawn up by some of the world's leading scientists, will
be translated into concrete projects.

This session will also be discussing the question of primary health care and rural
development. In our opinion, this subject too is of great importance, especially at the
present time, when the health care needs of the people are increasing so rapidly and
resources are so limited. We are familiar with the efforts of the World Health Organization
in this vital field and we support the call for the strengthening of national and inter-
national activities aimed at the quantitative and qualitative development of these services.
We had hoped that the forthcoming international conference on primary health care would be
held in our country, but certain circumstances of our own have prevented that. We shall,

however, be sending our experts and representatives to the conference wherever it is
decided to hold it. We in Egypt have an experience of primary health care that is rooted
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in the realities of our life and keeps step with the needs and traditions of our people.
We seek to develop this experience year after year, and participation in an important inter-
national conference such as this will provide an opportunity for an exchange of experience
and information that is bound to have a beneficial effect on this type of basic service.

Starting from this session, Arabic will be used as a working language of the World
Health Organization and there will thus be an opportunity to place its technical and
linguistic potentials at the service of world health and the development of the medical
sciences.

We have noted with satisfaction the efforts of the Director- General and his staff to
implement the resolution adopted on this subject by the World Health Assembly. We now
have in our hands Executive Board documents written in Arabic for the first time in the
history of this Organization. This is an important achievement both for us and for the
Organization, and deserves to be commended. We are convinced that, with continuing
practice, those working in this field will perfect their skill in the use of Arabic as a
working instrument of the Organization, and we look forward to a time in the near future
when correspondence between the Organization and its Arab Member States will be conducted
in Arabic, as it easily can be.

We note from the reports of the Executive Board that there has been a gratifying
development in the relationship between the World Health Organization and its Member
States: it is now conceived in terms of technical cooperation between the Organization and
its Members, whereas previously it was a matter of assistance from the former to the

latter. We welcome this development and wish to encourage it.
We are also gratified to note that the Director -General has allocated two million

dollars to strengthening the direct services offered by the Organization to its Members
among the developing countries in pursuance of the resolution adopted on this subject by
the last World Health Assembly. This is a welcome trend which we hope will be confirmed
and serve to promote the aims of the Organization and its noble policy.

Before concluding these remarks I should like to refer to a matter which is a source
of concern to our people and to the conscience of the world. A large number of our valiant
compatriots in the occupied Arab territories continue to be subjected to pressure,
intimidation and deprivation of their legitimate health and social rights. Notwithstanding
the numerous resolutions adopted on this subject in recent years by the United Nations and
its various organs and by the World Health Assembly, the occupation authorities persist in
their determined and unexampled denial of the rights of our people. They also persist in
their policy of driving Arab physicians from the occupied territories and depriving our
compatriots in those territories of their services. The recent demands of our Arab
compatriots in the occupied territories for the restoration of their freedom and dignity
confirm the steadfast courage of this people, which has managed, in spite of intimidation
and repression, to voice its legitimate aspirations as a member of this international
community and has passed a judgement, against which there can be no appeal, on the barbarous
measures that have been taken against it - for that is the only way to describe the life of
a people so utterly deprived of the social, health and living standards to which the laws of
God and man entitle it.

Dr NDIAYE (Senegal) (translation from the French):

Mr President, on behalf of the delegation of Senegal, I congratulate you most warmly
on your triumphant election to the presidency of our Assembly. This expression of
confidence is an acknowledgement both of your personal distinction, which is great, and of
the unceasing efforts of your country and its Government to promote better health throughout
the world. We should also like to express our gratitude to Professor Halter for the
exemplary manner in which he discharged his functions as Acting President. We are delighted,
too, to welcome the countries which have come to swell our ranks in this great family of the
World Health Organization.

Mr Director -General, your Annual Report, which you have just introduced so eloquently,
encounters no objections on our part: however, before it is adopted, my delegation would
like to call the attention of this august Assembly somewhat more particularly to the problems
of health promotion and protection in the countries of the Sahel, since the health care
problems of our sub -region, in spite of the valuable work that has been done and the consider-
able progress that has been made, are still a matter for concern. The victims of the drought
brought the Sahel to the forefront of world attention, and since then interest in all our
problems - especially our health care problems - has steadily increased and the number of
our friends has grown larger day by day. This seems an appropriate occasion on which to
welcome the birth of the "Friends of the Sahel Club ", an organization determined to prove
by its actions to millions of human beings that their sufferings are not a matter of
indifference to the international community. This was amply demonstrated by the presence
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at Dakar, in April 1976, of more than 60 delegations from countries and international

organizations. The most important thing to emerge from the Dakar meeting was the shared
international determination to provide the countries of the Sahel with powerful assistance
in finally overcoming their problems, especially in the field of health care. We welcome

the Friends of the Sahel Club's first decision to establish a working group that will
contribute, under the auspices of the Permanent Inter -State Committee on Drought Control in
the Sahel, to the working out of a medium -term and long -term economic and social development

strategy for the countries concerned.
It is against this background that I should like, on behalf of my Government, to outline

our most urgent needs in the field of health care. Considering the problem as a whole,

priority must, in our view, be given to nutritional protection for vulnerable groups, the
strengthening of health care and the steady improvement of medical and health services.

Nutritional deficiencies are to a large extent at the root of our medical and health
problems in the Sahel. In present circumstances this aspect requires urgent intervention,
and it is in fact among the top priorities of the programme drawn up by the Permanent
Inter -State Committee on Drought Control in the Sahel. We in Senegal are making great
efforts in this field through our national alimentation and applied nutrition service - for,
even before the disastrous drought, governments in our part of the world had realized that
vulnerable groups in our countries were exposed to the danger of famine, and had accordingly
prepared and introduced applied nutrition programmes. In Senegal, there is a programme of
nutritional and health protection covering the entire country, with special emphasis on two
vulnerable groups, pregnant women and infants, whose welfare is the responsibility of the
various maternal and child health care and medico -social centres. As a result of this
programme there has been a spectacular improvement in the quality and quantity of the
nutrition of these groups, so that the picture is very different from what one reads in
certain sections of the press that know little about the problems of developing countries.
I should therefore like on this occasion to express our gratitude to all those who are
helping us so effectively to correct the disastrous effects of malnutrition, denutrition
and sub -alimentation, including USAID, the World Food Programme, UNICEF and the Catholic

Relief Services.
The situation with regard to communicable diseases is another of our worries. In

this field, the development of our health services is a matter of the highest priority, but
the restructuring and renovation of the existing infrastructures are extremely expensive in
terms of human, material and financial resources. The control of communicable diseases
must be strengthened by the development of our mobile services, which need improved transport
facilities. In this context, Senegal takes a genuine interest in the Sandoz /WHO project

for the control of sexually transmitted diseases. Some delay is, however, being encountered
in the execution of the programmes set out in the protocol signed at the end of 1975.

Mr President, distinguished delegates, we are fully aware of the problems we must solve
if our populations are to enjoy better health. We are also aware of our possibilities,

which are very limited. But we know that we are not alone and that numerous friends wish
to help us in the implementation of the various measures by which we are seeking to solve
our health and other problems.

I should like to conclude my remarks by assuring our Director -General, Dr Mahler, of
our support in the crusade which he is waging with such courage, perseverance and single -
mindedness to ensure better health for all the peoples of the world.

Dr COOPER (United States of America):

Mr President, Mr Director -General, distinguished delegates and guests, it is a pleasure
to be here with you today and to have the privilege of addressing the Twenty -ninth World

Health Assembly; on behalf of my delegation and myself I congratulate our President,
Sir Harold Walter, and the five Vice -Presidents, on their election. Through their leader-
ship we as a body have an opportunity to bring the sum of our knowledge to bear upon the
health problems which face us now and those which we expect in the future.

I would like to compliment the Director -General on an eloquent, courageous and provoca-
tive report. I assume, however, he is not proposing a form of intellectual retreat in
favour of a form of intellectual regulation,but a prudent balance of allocation of resources
within and among nations. We agree with him that today's health problems are considerable.
In many areas infant mortality remains high; nutritional deficiencies are almost universal,
whether the population is underfed or overfed; communicable diseases are occurring in numbers
too high: and environmental conditions are causing new ailments or aggravating existing dis-
orders. We recognize that this state of health is a result of a complex interaction of many
factors, technological, cultural and socioeconomic.

Medicine used to be the art of curing disease; today it is recognized as emphasizing
the promotion of human health both in the individual and in the community, and as guaranteeing
to each of our people the attainment of the highest level of health. Now to succeed in that
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objective we certainly require accurate knowledge of the causes and mechanisms of disease and
effective methods of prevention and treatment, but success is equally dependent on addressing
the social and economic issues as well. We must seek ways to increase productivity, contain
costs in our medical care and restore both our personal and physical environment. It is
hoped in this latter regard that we are benefiting from our past mistakes and that our
continuing technological advancement will cause no further deterioration of our environment.

Now, working within the imbalance of our unlimited needs and our scarce resources, we
require the involved commitment of all sectors of our society. I share Dr Mahler's concern
in this regard and fully agree that we must deal, as he said, with health and health develop-
ment in its all- embracing sense, joining forces with the national planners, the economists,

the agronomists, the environmentalists and the educators, and we all recognize the importance
of sharing our knowledge and our resources. We cannot stand alone when looking at the health
problems which confront us all; we are committed as health professionals to the improvement
of health. All of us in the health sector have a responsibility which extends beyond
immediate interests and our own national shores. It is a responsibility we assumed when we
decided to become part of the health establishment, and it is a commitment our governments
assumed when they became Members of this Organization.

The United States Government welcomes its responsibility to cooperate with WHO and the
opportunity to collaborate in its international programmes - in such programmes as that just
getting under way on the tropical diseases and which exemplifies the unique role of leadership
and catalyst that WHO must play. We welcome the opportunity to collaborate in this special
programme: the six diseases singled out affect millions, and yet until now they have not
commanded appropriate attention from the world's research community. The opportunity for
United States agencies, the National Institutes of Health, the Center for Disease Control,
and university and other United States research institutions to collaborate in this effort

is a unique one. The multiple facets of the programme offer many challenges: establishment
of priorities, production of appropriate manpower, careful selection of research initiatives
from among such opportunities as developing new chemotherapeutic agents, vaccine development and

testing, finding new methodologies for vector control, or even developing simplified diagnostic
techniques, and, finally, determination of the types of programmes which will best meet the
problems in different parts of the world efficiently and effectively. Mr President, we in
the United States - in this programme as in others - are interested and ready to share our
medical knowledge as well as our training in research facilities with other countries. This
special programme may also provide a unique opportunity for participation by other parts of
the health community with special skills and resources. I am thinking particularly of the
pharmaceutical sector: this sector should join with the other members of the health establish-
ment in the development of effective new means of prevention and treatment. During the coming
deliberations I hope we can all agree on appropriate means of accomplishing this.

We share the Organization's concern for extending health services to rural areas, and
believe the emphasis is well placed. In recent years, in the United States as in many other
countries, the availability of health services to rural areas has in certain senses actually
worsened. During the past two years, we have been taking a more active and positive role in
developing improved mechanisms for the provision of health services in isolated areas. We
are making an attempt to develop integrated and locally -based health care systems using a
number of different programmes conjointly. In many of these approaches we are learning from
your experiences, and we are happy to share what our programmes have shown us as we study the
many different models.

Another area of endeavour concerns the development of international medical care
terminology and nomenclature. This is an area, I believe, that is uniquely within the
functions of an international organization such as WHO. We in the United States stand
ready to cooperate with this Organization in developing a current comprehensive international
glossary of medical care terminology.

I also wish to touch briefly upon a topic that has received wide publicity in the past
few months. I am certain that you are all aware of our President's decision to initiate a
nationwide vaccination campaign against what is called "swine influenza ". This decision was
made after our scientists advised us that there was a very real risk of an epidemic, due to
the A / New Jersey /76 influenza virus. As you know, the virus thus far has been identified
only in the United States. We have been working closely with WHO in developing our plans
and will make our knowledge and technology available to all Member States. It is our hope
that a massive vaccination effort will not only prevent the development of a national
epidemic but reduce the risk of its spread to other countries.

Mr President, as I look at the very long and impressive agenda of this Assembly, I am
impressed by the enormous amount of work that lies before us. I feel reasonably certain,
however, that if we can concentrate our time and energy in the area of public health,
avoiding the distraction of non -health issues, we shall succeed in our mutual objective of
advancing the health status of all our peoples.
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Let me close with a personal observation. This is the year of the United States

bicentennial celebration; almost two centuries ago one of our founding fathers, our third
President and the author of the Declaration of Independence, Thomas Jefferson, a man of
insight far ahead of his time, wrote that he could look forward to the day when smallpox

would be removed from the world. It seems most fitting in the year of our two hundredth
anniversary that Thomas Jefferson's vision appears to be realized. This is a shining
example of the inspiring purpose and remarkable progress of the World Health Organization
in advancing the dreams and hopes of the peoples of the world. We look forward to many

more successes.

The PRESIDENT:

The next speaker on my list is the distinguished delegate from Finland, but, before I
give her the floor, I will give the floor to the Deputy Director -General.

The DEPUTY DIRECTOR -GENERAL:

Mr President, the delegate of Finland has asked to speak in Finnish. In accordance with

Rule 86 of the Rules of Procedure of the World Health Assembly, interpreters - one provided by
the delegate of Finland - will give simultaneously the text of the speech in English and

French. Consequently, the original speech in Finnish will be heard on channel 1 and inter-
pretation in the other languages will be on the usual channels.

Mrs TOIVANEN (Finland) (interpretation from the Finnish):
1

Mr President, distinguished delegates, on behalf of the Finnish Government I congratulate
the Director -General and his staff for the excellent presentation of the work of WHO in 1975.

The Report as a whole, and especially the Director -General's introduction to it, gives an
appraisal and outlook of the Organization's role and challenges in the world of today and

tomorrow in such a way that I can only say that seldom do we see such a coherent, clear,
honestly critical and conscientious analysis and evaluation of the activities and future

orientation of any international or national body.
More than ever before, the Annual Report on the work of WHO is focused on the crucial

two -way relationship between health and integrated socioeconomic development. Health of the
population is both a determinant and a consequence of the prosperity and wellbeing of the

society as a whole. High levels of health have never been and will never be attained in

circumstances of mass poverty. No policy to abolish the misery and poverty of the masses
will be a full success if the health aspects of development are not given high priority as a
goal as such, and as instrument and catalyst of the overall process of social change. The

full implications of the part that WHO has to play in establishing and maintaining the
principles of the new economic order and in promoting social justice in all its forms, but
first and foremost in regard to health, are emphasized in the Report. My delegation fully
supports the interpretation of the role and functions of WHO in the broad sense indicated in

the Director -General's Report. I hope the collective will of the Member States will further
strengthen the progressive and dynamic approach to world health that currently prevails in the

Organization and will prevent it from becoming a stagnating technocracy purveying conventional
medical wisdom, to use the words of the Director -General, Dr Mahler.

There are some aspects of the interdependence of health and social change that I would

like to stress in this context. The social and economic transformation going on in the world

means a revolutionary change in man's total environment. Some parts of this environmental
change, such as basic sanitation, are among the most important factors conducive to better

health. There are fields of concern to human environment where rather little has been
happening both in the Member countries and in WHO. The changing work environment and the

protection of working populations from occupational health hazards is one of these fields.
We welcome with great satisfaction the greater involvement of WHO in this field as shown in
the special report under this agenda item.

Another environmental health hazard that has already reached pandemic proportions is the

traffic environment. We feel that the great mistakes and unhealthy policy choices of the
industrialized countries are only too often repeated by the countries facing these problems

in their development process. We welcome WHO's increasing involvement in traffic accident

prevention and we hope that its activities in other fields of accident prevention, including
home accidents, will also get the attention they deserve.

1In accordance with Rule 86 of the Rules of Procedure.
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Within WHO there is currently a strong emphasis on the subject of primary health care in
the context of the strengthening of national health services. This need for integrated and
interrelated basic services for the community is not only an issue for the developing
countries: it is also a challenge to us in the more affluent countries. We should also be
ready to re- think, drastically if necessary, the relationship between communities, their ways
of life and their health and health services. Many basic threats to health are only partly,
if at all, amenable to conventional health service techniques. What has to be especially
emphasized is self -reliance, and individual and community responsibility, in regard to
maintenance and promotion of healthy living habits. This requires also a reorientation of
the health care system from the current passive medical repair system, service technology, to
an active and continuous process affecting the nutritional habits, life style and other
determinants of health.

Against this background new approaches to health manpower developmentbecomeboth important
and urgent. Again, training related to local needs and the development of balanced teams of
health workers are issues for all countries regardless of their present state of development
and material affluence. We are looking to WHO for further guidance and leadership also in
this field.

On the other hand, the Organization has the right to expect from us feasible, usable and
relevant models of health service and manpower development. There exists a growing awareness
of the fact that technologies and systems should not be adopted wholesale from the rich
countries. It is wise to carefully evaluate the true need for costly procedures that have
to be financed and maintained from scarce public resources. A specific example of this is
found, in the Director -General's Report, concerning administration and national control
agencies related to drug policy. This approach should be used to cover the entire field of
medical and health services research and their application.

I conclude by commenting on a topic that I regard as a most important one among the
achievements of the Organization during 1975: the preparation of the Sixth General Programme
of Work, for 1978 -1983. The Board and the Secretariat present admirably in the programme
views that reflect a well -balanced combination of innovative imagination and down -to -earth

realism. In my opinion the draft programme forms a solid background for the growth and
development of this Organization. The task ahead of us is to put all our efforts into its
true implementation.

The PRESIDENT:

The next speakers on my list - I will quote three, so that they will be ready by
2.30 p.m. when we resume in plenary - will be Luxembourg, the Federal Republic of Germany,
Belgium.

The meeting rose at 12.30 p.m.
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Tuesday, 4 May 1976, at 2.30 p.m.

President: Sir Harold WALTER (Mauritius)

Acting President: Mr B. N. JHA (Nepal)

1. ADOPTION OF THE AGENDA AND ALLOCATION OF ITEMS TO THE MAIN COMMITTEES

The PRESIDENT:

The meeting is called to order, We will deal with item 1.8: Adoption of the agenda and
allocation of items to the main committees. The General Committee at its first meeting today
considered the provisional agenda, which was sent to Members and Associate Members 60 days
before the opening of the session (document A29/1), and the supplementary agenda (document
A29/1 Add.1), which lists one supplementary item.

The General Committee made a number of recommendations relating to the agenda, which we
now have to consider. They concern, in the first instance, modifications to the agenda
itself and, in the second instance, the allocation of items in the agenda. We will first
consider the recommendations of the General Committee for amendments to the agenda. Under
item 1.11, "Admission of new Members and Associate Members ", a sub -item entitled "Application
for membership by the People's Republic of Angola" should be included to take into account
the application for membership received by the Director- General on 2 April 1976 (documents
A29/42 and A29/42 Add.1). Does the Assembly agree to accept the recommendation of the
General Committee to include this sub -item in the agenda? In the absence of any objections,
it is so decided. The General Committee decided that this sub -item 1.11.1 should be taken
up in plenary as soon as possible in spite of the fact that items 1.9 and 1.10 would normally
be discussed first. This item will consequently be discussed this afternoon immediately after
item 1.8, which we are now considering. Concerning item 3.2, "Supplementary budget for 1976
(if any) ", the General Committee recommended that the words "(if any)" be deleted, since a
supplementary budget is submitted to the Assembly, as will be seen in document A29/44. The
proviso "(if any)" should also be deleted in the title of item 3.3.3, "Members in arrears in

to an may 7 Constitution
(if any) ". With regard to the supplementary agenda as contained in document A29/1 Add.1, the
General Committee recommended that the supplementary item "Use of the Executive Board Special
Fund" be added to the agenda of the Health Assembly. Does the Assembly agree to accept the
recommendation of the General Committee to include the supplementary item in its agenda? In
the absence of any objections, it is so decided. The General Committee recommended that
items 3.5.1, "Advances made to meet unforeseen extraordinary expenses as authorized by
resolution WHA28.25, Part C, para. 2(1) (if any)"",and 3.5.2, "Advances made for the provision
of emergency supplies to Member States as authorized by resolution WHA28.25, Part C,

para. 2(2) (if any) ",should be deleted from the agenda since no such advances had been made
by the opening of the Twenty -ninth World Health Assembly. Any objections? I take it that
there is no objection to the deletion of these items; it is so decided.

We shall now consider the allocation to the main committees of items of the agenda. The
provisional agenda of the Assembly (document A29/1) was prepared by the Executive Board in
such a way as to indicate a proposed allocation of items to Committees A and B on the basis
of the terms of reference of the main committees. The General Committee recommended that the
items appearing under the two main committees, as indicated in the provisional agenda, be
allocated to these committees, on the understanding that later in the session it may become
necesssary to consider the transfer of items from one committee to the other, depending on the
workload of the committees. With regard to the supplementary agenda item, the General
Committee recommended that it be allocated to Committee B. As for the items appearing on the
agenda of the plenary which have not yet been disposed of, the General Committee recommended
that they be dealt with in plenary. Does the Assembly agree with the recommendations of the
General Committee which I have just read out regarding the allocation of items? In the
absence of any objection, it is so decided. The Assembly has now adopted its agenda.' A
revision of document A29/1 will be issued and distributed tomorrow.

Now we come to Technical Discussions. The General Committee recommended that the
Technical Discussions be held on Friday, 7 May, morning and afternoon, and Saturday, 8 May, in

the morning only, as indicated in the Journal. Detailed arrangements for the Discussions are

to be found in document A29/Technical Discussions /3. Are there any observations? I see

- 64 -
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none. It is so decided. I would like to record that,as indicated in the Journal, Assembly
participants who wish to take part in the Technical Discussions on "The health aspects of
human settlements" are requested to return their registration forms by 12 noon on Wednesday,

5 May. It will not be possible for any person not having registered before the time limit

I have mentioned to take part in the group discussions.
The General Committee decided that the hours of work should be as follows, at least for

the coming days, in order to accommodate as many speakers as possible in the general
discussions on items 1.9 and 1.10: plenary meetings, 8.30 a.m. to 12 noon and 2.30 p.m. to

6 p.m.; General Committee, at 12 noon or at 6 p.m. according to circumstances; committee

meetings, 9.30 a.m. to 12 noon and 2.30 p.m. to 5.30 p.m. You will notice the different

hours of work; this has been done on purpose so that some members may have the chance of
coming to the plenary in the morning from 8.30 to 9.30, and afterwards go to Committee A or
B, and the same applies in the evening. I hope it meets with your convenience.

The General Committee decided that the programme of work for Wednesday and Thursday
should be as suggested in the Journal, namely, Wednesday 5 May at 8.30 a.m., plenary meeting:
(a) presidential address; (b) consideration of the first report of the Committee on

Credentials; (c) general discussion on items 1.9 and 1.10 (continued). Committee B will
hold its first meeting as soon as the general discussion is resumed in plenary. At 2.30 p.m.,
a further plenary meeting, continuing the general discussion on items 1.9 and 1.10.
Concurrently, the first meeting of Committee A. Thursday 6 May at 8.30 a.m., a plenary

meeting: announcement by the President inviting suggestions concerning the election of Members
entitled to designate a person to serve on the Executive Board; and general discussion on
items 1.9 and 1.10 (continued). As soon as the general discussion is resumed in plenary,
there will be a meeting of Committee B. At 2.30 p.m., a plenary meeting: general discussion
on items 1.9 and 1.10 (continued). Concurrently, a meeting of Committee A. At 6 p.m., the

General Committee.

2. ADMISSION OF NEW MEMBERS AND ASSOCIATE MEMBERS: APPLICATION FOR MEMBERSHIP BY THE
PEOPLE'S REPUBLIC OF ANGOLA

The PRESIDENT:

Under agenda item 1.11, "Admission of new Members and Associate Members ", we now take up
the application for membership by the People's Republic of Angola (documents A29/42 and

A29/42 Add.l). The application of the People's Republic of Angola is now before the Assembly.
May I request the Assembly to vote for the admission of the People's Republic of Angola as a

fully fledged Member of the World Health Organization by acclamation. (Applause)

I declare the People's Republic of Angola admitted to membership of the Organization, and
shall read out to you the text of the draft resolution which I propose for adoption by the
Assembly:

The Twenty -ninth World Health Assembly

ADMITS the People's Republic of Angola as a Member of the World Health Organization,
subject to the deposit of a formal instrument with the Secretary -General of the United
Nations in accordance with Article 79 of the Constitution.

Are there any objections to the adoption of this resolution? I see no objection. The

resolution is adopted.2 And I have much pleasure in extending our congratulations to the
People's Republic of Angola.

Professor WU Chieh -ping (interpretation from the Chinese):

Mr President, the Chinese delegation did not take part in the voting on the draft
resolution. I would like to make the following statement.

The Angolan people, with the support of the people of Africa and the rest of the world,
and through protracted armed struggle, has finally overthrown Portuguese colonial rule and
proclaimed its independence on November 11, 1975. For this, the Chinese Government extended
its warm congratulations to the Angolan people and the three Angolan liberation organizations.

1 For the agenda as adopted, see p. 33.

2 Resolution WHA29.1.
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The superpower which flaunts the signboard of socialism has been feverishly pushing the

policy of aggression and expansion. It has deliberately sowed discord and created division
among the three Angolan liberation organizations, engineered and even taken part in the civil

war there, and grossly interfered in the internal affairs of Angola. The national unity,

independence and sovereignty of the Angolan people have thus been seriously undermined.
Proceeding from the basic interests of the struggle of the people of Angola and Africa

against imperialism, colonialism and the two superpowers' rivalry for hegemony in Africa, we
are firmly against the armed intervention in Angola by the superpower which styles itself

"the natural ally" of the African people. We are likewise firmly against any pretexts for

its continued aggression and intervention. In view of these considerations, we did not take

part in the voting.
The Chinese Government and people have always resolutely supported the just struggle of

the Angolan people for national liberation. We have full sympathy with the Angolan people

for their present status. We are deeply convinced that the Angolan people will finally do
away with the aggression and interference by foreign countries, and build a new, independent

and unified Angola with national solidarity.

Dr MARTINS (Mozambique) (translation from the French):

Mr President, allow me to join those who have spoken before me in congratulating you on
your unanimous and well deserved election to your high office. Africa and the world at large
have found in you a worthy representative of the African Region.

Mr President, Mr Director - General and honourable delegates, at this moment when

Portuguese colonialism has collapsed in Africa and new independent countries have sprung from
its ashes, it is a great honour for us all to welcome here in this assembly the People's
Republic of Angola together with the other sister Republics of Sao Tome and Principe, Cape
Verde, the Comoros and other new States which have become Members of this Organization.
We warmly welcome those new Members of this assembly. By admitting the People's Republic of
Angola and the other countries our Organization has come nearer to the ideal of universality.
But allo4 me to point out that this ideal of our Organization's universality will still not
yet be attained today: so long as there are peoples in the world who are oppressed and con-
sequently prevented from being fully represented here, none of us will be able to feel we are
free.

That is why we welcome the People's Republic of Angola today. Led by its vanguard, the
MPLA, it fought a long fight against Portuguese colonial aggression, a fight which was
followed by a foreign invasion on the part of South African racist forces and the mercenaries
of reactionary countries, helped by the Angolan traitors of the FNLA and UNITA. By its

heroic struggle against foreign aggressors the people of Angola has already won its place in

the community of nations; and its guiding force, the MPLA, which directs the Government, has
already shown, too, that the raising of the level of health and the well -being of the masses
of the people are fundamental items in its programme of action. We should like to take this
oppottunity to express our support for the struggle of all peoples for liberation, and
particularly our support for the peoples that are fighting for their liberation in the
south of Africa, namely those of Zimbabwe, Namibia and South Africa. We also express the
hope that WHO will come to realize that efforts to raise the level of health cannot be
dissociated from the fight for freedom.

Dr MARGAN (Yugoslavia):

Mr President, ladies and gentlemen, dear friends, I would like to say a few words today

on the occasion of the admission of the People's Republic of Angola to the World Health

Organization. On behalf of my delegation I would like to extend the most cordial welcome

to our Angolan friends and to convey to them our satisfation at seeing them among us

occupying the seats that belong to them as representatives of an independent, sovereign

and non -aligned country.
In marking this important moment, let us note that it came as a result of the heroic

struggle, lasting 15 years, that was waged by the people of Angola first against Portuguese

colonial rule and then against aggression. But the declaration of independence on

11 November 1975 was the product not only of armed struggle but also of the determined

and systematic effort made by the People's Movement for the Liberation of Angola to

stimulate improvements in the field of education, culture, social welfare, and medical

care.
The health service which is now developing in liberated Angola builds on the fine

traditions which date back to the years of the war of national liberation. Its roots are

found in the Service for Medical Assistance (SAM), which was set up as early as 1963, when

the People's Movement for the Liberation of Angola opened a front in Cabinda, then known

as the Second Military -Political Region. The Service for Medical Assistance itself drew

on the experience of an earlier organization, the Angola Volunteers' Corps for Refugee
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Assistance, which used to operate earlier in Congo Kinshasa. From the very beginning

SAM played a dual role: first, it provided medical assistance to the armed forces; second,

it provided medical care and social welfare for the civilian population in the liberated

parts of the country. Under very hard wartime conditions - with inadequate staff, equipment,
drugs and other necessities - the People's Movement for the Liberation of Angola made great
efforts to develop its medical service, which then took upon itself its own share of the

burden of the war. It was only thanks to SAM that many Angolans saw a doctor, nurse or
clinic for the first time in their lives. Many of them learned for the first time that

their diseases could be treated and cured. The country was divided into sanitary regions,
zones and sectors - and the results were not long in coming. I happen to have a copy of
an MPLA bulletin from 1969, in which one reads the following: "In 1967 SAM treated 10 316
patients in the liberated areas, but in 1969 the figure rose to 37 914 patients in the Third
Military- Political Region (bordering on Zambia) alone."

Such figures, it seems to me, speak for themselves. Many members of the Service for
Medical Assistance lost their lives in the performance of their humanitarian duties. One

of them was Dr Americo Boavida, a pioneer of the new Angola's medical service.
In conclusion, Mr President, allow me to mention that I am proud to belong to a country

which from the very beginning of the Angolan revolution gave its full and continuous support
to the struggle waged by the People's Movement for the Liberation of Angola. Our support

included also assistance in the fields of medical care and social welfare. That is why

I welcome the representatives of independent Angola - not only as our colleagues, who will from
now on work with us to develop this world Organization, but also as comrades -in -arms, to whom

we are linked by many human ties as well.

Mr ANDREW (United States of America):

Mr President, ladies and gentlemen, I wish simply to state that, if there had been a

vote by show of hands on the admission of Angola to our Organization, my delegation would

have abstained.

Professor CHINDAROV (Bulgaria) (translation from the Russian):

Mr President, ladies and gentlemen, the Bulgarian delegation fully supports and warmly
welcomes the admission of the People's Republic of Angola to membership of WHO. For many
years the people of Angola have been engaged in the sacred struggle for liberation and
independence. And now, despite the opposition of colonialists, interventionists and inter-
national reaction, they have succeeded in asserting their will in the struggle for freedom
and independent development. This victory is the rightful historical destiny of the
Angolan people. We welcome the Angolan people's victory. Our delegation regards the
admission of the People's Republic of Angola to membership of WHO as a further demonstration
of the humane role of our Organization.

Dr AROSO RAMOS (Portugal):

Mr President, fellow delegates, ladies and gentlemen, Portugal has great pleasure in
supporting the admission of Angola into the World Health Organization, and wishes all
happiness to the people of Angola. The entry of this big country into the World Health
Organization will certainly contribute to the extension of the Organization's ambit and,
necessarily, to the progress of health throughout the world. After the healing of the
wounds caused by a long colonial war, we hope that the scientific and technical exchange
between Angola and Portugal in the health field will be maintained and even increased
between the two countries, considering the cultural and friendly relations between the
peoples of Angola and Portugal.

Dr KOUKA - BEMBA (Congo) (translation from the French):

Mr President, ladies and gentlemen, the People's Republic of the Congo did more than any
other country to support the MPLA's struggle for national liberation all through its battle
against colonialism. It also, at the time of independence and shortly afterwards, supported
its sister Republic against the aggression of racist forces. You will understand, therefore,
honourable delegates, the satisfaction the People's Republic of the Congo now feels to see
among us, admitted as a Member, the People's Republic of Angola. The admission of that State
brings us closer to the universality which is the ideal of our Organization. My delegation
consequently wholeheartedly supports the admission of Angola to our Organization.

Dr AZCUY (Cuba) (translation from the Spanish):

Mr President, officers of the Assembly, the Cuban delegation wishes to express it satis-
faction at the admission of the People's Republic of Angola to the World Health Organization.

We feel that the Organization should give priority support to the health programmes of this
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country, which is emerging from five centuries of colonialist nightmare, 15 years of struggle
for liberation and several months of fighting against racialism and neocolonialism, thanks to

the MPLA.
We again express our satisfaction at the admission, approved almost unanimously by

acclamation, of this valiant people.

Professor ftEPIN (Union of Soviet Socialist Republics) (translation from the Russian):

Allow me, Mr President, on behalf of the delegation of the Union of Soviet Socialist
Republics, to express profound satisfaction at the admission of the People's Republic of

Angola to membership of the World Health Organization. It is well known that our delegation

has always advocated full embodiment of the principles of universality in our Organization's
work and the complete decolonization of all the peoples of the world. We accordingly warmly

congratulate the People's Republic of Angola on its admission to membership of the World

Health Organization. We are sure it will be an active Member of our Organization.

Dr Karan SINGH (India):

Mr President and friends, on behalf of the Indian delegation and the Indian people I
would like warmly to welcome the People's Republic of Angola to this great world assembly.
We have consistently supported anticolonial liberation movements throughout the world, and
the freedom of Angola is yet another step in this historic and irreversible process. May
I urge, Sir, that the World Health Organization give special attention to the very urgent
health requirements of the newly liberated People's Republic so that its generations to come
can outlive the horrors of the past and develop in every way in the years and decades ahead.

Dr BOAL (Guinea- Bissau) (translation from the French):

Mr President, honourable delegates, allow me on behalf of the delegation of the Republic
of Guinea -Bissau to congratulate the People's Republic of Angola on its admission to our
Organization. I remember what happened to ourselves, Guinea -Bissau, at the time of our own
admission: there were abstentions, and there was even a vote cast against us. That has
not prevented us however from working conscientiously for our population's wellbeing.
I believe that at important junctures unanimity is never attained. I should therefore like
to congratulate our Angolan brothers on their admission to our Organization and on the

manner of their admission.

Dr JOSHI (Nepal):

Mr President and honourable delegates, I bring with me full instructions from our
Foreign Ministry to welcome the Angolan delegates as members among us, and we welcome them
heartily.

Professor MECKLINGER (German Democratic Republic) (translation from the French):

Mr President, the delegation of the German Democratic Republic welcomes the admission of
the People's Republic of Angola to the World Health Organization. It takes this opportunity
to express once again its keen sympathy with the Angolan people and that people's revolu-
tionary Government, and its strong sense of solidarity with them. In the future also the

People's Republic of Angola can rely on the active support of the German Democratic Republic
in building up its public health system.

Mr TINUBU (Nigeria):

Mr President, distinguished delegates, today is a historic day not only for Angola but

for the whole of Africa. It is not merely sufficient for us to gather at world assemblies
to claim that we request and are fighting for freedom for humanity. It is also necessary
for us to show it by words and by deeds. And when we are talking in terms of the indepen-
dence of Angola and the admission of Angola into the World Health Organization, I think that
Nigeria is one of the very few countries whose support and assistance for the liberation of
Angola, and its continued unity, would be difficult to equal. Angola has been oppressed, it
has been victimized, it has fought a very grim battle; and, after all its troubles, there
was again the trouble of the dismemberment of the country, which Nigeria itself nearly
suffered some years ago. However, we are happy today that Angola can stand and take its
seat among us, and we sincerely hope that this World Health Assembly will not merely admit

Angola, but will go out of its way to give Angola all the assistance it requires to bring
about a healthy mind in a healthy body.
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Professor LEOWSKI (Poland):

Mr President, distinguished delegates, on behalf of the Polish delegation, I would like
strongly to support the admission of the People's Republic of Angola to the World Health

Organization. We would like to express our deep sympathy to the country and people of the
People's Republic of Angola, who for so many years fought for their liberation.

Iv
Professor MATEJICEK (Czechoslovakia) (translation from the Russian):

Mr President, we are sure that under your guidance we shall successfully solve all the
highly important problems of WHO's work. The decision to admit Angola to membership of WHO
is an example of a wise and just step forward. By this decision we have confirmed once
again the importance of the principle of our Organization's universality. The Czechoslovak
delegation congratulates the people of Angola and wishes it every success in developing and
setting up its public health service.

Mr KHATIB (Libyan Arab Republic) (translation from the Arabic):

Mr President, ladies and gentlemen, the delegation of the Libyan Arab Republic warmly
welcomes the admission of the People's Republic of Angola to full membership of this
Organization after its long struggle for freedom and independence. Angola's entry can also
be regarded as a great victory for the universality of our Organization. I extend to the
friendly people of Angola my best wishes for their future progress and prosperity.

Professor NATHANIELS (Togo) (translation from the French):

Mr President, I have great pleasure in cordially congratulating, on behalf of the
delegation of Togo, our sister Republic of Angola on its triumphant election to the big
family of the World Health Organization, the objective of which is the control of disease.
I have the honour to request all Members and the World Health Organization's authorities to
give our sister Republic all the help it needs to ensure its people's wellbeing.

Dr GANGBO (Benin) (translation from the French):

Mr President, the People's Republic of Benin, which was one of the very first States to
recognize the Republic of Angola after a long and fratricidal war, is delighted to
People's Republic of Angola join the universal family of the World Health Organization.
The People's Republic of Benin, after having promised the Republic of Angola its armed
support, will certainly not fail when the time comes to provide it with material assistance,
on however modest a scale, in the health field. On behalf of the Government of the People's
Republic of Benin, on behalf of the party and on behalf of the whole Benin people, we there-
fore say once again to our sister Republic of Angola: "Welcome to this great family ".

Dr TUDOR (Romania) (translation from the French):

Mr President, honourable delegates, the delegation of Romania fully associates itself
with all those who have expressed here their keen satisfaction at the formal admission of
Angola to our Organization. Our delegation appreciates that this request by Angola and the
granting of it once again testify to our Organization's importance; they also show that the
countries which have gained their independence, at the price of such great efforts and
sacrifices, look confidently to our Organization, to all of us, for well- deserved help for
their cause.

Dr DOLGOR (Mongolia) (translation from the Russian):

The delegation of the Mongolian People's Republic has great pleasure in associating
itself with all the delegates who have congratulated the people of Angola and the people's
Government of Angola on that country's admission to full membership of the World Health
Organization. We should also like to thank our President for the wise suggestion he made
that Angola be admitted not by vote, but by acclamation. He knew in advance that the
admission of Angola to our Organization would encounter no serious opposition. Lastly,

I should like to congratulate the people of Angola and their Government on the success - the
victory - they have achieved after a long struggle, and we wish them success in building up
the country's economy and social life in general and particularly in creating a proper
public health system, on the subject of which our Director -General, Dr Mahler, spoke so
eloquently this morning.
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Dr DIAS DA GRAÇA (Sao Tome and Principe) (translation from the French):

Mr President, honourable delegates, I should like on behalf of the delegation of Sao
Tome and Principe to express our country's full support for the admission of the People's
Republic of Angola, and to say how much pleasure that admission gives us. Our country, the
Democratic Republic of Sao Tome and Principe, has very close links with the People's
Republic of Angola: cultural links, historical links and even ethnic links. And during our
long struggle for national liberation both countries belonged to one and the same

organization, the Conférence des Organisations nationalistes des Colonies portugaises (CONCP),
in which we coordinated action in our common struggle against Portuguese colonialism.

We therefore wish to say how glad we are, and to point out that we, the Democratic
Republic of Sao Tome and Principe, are a very young Member of WHO: it was only on 23 March
that we deposited our instrument of acceptance of the WHO Constitution. It is consequently
a great source of satisfaction to us that our first act as a Member of WHO should be to con-
gratulate our brothers, the people of Angola, on their admission to WHO. Welcome, then, to
the People's Republic of Angola;

Mr KYEMBA (Uganda):

Mr President, the Ugandan delegation wishes to convey to you its congratulations on your
election to the high office of guiding this Assembly. Uganda also wishes to associate
itself with all those who have supported very ably the admission of Angola to the World
Health Organization. There is no doubt that there is overwhelming support for the admission
of this young republic, which has fought so heroically against imperialism and colonialism
over the years. I wish however to propose, under Rule 61, the closure of this debate on
item 1.11.1, so that the Assembly can proceed to the next item.

The PRESIDENT:

I think we have exhausted the list, and I take it that Angola now is a Member of the
World Health Organization. In my capacity as President, I would like to welcome this new
State into this great family. I hope that, within our association, Angola will make a
rewarding contribution to our efforts towards better health in this world.

Dr D'ALMEIDA (Angola) (translation from the French):

Mr President, Mr Director -General, delegates of Member States and representatives of
Associate Members, ladies and gentlemen, on behalf of the people and the Government of the
People's Republic of Angola I have the honour of cordially thanking the Twenty -ninth World
Health Assembly for the very warm reception it has given its new Member State. I also

thank most warmly the distinguished delegates who have kindly come forward from the ranks of
this great assembly to give us their support and express their friendship.

Mr President, the People's Republic of Angola attained independence in very difficult
circumstances. After 14 years of bitter struggle against Portuguese colonialism, five
centuries old, our country was obliged to fight a second war of liberation, forced upon us
by imperialist and racist aggression. The military and diplomatic defeat of the
aggressors was total, but the cost to us was a very high one: a mass flight of technicians,
a weakened economy, communications in disarray, catastrophically disrupted infrastructures,
and persecuted and massacred political and technical personnel. All of this will seriously
hold back the national reconstruction effort in all sectors, particularly in the field
of health care. Nevertheless, as soon as our country obtained independence, on
11 November 1975, we took steps to transform radically a system of health care which had
been orientated toward curative and individualist medicine.

The adoption of a national health policy designed to solve the country's health
problems primarily in rural areas arose out of decisions made by the President of the
People's Movement for the Liberation of Angola (MPLA) and President of the People's
Republic of Angola, Comrade Dr Agostinho Neto, at the time of the historic proclamation of
independence; also out of the experience obtained in the first national liberation struggle.
This national health policy may be summarized as follows: nationalization of medicine -
using curative and preventive medicine but primarily stressing preventive medicine - free

medical aid, speedy progressive abolition of private medicine, training of health
personnel and professional health workers suited to our requirements, situation and
potentialities, state control of the import and distribution of drugs with subsequent
nationalization of foreign trade in drugs and in medical and surgical equipment, and study
of traditional medicine with a view to its integration into this health policy as a whole.
A policy as ambitious as this could not have been carried out without the cooperation of
international organizations, including WHO, and without the solidarity of friendly countries.
Up to now internationalist solidarity in the health field has been of essential importance,
and we have great pleasure in taking this opportunity to thank publicly the socialist
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countries and progressive organizations for their generous and militant aid, which has

enabled us to surmount the initial obstacles.
Mr President, in accepting the WHO Constitution and assuming the obligations arising

out of it the Government of the People's Republic of Angola realizes that the Angolan people

has at the moment a great deal to receive and virtually nothing to give, except the example
of a people unshakably resolved to promote health for all as a prior condition to total

independence.
Mr President, allow me before I conclude to congratulate you on your election as

President of this Twenty -ninth World Health Assembly and to tell you how much pleasure that

election gives us, particularly since you are the distinguished representative of a country

which was among the first to recognize our young State.
Mr Director -General, I should like to say a few words to you, too. We have listened

to you very attentively and we are glad to see that your ideas, which are not dreams, are

ones that serve as a good basis for reflection for countries like ours. Thank you, then.

Our solidarity, and our most hearty congratulations.

3. GENERAL DISCUSSION ON THE REPORTS OF THE EXECUTIVE BOARD ON ITS FIFTY -SIXTH AND FIFTY -
SEVENTH SESSIONS AND ON THE REPORT OF THE DIRECTOR- GENERAL ON THE WORK OF WHO IN 1975

(continued)

The PRESIDENT:

We shall now continue the general discussion on items 1.9 and 1.10. Before giving the

floor to the first speaker on my list, I wish to inform the Assembly that the General
Committee, after a full exchange of views on the subject, decided that the list of speakers
which I shall read out to you in a moment should be strictly adhered to and that further
inscriptions will be taken in the exact order in which they are made. These inscriptions

should be handed to Mr Fedele personally. To facilitate your task, the list of speakers

will be published in tomorrow's Journal. Delegates who have to leave Geneva and are not

able to deliver their speeches can ask for the publication of their texts in the Official

Records. The list reads as follows: Luxembourg, Federal Republic of Germany, Belgium,

India, Surinam, Tunisia, German Democratic Republic, Nigeria, United Republic of Cameroon,

Spain, Bulgaria, Cuba, Poland, Bolivia, Guatemala, Central African Republic, Japan, Uganda,
Bangladesh, China, Canada, Lebanon, Upper Volta, Hungary, Benin, Mongolia, Niger, USSR,
Portugal, Indonesia, Peru, Greece, Lesotho, Czechoslovakia, Netherlands, Zambia, Sudan,
Afghanistan, Republic of Korea, Kenya, Thailand, Nepal, Qatar, Mexico, Panama, United
Kingdom, Ghana, Malawi, Malaysia, United Republic of Tanzania, Pakistan, Trinidad and
Tobago, Venezuela, Yugoslavia, Oman, Romania, Morocco, Gabon, Ecuador, Mali, Fiji, Syrian
Arab Republic, Gambia, Israel, Nicaragua, Mozambique, Somalia, Togo, Democratic Republic of
Viet -Nam, Republic of South Viet -Nam, Brazil, Congo. Over and above this the representa-

tive of UNICEF has also asked to take the floor on Wednesday, 5 May; the Secretary -General

of the United Nations Conference "Habitat" on Thursday at 2.30 p.m.; and the observer for

the Palestine Liberation Organization before Thursday evening. The seventy -third on the

list is Haiti, seventy- fourth Papua New Guinea, and seventy -fifth the Democratic People's

Republic of Korea.

Mr KRIEPS (Luxembourg) (translation from the French):

Mr President, my dear colleagues, Mr Director -General, honourable delegates:
in electing you, Mr President, President of its twenty -ninth session, the World Health
Assembly has unanimously expressed its confidence in you, and paid you a rousing tribute.
Let me very warmly congratulate you. You are taking the place of Professor Halter,
Secretary -General of the Ministry of Public Health and Family Welfare of Belgium, a country
very dear to our hearts. I should like warmly to thank the outgoing President on the
masterly way in which he directed the discussions of the Twenty- eighth World Health Assembly.

I should like to pay a tribute here to the Director -General of WHO, who once again has
presented us with a striking report on the achievements of the World Health Organization
during the past year. We fully realize the immense difficulties with which both our
Organization and very many of its Member countries have had to cope, difficulties ultimately
due to the world economic instability. In the present extremely delicate monetary and
economic situation WHO has brought off the feat of achieving maximum efficiency with reduced
resources. One of the first consequences of the recession has been an urgent need clearly
to indicate the projects which have absolute priority in the general programme of the
Organization's work.

Allow me to mention a few fields which we think ought to appear on the priority list.
First there is the smallpox eradication programme, which is really reaching its conclusion.
When that world campaign was launched it was most certainly a priority undertaking at world
level. Now it is a matter of the very highest priority to redouble our efforts to break



72 TWENTY -NINTH WORLD HEALTH ASSEMBLY, PART II

the last transmission link remaining in the world as speedily as possible so as to free
mankind at length from one of its most formidable scourges. We congratulate and thank all
those whose knowledge, perseverance and devotion have contributed to this striking success.
The second field which we consider to have absolute priority is nutrition. Although, as
the Director- General has said, malnutrition is not properly speaking a health problem but
above all a social problem, nutrition has - rightly - been given a foremost place in WHO's
programme of action, the aim being to reveal what a harmful effect malnutrition and under -
nutrition have upon the state of health of populations afflicted by them. It would be
desirable for WHO, in conjunction with other international organizations pursuing the same
aims, to tackle these problems as a matter of great urgency, otherwise they will assume such
proportions that they will soon get beyond the scope of all the practical means for dealing
with them. The methods proposed for doing this will inevitably result in research pro-
grammes on nutrition, and here we cannot omit to mention the Director -General's proposal for
the integration of all these measures in the health services of the Member countries
primarily concerned. For our own part we shall contribute as in the past as well as we can,
within our necessarily limited means, toward helping the populations that are stricken by
starvation and malnutrition. The present five -year plan reflects WHO's concern to improve
the quality of life; this means establishing or re- establishing a stable balance between man
and his environment, since protection of the environment is one of the fundamental features
of a well- conceived health policy. The problems of control of pollution and nuisances of
every kind have assumed dimensions we may describe as continental, if not global. Here
again the best results are to be obtained by concerted preventive action rather than by
desperate attempts to put right situations that have pretty well got out of hand. The

Director -General's new Report represents the logical projection and the gradual and systematic

implementation of ideas that have been expounded for some years on the methods devised to
promote the development of basic health services. The Director -General once again stresses
the absolute need for having well -planned services if we are to combat with any hope of
success the diseases of the most diverse kinds which are still lethal in some parts of the
world, and promote the health of all those populations. It is cheering to see from the 1975
summary records of the Executive Board that the members of the Board voted unanimously in
favour of the Director -General's policy, a policy firmly directed toward a strengthening of
national health services and in particular toward the development of primary health services.
We are only too well aware that the unequal distribution of health services which we still
observe in a large number of developing countries presents a particularly serious problem
and an almost insurmountable barrier on the road which ought to be leading to health

promotion. On the other hand it is cheering to see that the Director -General's appeal has
been heard and that during these last few years, with the help and cooperation of WHO, many
very promising initiatives have been taken in the field of primary health care. Luxembourg
is actively cooperating in these programmes so far as its financial resources permit by
offering its help and cooperation primarily to small developing countries, always however

scrupulously observing WHO's recommendations and constantly endeavouring to adapt its aid
programme to the real needs of the populations concerned, in particular to those of rural
populations which still lack the most elementary health care.

Allow me, Mr President, to mention a question linked with health planning, a problem
I myself regard as a priority one in WHO's programme of action. When we examine the
situation obtaining in certain countries, and even in the smallest, we find that people are
everywhere senselessly and tirelessly pressing on with the building of new health establish-
ments, which thereupon require technical equipment at astronomical expense, and extremely
high investments and management and operation costs. The medical care pyramid becomes, as
a result, undesirably top heavy, at the expense of the base, which must be neglected for
lack of funds. In many countries ministers of health find it very difficult to resist
these ruinous schemes which are disproportionate to the population's real needs. We can
only express a heartfelt wish that in this fundamental field WHO should, even more actively
than in the past, play the part of spokesman of the celebrated experts upon whose services
it is able to call. In my opinion our Organization is the only body in the world capable
of formulating, with the aid of its extremely eminent consultants, valid recommendations
which will be accepted by the political authorities and the population in all the countries
in which WHO is held in high respect. This is certainly true of my own country. Without
WHO's prestige and the skill of its consultants we should not, without major setbacks, have
been able to reorganize our health services, to engage in health planning, to control
perinatal mortality, or to launch a campaign inter alia against the abuse of alcohol and
tobacco. Allow me to express in this formal gathering our warmest thanks to the Director -
General, the Regional Director for Europe and all their colleagues.

Dr FOCKE (Federal Republic of Germany):

Mr President, may I begin by congratulating you and the Vice -Presidents on your elections
to your high offices. I am sure that under your able leadership this World Health Assembly
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will be a success. I should also like to take this opportunity of thanking the Director -
General of WHO, Dr Mahler, the Regional Director for Europe, Dr Kaprio, and their staffs in
Geneva and Copenhagen for their valuable work.

We all know from our daily work how closely health on the one side and social and
economic development on the other are bound up with each other. Without a sensible develop-
ment of the economy, it is dificult to ensure the necessary financial resources for health
care, but - and this is something that many financial and economic policy -makers, as well as
many development planners, fail to recognize, so it must be stressed again and again -
without adequate and effective health care, economic and social development is held back.
Besides its humanitarian significance, health care also has its effects on productivity.
It is an essential precondition for the development of every community - the village
community just as much as the big metropolitan areas, every nation just as much as the
family of nations. And here we immediately come to the first big problem: the terrifyingly
unequal distribution of health care in many parts of our world - unequal in quality and in
qùantity - and the resulting deprivation, particularly of people in rural areas. In the
last two decades, we have all, in international organizations and in bilateral programmes,
made many mistakes in this - mistakes from which we must now learn. Instead of trans-
ferring hospitals and sophisticated technology to centres of population at great expense,
our task today and in the years to come should be to establish basic care for all those who
live in rural areas. "Health for all" was the goal set by Dr Mahler last year. And
indeed it is the responsibility of WHO as of all other members of the United Nations family
to bend all their efforts now towards ensuring that the principles of the WHO Constitution
do not remain a pretty phrase on a scrap of paper.

I am fully aware of the enormous difficulties, but I am nevertheless convinced that WHO
will be able to play a helping and coordinating role. Last year the Twenty- eighth World

Health Assembly decided on a worldwide programme of basic care for all. I am sure that the
primary health care programme is one of the most important of the World Health Organization's
activities, and I am pleased to note from this year's Report by the Director- General that
the programme has been started and that some progress has been made. I have studied, with
special interest, a part of the programme which provides for the training of capable people
within a community. It is clearly sensible to find suitable people within the community
to train them on the spot, or at least nearby, and then to make them responsible for the
primary health care of the community. It is also right, as many countries see it, for the
community itself to bear part of the cost of primary health care out of its own modest means.
In some countries this has led to the training of so- called "community nurses ", I believe
with good results. This approach stems from a new concept, which we all intend to imple-
ment actively within the next years: to integrate health services and training activities
and to organize them with a view to the health needs of the population on as peripheral a
basis as possible. Such an integrated health- services - and -manpower- development process

would also be a warrant against any further brain -drain, which in past years has proved to
be an impediment to the development of health services in many countries.

May I turn now to tropical diseases, a field in which WHO is also doing most useful
work? The special programme for research and training in tropical diseases that is just
beginning is undoubtedly a good start in really getting to grips with these diseases at
last. Worldwide cooperation in a network of institutes and laboratories and the tackling
of individual questions by task forces is certainly the right way to proceed. It is also
clearly right to limit the study at first to the six most important diseases. Attempting
to tackle everything at once would no doubt lead to a dilution of effort and less would be
achieved. These diseases, a constant threat to the people of the countries affected, must
be approached energetically and systematically. The successful worldwide elimination of
smallpox and the current massive campaign against onchocerciasis in West Africa are further
examples of effective international cooperation in the framework and under the leadership
of WHO.

I have deliberately given priority in my statement to the problems of the developing
countries. In doing so, I acknowledge the obligation of the highly industrialized countries
to afford moral and material help to the underprivileged countries on their path to social
progress.

In this context I should like now to touch briefly on a complex of questions which, on
the face of it, primarily affect the industrialized nations. Medical and technical progress
has made possible a constant improvement in the health services provided in the industria-
lized countries. Nevertheless the efficacy of any health service depends not only on the
state of medical knowledge but also, to an increasing extent, on economic and organizational
factors. By the nature of its tasks, therefore, health policy cannot be confined to
medical questions. The economics of health are assuming increasing significance for health
planning and health services. The cost of providing health care has risen steeply in all
the industrial countries. In the Federal Republic of Germany, as in other countries, it
has become clear that it will not be possible to finance effective health care in future
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unless this rise in costs is limited. The range and form of health services must be
adapted more closely than hitherto to the actual needs. Thus in health matters, too,
forecasts and target projections of needs and demand, efficacy and cost developments must
become standard instruments for the scientific study of policy. Health policy programmes
must be more closely analysed and evaluated in terms of their potential, their limitations,
and their effects. There are at present considerable difficulties in the way of taking
the economic aspects of health into due account. In many fields the necessary basic data
and methods must first be worked out. The problems of how to quantify and forecast per-
formance in health services must be urgently solved if health institutions and programmes
on a national and international scale are to be systematically measured as to their

effectiveness and efficiency. For this reason the Federal Republic of Germany attaches
great importance to the efforts to develop uniform social indicators, especially in the
field of health.

The economics of health pose a special challenge to science and research: modern

systems research will here have to prove its worth. For the traditional emphasis in health
research on the scientific and medical fields will not solve the social, organizational and

economic problems of existing health systems. The quickest way to a step -by -step solution

of these basic problems of method lies surely in cooperation and discussion on an inter-
national basis.

The sooner we achieve tangible results in this difficult and complex field the sooner
we shall be able to pass on to the developing countries the know -how they will need, each in
its own context, in order to judge objectively the feasibility and prospects of success of

overall long -term planning.

Mr DE SAEGER (Belgium) (translation from the French):

Mr President, ladies and gentlemen, the Annual Report of the Director -General to the
Health Assembly and to the United Nations is once again a document impressive both in scope
and content. It shows the unceasing and expanding activity of WHO throughout the world.
I should like to congratulate the Director -General and all his colleagues in the Secretariat
and in the regional offices.

I thank the outgoing President of the Twenty- eighth World Health Assembly, Professor
Halter, for the masterly fashion in which he carried out his task during the past year, and
I wish his successor, Sir Harold Walter, a fruitful session.

Last year I ventured to draw the Assembly's attention to the promised report on
psychosocial factors and health. That report by the Director -General is now before us.

I should accordingly like to express my appreciation of that document, which gives us a
good summary of the problem on the agenda of the Twenty -ninth World Health Assembly. The

report will be considered in committee, but I am mentioning it now in the general discussion
because it is my conviction that study of psychosocial factors is fundamental to any health
policy as a whole. The impressive list of pathologies in which associations with psycho -
social factors have been found is most striking. Contemporary man is undoubtedly paying,
in his body, a price for the increase in the rate of change that we are experiencing every
day in every sphere. Future generations are undoubtedly going to be subjected to still
greater demands for adaptation: the move from the quiet countryside to the urban ant heaps
that our big towns have now become, geographical mobility (migrations by foreign workers
with their families), changes of job, necessary retraining, and switches of vocation in the
course of a single working life, are things that will continue to be with us.

The struggle for life persists even in our industrialized countries, that is, in a
society which has abolished starvation and is, at any rate as a whole, enjoying great
prosperity. One wonders whether the struggle to get more and more comfort, luxury and even
wealth in an affluent society is less bitter than the struggle for one's daily bread in a
starvation society. People have got to be taught to stop somewhere, to stop and think
whether wellbeing and happiness cannot be found elsewhere than in the possession of material
things. This can only be done by seeing to it that people are given the essential pre-
requisites for good mental health and re- established psychosocial balance. I rather feel,
incidentally, that Western man would do well to pay greater attention to oriental philosophy
and wisdom... The factors which provide security - family, religion, customs, acquired
attitudes, culture, and morals with their attendant systems of behaviour - have taken a bad
shaking. Modern man is going to be living, eventually, in an utterly different world from
the one his forbears knew for centuries. He is going to have to live there a life for
which his organism was not evolved, above all psychologically.

However, we are going to have to learn to live in this world of ours, and it is not
enough for a minority to succeed in doing so: this is a problem of adaptation, of change,

for everyone. When people become slaves to the abuse of alcohol and drugs, and very often

too when they are sufferers from disturbed behaviour, such things are signs of the rejection
of a society that they feel is crushing them, that they feel to be intolerable because of
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the noise (lack of silence), the jangled nerves (lack of peace and quiet), the pressure or
stress, and the sense that one is being crushed by a burden (responsibilities) too heavy to
bear and that every moment of one's time is eaten up (lack of freedom) by the infernal
machine of modern society which demands that everything should progress simultaneously and

with maximum speed.

People have got to be taught to come to grips with the situation and save themselves.
Have we given thought enough to the typical phenomena produced by overcrowding in big cities,
where men have become strangers to one another even when they live in the same building or
are neighbours in the same street? Nowhere is the proportion of men and women living alone
as high as it is in big urban centres. What are we doing to enable these overcrowded
people once again to meet one another, talk to one another, get to know and help one another?
On page 9 of his report the Director - General says that "there is relatively little positive
knowledge on which to base intervention programmes ". But purely negative aspects are not
the whole story, and the Director -General's report rightly says that in many disorders

"sociocultural factors have been found to be more accurate predictors of recovery than
clinical symptoms alone ". " Psychosocial factors have been increasingly recognized as a
key factor in the success of health and social actions ", as the Director -General says on

page 4 of his report. There are words that hurt, true, but there are also words that heal.
A whole category of elderly people is being damaged by the phenomenon of our modern
society's disintegration. An elderly person has more need for a system which provides
security than a young one does. "Old trees do not budge ": so popular wisdom has it; and
no doubt a similar saying exists in every language in the world. Nothing provides security
more than what one has always known, the life one has always lived: the unknown is
frightening, for the old above all.

The fantastic advances made in the somatic field are resulting in men and women in our
advanced society living longer; but who dare maintain that those people also enjoy a
happier old age? When we talk about psychological problems, behavioural sciences, relation-

ship problems, seeking some new expression, we really mean - though we do not always dare to
say so because it might sound old- fashioned - that people need to learn once again how to
love one another. Our mountains of difficulties can only be moved by the irresistible
force of love for one's neighbour: no psychic factor is stronger than that.

I should like to mention again an idea that I put forward last year: it is not a
question of adding a new chapter, the n'th, to our already very elaborate programme of health
action; it is on the contrary a question of giving a new dimension to our action, to all our
action for promoting the health of mankind. Let us honestly admit that, so far, we have
been concerned chiefly with man's physical health. Perhaps in fifty years' time our research
workers will have completely explored the somatic side of man. The psyche however has been
more difficult to explore. The truth is that since Freud, Adler and Jung there has been
very little significant progress in that field. What we have got to do is not to explore
the psyche as we have explored - separately - the somatic side of things, for that would be a
scientific form of alienation; nothing short of the re- establishment of man in his oneness

is the new road which research on man is going to have to take. I very much liked an
expression which occurs in a number of parts of the Director -General's Report. There is a

need, the Director -General says, "for a psychosocial input" in health programmes and in the
delivery of health aid. That is the new dimension, the new inspiration if you like, the new
life that should animate everything we do. I might take the idea further and say that this
new conception of any health policy aims at a two -fold integration: the integration of man
as a psychosomatic unity, and integration of the individual person into his social context,
his relations with his fellow men.

Allow me to conclude with one or two practical suggestions. WHO is no forum for
philosophizing, it is an Organization for action to promote health in its broadest sense as

laid down in its Constitution: a state of complete physical, mental and social wellbeing.

My first suggestion concerns the training of our medical personnel, and schools for
health personnel. Might we not make an urgent recommendation to all Member States asking
them to make more ample provision for human behavioural sciences? Young people will, I am
sure, support reforms aiming at concentrating once more on human training and, in the health
field, at causing more stress to be laid on a policy of primary prevention. Even in the
curative field too exclusive attention is being paid to disease and not always enough
attention to the patient. The physician -patient relationship is the thing we have to attend
to. Ought we not to humanize our hospitals once again, particularly in densely populated
modern urban areas, where people are in danger of becoming just filed and catalogued units?

My second suggestion concerns directing research programmes more toward psychosocial
factors, toward the interaction of mind and body, and undertaking more fundamental research
into the nature and functioning of that unity which we call man, whose body we have chiefly
been exploring as though that were all there is.
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Mr President, I hope these ideas will be discussed by the committee which will be con-
sidering the report entitled "Psychosocial factors and health ".

MrB. N. Jha (Nepal), Vice -President, took the presidential chair.

Dr Karan SINGH (India):

Mr President, Mr Director -General, distinguished guests, the annual World Health Assembly
is an important international event, as it focuses world attention upon one of the most
fundamental and basic requirements of the human race - health. Although, compared with the
outlays on weaponry and instruments of mass destruction, the expenditure on health in all its
aspects is still pitifully low, it is encouraging that world opinion seems gradually to be
realizing that, unless adequate attention is paid to the quality of human life, of which health
is a crucial parameter, the much vaunted achievements of science and commerce may well turn
to dust and ashes. A good part of the credit for this awareness goes to the World Health
Organization, and I would like at the outset to congratulate our able and dynamic Director -
General, Dr Halfdan Mahler, and his team at headquarters and in the Regions for the dedication
and devotion to duty displayed by them in the year under review. I would also congratulate
the President and the Vice -Presidents on their elections. I regret, however, that the
Executive Board does not seem to have given due consideration to the proposal for further
increasing its membership, so that nations in which the vast majority of underprivileged
people reside can get adequate representation thereon. For example, the South -East Asia

Region, with a population of almost one billion, now has only two seats on the Executive Board.
In his Report on the work of WHO in 1975 the Director -General has comprehensively reviewed

a large number of topics of vital importance and has given some valuable and enlightened
indications of the many directions in which this great Organization must develop in the years

ahead. I am circulating separately á document with regard to India's achievements over the
last decade in the fields of health and family planning. In my present remarks I will confine
myself to only a few points of major importance to which I would like to draw the attention
of this distinguished Assembly.

The attainment by India of "smallpox zero" status in June 1975 was an achievement of the
first magnitude, and I am happy to report that despite continued searches and high monetary
reward we have not been able to detect a single case thereafter. This ancient scourge is now
on the verge of total eradication from this planet, and presents a glowing example of what can
be achieved by a creative fusion of national commitment and WHO assistance. It is my sincere

hope that WHO and its Member States will now take up with the same zeal and enthusiasm
the eradication of leprosy, a dreadful disease that has been with us from the very dawn of
human history. I reiterate what I said in this Assembly last year, that we should adopt as
an international target the eradication of leprosy by the year A.D. 2000. A carefully
structured programme involving research, manufacture of drugs, management and education,
provision of infrastructure for early detection and treatment, rehabilitation procedures, and
other connected matters needs to be drawn up without delay. I would urge that this Assembly
should record a suitable resolution to this effect, so that the Director -General can get
moving almost immediately after we disperse. Some of the elements of this international
strategy already exist, but what is required is to draw them into an integrated and coherent
whole so as to ensure the achievement of our target.

The recrudescence of malaria is a source of deep concern not only to India but to many
countries in the developing world. It is sometimes forgotten that the "green revolution" in
India, which has produced this year enough food to feed our 600 million people and also build
up some buffer stock, would never have been possible had it not been for the virtual eradica-
tion of malaria in the areas where the agricultural breakthrough took place. A major
recrudescence, therefore, will not only be bad in itself but could well endanger the entire
economic viability of a country. There are three major problems in this regard: the first
concerning an adequate and continuing supply of insecticides at reasonable prices, the second
the setting up of national organizations to ensure the optimum utilization of these
insecticides and, third, the provision of antimalarial drugs for the treatment of the growing
number of people suffering from this disease. I wish to stress that WHO has to be far
more effective in its assistance on the first and third elements that I have outlined if we are
going to succeed in reversing the present alarming trend. Seminars and conferences on malaria
are useful, but will prove sterile unless accompanied by concrete measures on the insecticide
and antimalarial fronts.

I will not detail here the other problems of communicable diseases such as filariasis,

tuberculosis, cholera, and sexually transmitted diseases, all of which pose major health
hazards in many developing countries and must receive the closest attention. I would,
however, like to mention that India has recently launched a comprehensive national plan for the
prevention of visual impairment and blindness, probably the first of its kind in the world.
This followed a resolution which we moved in the World Health Assembly last year. Our plan
has been commended by the special interregional meeting of WHO held in Baghdad recently.
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Indeed this year, as you know, the theme for World Health Day was "Foresight Prevents

Blindness "; and I would only like to urge that the gift of sight, one of the most precious

given to man, needs to be preserved and protected to our utmost capacity.
I will turn now to the broader question of restructuring the health care system in our

respective countries. It is not my intention to indulge in a detailed discussion of the
many imbalances in the health care system and health manpower structure in large parts of the
developing world. These are well known and publicly debated. In India we have now begun a
process of change to ensure that the health care provided reaches the people in greatest need.
We have initiated steps for the provision of a comprehensive network of health services for
providing primary health care to our entire population, specially the 80% who live in the rural
areas and include the most vulnerable sections of our society. A health care system based on
community- derived health personnel is in the process of being established; economical and

acceptable alternatives to classical health care delivery are being investigated; and the

training of doctors and auxiliary personnel is being oriented to equip them with the attitudes

and skills required to function effectively in rural communities. Village schoolteachers,
village postmasters and indigenous midwives are being drawn into the health care system to
help generate a service integrated with other aspects of rural development at the village
level by utilizing personnel indigenous to the rural community. These services will be
linked through a carefully structured system of referral services going up to the sub -district,
district, division and metropolitan levels, so that every citizen can get the treatment he most
requires regardless of his income or accident of birth. We are also trying to absorb some of
the valuable insights in our indigenous systems of medicine that have been an important part
of our cultural heritage for thousands of years. We believe that even within the existing
constraints of resources, by adopting flexible and imaginative approaches relatively high
levels of health are attainable in a comparatively short span of time.

We in India are engaged in a comprehensive and multifaceted strategy of development
enshrined in the new economic programme enunciated by our Prime Minister, Mrs Indira Gandhi,
aimed at the elimination of poverty. High child mortality and morbidity, widespread malnutri-

tion and rampant communicable diseases are invariable elements of underdevelopment. This
continuing degradation of the quality of human life is no longer acceptable, and unless by the
end of the century these pernicious situations have been eliminated, the resultant tensions
may well disrupt the entire international order. The New Economic Order sponsored by the
United Nations General Assembly in its seventh special session last September is a good
conceptual beginning, but will remain ineffective unless accompanied by a planned and imagina-
tive redistribution of world economic resources. In this process I would urge that the
requirements of health, including the vital aspects of child and maternal care and nutrition,
must receive the highest priority.

This brings me to the third aspect of the quality of life which, along with health and
nutrition, completes the benign triangle within which the international community must
increasingly function. I refer, of course, to population policy, the dilemma of an infinite
increase of the human race on a finite planet. The link between child mortality and fertility
is well established, as is the synergism between malnutrition and infectious diseases. In

many countries overpopulation, which originated as a result of poverty caused by long centuries
of colonial exploitation, has in turn become a potent factor in the intensification of that

poverty. This vicious circle has to be broken, and I have no doubt that it can be done, given
the national political commitment and necessary support from international agencies. In

India we have recently enunciated a national population policy, which I have circulated to the

Member States. It will be noticed that we have placed the population problem squarely where
it belongs, in the heart of the developmental process. The real enemy of developing nations
is not people, it is poverty. It is, therefore, as a powerful instrument in our battle
against the entrenched citadels of poverty that we must utilize imaginative and effective
policies for population control. I welcome the intensification of research into fertility
regulation being carried out by WHO under its expanded programme. While this is an important
aspect, and one in which Indian scientists are making valuable contributions, it is necessary
that WHO take a much more positive attitude towards maternal and child health care

services and, in coordination with UNICEF, in special programmes for child health and nutrition
starting from 1976, which has been declared the Year of the Child. Health can no longer be
looked upon in isolation, as an unplanned growth in population can itself impair the quality
of life on this planet.

Friends, we have entered the last quarter of the twentieth century, and posterity will

judge us harshly if it finds that, while resources were frittered away on overeating and over -

killing, large sections of the human race remained in an unacceptable state of economic

deprivation, malnutrition and ill health. I would urge, therefore, that we should approach

the deliberations of this Assembly in a spirit of dedication to the welfare of human genera-

tions yet unborn, and with the determination to build for them a future in which every child

is assured of the physical, material, intellectual and spiritual inputs necessary for the full

flowering of the human personality.



78 TWENTY -NINTH WORLD HEALTH ASSEMBLY, PART II

Mr BRAHIM (Surinam):

Mr President, the Republic of Surinam wishes to congratulate you on your election. The

Republic of Surinam also wishes to congratulate the Director -General, Dr Mahler, on his

memorable speech this morning, and to take advantage of this opportunity to state very briefly

that we are proud to have become a Member of this Organization. Surinam has for several

years already participated indirectly in international health, and we have learned to appre-

ciate the important role and functions of the World Health Organization.
Our independence was attained on 25 November 1975 by mutual agreement and in the peaceful

manner characteristic of the relationship that existed and still exists between the former

partners in the Kingdom of the Netherlands, a relationship of mutual respect and peaceful
coexistence that we cultivated within and around our country on the north -eastern coast of

South America. On the very day of our independence and in anticipation of membership an
agreement was signed between our country and this Organization, represented in person by the

Regional Director, Dr Hector Acuña Monteverde. Continuity of the ongoing programmes and the

existing relationship was thus guaranteed until full - fledged membership was attained on

25 March last,
It is, therefore, with conviction and full awareness of our own responsibility that we

have joined ranks with the other nations here present, in order to attain through concerted

effort the highest possible level of health for all people, in accordance with the Constitution
of the World Health Organization, and we will abide by this principle.

Mr President, on behalf of the people and the Government of Surinam, I thank you for

having given me the floor.

Sir Harold Walter (Mauritius), President, resumed the presidential chair.

Mr MZALI (Tunisia) (translation from the Arabic):

Mr President, allow me first to associate myself with previous speakers in congratulating
you most warmly on your election as President of the Twenty -ninth World Health Assembly.
Your brilliant career and your experience of the problems of our Organization guarantee the
success of our meeting. Mr Director -General, I welcome this opportunity to pay tribute to
the penetration and skill with which you serve the Organization, and which have enabled you to
inspire it with the creative imagination it needs.

In the introduction to his Annual Report, the Director -General provides a clear, pains-
taking and frank analysis of the present situation. It seems to me that one of the problems
calling for special attention is the organization of primary health care services for the
inhabitants of rural areas. This problem continues to be one of our main concerns in
Tunisia, and I am sure the same is true of many other countries. The setting -up of health
services providing full coverage of rural areas depends on adequate human and financial
resources, but it constitutes an aspiration of the peoples, a pillar of their dignity, and
an indispensable duty for the authorities. As the inhabitants of rural areas cast off the
shackles of the fatalism and resignation inherited from previous generations, they are be-
coming increasingly aware of the role of health in the overall development of their
communities. It is therefore our duty to assist in their advancement and to organize basic
health education, which is simply a rational, democratic and economical form of prevention.
It is necessary to devise new methods based on a realistic, methodical study of the existing
situation and the needs of the various rural communities. The establishment, strengthening
and reorganization of primary health services need to be planned and carried out within the
context of rural development and with the active participation of the community itself, which
should be allowed to choose and plan the type of care and health facilities it needs. The

role of the central planning authority should be to organize the establishment and follow -up
of these services. In drawing up the fifth Five -Year Development Plan, we in Tunisia now
have an opportunity to establish the health priorities of the population for the next five
years on the basis of fundamental data and taking into account the lessons drawn from
experience during 20 years of independence. We have noticed that, where primary health
services are available, they seem to be more concerned with providing curative treatment than
with tackling the problem of comprehensive health care involving the full range of curative,
preventive and environmental activities. We have found basic health protection, rooted in
the village itself under acceptable technical and social conditions, to be an important
element in human development, and it therefore comes high on our list of priorities. It

should also be stressed that the basic health institution is the appropriate place for pro-
viding citizens of rural areas with family planning services, channelled through maternal and
child health centres. The integration of mass campaigns and other special programmes such
as elementary mental health care activities in the basic health services in the remoter rural
areas serves to confirm the need for coordinated health services in such places. I agree
with the Director -General that the person in charge of this primary health unit, whether he
be a medical officer of health as in Tunisia or some other type of health worker with
different training and a different title depending on the country where he works, should be
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regarded as an organizer and promoter of the health team rather than as a distributor of
treatment; he should identify with the community entrusted to his care or, better still, be a

member of it himself. This also applies to all the other members of the basic health unit -

nurses, midwives, health auxiliaries and educators, rural health extension workers, etc.

This is the policy we have decided to follow in Tunisia by recruiting and training auxiliary
health personnel on the spot, where possible drawing them from the actual community they are

to serve. Admittedly this policy cannot be applied in the near future to the leader of the

unit, since there are still too few physicians and there is a glaring imbalance in their

distribution as between urban and rural areas. We would rather see our physicians settled

in the larger cities or in towns offering agreeable living conditions than offering their

services abroad. The "brain drain ", especially in the field of medicine, is a disaster for

the developing countries; in some cases 40% to 60% of their physicians are emigrating to
the industrialized countries even though it is their fellow -countrymen who need their services

most. In this way, paradoxically enough, the rich countries are being subsidized by the

poor countries. Plenty of reasons are put forward to explain, though not to justify, this

emigration, but no satisfactory way of halting it has been found. In the meantime we must
make do with partial and temporary solutions, and once sufficient physicians of the required
quality have been trained we shall have to find ways of keeping them in their own country by
providing them with suitable facilities and working conditions and adequate remuneration.
In this connexion we have lately introduced material and other measures designed to render
the conditions of employment in outlying rural areas more attractive to public health
physicians.

Without wishing to anticipate the full discussions that we shall be having on the problem
of drugs, I should like to mention that we in Tunisia are not exempt from the worldwide
phenomenon of annually increasing drug consumption. Admittedly this increase, which the
experts do not expect to slow down, is to some extent linked with the rise in the living
standards of our people, whose right to health is embodied in our Constitution, but drugs
represent an unwarranted ever -increasing proportion of our total health expenditure. We

are not far from the overconsumption of drugs that is criticized by all the developed
countries, and measures will have to be worked out to prevent matters from getting completely

out of hand. The number of pharmaceutical specialties on sale could be considerably reduced
without damage to the health of the public, for many specialties of identical composition are
sold under different names; many extremely expensive pharmaceutical preparations are really
little more than placebos, designed to satisfy the thirst of physicians for new products, a
thirst that is perfectly understandable, as too few genuinely effective new drugs come on to

the market. The recent regroupings in the pharmaceutical industry in the most developed
countries may have beneficial effects on the economy of those countries, but what will become

of the infant industries of the less developed countries? Will they always have to remain
at the mercy of the multinational companies which force their products and prices on them
through misleading advertising and dumping? We believe that we should encourage not only
the establishment of national pharmaceutical industries but also the regrouping of those
industries at regional level. At the same time a campaign of information and explanation
should be conducted among the medical profession in our countries so as to draw up, as far as
practicable, a reasonable list of pharmaceutical preparations that will be made available to

our patients. In the immediate future, importing countries should require exporting
countries to subject pharmaceutical preparations intended for export to the same quality
requirements as are laid down by governments for locally consumed products.

Another problem that we consider to be of cardinal importance is family planning.
Tunisia, which since independence has been involved in the process of economic and social
development, very soon became aware of the importance of demographic trends, since the whole
dynamics of development are based on man and are associated with his physical, mental and

moral qualities. Our family planning policy has for years been in keeping with an overall

view of man and society in which the value of the two is interrelated. Economic take -off is

dependent on the quality of the individual, who is both its motor and its motive. To

achieve any genuine advancement of man it has proved necessary to tackle all the environmental
factors that affect the physical, mental and emotional development of the individual. In

all countries with a young population like Tunisia infant mortality is still high, while the
morbidity profile hampers the process of physical and mental development and with it the
flourishing of individual potential. Moreover, uncontrolled reproduction, inadequate health
education and other social factors impair the health of the mother, who is the basic component
of the family unit and plays the main role in maintaining its balance. In this context,

birth control is a major feature in the protection of the "mother- child" unit, where anything
that affects one will inevitably have repercussions on the other. The spacing of births is
therefore crucial to all educational activities aimed at the overall and harmonious develop-

ment of the individual. Such development cannot be achieved if the family unit is impaired

and unbalanced, or if poor living conditions, emotional traumas and the large number of
children leave the parents no opportunity to show affection or to attend actively to the
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education of their offspring. In order to make our maternal and child health policy
medically, economically and socially viable, family planning must be given its rightful place

in everyday practice. For this reason we are integrating it, as I have already said, in basic
health activities where the separations between specialties will gradually have to disappear.

I should like to end by supporting the Director -General's statement in the last para-
graph of the introduction to his Annual Report: "Our aim must be to work with all concerned
to attain an acceptable level of health for all the people of the world ". This statement
attains its full significance when we consider the health conditions of the inhabitants of
the Arab territories occupied by Israel. The situation in these territories becomes graver
year by year. The general strike recently held by all Arabs detained in the occupied
territories and the increasing unrest on the West Bank of the Jordan are clear proof of the
harsh treatment meted out to the Arab inhabitants, be they Muslims or Christians. It is

easy to imagine the dreadful health conditions under which these people live - the concentra-
tion camps and the lack of food and care. We are witnessing once again the refusal of
Israel to allow the special tripartite committee that we set up in 1973 under resolution
WHA26.56 to visit the occupied territories in order to study the health conditions of their

inhabitants. This refusal was explicitly condemned last year in resolution WHA28.35. We
shall therefore have to go beyond the stage of verbal condemnation and seek to apply approp-
riate sanctions under the rules of WHO. This question is included in our agenda; alongside
its study, however, we should request the Director -General to make all possible efforts to
improve health conditions in the occupied territories by such means as he considers approp-
riate and likely to prove swiftly effective.'

Professor MECKLINGER (German Democratic Republic) (translation from the French):

Mr President, Mr Director -General, honourable delegates - allow me in the first place,
Mr President, to congratulate you on your election as President of the World Health Assembly,
also to congratulate the Vice -Presidents and the other officers.

We are glad to see that in the past year the World Health Organization has had satisfac-
tory results in regard to cooperation by States in health matters. The special role of the
Director - General and of the members of the Secretariat in this work deserves our gratitude and
thanks. Those results have been made possible among other things by the progressive stabili-
zation of the process of international détente and by recognition of the principles of peace-
ful coexistence.

It is in this connexion that the principles and recommendations of the Final Act of the
Conference on Security and Cooperation in Europe are highly significant also for WHO. There
is no doubt but that they open up new prospects of international cooperation in the field of
medicine and health protection. The importance of the Final Act of the Helsinki Conference
consequently extends far beyond the European Region, as the pertinent resolution adopted by
the Regional Committee for Europe at its twenty -fifth session in Algiers last September
emphasizes. We have in mind, for example, preparation of the long -term global programme for
the prevention and control of cardiovascular diseases. The need to prepare and implement
such a programme is confirmed by the Director -General's Annual Report, which says that in a
number of African, Asian and Latin American countries cancer and cardiovascular diseases are
increasingly figuring among the main causes of death and, together with mental disorders,
among the significant causes of morbidity. We believe the programme that already exists for
the European Region contains enough suitable items for it to be made a world programme.

Mr President, the delegation of the German Democratic Republic supports the statements
made on various occasions by the Organization's representatives to the effect that the
problems of public health and of the medical sciences are determined by the socioeconomic
situation. Medical means alone are not sufficient to provide a lasting long -term answer to
the elementary problems of health protection and improvement of medical care for the
population. In the German Democratic Republic the setting -up and satisfactory operation of a
broadly based and efficient health protection system for all citizens in town and country
confirm the fact, one that is increasingly compelling recognition in WHO, that only socio-
economic conditions which promote the people's wellbeing can enable medicine to serve, success-
fully, the interests of the life and health of all men.

In recent months and weeks the citizens of the German Democratic Republic have been able,
while making preparations for the Ninth Congress of the Unified Socialist Party of Germany, to
take stock with some satisfaction of the political and social development that has taken place
in the last five years, inter alia in the health field. The draft directive for the develop-
ment of the German Democratic Republic's national economy in the years 1976 -1980, published as
part of the preparations for our Congress, is clear evidence that protection of the health of
the young generation, of pregnant women and mothers, of all workers and of the entire popula-
tion is being planned and implemented as a priority task and as a duty for society as a whole.

1 The above is the full text of the speech delivered by Mr Mzali in shortened form.
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We know that hunger, disease and lack of medical care in many countries of the world
represent serious priority problems which urgently require solution. It is necessary there-
fore that effective support be given to the developing countries as far as is at present

feasible. The German Democratic Republic's experience in the bilateral field has been satis-
factory, and it will continue to give priority to that form of cooperation. At the same time
it is necessary to intensify joint international efforts. In all these activities still more
extensive and more efficient use ought also to be made of the funds of the United Nations

Development Programme for satisfying public health needs. In the documents of the United
Nations and of WHO the countries of the world are sometimes divided up into the rich and the
poor. We cannot approve of this division for it does not take the socioeconomic differentia-
tion in the world sufficiently into account and leads to false conclusions about the factors
responsible for many States' underdevelopment. The causes of backwardness in the public
health field in many developing countries are colonialism and neocolonialism. The German
Democratic Republic and other socialist States are intensifying their cooperation with the
young national States, thus helping to promote those States' political and economic inde-
pendence and to develop their public health services.

The Director -General's Annual Report rightly refers to the alarming fact that many
countries still have extremely high maternal and child mortality. One of the reasons for
this is lack of maternal and child care and inequality between men and women. The

Declaration adopted by the World Congress in International Women's Year, last October in
Berlin, is addressed to parliaments, governments, international public opinion and, above all,
to the organizations belonging to the United Nations system.

The delegation of the German Democratic Republic agrees with the Director - General that
the social implications of the New International Economic Order are particularly apparent in
the fields of maternal and child health and nutrition. We wish to stress in this connexion
the importance of resolution 3519 that the United Nations General Assembly adopted at its
thirtieth session.

Mr President, the delegation of the German Democratic Republic approves the draft Sixth
General Programme of Work: it testifies to a steady qualitative improvement in our
Organization's work, and to its increased effectiveness thanks to concentration upon the main
health policy problems relevant and important to Member States as a whole. We approve,
among other things, the proposal that a WHO international conference should be held in the
Soviet Union in 1978, on the development of national health services and the preparation of a
scientific basis for implementing national primary health care programmes.

To carry out this immense task the resources available to WHO will have to be used more

rationally and efficiently. Excessive increase of the budget cannot be the answer.
Mr President, duly alive to its responsibilities, our Organization will have to concern

itself in future also with the fundamental questions of the day in the political, economic
and social fields, and to persevere in its efforts to ensure that a greater share of mankind's
material resources is devoted to disease control and health. On this account we should
support all the strong recommendations that were made by the XXV Congress of the Communist
Party of the Soviet Union in regard to stopping the arms race, reducing accumulated
stocks of armaments, and disarmament. The great German physician Rudolf Virchow understood
better than any physician before his time the connexion that exists between disease and the

social situation. In connexion with the great social mission he said: "We have got to
bring up brave men who fight for humanism ". My delegation hopes the present World Health

Assembly will firmly shoulder the elementary responsibility which our Organization has to
help to enable mankind to live in peace, happiness and good health. The German Democratic
Republic is firmly resolved to make its own effective contribution to this end.

Mr TINUBU (Nigeria):

Mr President, on behalf of the Government and people of the Federal Republic of Nigeria,
I have much pleasure in addressing this august assembly for the first time. I would like to
join the other delegations in congratulating you most heartily, Mr President, on your election
to this high office. May I also extend my congratulations to the Vice -Presidents and the
Chairmen of the main committees on their election. I wish to assure you all of my delega-
tion's full support and cooperation.

Mr President, allow me to express my gratitude to the representative of the Executive
Board for his excellent presentation of the report on the Board's activities during the past
year. I would like also to pay high compliments to the work of the Organization which has
been carried out under the undeniably able leadership of the Director -General, in accordance

with the United Nations General Assembly's resolution at its seventh special session -

namely, the intensification of international effort at improving health conditions in
developing countries, by giving priority to prevention of diseases and malnutrition, and by
providing primary health services to the communities. To this end, the World Health
Organization has played a realistic and functional role among the developing countries by
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concentrating its efforts on simple methods of prevention and control of diseases rather than

the introduction of sophisticated medical curative measures.
The setting up of an international committee by the World Health Organization to look

into traditional methods of treating diseases is very welcome to us, as a large proportion
of our population in Nigeria still relies on local herbalists and medicine men for its
medical needs. Some research into our local herbs and preparations is at present being
carried out by some scientists and we hopefully look forward to the cooperation of the World

Health Organization in this exercise.
The implementation of the health sector of Nigeria's Third National Development Plan,

launched in April 1975, is being pursued vigorously. To give a new approach to planning,
a health planning unit has been established in the Federal Ministry of Health. This unit
is at present engaged in a country health programming exercise, and we are indeed grateful
for the coordinating role of the World Health Organization in this exercise. The basic
health service scheme, the cornerstone of the health sector plan, is designed to provide
health care for 60% of our population, who live mainly in the rural areas, during the plan

period. The infrastructure for the delivery of primary health care will include mobile
health clinics, which will be laid on for service in the very near future, and the static
components, which will consist of comprehensive health centres, primary health centres and
health clinics. Arrangements are being made to train adequate staff for these services,
but emphasis is being placed on auxiliaries since, for a long time, it will not be possible
to train sufficient professional staff to man these centres. This gigantic scheme will
ultimately involve 1425 mobile clinics and 7125 graduated static health complexes with a

total of over 35 000 beds. Consequently, Nigeria is in very urgent need and will, therefore,
be appreciative of meaningful offers of assistance for rapid health manpower development,
from this Organization and, indeed, all friendly Member nations.

Our national malaria control programme is being diligently implemented. The first
phase, which dealt mainly with the training of staff at various levels, has been completed.
Pilot projects are being arranged in special areas in the states, as a preliminary step to
launching the programme throughout Nigeria.

As part of the preparation for the universal primary education scheme which will
commence later this year, my Ministry has given priority to the provision of school health
services, which are considered an important aspect of this scheme. Suitable staff will be
trained to assist the school nurses in the provision of school health services, whilst
arrangements are being made to ensure that all the children enrolled are medically examined
during their first year at school.

The Federal Military Government of Nigeria attaches so much importance and accords so
high a priority to the question of adequate supply of food in the country that it recently
launched "Operation feed the nation ", propelled with great impetus and the clearly defined
and determined objective of making the country completely self- sufficient in food production
and supply. To achieve this proposal, we have mounted a systematic campaign for everyone

to grow food crops on all available arable land to ensure adequate production of the right
types of food for our teeming population. I am optimistic of the successful outcome of this
campaign, which will go a long way to considerably reducing the incidence of nutritional
diseases in Nigeria.

I am pleased to say that the priority given by this Organization to biomedical research
is laudable, particularly in the field of research on the common tropical diseases. My
country is prepared to give financial and manpower support to this programme, and it is
gratifying to note the honour done to my country by the appointment of our
Professor Adetokunbo Lucas as the Director of WHO's special programme for research and
training in tropical diseases. I am confident he will do his best to see that the objectives
of this programme are achieved without much delay.

At this juncture, I wish to state categorically that, while the Federal Military
Government of Nigeria is ever ready to respond to the Organization's appeals for special

contributions, it should be clearly understood that Nigeria does not yet belong to the club
of the "rich" nations of the world. I should, therefore, appeal for a proper understanding
of Nigeria's situation when appraising its efforts in this respect.

Nevertheless, in pursuance of its progressive policy of promoting medical research, the
Federal Military Government has made substantial provision for the strengthening of the
Nigeria Medical Research Institute, to enable it to coordinate medical research activities
in Nigeria and also take an active part in the global exercise on biomedical research.
It is also proposed to establish an institute for the study of mental health at the famous
Aro Psychiatric Hospital. This institute will be engaged in research work and will liaise
with the many research bodies, both nationally and internationally, in the field of mental
health. I am hopeful that this project will receive every encouragement and support from
this Organization.

Another aspect of public health that is receiving adequate attention in Nigeria is the
country's state of environment, to the extent that the Federal Military Government proclaimed
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1976 an "Environmental Health Year ", using the apt theme "Sanity with Sanitation ". With
simple measures and community participation the human environment, which is deteriorating

fast, particularly in our big cities, is being improved to enhance the health and quality of
life of the people. "Clean -up" campaigns have been organized in many large cities and
various sanitary activities are being carried out. These include improvement and moderni-
zation of refuse and solid waste disposal, human waste disposal, vector control, water supply
schemes, food hygiene and noise control. The existing legislation is being reviewed to
give more effective legal coverage to the abatement of public health nuisances. Efforts
are also being made to train more public health inspectors and subordinate staff for
environmental health services. However, Nigeria is committed to the evolution of an
integrated programme for the promotion of environmental health, and to this end the Organi-
zation's assistance may be sought for the creation of a strong infrastructure, capable of
sustaining, on a country -wide scale, the effective planning and management of environmental
health programmes, as well as training the required multidisciplinary health manpower.
In this regard, I am happy to record that a sanitary engineer has already been posted by
WHO to the Federal Ministry of Health to assist in the exercise.

Nigeria is proud to be one of the 15 countries in West Africa where the certification
of smallpox eradication has been given global recognition. Information to this effect was
received from the World Health Organization within the last two weeks, after the visit of the
International Commission on Smallpox Eradication to Nigeria. The members of the Commission
were able to see at first hand the amount of work achieved by the staff of my Ministry in
the field of surveillance and other activities for the total eradication of smallpox in
Nigeria. The action of the World Health Organization in speeding up the supplies of adequate
quantities of good quality vaccines to the populations concerned is a step in the right
direction and augurs well for the control of other infectious diseases.

It is pertinent to mention here that, as a means of securing even economic, social and
political development, the new dynamic Federal Military Administration has created seven more
states, bringing the total to nineteen in the Federal Republic. This is a welcome move, as
the state administrations have thereby become more manageable than hitherto, in terms of health
planning, administration of health care services and control of communicable diseases. I

sincerely hope that WHO will take these changes into consideration in its future dealings with
Nigeria.

We had the pleasure of a visit by Professor Lambo, the Deputy Director -General of the
World Health Organization, to Nigeria a few weeks ago. During this visit, Professor Lambo
was able to discuss with the health authorities Nigeria's cooperation and participation in the
biomedical research programme of the World Health Organization. We also had many more useful
discussions on matters relating to health improvements.

Mr President, I cannot end this address without paying tribute to the energetic and
efficient Regional Director for Africa, Dr Alfred Quenum, and his team at the headquarters in

Brazzaville. Despite their limited resources, their programmes have been organized in an
effective manner for the benefit of all concerned.

Finally, may I join my other colleagues in supporting the new orientation in the
relationship between the World Health Organization and Member States. Nigeria endorses
genuine partnership with the World Health Organization in the latter's commitment to work with
all concerned towards attaining self -reliance and an acceptable level of health for all the
peoples of the world, irrespective of where they live.

Dr CLAVERO GONZÁLEZ (Spain) (translation from the Spanish):

Mr President, distinguished delegates, ladies and gentlemen, first of all I should like
to congratulate you, Mr President, on your election, and also the Director- General on his
outstanding management in 1975, as reflected in his Annual Report.

In Spain we have cooperated with the activities of the Organization for the promotion of
national health services, and during the first half of 1975 an interministerial commission
completed its study of a national health reform. A series of reports has been presented in
this connexion, and more than 800 technicians and experts have contributed. Among the
aspects dealt with were public health and the defence of collective and individual health,
preventive medicine and health promotion, general organization of health care, the management
of pharmaceuticals, health inspection of food, health service manpower, planning and organiza-
tion of private health activities, education and training and research on health, the cost
and financing of the reform, and administrative structure, all topics of great interest.

The final report submitted to the Government stressed the need to achieve uniform planning of
all the health sector, which we regard as essential, as well as recognition of the right to
health of all Spaniards and the eminently social and community nature of the planned reform.

In the field of communicable diseases, we have followed with special attention the trend
of human brucellosis, a consequence of the high endemicity of animal brucellosis in our
country. In 1974 a regional laboratory was set up for the diagnosis of brucellosis;
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this laboratory could be converted into a national reference centre for biotyping and standardi-

zation of techniques. In the course of the past year, an important mission was carried out in

this field, leading to an improvement in diagnostic laboratory tests, an important aspect which

has been stressed in the Director -General's Report.
In regard to the recrudescence of cholera in Europe, also mentioned in the Report, which

spread to a limited extent over certain areas in Spain, we found, as notified at the time to

the WHO epidemiological surveillance service, that there was a small cholera outbreak in the

north -west of Spain which was easily controlled and did not spread, thanks to the intensive

continuation of the water chlorination campaign which covered 22 000 public establishments

supplying 90% of the population with water. Furthermore, patients with diarrhoea were sub-

mitted to systematic bacteriological and stool tests, and during the summer there was an

extensive health education campaign.
In regard to communicable diseases, the more or less stationary tendency of poliomyelitis

observed during the last five years was interrupted by an increase in cases during 1975.
The type 1 virus continues to be the main etiological agent. In accordance with the comment

by the Director -General in his Report that "international poliomyelitis surveillance must be
based on adequate surveillance ", our country is participating in the WHO international
poliomyelitis surveillance programme after having carried out a pilot programme on the basis

of whose results the present programme was planned.
A new epidemiological factor in 1975 was the reintroduction of animal rabies into Spain.

The last cases recorded were three in 1959 and one in 1965. The outbreak appeared in the
south of Spain and has been completely controlled; we believe that it resulted from the
importation of the disease by a domestic animal during the incubation period.

As regards other aspects mentioned by the Director -General in his Report, Spain is one of
the 13 Member States which have established surveillance stations for collecting aerometric
data as part of the WHO programme for the surveillance of air pollution. Work has been
commenced which will lead to the creation of a national environmental health centre associated
with regional centres whose sites were chosen in accordance with criteria of environmental
equivalence. In view of the serious situation arising from the deterioration of the coast,
particularly the Mediterranean littoral, a national seminar was organized, which surveyed work
being carried out by the central health services, the coastal provinces and WHO, which is
giving us valuable assistance in dealing with these problems. In 1975, the implementation
continued of three projects which we consider to be of marked international interest. One
of these is an epidemiological study of pollution with inorganic mercury, a study being made
in cooperation with the United States health services. The other two are being carried out
in cooperation with the WHO Regional Office for Europe, and deal with air and water pollution
respectively. Both are at an advanced stage.

With respect to education, which is one of our special concerns, we are paying increasing
attention to the training of health manpower at all levels, particularly basic health manpower,

and are following with great interest the work of WHO, and the Regional Office for Europe,
whose educational guide will be - we feel - of great assistance in this field. We should
like to emphasize the holding in our country, with the help of WHO, of the first course for
health agents, which marks the beginning of an extensive programme for the training of this
kind of intermediate level personnel for purposes of primary health care.

On the initiative of Spain, a consultation was also held in Madrid on cholera control in
the Mediterranean countries, and was attended by representatives of Algeria, Spain, France,
Italy, Morocco, Portugal and Tunisia. The experience accumulated during the four years
since the Copenhagen conference on cholera control in Europe was considered, and important
conclusions and recommendations were adopted for a joint health policy which has given
excellent results in the case of our country.

The Spanish Government also cooperated with the United Nations Environment Programme and
organized an intergovernmental meeting on the protection of the Mediterranean, held in
Barcelona with the participation of WHO.

Finally, an outstanding event in the international field was the visit by the Director -
General of WHO, Dr Mahler, accompanied by the Regional Director for Europe, Dr Kaprio.

Dr TODOROV (Bulgaria) (translation from the Russian):

Mr President, ladies and gentlemen. Allow me on behalf of the Bulgarian delegation to
congratulate you, Mr President, together with the Vice -Presidents, on your election to your
high offices, and to wish you success in the performance of your responsible work.

I thank the Director -General of WHO, Dr Mahler, for his detailed Report on the work of

WHO in 1975. Before I come to some specific questions in that Report, I should like to say
something about an extremely important event in international life by which 1975 will be
remembered, an event which has a direct bearing upon the wellbeing of the peoples of the
world and upon the work of our humane Organization. I refer to the Conference on Security

and Cooperation in Europe which was held in Helsinki. In the old Europe in which the fires
of war used to flare up and spread to other parts of the world and to the entire globe the
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Final Act on Security and Cooperation saw the light of day, signed by the leaders of the
European countries, the United States of America and Canada and by all the permanent members
of the Security Council with the exception of China. As the United Nations Secretary -General,
Mr. Kurt Waldheim, remarked, this Act is permeated through and through with the spirit,
purposes and principles of the United Nations. It has inspired nations which have still not
forgotten the horrors of the last world war with the hope that all major world problems can be
solved by peaceful means. Mankind feels certain that international cooperation in all fields
of life will speed up the raising of the people's standard of living. In the health field,
it will be directing medical thought toward biological research for solving the principal
problems of our time: the etiology, pathogenesis and treatment of malignant neoplasms and
the prevention and treatment of cardiovascular diseases, certain tropical diseases and other
diseases.

In pursuance of the decisions of that historically significant Conference and of the
decisions of the XI Congress of the Bulgarian Communist Party which has recently concluded

its work, the Government of the People's Republic of Bulgaria is devoting a great deal
of attention to the further development and improvement of the national public health service
in the interests of society as a whole and of each individual. It is now assigning our
public health service such major tasks as, for example, universal coverage of the population
with regard to dispensary services, the implementation of national programmes for the control
of cancer and of cardiovascular, neuropsychic and other mass diseases, the preservation and
optimization of the human environment, rational eating, and the like. The Government of the
People's Republic of Bulgaria is pursuing a policy of close cooperation with all countries
that desire such cooperation, and with the international organizations of the United Nations
system. Our public health service is prepared to make its contribution to the cause of
attaining WHO's principal objective indicated in its Constitution, namely the attainment of
the highest standard of health by all the peoples of the world.

Mr President, gentlemen, at this session we are examining and adopting WHO's Sixth
General Programme of Work covering a specific period: 1978 -1983. The draft approved by the
fifty- seventh session of the Executive Board shows the great amount of experience our
Organization has acquired during the previous five programmes of work, and the maturity it
has achieved in finding ways of solving world health problems. Our delegation approves the
draft and will vote in favour of its adoption. However, we feel it would be advisable that
after the programme of work has come into operation the implementation of its individual parts
should be reviewed annually at the Assembly; this will make it possible to make periodic
critical analyses of its implementation and to outline in good time measures for remedying
shortcomings in its implementation.

Gentlemen, cancer is not as old a problem as smallpox, but it is one which distresses
contemporary man no less severely, particularly because the fact that its etiology is not
known means that the physician has no reliable means of combating it. But experience of
cancer control now shows that, in the case of some cancer sites such as the cervix uteri,
given early diagnosis and timely treatment cure is to some extent possible. The Ministry of
Health of the People's Republic of Bulgaria is at present carrying out a large -scale pro-
gramme for the welfare and health of our country's population. Control of malignant neo-
plasms is one of the chief features of this programme. Mass integrated preventive examina-
tions and screenings, including extensive use of cytological methods of diagnosis of cancer
of the cervix uteri, have demonstrated the high degree of effectiveness of this approach.
The number of newly detected cases has trebled, the majority of them being diagnosed at the
pre -clinical stage. The system for control of cervical cancer set up in our country and the
experience recently gained give us grounds for believing that there is a real possibility of
markedly reducing mortality from cancer in this site. We believe that under WHO's auspices
substantial progress can be made in this field. In view of the extreme importance of the
cancer problem for all peoples I should like to express our delegation's hope that favourable
circumstances will be created for the development and carrying out of WHO's long -term cancer
programme.

In regard to the long -term programme for biomedical research, we think that it is
necessary to develop a sub -programme for research on parasitic diseases, which are causing
serious concern in a number of WHO Regions. For carrying out the subprogramme use could
be made of the specialists and institutes of socialist countries which have workers in that
field.

We are also being required to decide the question of WHO's budget, which is of great
importance to all Member States of the Organization. The rapid growth of the budget, which
is reflected in Members' contributions, is occasioning well- warranted anxiety. In our
opinion great care should be taken in allocating the Organization's financial resources so as
to avoid financing activities which are also being financed by other organizations. In
regard to the proposed change in the procedure for adoption of the budget by the Assembly,

the method employed hitherto made thorough discussion of the Director -General's report possible
by all the representatives of Member States and we propose it be retained.
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The provision of primary health care is a fundamental task of each national organization.
Those present here hardly need convincing of that. All of us know, better than anyone, the
difficulties of solving that problem. Our delegation is consequently highly appreciative of
what WHO is doing to help Member States to set up primary health care services, and supports
the programme for such help. We welcome the proposal of the Soviet Union to be the host for
the conference of representatives of Member States' public health services which it is pro-
posed to hold in 1978. Since this problem has been successfully solved in the Soviet Union,
where there is such a great variety of geographical conditions, we feel it will be most valuable
for all of the participants to see those services for themselves and discuss this important
problem.

Mr FOKAM KAMGA (United Republic of Cameroon) (translation from the French):

Mr President, Mr Director -General, Excellencies, fellow delegates, ladies and gentlemen,

allow me first of all to convey the fraternal and cordial greetings of the United Republic of
Cameroon to the distinguished delegates at this august assembly. Mr President of the Twenty -
ninth World Health Assembly, allow me also to congratulate you on your triumphant election.
I also congratulate all the officers of the Assembly and the Chairmen of the two main com-
mittees. I am sure that those officers, with their drive and dedication, will be equal to
their task. I am equally sure that the President, with the great skill at his command, will
direct the Assembly's proceedings with appropriate vigour. At the same time I should like to
thank Professor Halter, President of the Twenty- eighth World Health Assembly, for the zeal
with which he performed his duties, and to congratulate him on it. On behalf of the United
Republic of Cameroon I most warmly welcome the admission to the World Health Organization of
the new Member States, in particular the People's Republic of Angola and the Comoros.

Mr President, honourable delegates, despite the very difficult economic situation the
world is in, the Organization has been steadily proceeding with its work of renewal, readjust-
ment and reform. It is to be congratulated. It is particularly gratifying to see that
stress has been laid upon primary care for the deprived peoples of rural areas. Many experi-
ments are being made in this field in a number of countries. Member States, developing
countries particularly, will derive great benefit from these experiments if more is done to
acquaint them with the technical guides and other material used in personnel training and in
the implementation of individual countries' development programmes. Means of financing the
training of top grade personnel, and provision of rural areas with drugs, remain problems
which are hard to solve. The approach adopted by my country is to set up village pharmacies
in rural areas. Reform of the training programmes for nursing aides is now under study.

In the field of family health, we are very pleased to see that the Organization is con-
cerning itself, for the first time, with the problem of sterility. Following two missions
of investigation sent to my country last year, headquarters organized two meetings in Geneva
on the epidemiology of sterility in certain affected countries in Africa. We regret that
owing to procedural difficulties studies in the field have, however, not yet begun in
Cameroon. We shall revert to this point during our discussions on this project.

In Cameroon, as in many other Member countries of WHO, a need has been felt to revise
and bring up to date programmes for training health care personnel. We are grateful for the
visits of the headquarters high officials and for the help we are still receiving under pro-
ject ICP /HMD 025.

We congratulate our Organization on the victories it has won in the field of control of

communicable diseases, especially its victory over smallpox. We are most grateful to the
Organization for the assistance we are receiving under the New Economic Order, which is
enabling us to continue the work we are doing in connexion with the expanded programme of

immunization against childhood diseases,
In regard to coordination with other organizations in the United Nations system, and

coordination of regional and international projects, we greatly appreciate the strengthening
of the Organization's role in those different fields. Self- sufficiency in biomedical and

immunological research should be developed.

Mr President, honourable delegates, 1975 was marked in Cameroon by the holding of the
twenty -fifth session of WHO's Regional Committee for Africa in Yaoundé. This big gathering
enabled leading medico- political personalities from Africa and elsewhere to take stock of our
original and innovative solutions, of our achievements and progress in health care. Thus

during his visit to Cameroon last September Dr Mahler, the Director -General of our
Organization, was able to see for himself on the spot what the Government is doing to promote
and protect the population's health.

The sacrifices we have made since our independence have already born fruit. The parti-
cipants at the twenty -fifth session of WHO's Regional Committee for Africa had an opportunity
to see some of this at the graduation of the first physicians trained at the Yaoundé
University Centre for Health Sciences; the Centre, as you know, is an original experiment in
multidisciplinary training of health personnel. The arrival of 32 young physicians all at
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once, trained locally in the light of our needs and of our actual circumstances, and for the
first time upon the battlefield of disease control in my country, has given new impetus.
The work of these young physicians, all of them assigned to rural areas, is beginning to
make itself pleasantly felt in the hinterland.

Mr President, ladies and gentlemen, honourable delegates, we have obtained these results
thanks not only to the help and support of our Organization but also to the international
cooperation in health matters which we are receiving from UNDP, UNICEF, France, Belgium,
Canada, Great Britain, the United States of America, the People's Republic of China, the
Federal Republic of Germany, the Netherlands, the Democratic People's Republic of Korea and
many other friendly countries - all of which I should like to thank here most cordially and
most sincerely.

Mr President, honourable delegates, allow me in conclusion to express the hope that in
this world which labours under the burden of apartheid and racial discrimination, of

imperialism and wars waged against mankind, our Organization will continue to stand as an
unshakeable champion of human rights irrespective of people's political allegiance, race and
religion, and that it will remain in the forefront of the struggle for human wellbeing and
dignity.

Dr AZCUY (Cuba) (translation from the Spanish):

Mr President, fellow delegates, on behalf of the Cuban delegation I should like to con-
gratulate Sir Harold Walter, President of this Twenty -ninth World Health Assembly, and also
the other officers. Our delegation wishes them every success in their work.

We have analysed the Report of the Director - General and must recognize its undoubted
quality, as regards both the subjects covered and the manner in which they are treated.
We should like to dwell on certain -aspects of the Report which we deem of interest both for
the Organization and for Member States. The Director -General, Dr Mahler, points out and
warns us of the unsuitability of introducing in the developing world medical methods that are
perhaps appropriate for the industrialized one. The high cost and inefficiency of such an
approach are the two arguments given against it, and they seem conclusive and beyond contra-
diction. Dr Mahler also reminds us that the most urgent health problems of the developing
countries relate to poverty, malnutrition and infection. In the world as it is at present,
when development is still so uneven, a world in which some nations have accumulated riches
and technology and propose as short- or long -term goals conquests that can excite even the
least vivid imagination, there remain large regions where poverty and ignorance make hunger
and its sequel, malnutrition, the aspects that should be given priority, both by the United
Nations General Assembly and by the World Health Assembly.

We resolutely support measures and efforts for overcoming a problem that, like malnutri-
tion, is physically degrading for those suffering from it as well as morally degrading, not
only for those causing it but also for those looking on helplessly. We regard as very
appropriate the intention stated in his Report by the Director -General to tackle the question
by means of an integrated multisectoral offensive since there can be no doubt that malnutri-
tion is properly speaking more a social than a health problem. This indicates the need for
close cooperation between bodies and institutions conscious of the situation. The World
Health Organization advocates integration of nutrition services in the health services.

Basic health services are an extremely topical subject and experience has already shown

their benefits. We feel that the attention and action of the various levels of WHO's
administration and of governments should continue to be centred on them. Basic health
services, which do not require sophisticated buildings and equipment, or highly qualified
professional staff, so that they are not extremely costly, provide, on the other hand, a
basis for giving primary health care adequate to cope with the most acute health problems of

the developing countries. They are also useful because vertical programmes that risk being
unsuccessful can be integrated into them. We have spoken of integration of the nutrition
services in the general health services, but it is first necessary to establish and widen the
coverage of the latter. In our opinion, the World Health Organization and governments
should give priority along these lines both to national efforts and to international coopera-
tion, whether multilateral or bilateral.

Little more than 15 years ago our country was without even a limited health service
network. Worse still, there was no idea or intention of developing such a network. With
the coming of the Revolutionary Government attention began to be given to integrated medical
care, despite the difficulties and limitations. At present there is extensive preventive
care in Cuba, although the possibilities of further development have not been exhausted, and
greater emphasis is laid on preserving health, but in no way to the detriment of medical care
or rehabilitation. Our people are fighting tenaciously and successfully to emerge from
economic underdevelopment; their morbidity and mortality rates are those of a country where
great value is attached to rights such as the right to health - to which special attention
is paid by the government and which is regarded as a factor in development.
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For more than 5 years child mortality has been falling, and in 1975 the preliminary data
showed a rate of 26.7 deaths per thousand live births. Pre -school -age mortality is of the
order of 1.1 deaths per thousand children, while school -age mortality is 0.5 per thousand.
More than 97% of births are in hospitals, and this has resulted in a considerable reduction
in maternal mortality. Life expectancy at birth is 70 years. Important communicable
diseases such as poliomyelitis, diphtheria and malaria have been eradicated. Tetanus
neonatorum and child tuberculosis have also disappeared. We need not stress this aspect,
which is well known - because of WHO publications, among other reasons.

We would state categorically that the tangible and measurable results just mentioned are
the consequence of the wealth of the nation being in the hands of the real people. We may
add that Cuba greatly appreciates the assistance received both from friendly countries,
chiefly in the socialist camp, and from the specialized agencies of the United Nations, the
World Health Organization, Pan American Health Organization, United Nations Children's Fund
and others. We wish to assure them of our sincere gratitude and let them know that they
have played a part in our achievements. Furthermore, in accordance with elementary
principles of reciprocity and international solidarity, Cuba has expanding programmes for
collaboration with other countries which have requested it, or has been present in emergencies
calling for our assistance. The cooperation of the countries that have greater resources
with ones that are less favoured or are in difficulties, is praiseworthy, not only because
this helps to close the gap, sometimes a gaping one, between health indicators, but also
because of the moral standing which such cooperation confers, when it is free from all
self- interest.

Mr President, we cannot conclude without expressing our repudiation of the presence at
this great meeting of representatives of a fascist junta which is attacking its people
without any respect for the most elementary standards of human rights. However, this insult
to intelligence takes on its real historical dimension when it is realized that colonialism,
racialism and fascism are continuing to suffer defeat, and that new sovereign States are
making their appearance: Guinea -Bissau, Angola and Mozambique are clear signs of the steady
advance of humanity.

We salute the achievements of the World Health Organization in 1975 and are certain that
its decision to join forces with the least privileged is the most just path to follow.

The PRESIDENT:

I think the time has come for us to move from labour to refreshment, but before we do so
may I remind you that tomorrow work starts at 8.30 a.m. I will just give you an idea of the
first six speakers tomorrow: Poland, Bolivia, Guatemala, Central African Republic, Japan,
Sierra Leone.

The meeting is adjourned.

The meeting rose at 5.45 p.m.
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Wednesday, 5 May 1976, at 8.30 a.m.

President. Sir Harold WALTER (Mauritius)

Acting President: Dr A. R. AL AWADI (Kuwait)

1. FIRST REPORT OF THE COMMITTEE ON CREDENTIALS

The PRESIDENT:

Ladies and gentlemen, the meeting is called to order. Before I give the floor to

the first speaker, I am going to call on Mr Kloutsé fo Kodjovi, who is the Rapporteur of

the Committee on Credentials, to come to the rostrum and read the report.

Mr Kloutsé fo Kodjovi (Togo), Rapporteur of the Committee on Credentials, read out

the first report of that Committee (see page 639).

The PRESIDENT:

Are there any speakers who want to speak on the report? I see none. The state-

ment which has been made from the rostrum will appear in the record. Have you any

objection to the adoption of the report? I see no objection. The report is approved

I would like to thank the Rapporteur for his report.

2. ANNOUNCEMENTS

The PRESIDENT:

Ladies and gentlemen, while trying not to be tedious, I think that I should repeat what I

said yesterday: that delegates wishing to speak in a language other than the official
languages are kindly requested to announce their intention to do so to Mr Fedele well before

they are due to speak. It is obvious that this will give time to the Secretariat to make

the necessary arrangements.
Yesterday I told you that the names of those wishing to take part in the Technical

Discussions on human settlements should be in by 12 noon today. It will not be possible for

any person who is not registered to take part in the Technical Discussions.
It is the intention of the Chair to close the list of those wishing to take part in the

general discussion on the Annual Report of the Director -General. The list will be closed this

afternoon. It will be closed by 4 o'clock, so may I request you, ladies and gentlemen - those
who have not registered so far - to do so as early as possible.

3. GENERAL DISCUSSION ON THE REPORTS OF THE EXECUTIVE BOARD ON ITS FIFTY -SIXTH AND
FIFTY - SEVENTH SESSIONS AND ON THE REPORT OF THE DIRECTOR- GENERAL ON THE WORK OF WHO
IN 1975 (continued)

The PRESIDENT:

We shall now proceed with the discussion on the Annual Report of the Director -General.
The first speaker on my list is Poland.

Professor SLIWINSKI (Poland) (translation from the Russian):

Mr President, distinguished delegates, colleagues: I should first like to
congratulate you, Mr President, and the Vice -Presidents on your election to such exalted
and responsible posts. Allow me to express the hope that, under your guidance, the

Twenty -ninth World Health Assembly will deal successfully with the urgent and important
problems facing us.

- 89 -
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I should also like to express to the Director -General, Dr Mahler, my appreciation of the
Report he has prepared with such meticulous care and thought. The results of the activities
of the World Health Organization during the past year bear witness to the effectiveness of
the work done and reflect a number of concrete new advances that have been successfully
achieved in difficult economic circumstances. An important aspect of the policy of our
Organization is the commencement of effective cooperation between the developing and developed

countries. Poland has always supported every initiative and any undertaking directed towards

this end. Within the framework of this cooperation we are ready to take part in the
education and training programme and turn the experience of our specialists to account.

An important event in the life of the World Health Organization is the completion of the

preparatory work on the Sixth General Programme of Work of WHO, for the period 1978 -1983, in
which all the major problems calling for solution in our six Regions are covered. In voicing
our full support for WHO's Sixth General Programme of Work, we should like to emhpasize how
essential it is that the machinery for annual implementation of all the programmes and of

their component parts should function efficiently.
As representative of a country in which the diseases of civilization rank first among

the causes of death, I should like to draw the attention of the Assembly to the need for
further development and improvement of the long -term worldwide programmes for the control of

cardiovascular and malignant diseases, and also for the intensification of biomedical research.
The Polish delegation is one of the co- sponsors of a draft resolution concerning a long -term
programme of international cooperation in the control of cardiovascular diseases.

We attach great importance to the discussion of the programme dealing with problems of
disability prevention and rehabilitation. Rehabilitation should be approached as a social
process suitably adapted to the level of development and traditions of the country concerned.
Injuries, their prevention, and the rehabilitation of their victims are becoming an extremely
important problem, especially in countries undergoing an intensive process of development.
Considering the number of injuries and diseases attributable to the development of technology,
it has to be recognized that this is a question that has very wide ramifications and enormous
social and economic importance. In Poland we have considerable experience in the sphere of
comprehensive disability prevention and rehabilitation. We are accordingly ready to take an
active part in both the preparation and the implementation of the programme.

We are deeply gratified to see that WHO is according due importance to the organization
of primary health care in the development of the public health systems of the various countries.
This is an aspect of the programme in which we are particularly interested in cooperating with

WHO; we feel that we are qualified to do so by our many years' practical and theoretical
experience in the organization of our socialist public health system. We hope to be able to
share that experience with others at the conference on primary health care that is to be held
in 1978 in the USSR.

For many years past the Polish delegation has been expressing its concern at the rate of
growth of WHO's budget, which is twice as high as the average rate of increase in the gross
national income for all countries. We consider that the way to attain the aims laid down in

the WHO Constitution is not through excessive budgetary increases but through improved
coordination of international cooperation with a view to utilizing all the potentialities

and resources existing in the world.
Ladies and gentlemen, the idea of relaxation of tension and respect for human rights is

not yet making uniformly successful headway. Public health workers in Poland generally view

with concern the activities of Pinochet's fascist junta in Chile. Its repressive measures

are violating the most elementary humanitarian principles and are in flagrant contradiction

with the aims of the World Health Organization.
Almost a year has elapsed since the Conference on Security and Cooperation in Europe, and

the atmosphere of good international collaboration that is becoming ever stronger in Europe
can make a very radical contribution to the successful solution of many public health problems
not only in the European countries but also in other parts of the world.

I should like to draw the attention of those present here to the need for further
refinement of the programmes of cooperation in the public health field'referred to in the
decisions of the Conference on Security and Cooperation in Europe. These decisions should

be publicized in the various regions in order to further those processes of relaxation of
tension which condition the effectiveness of our activities on behalf of the health of peoples

the world over.
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Dr TORRES NAVARRO (Bolivia) (translation from the Spanish):

Mr President, first, please allow me to associate my delegation with the congratulations
that have been offered you on your election to the presidency of this World Health Assembly,
and at the same time to wish you full success in the discharge of your exalted duties.

Mr Director -General, on behalf of my delegation I should like to underline the importance
of your Annual Report and of the inspired statement that we heard at yesterday's meeting.
In this connexion, I should like to place on record the agreement of the Government of Bolivia
with the ideas which you expressed concerning the social importance of the health problem
and which are of particular significance for developing countries like Bolivia.

Ladies and gentlemen, I have the signal honour to convey to the Twenty -ninth World Health

Assembly the greetings of the Government and people of Bolivia, and to express our wish that
from the deliberations of this Assembly there may emerge decisions that will favourably
influence the course of future programmes aimed at solving the health problems which still
persist in large areas of many countries, including Bolivia.

In fulfilment of our international commitments and of our policy of economic and social
development, embodied in the five -year plan for 1976 -1980, my country has redoubled its
efforts to cope with the national health problems and, though the situation has not yet
changed substantially, we have already succeeded in laying the foundations for a process of
global development which includes, as essential components, health and social security.
Life expectancy, considered as an objective index of the level of health, has improved
slightly from an estimated figure of 45 years for 1969 to 47 years for 1975. Infant mortality
is still one of the major components of the overall mortality pattern: it is at present
estimated at 147 per thousand live births and its main causes are infections of the respiratory
and digestive systems, perinatal factors and, lastly, nutritional deficiencies, which are
involved in 25% of the deaths. The overall annual mortality rate is estimated at 18.4, with
communicable diseases, including those preventable by vaccination, playing a leading role.
Faced with this situation the Government of Bolivia, in the part of itsdevelopment plan which
embraces the health sector, has set itself the target of increasing by five years the life
expectancy of those born during this five -year period. We know that the struggle will be a
hard one and will require a massive concentration of efforts and resources, but the decision
has been taken. To this end, work has started on the implementation of priority programmes
such as control of communicable diseases, maternal and child care, environmental sanitation
and nutrition, the coverage of which will continue to be gradually extended until, by the
end of the five -year period, the majority of the population is included. In this undertaking
we are receiving effective cooperation from international agencies and also from friendly
countries which have identified themselves with our problems and are according us their
support.

As regards communicable diseases, we hope to reduce those which are preventable by
vaccination to control levels. In some parts malaria still persists, despite the great
efforts exerted by the Government, the World Health Organization and its financing agencies.
Nevertheless, we hope to make progress towards the eradication phase.

The health of the rural population, which has always been accorded pride of place, within
the economic and organizational limitations, in the five -year plan for 1976 -1980, will become

the pivotal concern of our Government's health policy, on the same footing as the marginal
urban areas. The experiments being conducted by countries with similar problems will provide
a stimulus to tackle the development of this sector on an integrated basis jointly with the
educational, agricultural, economic and other sectors. We consider, Mr President, that it
is now an urgent task for us to find new methodologies that will enable us to solve the health
problems of the populations of these areas, and my country is resolutely seeking them.

As regards the structural and organizational problems of the institutions of the health
sector, a start has been made on the process of sectoral planning as a component of national
planning, with the aim of achieving during the five -year period the establishment of uniform
administrative systems, especially in public information, financial administration, investment
programmes and training of manpower.

I can roundly assert that Bolivia is living through the culminating phase of its history.
The national efforts are bearing ever more abundant fruit and, day by day, we Bolivians are
personally involved in the awakening of our economic and social development; but we also hold
to the conviction that development is incomplete and meaningless if it does not take place in
a context of health and wellbeing. Consequently, we should like to thank the World Health
Organization for the extremely valuable technical cooperation which, through its regional
offices, has made possible the marked progress achieved in all fields of public health the
world over, as well as interchange of the technological applications of the remarkable progress
of science everywhere. In this cooperation we believe it would be desirable to recognize the
need to add, especially in priority health programmes, financial provision for supplies and
equipment which are essential elements for the attainment of worthwhile targets.

I have said that Bolivia is in the culminating, but also crucial phase of its history.
We therefore need cooperation and support and we are requesting it forthrightly, with dignity,
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as we have always done. We know that we are not alone, we rely on the genuine support of

all of you, manifested through this Organization in the health field and in a variety of ways

in other fields. So, in all optimism, solidarity and enthusiasm, we greet you fraternally

on behalf of the Government and people of Bolivia.

Dr CASTILLO SINIBALDI (Guatemala) (translation from the Spanish):

Mr President, it is an honour for my delegation to greet you and wish you every success

this year in your new post. We should also like to congratulate the Secretary on his

brilliant stewardship and on his sincere and courageous Report.
The Republic of Guatemala is a country located in Central America, with an area of

110 000 km2. It is divided politically into 22 departments and 326 municipalities. The

total population of the country is estimated, on the basis of the projections of the National

Census Department, at six million; the average density per km2 is 52.8. The rural popu-

lation constitutes approximately 60.4% of the total, grouped into 9200 communities all with

less than 2000 inhabitants.
The Ministry of Public Health is organized on the "health area" principle. If we

analyse this health area organization, we will find at the present time a network of services

with various levels of care. The primary level is the most widely distributed and is the

first point of contact between the population and the health services. It is represented

by the health post. The second level is the intermediate unit, constituted by the health

centre. This level delivers continuous medical care through its outpatient service and
short -stay hospitalization for maternal and child care, observation and emergencies. The

third level is the integrated level, located in the sub -headquarters of the area, and consists
of the disease prevention, health promotion, curative and rehabilitation services. It is the

referral centre of the area, possessing the requisite manpower and equipment to meet the area's
needs and adequate transport capacity to supervise and guide the activities of the other

levels. It receives from the central level advisory assistance, technical aid and equipment

for its effective functioning. Its activities are integrated ones, supplemented by an

organized referral system.
Such was the organization of the Ministry of Public Health when it was caught unawares,

on 4 February 1976, by a dawn of terror, death and destruction. An exceptionally destructive
earthquake of tectonic nature, caused by a geological fault located in the river Motagua
region, in the northern part of the country, occurred at 3 minutes and 33 seconds past 3 a.m.
The part that was most severely affected is a belt 39 500 km2 in area and approximately 50 km
wide, containing a population of 2 960 000 of whom 1 600 000 live in the rural areas, which

are the hardest hit from the socioeconomic and cultural points of view and therefore the
most bereft of health services. The earthquake had an estimated intensity of 6 on the
Mercalli scale in the capital and a magnitude of 7.5 on the Richter scale at the epicentre,

60 km from Guatemala City. It lasted for 25 to 30 seconds, causing serious consequences all

over the country. During those 25 seconds, 24 000 people died; the public services were

completely and immediately interrupted in the devastated region; terrible damage occurred
to schools, public buildings, hospitals, and health centres and posts; there were landslides

which caused blocking of roads and railways, with formation of dam lakes and damage to
communications systems. The magnitude of the tragedy can be judged from the loss of human

lives, which amounted to 24 000. In one department alone, that of Chimaltenango, 15 000

deaths were recorded. The demand for medical care services increased considerably owing to
the number of injured, which at the time was recorded as 98 560. Out of this total, 50 000
injured had, or still have, a plaster on some limb or other part of the body. The ecology

of the affected zone underwent considerable alterations: 75 urban and 242 rural drinking -

water systems and 31 sewerage systems were put totally or partially out of action, and
254 000 dwellings were wholly or partly destroyed. One and a half million people were left

homeless.
The health services in the disaster area had 20 hospitals, of which 14, or 70 %, were

damaged. Out of 53 health centres 27, or 51%, were damaged, and out of the 181 health posts

71, or 39 %, were destroyed. Among the measures taken on the very day of the disaster was
the establishment of a permanent working group for the planning and coordination of activities

under the directing authority of the Ministry of Public Health. An ad hoc organization of

the Ministry of Public Health and Social Welfare was established to cope with the emergency,
covering the priority programmes of medical care, epidemiology, environmental health and

nutrition. At the same time, groups were organized to take responsibility for the adminis-
trative support aspects, such as supplies and transport, personnel, statistics and public

information. A coordinator was appointed to the National Emergency Committee. Within a

few hours of the earthquake a start was made on the work of evacuation and of evaluation of
damage by going the rounds of all the disaster zones and visiting the establishments of the

health system. Coordination meetings were held between the Ministry of Public Health, the
Guatemalan Institute of Social Security, and the Guatemalan Red Cross, and a uniform care

system was established.
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The primary objective was to organize emergency services and maintain the minimum
capacity necessary to be able to provide care for the affected population. Arrangements
were made for coordination with other agencies in the sector and regionalization of services
in the disaster zones, the hospitals being assigned areas of responsibility, and field units
were set up for ambulatory and emergency care. An information system was put into operation
in order to determine what resources were available and which health problems predominated.
In many places the health teams had to work in improvised camps. The normal health services,
coordinated with the social security system, the municipal authorities of the capital, and
the university, and backed by mobile posts and units, coped with all the demand for medical
care and vaccinated the child population, meeting the assigned targets for the first round of
vaccination.

These activities assumed special importance during the emergency phase which coincided
with the intensification of reconstruction work and an increase in coverage and in available
resources. During the reconstruction phase we are confident that we are going to equip
and staff two 400 -bed hospitals, one 200 -bed second -echelon hospital in Antigua, and three

100 -bed hospitals in the different departments. The epidemiological surveillance and control
of communicable diseases was a complete success, no epidemic having occurred to date. The

environmental health programme is continuing intensively and we are sure that it is going to
help us greatly in the future.

The whole world fixed its eyes upon Guatemala and sister countries opened their hearts
to us, coming forward with generous and invaluable aid, timely and sincere, in the hour of
affliction of our countrymen. The President of the Republic, General Kjell Eugenio Laugerud
Garcia, its Government and the people of Guatemala can find at this time no words to express
their very deep gratitude to all the countries which at that time of sorrow were able to
inspire us with hope and faith in human solidarity; all they can offer to those sister
countries is their love for Guatemala, their selfless devotion to work, the lofty wisdom
displayed by their people in the emergency, their faith in the future for the reconstruction
of a better fatherland, as a small part of a better world - a world of simplicity and profun-
dity. Many, many thanks, brothers and sisters the world over.

Mr MAGALE (Central African Republic) (translation from the French):

Mr President, honourable delegates, Mr Director- General, ladies and gentlemen, health
for all by the year 2000, the theme brilliantly developed by the Director -General of WHO,
Dr Mahler, at the twenty -fifth session of the Regional Committee for Africa last year in
Yaoundé, is no idle boast. Faced with this attainable objective, the Twenty -ninth World
Health Assembly, through the abundance and importance of the items on its agenda, is assuming
a major responsibility. The Central African delegation is therefore pleased and very proud
to join with the distinguished delegations that during the next three weeks will be considering
ways and means of attaining this goal for the year 2000. Here again, a special responsibility
lies on Africa, one of whose sons, a great champion and promoter of health, is President of
this Twenty -ninth World Health Assembly.

Mr President, dear brother, we have all known you, and known you well, for a very long
time. The Central African delegation, of which I have the honour to be the head, would like
to convey its heartiest congratulations to you and to the other officers of the Assembly, and
to assure you that it will do its modest best to ensure every success for you in your
responsible task. We should like once more to offer the retiring President,
Professor Halter, and his colleagues our congratulations on his excellent guidance of the
Twenty- eighth World Health Assembly.

To Angola and the Comoros, brother countries that have just been admitted to the
Organization, the Central African delegation offers its sincerest congratulations and welcomes
them into the large WHO family.

Mr Director -General, my delegation would like to express to you and your staff its
sincerest gratitude for the brilliant Annual Report, which is so completely satisfactory and
which bears your hallmark in its courageous, direct, dynamic and realistic style. At the
end of your speech to the twenty -fifth session of our Regional Committee at Yaoundé last year
you told us that you very much wanted to know what we would like our Organization to become.
The resolutions adopted by that session expressed the wishes of the Member States of the
African Region for expanded, more rapid and better integrated health promotion so as to
achieve the goal for the year 2000. In this context, it is a pleasure to see that the
Annual Report appearing in Official Records No. 229 reflects your ardent wish to act on our
principal resolutions, among them AFR /RC25/R5 on the antimalaria programme (operative para-
graph No. 3), AFR /RC25 /R7 on the Sixth General Programme of Work, for the period 1978 -1983,

AFR/RC25 /R8 on new ways of WHO collaboration - a point particularly dear to the heart of our
Director -General and lastly AFR /RC25 /R9 on the revisions of the 1976 -1977 programme budget
estimates, so as to provide efficient programme implementation.
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As far as malaria control is concerned, the Central African delegation notes the revival
of interest in a new worldwide, regional and national approach after the recent period of
discouragementand even moves to give up the struggle. Malaria is a scourge that is the most
important cause of death in the Central African Republic and many other countries, and should
for this very reason call forth all the resources needed to eradicate it. In this respect,
the Central African delegation duly appreciates the Director -General's efforts to give effect
to resolution WHA28.87 on the development of the antimalaria programme.

With regard to the new ways of WHO collaboration, long experience has shown that, provided
there is free communication between the Secretariat and Member States, and provided an effort
is made to find ways and means of solving the specific problems of our Region, it is possible
and desirable for the Regional Office and Member States to find suitable solutions adapted to
the situation. To this end, the Central African delegation fully supports the coordinating
and catalysing role of the Regional Office and the establishment of a multidisciplinary panel
of experts, as well as the creation and strengthening of national health bodies and, lastly,
active community participation to achieve the goal of self -sufficiency.

My delegation's position on the programme budget has always been a logical one, namely
to match programmes unanimously adopted to the means of carrying them out and, what is more
important than ever before, in conformity with the United Nations decision to initiate a New
Economic Order.

Mr President, honourable delegates, the Central African delegation has also paid
particular attention to the implementation of resolution EB55.R16 of the Executive Board on
the promotion of primary health care. We fully support the utilization of local available
resources including a census of traditional healers and birth attendants and their integration
into rural health care systems. On this point, my country took a lively interest in the
meeting held in Brazzaville last December to consider in depth how to approach this programme
in terms of health manpower development. Furthermore, the topic for the Technical Discussions
at the next session of the Regional Committee at Kampala indicates clearly enough how
important Africa considers the question, since it is entitled "Traditional medicine and its
role in the development of health services in Africa ".

As far as drinking -water is concerned, and the Organization is to be congratulated on
the considerable effort it has made in this field, it is noted that in the African Region
the proportion of the population with access to a safe water supply rose from 13% in 1970
to 21% in 1975. At this rate, Africa may be expected to reach a figure of 35% by 1980.
The Central African delegation, in view of the fact that water unfit for drinking is a carrier
of many deadly diseases, considers that 35% is a minimum target and that failure to attain
it would make the decision to initiate a New Economic Order an empty one.

Mr President, honourable delegates, Africa's record is not only one of outsize problems
and difficulties. A recent event, of global, regional and national impact, shows that the
10 years of effort by Member States with the help of a Regional Director,
Professor Alfred Comlan Quenum, whose stature fits him to cope with the immense problems
of this vast continent, are beginning to bear fruit. This is the eradication of smallpox
in West Africa, as announced by an international commission last month. This victory,

following on so many earlier successes and presaging so many others, confirms once more,
if need be, the complete confidence the Central African Government, under the presidency
of His Excellency Jean Bedel Bokassa, Life President, father of the Central African
nation, has in its Regional Director, the moving spirit behind the coordinating and
catalysing role of the Regional Office, and hence of the Organization itself, in bringing
about self- sufficiency as soon as possible.

As regards our national activities, the introduction of World Health Day and the
health subscription card has largely involved the population in solving its own health

problems. Local training of staff, with the possible opening next year of the medical
section of the Faculty of Health Sciences at Bangui, is making good progress and the
continuing help from the Regional Office is greatly appreciated. Lastly, trypanosomiasis,
whose recrudescence has been reported in previous years to this august assembly, is now
markedly declining and should soon no longer pose a public health problem.

Mr President, honourable delegates, considering that the various points dealt with in
Official Records No. 229 clearly show that programmes are well designed and are giving
encouraging results, the Central African delegation fully approves the Annual Report of the
Director -General.

4. PRESIDENTIAL ADDRESS

The PRESIDENT:

Distinguished delegates, ladies and gentlemen, allow me once again to thank you for the
trust you have placed in me by asking me to preside over the work and fortune of this Twenty-

ninth World Health Assembly. On assuming such high office, my gratitude is mixed with a
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profound sense of humility and responsibility, when I think of the eminent personalities
who have graced this chair for the past 28 years. To name them all would be practically
impossible. I would like, however, to congratulate my immediate predecessor, Professor Halter,
on the wisdom and competence with which he guided the work of the last Assembly. His example
will be a source of inspiration and strength during my term of office.

I look upon this presidency less as a personal tribute to myself than as a vote of
confidence in Africa and its Member States, in particular Mauritius, which, under the wise
and sound leadership of our head of government, the Right Honourable Sir Seewoosagur Ramgoolam,
a physician himself, will play host to the Organization of African Unity's summit meeting next
month.

As this year ushers in the last quarter of the century, the eyes of the world are turned
towards my continent, the potential United States of Africa in particular, and the Third World
in general, where strenuous efforts are being made to break loose the last shackles of
political bondage. How comforting it is to learn from the Sunday press that Namibia will
soon be independent, and thus take its rightful place among the committee of nations, following
in the footsteps of Angola. This eventful news, if proved true, augurs well for the rest
of the colonized world where some regimes still persist in their obsession of superiority
and supremacy. Let us hope that wisdom and better counsel will prevail in the days to come
and that the lessons of history will not be ignored or wasted.

Not only political wars are being waged but relentless battles are being fought on the
social and economic fronts as well, because we realize that political freedom is meaningless
unless accompanied by freedom from hunger, poverty and disease. The Third World, waking
from its long slumber during centuries of darkness and poverty, exploitation,and domination,
now aspires to take its rightful place among the nations of the world. Africa and all the
other developing countries are therefore pinning their faith on the New Economic Order heralded
by the United Nations General Assembly last September. This New Order may be a dream. But

I submit to you, ladies and gentlemen, that this dream can become a reality if all the
countries of the world, rich and poor, want it to be so. The climate of confrontation
between rich and poor countries is to give way to international cooperation. An automatic
redistribution of wealth will hopefully replace the donor /recipient relationship, which is
at best dehumanizing and at worst degrading. The health status of the teeming millions of
Africa or, for that matter, the world, cannot be raised without corresponding progress in
social and economic development. It is equally impossible to adopt an independent national
approach to these problems; it can only be achieved through understanding and cooperation
between all the countries of the world, poor and rich alike. Interdependence, rather than
dependence or independence, is thus the call of the day.

Where does the World Health Organization stand in this world crying for such inter-
dependence and international cooperation? As the international health cooperative, it is
the ideal catalyst to promote the interaction of all the positive forces throughout the world
for the better care of mankind. WHO has awakened the conscience of the nations to their
responsibilities. The good will and generosity of countries and institutions, the skills,

the talents and personal efforts of dedicated individuals, are being harnessed by this
cooperative agency for the constant improvement of the quality of life of the world population
as a whole and of the underprivileged in particular. But do we cooperate fully with our
Organization? Are we aware of the provisions of the Constitution, our Constitution, to which
we have all pledged ourselves? A careful scrutiny of this charter will reveal that governments
constitute the responsible body and that the World Health Organization means much more than its
transient and ephemeral secretariat. WHO's purpose is not to relieve Members of their
responsibilities, it is to help these States to help themselves. It therefore follows that
the Organization must continue to intensify its efforts to develop the cream of locally
available talent, rather than depending for ever on imported technocrats.

During the past year an epoch- making victory has been won and the almost impossible
attained. I refer, of course, to the WHO programme against smallpox in which "objective
zero" has practically been reached and which richly deserves recognition - and, at that, why
not the award of the Nobel Prize? With the same imagination and courage, but using a
different approach and strategy, the Organization is now continuing its campaign against the
tropical diseases which are causing so much misery and havoc throughout the world.

While the fight against the communicable diseases is going on with renewed vigour, concern
about the diseases of industrialization and opulence has not abated. Alas, these diseases
are fast reaching the non -industrialized and poor countries, to add to the already heavy toll
of ill health. To quote but one example, road traffic accidents are no more the monopoly
of rich countries.

Ladies and gentlemen, a new international conscience and consciousness will have to
develop between all the peoples of the world, the "haves" as well as the "have pots ", if the
world is to be a happy place to live in, with an equal opportunity for all. We must not
allow the pretext of economic difficulty to be used to prune down resources for health whilst
vast funds are wasted on sophisticated and destructive armaments. Our objectives are clear
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and well defined, and with the help of this Assembly, of all of you, distinguished delegates,
we cannot fail in our mission. The struggle continues, but victory is certain. (Applause)

5. GENERAL DISCUSSION ON THE REPORTS OF THE EXECUTIVE BOARD ON ITS FIFTY -SIXTH AND
FIFTY - SEVENTH SESSIONS AND ON THE REPORT OF THE DIRECTOR- GENERAL ON THE WORK OF
WHO IN 1975 (resumed)

Mr AMAU (Japan):

Mr President and distinguished delegates, first of all, I should like to express my
delegation's deep gratitude to you,Mr President, for your enlightening speech just made so
brilliantly and to the Director -General, Dr Mahler, for his excellent Report on the work of
WHO in 1975. With reference to the subject matter in front of us, my delegation has five
points to mention, which we feel are of importance to the World Health Assembly.

First, I should like to touch on the subject of primary health care. Primary health
care as defined by WHO is a concept embracing health in its entirety and not one restricted to
the provision of medical care or personal health services. The Director -General has also
stated in his Annual Report that the conventional health service technique would not be so
effective against such basic threats as infection, malnutrition, and undernutrition, lack of
accessible potable water, and multiple environmental hazards. My delegation has fully
endorsed this observation, and it believes that it should be of utmost importance to build
up a priority -oriented programme within the framework of national health services, which
should be an integral part of the overall national economic and social development scheme.
It should also be quite essential to develop systematization of cost, technique, and organiza-
tion as well as to ascertain the key role to be played by the multipurpose health workers who
have broader responsibilities towards the health of individuals than those medical workers who
tend to be more and more specialized in their work. My delegation has noted with much interest
the fact that pilot projects have been in operation on primary health care in the Regions of
the Americas, South -East Asia, Europe, the Eastern Mediterranean, and the Western Pacific,
though in each the objects and methods differ somewhat. In this respect, my delegation feels
it useful for every country to make further studies on primary health care -
involving whole communities as well as human, social, and financial resources.

The second point my delegation wishes to refer to is the subject of health manpower.
In many of the more developed countries in the world today there is a clear tendency for
phenomena such as the aging of the population, qualitative changes in disease patterns,

advancement of medical technology, and specialization in medical care, to have been endlessly
strengthening the people's demand for medical care and public health, and such demand has
been accelerated by the growing general recognition of a human right for health.

Under such circumstances, it is an acute problem facing those countries that, in view of

the limited resource of health manpower,the gap between demand and supply of medical care and
public health has so rapidly widened. In developing countries, on the other hand, the
absolute shortage of health personnel who are to take care of patients is the critical and
pressing social and political problem.

I believe that national health planning should be developed as an important and integral
part of the overall social and economic development scheme of a country, and the training of
adequate health personnel should receive the highest priority among the various items of
national health planning. In such training, it is important to take fully into account the
specific conditions of each region of the world. In this connexion I should like to point
out as another emerging problem that the training programme of health manpower has become
more and more complex due to diversification of the type of health personnel, and as a result
of the fact that the number of various types of auxiliary health workers has been increasing
in addition to conventional health manpower such as physicians and nurses.

Mr President, my Government always places emphasis on the improvement of health manpower
and, as a matter of fact, we have been and are actively cooperating with WHO by participating
in its programme of regional teacher training centres.

The third point which I should like to mention, Mr President, is regarding the subject
of smallpox. According to the Annual Report of the Director -General, at the end of December
1975 smallpox cases were completely eliminated from all over the world except one country.
My delegation is convinced that such a remarkable achievement is nothing but a real demonstra-
tion of the great efforts made by WHO and of the concerted efforts exerted by each Member
country concerned. My delegation has been deeply impressed by the statement that appeared
in the Annual Report of the Director -General, which reads as follows: "The eradication of
smallpox, when it is finally achieved, may well come to be counted as one of the great
triumphs of mankind, for it will mark the first time that men and women have, by their own

concerted efforts, succeeded in totally eliminating a natural scourge from the world ".
However, we are fully aware of the potential danger of the easy re- spread of smallpox, though

once having been stamped out, if we should ever fail to continuously endeavour to suppress
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it. Therefore, it is necessary to continue vigilant surveillance activities for quite
some time even after the end of occurrence of smallpox cases.

The fourth point I should like to take up is the subject of mental health. I regret
to say that in many countries psychiatric patients are still treated solely in closed and
isolated facilities, so that patients are obliged to pass their monotonous life for a long
time separated from the rest of society. We consider it important to set up and implement
comprehensive mental health care programmes intensively, under which good aftercare service
for patients in the community would be effectively conducted.

In the societies of the more industrialized countries cases of neurosis and depression
have been increasing and they have been causing family and social problems. As the Director -
General pointed out in his Annual Report, psychosocial factors, which used to be treated as
a secondary item in medical programmes, are now considered more and more critical problems
for the future. In the light of the existence of different diagnostic and therapeutic
standards, it is the earnest desire of my delegation that WHO should take a leading role in
making an effort in formulating internationally acceptable standards in those aspects.

The fifth point is on the subject of tuberculosis control. As mentioned in the ninth
report of the WHO Expert Committee on Tuberculosis, tuberculosis is still a serious health
problem in all the developing countries and the number of infectious tuberculosis cases in the
whole world is estimated to be 15 to 20 million. I should say that this disease is still
a major health problem to the whole world.

It is certainly true that the development of effective chemotherapeutic and anti -
tuberculous agents made it possible to bring about a dramatic decrease in active tuberculosis
cases. All countries in the world, however, should keep paying the closest attention to the
control of tuberculosis. By means of adequate therapeutic control of tuberculosis patients
and a well organized case surveillance system, control of tuberculosis in the whole world will
not be absolutely impossible. In this respect, Mr President, my Government will spare no
effort in rendering active cooperation to WHO in its operation of the group training course
in tuberculosis which has been held in Japan every year. My Government is prepared to
continue, jointly with WHO, to sponsor the training course, which is the only one concerning
tuberculosis dealt with by the Organization.

Finally, Mr President, the year 1976 is the beginning of the quarter century leading to
the twenty -first century. In the past quarter century, WHO, since its inception, has
planned and carried out consistently numerous effective programmes in order to promote and
maintain a peaceful and healthy life for mankind. My Government is firmly convinced that
it will continuously cooperate closely with WHO in its efforts to bring about the glorious
twenty -first century when every single member of mankind will be assured of enjoying a
peaceful and healthy life.

Mr HADSON- TAYLOR (Sierra Leone):

Mr President, Director -General, distinguished delegates, once again we assemble here to
review the work of the Organization during the past year and to plan its activities for the
future. As a basis for our deliberations, we have before us the reports of the Director -
General and the Executive Board. The Director- General has, in his usual forthright and
erudite manner, presented a factual analysis of past achievements and at the same time
provided us with guidelines for the future based on innovative approaches, whereunder these
guidelines would provide positive solutions to the many problems which confront us in the
health field and which, unless satisfactorily resolved, would affect our endeavours in the
pursuit of better health for all. Our task is further made easy by the outcome of the
deliberations of the Executive Board. The Board's detailed examination of the various reports
of study groups and expert committee meetings, the proposed programme budget for the current
biennium (with particular reference to 1977), and the programme of work for this session of
the Assembly, are indeed indicative of the time and energy which the Board has put in to make
this session a huge success and for which we are indeed very grateful.

Mr President, my statement will in the main concentrate on some of the setbacks in our
efforts to provide the highest attainable standard of health for our peoples, and I propose
to highlight some measures which would, in my opinion, lead to better results. The
Organization could be more effectively involved in our health development planning exercises.
By this I mean effective participation at all stages of the planning process, so that our
plans could reflect the utilization of the abundance of expertise with which the Organization
is so richly endowed. It is clear that most developing countries cannot by themselves
fully implement their plans for development in the health field. But with WHO involvement
areas of external assistance could be easily identified and explored so that progress in
implementation could be assured as well as accelerated. The Director -General may wish to

1 WHO Technical Report Series, No. 552, 1974.
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consider this suggestion in the light of the new programme for technical cooperation with

developing countries. There are many particular problems in our Region which, in certain
respects, tend to nullify the efforts being made by the Organization to assist us in the
development of our health care services. In Official Records No. 231, the report on the
proposed programme budget for 1976 -1977, the following observations, which are quite relevant
to the existing situation in the Region, were made:

"Several members stressed the difficulties of communication in the African Region
combined with a large membership (43) requiring a great deal of travel by the Regional

Director and his staff. New mechanisms that would cut down obstacles to a minimum,
such as area offices, could be explored; also the creation of several offices per
region, if that would help to solve the problems of a vast and complex area.

There were a number of different methods that could be adopted, other than the establish-
ment of country representative offices, and the Organization should continue to consider
the alternatives ".

Coordination must be strengthened if it is to be effective and, in my opinion, effective
participation is an essential prerequisite to effective coordination at the regional Level.

At the fifty- seventh session of the Executive Board, commenting on the question of the
effective coordination of activities within the Region, our Regional Director explained that
a possible approach on an experimental basis to the achievement of effective coordination at
the country level could be the appointment of nationals as WHO representatives, and that, in
view of the evolution which has taken place in the Region, this was quite feasible. I

would like to endorse this proposal as being a positive approach in the right direction. The

times are changing and we must change with them if we mean to achieve progress.
Another aspect of concern to us is the type of assistance being given to developing

countries in particular. The assistance has so far mainly involved the provision of experts.

This is well and good, but in actual practice it falls short of the assurance that approved

projects would be fully implemented. I admit that most of the health projects are jointly

sponsored by WHO and UNICEF, but the WHO involvement is usually limited to technical approval
and /or experts only, whilst UNICEF undertakes to provide supplies and equipment. The net

result has been that implementation in some cases has been retarded through a lack of supplies

and equipment. For example, we have a programme which is to be jointly sponsored by WHO

and UNICEF for a mass immunization campaign against neonatal tetanus, to combat the
comparatively high rate of infant mortality in Sierra Leone. The Regional Office has given
the technical approval for the implementation of the programme, but UNICEF has not found
itself in a position to provide in full the material support in vaccines, etc. The objective
of the programme might not therefore be totally achieved according to plan, due to a lack of
adequate material support, although the programme itself is well designed. In a case like
this, WHO could participate to supplement whatever supplies UNICEF is in a position to provide
so that the programme could be fully implemented in an area of this nature, which is of great

public health concern.
The same applies to the mass tuberculosis control programme which is jointly sponsored by

WHO and UNICEF and is currently in progress. An expert is provided by WHO, together with

a vehicle, and UNICEF is to provide the material support in vaccines, etc. The programme

is unable to obtain all of the requirements for which external assistance is needed for

complete implementation. This is in contrast to the joint UNFPA /WHO /UNICEF project fora survey

on fetal, childhood, and infant mortality, which has now come to a very successful end in

scheduled time; WHO came in with material and financial support and did not leave UNICEF
alone to bear the entire burden, and this was the main reason for the success of the survey.

This cooperation could extend to other approved projects as well.
In reviewing the role of the Organization and the impact at country level, I suggest

that consideration might be given to the need for a greater involvement in the planning and
implementation of projects at country level so that on a cooperative basis the objectives

could be achieved for the common good.
The change from technical assistance to technical cooperation with developing countries

ushers in a new era of meaningful participation and involvement by the Organization, and this

change in attitude and strategy is most welcome. We are fully appreciative of the efforts

made by the Director- General to provideincreased assistance to developing countries, in
compliance with resolution WHA28.76, as of 1977. We note with great satisfaction his

intention for the proposed programme budget for 1978 -1979 to reflect further significant

progress in complying with this resolution. We hope that this new concept will go a long

way to narrowing the gaps which have so far impeded the full realization of our health

projects.

The global inflationary trends, due to currency instability, tend to upset the balance

of our programmes and budget. Owing to the ingenuity of the Director -General the Organization
has, however, been able to consolidate the position and to break new ground in its pursuit of

better health for all. For the first time in many years, we are not faced with a
supplementary budget for the past year, and we are bewildered as to how the Director -General

has managed to do this in the face of rising costs. On behalf of my delegation, I would like
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to congratulate him and to assure him of our unstinted support at all times. In his quest for
possible solutions to the many problems and difficulties which confront us, we hold ourselves
ready and prepared to come up with suggestions which we hope will be found useful, and so

contribute to the achievement of our objectives.
Finally, I would like to refer to the special programme for research and training in

tropical diseases which has been established by the Organization. The six diseases involved
are of particular importance to us in the African Region, and I am sure that the results of
this move will contribute in no small measure to the effective control and eventual
eradication of these diseases from the areas where they are endemic.

Mr President, having been installed as President of this Twenty -ninth World Health

Assembly you cannot be insensible to the great trust and confidence that have been placed
upon you. Permit me, on behalf of my delegation, myself and indeed the entire Assembly to
convey to you our very warm congratulations and best wishes for a most successful year in

office. We wish you well in the discharge of your onerous duties. I would like to
conclude my brief remarks to this Assembly by assuring you and the other office bearers, whom
we also congratulate on assuming office, of the fullest support of my delegation,and to wish
this session of the Assembly an abundance of success.

Dr A. R. Al Awadi (Kuwait), Vice -President, took the presidential chair.

The ACTING PRESIDENT (translation from the Arabic):

I thank the delegate of Sierra Leone. Before calling on the next speaker perhaps,
may I say a brief word. It gives me great pleasure, on taking the chair of this meeting
in my capacity as Vice -President, to offer my cordial congratulations to the President on

his election to the presidency of this Assembly, and also to express my sincere thanks to
all of you for the great honour you have conferred on me and on my country, Kuwait, by
electing me as a Vice -President of the Twenty -ninth World Health Assembly. God grant that
I may guide the deliberations of this meeting successfully and prove myself worthy of your
expectations.

I now call on the delegate of Uganda.

Mr KYEMBA (Uganda):

Mr President, Director- General, fellow delegates, I am greatly privileged to convey to
you and all delegates assembled here the warmest and cordial greetings from His Excellency
Field Marshal Dr Idi Amin Dada, VC, DSO, MC, the President of Uganda and current Chairman of
the Organization of African Unity, the Government and the people of the Republic of Uganda,
and our best wishes for success of this Assembly.

I wish to seize this opportunity, on behalf of my delegation, to express our sincere

congratulations to you, Mr President, and your colleagues who have been elected to the high
offices of the Twenty -ninth World Health Assembly. Your election,Mr President, reflects the
confidence which the delegates repose in you and our conviction that under your wise and

capable guidance, coupled with your well known diplomacy and eloquence, the deliberations of
this Assembly will proceed to their conclusion in the most constructive way for the benefit of
mankind for which we are striving. I should now like to thank Professor Halter, the outgoing
President of the Twenty- eighth World Health Assembly, for having performed that noble duty so
efficiently in a very responsible and dignified manner.

I would like now to convey to Dr Mahler, the Director -General, our warmest thanks and

highest appreciation for his comprehensive and carefully prepared Report on the work of WHO in
1975. The result of the activity of our Organization in the past year indicates that WHO has
been working efficiently and has accomplished new achievements even under difficult circum-
stances of economic deterioration and its consequent economic instability and social
disturbance. We fully recognize the difficulties faced by our Organization in regard to the
economic instability and their impact on the implementation of our basic health programmes.
I cannot praise too highly the spirit of dedication which animates the Director -General,
members of the Executive Board, and every member at the headquarters in Geneva. I also pay
special tribute to our Regional Director for Africa, Dr A. Quenum, for his unfailing sense
of duty and his acute awareness and his sympathy for the problems in our Region.

Mr President, the Republic of Uganda maintains that the root cause of poor health,
poverty and ignorance existing in many countries of the world today is the result of gross
misdirection of world resources arising from imperialism, colonialism and neocolonialism.
It is therefore most fitting, Mr President, that we are able during the twenty -ninth Assembly
to welcome amidst us the People's Republic of Angola. It is my delegation's sincere hope
that in the not too distant future we shall be able to welcome amongst us the people of
Zimbabwe, Namibia, Azania - so- called South Africa - and Palestine.

With this in mind, Uganda has successfully safeguarded her political and economic
independence and has thoroughly rid herself of the influences of imperialism, colonialism and
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neocolonialism. On this basis the Uganda Government has mobilized and organized Ugandans to
develop their national economy independently on the basis of self -reliance; and Uganda has
continued to offer free medical care to all her people. The basic priorities laid down in
our health policies are: to take preventive and curative services to all people in the
villages; to emphasize the importance of preventive services to the entire population with
greater emphasis - more than ever before; and to concentrate on the training of medical and
paramedical personnel to man our services. The main objective of our health policy is to
enable every citizen of the country to enjoy the maximum level of economic and social welfare
consistent with increasing national economic independence. Since 25 January 1971 many rural
health units have been constructed and medical services have therefore penetrated far deeper
into the rural areas than ever before. Primary health care programmes have been planned with
the aim of reaching the least privileged population in the rural community. This programme
has continued to receive very high priority. There are now 47 government and 28 voluntary
hospitals throughout the country with a total of well over 400 health centres dispersed all
over the country. The policy of the Government is to ensure that there is some form of
medical unit within a reasonable distance of every household within the rural areas. This is
an important dimension of social and health justice.

Last year I called upon WHO to put special emphasis on the development of basic health
services as well as improving their health coverage and utilization. The effectiveness of
health services in the least privileged country rests on the deliberate choice of health
policy. It is with this reason that a two -week national workshop on health planning was
recently organized, in Kampala, with the assistance of WHO, to examine and identify health

priorities which will be incorporated into the fourth five -year development plan, 1977 -1981.
This national workshop was attended by senior staff from various ministries, institutions and
organizations in the country and the United Nations agencies, including some from Geneva. It
was very successful and should result in a new mechanism for most effective mobilization of
all our national resources.

The training of medical and paramedical personnel and health auxiliaries continued to
receive high, top priority. The number of undergraduates being admitted into Makerere Medical
School has steadily increased to more than 100 annually, Postgraduate medical courses in
various fields of medicine continued also to progress well. The Institute of Public Health
at Makerere has continued to attract many doctors from various countries who wish to specialize
in public health. Our thanks are conveyed to WHO for the continued support of fellowships
and grants with which most key health personnel have continued their development. A new
diploma in public health medicine was also started last year. We wish to thank WHO for
having approved the public health nursing tutor for 1978 -1979, but as public health nursing
is very vital to the delivery of medical care, it is my request that the public health nursing
tutor be provided as soon as possible. I am hopeful that attention will be given to this
request.

Arrangements for the establishment of a Dental Faculty at Makerere University are
progressing well and it is planned to admit the first dental students in July this year. We
again thank WHO, UNDP and the Government of Denmark for their great assistance in this respect.

As regards the disease control sector, I would like to inform you that Uganda has enjoyed
freedom from quarantinable diseases subject to the International Health Regulations. Last
year, however, a febrile illness of unknown origin waged war against the population living in
the southern province of Uganda bordering Rwanda. Intensive measures to diagnose and control

the disease were taken immediately. The disease was confirmed serologically for the first
time as epidemic typhus. This was immediately treated and the disease was very well

contained. Vaccination programmes continued to progress well and figures for 1975 are much

higher than those of 1974. The Veterinary Public Health Division of the Ministry of Health
has embarked on programmes for the surveillance of zoonoses of major importance in Uganda.
The unit has already started work on brucellosis and rabies. It has also undertaken the
establishment of a public health laboratory in Kampala. The Public Health Engineering Unit
has now started work on the supply of rural piped water to rural towns and schools. We
thank UNICEF for assistance on this project. A national engineer is soon to be recruited to

work with the WHO public health engineer, who, in addition to his normal duties, has played a
dominant role in the training of engineers and doctors at Makerere University.

My Government always stresses the importance of biomedical research activities. The

Government has now taken over full responsibility of the Uganda Cancer Institute at Mulago

Hospital. Early this year the East African Medical Research Council organized a very
successful scientific meeting in Nairobi in which priorities in the field of research in East

Africa were identified. I hope that there will be fruitful links between the East African
Medical Research Council and the proposed World Health Organization biomedical research and
training centre at Ndola.

It is not all that easy in a very short account to enumerate the total health aspects of
our country. But I wish to take this opportunity to inform the distinguished delegates
gathered here that Uganda will be hosting the twenty -sixth session of the WHO Regional
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Committee for Africa in September this year. His Excellency

and the entire people of Uganda are looking forward to giving

a fitting welcome.
Finally, Mr President, I wish to express my delegation's

cooperation between WHO and my country which has proved to be

improvement of the health of our people.

the President, the Government,
all our visitors and delegates

appreciation of the continued
of considerable value in the

Professor IBRAHIM (Bangladesh):

Mr President, Director -General, distinguished delegates, ladies and gentlemen, my
delegation has the pleasure and privilege of bringing to the Twenty -ninth World Health Assembly

cordial greetings from the Government and the people of the People's Republic of Bangladesh.
We take this opportunity to convey our greetings to you, Mr President, and to all the elected

officers and the delegates, the Director -General and his staff.
I have the opportunity to address the World Health Assembly in a year which is of great

health significance to my country. It is in this year that Bangladesh has attained "no

smallpox" status. The setback which this programme had suffered in Bangladesh, only a couple

of years ago due to floods, famine and unprecedented population movement, was brought to the

notice of the Twenty- eighth World Health Assembly. Despite these difficulties the problem

has been surmounted and there has been no case of smallpox in my country since 16 October 1975.

This achievement has been possible because of the immense contribution made by WHO and other

international agencies as well as several bilateral aid sources. My people greatly appreciate

these contributions.
The most important resource which Bangladesh contributed towards the eradication of

smallpox was the contingent of about 12 000 multipurpose basic health workers, whom we call

family welfare workers. These multipurpose workers, who were recruited for the malaria
eradication programme in 1960, were subsequently given in- service training in primary health

service and deployed in the rural areas. May I propose that we use the word "services"

instead of "care "? Apart from exercising surveillance for malaria and smallpox, distributing
vitamin A tablets and providing service delivery for family planning, they are also giving

advice on environmental hygiene and health education. It may be recalled that Bangladesh was

the first country where, with the assistance of the World Health Organization, a country health
programming exercise was pioneered in the year 1974. This clearly identified the areas of

health concern and recommended the organization of functional primary health
services for the rural areas, through the development of 356 Thana health centres and 1068

Union subcentres.
We have also a plan to train another 20 000 family welfare assistants, to be recruited

from young women and men, with a minimum of 10 and 12 years' basic general education respectively,
whose primary job will be educating and motivating the rural people in family planning,
providing vital information on the various methods and ensuring delivery of services. They

will also be trained to act as primary health workers. The first batch of 6000 such family
welfare assistants and family planning assistants (4500 women and 1500 men) are at the moment

undergoing necessary training. There will, therefore, be 32 000 trained workers engaged in

primary health services and family planning activities in rural Bangladesh.

A new cadre of medical assistants is also being added. To this cadre, persons with a
minimum of 10 years'basic general education will be recruited. They will be given an
institutional training for two years, followed by one year's field practice. After training
they will man the 1068 Union subcentres where they will treat common diseases, refer serious
cases to Thana health centres and will perform limited preventive public health functions.
These medical assistants will act as team leaders of primary health service workers in the rural
areas

In the context of this endeavour to incorporate health activities into the general
community development work may be seen our "zero population growth" programme. This programme
is being undertaken in pilot areas, to develop suitable methodology in attaining a balance
between birth and death rates. The programme will gradually be expanded to cover the entire
country in the light of experience gained in these pilot areas.

Apart from the development of primary health services, family planning, and population
control, the other noteworthy health programmes of the country include control of communicable
diseases, health manpower development, improvement of sanitation and provision of drinking -
water supply.

In the field of communicable diseases malaria has become the cause of some concern
recently. We are, therefore, integrating our antimalaria activities into the general health
services from this year in agreement with the recommendations of the Executive Board of WHO.

Our programme for control of the mycobacterial diseases - leprosy and tuberculosis -
within the framework of general health services also deserves mention. The multipurpose
family welfare workers are being trained to perform direct BCG vaccinations. This work has
already commenced this year and we hope to give BCG vaccination to 40 million children by 1979.
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Mass treatment of infectious cases of tuberculosis and leprosy is now a well- recognized method
for breaking the chain of transmission of infection and control of the two diseases.

What I have so far said about our activities in the health sector clearly indicates the
principles on which we are basing our priorities. The rural areas, where the great majority
of our people live, are the focus of our attention. And the emphasis is on the community,
rather than on the individual. The needs of the society for delivery of health services are
so great and urgent that it is beyond our means to provide the requisite number of fully
qualified doctors to solve our health problems. We have, therefore, planned, as I have
already indicated earlier, for provision of a sizable number of medical assistants, trained on
the basic problems of health care. Yet the total health manpower needs of the country cannot
overlook the levels of either academic medical education or professional expertise. With this
end in view we have started courses of "continuing medical education" under the auspices of the
Bangladesh College of Physicians and Surgeons and also arranged for training and preparation of
teachers for schools of medicine and of allied health sciences in cooperation with WHO, to meet
the changing needs of the country.

Mr President, this brief résumé gives only a glimpse of the task in which my country is
engaged in the health field. I take this opportunity to express our deep appreciation for the
services which WHO has been rendering by assisting us in this task. In the year 1972 when my
people emerged as a new nation after great suffering, the mission of WHO was among the first to
arrive in our country. Since then it has continued to play a significant role for which we
are very grateful.

Professor WU Chieh -ping (China) (interpretation from the Chinese):

Mr President, the delegation of the People's Republic of China is happy to be here once
again to exchange views concerning health work with delegates from various countries. First

of all please permit me in the name of the delegation of the People's Republic of China to
congratulate you on your election as President of the present session.

We have read the Annual Report submitted to the present Assembly by the Director -General
on the work of WHO in 1975. In the Report the subject of traditional medicine has been
referred to. We deem this subject of great importance and how to deal with it is a matter
that relates not only to the question of health manpower development, but also to that of how
and along what road a country is to develop her own medical and health work. We, in China,
maintain that the exploration of our national medical and pharmacological heritages and the
integration of traditional Chinese medicine and western medicine is the right orientation in
the field of medicine and pharmacology; this is in accord with the spirit of maintaining
independence and keeping the initiative in our hands and relying on our own efforts.

China is a developing socialist country, she has a long history and a precious cultural
heritage of which traditional medicine and pharmacology are one of the components. It is the
summing up of the experience accumulated by our labouring people through thousands of years of
struggle against disease. It has rich practical experience and a theoretical system of its
own. With naive materialism as its basic guiding philosophy the importance of always
taking the patient as an overall entity in understanding his disease process is stressed in
traditional medicine. Drugs derived from plants, animals and minerals for internal
medicament and external application are used in the prevention and treatment of disease.
Simple and effective methods such as acupuncture and moxibustion, manipulation and massage are
also employed. Traditional medicine and pharmacology have made a significant contribution to
the growth and prosperity of the Chinese nation and have played an important role in ensuring
the health of labouring people, both urban and rural.

With his earnest directives that "Chinese medicine and pharmacology are a great treasure
house and efforts should be made to explore them and raise them to a higher level" and his call
on us to create a new school of medicine and pharmacology of China by integrating the knowledge
of traditional Chinese medicine and pharmacology with that of western medicine, our great
leader, Chairman Mao Tse -tung, has clearly instructed us to take the road to develop our
medicine and pharmacology through integrating traditional Chinese and western medicine. In

order to carry out Chairman Mao's instruction for the creation of a new school of medicine and
pharmacology, our Government has stipulated relevant policies and effective measures. The
essence of integrating traditional medicine and western medicine is, under the guidance of
dialectical materialism, to learn from the merits of them both through extensive practice, to
accumulate achievements through constant discoveries and innovations, thus forming gradually
a new school of medicine and pharmacology originated from, but higher in level than, existing
traditional and western medicine. Its aim is to serve better the labouring people, the
people in China as well as of the world. It certainly will, at the same time,promote the
development of medical sciences. We adhere to Chairman Mao Tse- tung's principle of "Making
the past serve the present and foreign things serve China" and "Weeding through the old to
bring forth the new" in this work. While endeavouring to explore our national medicine and
pharmacology and to raise it to a higher level, we alsó absorb conscientiously the good and
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useful experiences from foreign countries. We are against the doctrine of trailing behind at
a snail's pace and that of servility to things foreign. At the same time we oppose "back -to-

the- ancient" ideology.

Following the directive of Chairman Mao on the unity between doctors of traditional
and western medicine, great attention has been attached to advocacy and development of
traditional medicine. Priority is given to the work of helping the medical and health workers
understand better the importance of traditional medicine, a valuable cultural heritage. We
organized the private practitioners of traditional medicine to work in hospitals with an equal
social status with doctors of western medicine. Doctors of western medicine are encouraged to

learn traditional medicine and doctors of traditional medicine, for their part, learn the
strong points of western medicine. In addition to the setting up of hospitals of traditional
medicine, a department of traditional medicine is formed in most general hospitals. Medical
and pharmacological schools of senior and medium grades and research institutes for traditional
medicine are established. In order to inherit and systematize the experience of veterans - of
traditional doctors and pharmacists - who are advanced academically or with special ability

and skill, young and middle -aged doctors of traditional medicine, or doctors of western
medicine with training in traditional medicine, are assigned to assist and learn from them.
All these measures inspire greatly the revolutionary zeal and initiatives of the doctors of
traditional medicine and pharmacists to contribute to the integration of traditional medicine

and western medicine and to the creation of a new school of medicine. Under the guidance of
Chairman Mao's revolutionary line, especially through the Great Proletarian Cultural
Revolution, the political consciousness of the broad masses of our medical workers has been
greatly raised. The work of integrating traditional and western medicine has been further

developed.
Following the directive of Chairman Mao that "In medical and health work, put the stress

on the rural areas ", we have carried out vigorously the work of integrating traditional and
western medicine in rural areas to solve earnestly the fundamental problem of serving the
great majority of the people. In rural areas barefoot doctors more than one million in number
fighting at the forefront in the prevention and treatment of disease constitute the main force
in the integration of traditional and western medicine. Our rural labouring people have

accumulated much experience in combating diseases. The vast plains and mountains in rural
areas are rich in medicinal herbal resources. Taking the rural areas as an important base, we
have a strong force of manpower and inexhaustible material means to promote the rapid
development of the integration of traditional and western medicine.

With these correct policies and measures, an inspiring, excellent situation is prevailing
in the work of integrating traditional and western medicine. A mass movement for this purpose
is in full swing in both our urban and our rural areas. With the growth of barefoot doctors
and the strengthening of cooperative medical services, work on the integration of traditional
and western medicine is developing continuously in depth, particularly in rural areas. Most
of the barefoot doctors can apply both the traditional and western methods for the prevention
and treatment of diseases. A number of commune hospitals and urban medical and health
institutions organize, in a planned way, doctors of western medicine to learn traditional
medicine, and in particular experienced ones, to learn it in their regular course. With the
popularization of traditional medicine and pharmacology among medical workers, new -type
medical workers capable of integrating traditional and western medicine in their work are being
formed. Heartening results have been achieved both in prevention and treatment of diseases
and in scientific research. The outdated conventions of both the traditional and western
medicine have been frequently broken through. Research on acupuncture anaesthesia, now
extensively applied clinically, is continuously advancing in depth. The treatment of bone
and joint injuries with the integrated method is advancing towards the creation of a new
traumatology of bone and joint. A new height has been reached in the prevention and treatment
of many common diseases and in the intensive care of patients with acute and serious illness.
Many patients with acute abdominal conditions can now be treated nonsurgically, while
operations were indispensable previously. Towards the same end of integration of traditional
and western medicine, a certain proportion of the curriculum in the schools of traditional

medicine is devoted to the subject of western medicine, and in schools of western medicine
traditional medicine is taught. The integration of traditional and western pharmacology has
made new progress. The resources of herbal and other traditional medicine are being fully
utilized. The pharmaceutical preparations are undergoing a constant improvement and drugs of
the integrated type are frequently produced.

Achievements gained in this field have enabled us to understand more profoundly that, so
long as we persist in "maintaining independence and keeping the initiative in our own hands
and relying on our own efforts" and take our own road to develop pharmacology, our work will
certainly be flourishing. This is the case in the integration of traditional and western
medicine, and it holds true for our health work as a whole.
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Under the leadership of Chairman Mao Tse -tung and the Chinese Communist Party, especially

since the Great Proletarian Cultural Revolution, by implementing earnestly the principles of
"serving the workers, peasants and soldiers; putting prevention first; uniting doctors of
traditional medicine and doctors of western medicine; and integrating health work with the
mass movement ", medical work in our country has been developing rapidly. New emerging
socialist things, such as barefoot doctors and cooperative medical service, are developing
with vitality. Fresh experiences have been obtained in our health work at the basic level.
Remarkable changes have taken place in rural areas previously short of doctors and medicine.
Health conditions in both urban and rural areas have been markedly improved and the people's
health level greatly raised. However ours are still initial achievements. We still have much
to accomplish and continuous efforts are needed.

In reviewing the development of our medical sciences, we are fully aware that this
development cannot be made in isolation. It has always been influenced and conditioned by
the social class struggle. In the hundred years and more prior to the liberation of our
country, due to the cultural aggression of imperialism and devastation caused by the Kuomintang
reactionaries, our traditional medicine and pharmacology had nearly perished. It is only
after the liberation, when our labouring people have become the masters of the country and
taken their destiny into their own hands, that the traditional medicine and pharmacology has
been revived and developed. The Great Proletarian Cultural Revolution is the powerful motive
force to the accelerated development of our work on all fronts. Through the repudiation of
revisionism and the doctrine of Confucius and Mencius, Chairman Mao's revolutionary line
becomes further rooted in the people's hearts. Revolution in our health work develops
vigorously, and the work of integrating traditional and western medicine shows an ever
broadening prospect.

People in all countries of the world, and the labouring people of Asia, Africa and Latin
America in particular, have all made their outstanding contributions to human civilization.

They have accumulated, through practice, rich experiences and invented new methods in the
prevention and treatment of disease. These are still popular among the people in certain
regions and are receiving attention from authorities concerned in developing countries. These
are also useful for the development of medicine in China. With the further deepening of the
struggle of the world people, particularly that of the third world countries for safeguarding
national independence and state sovereignty and opposing imperialism, colonialism and
hegemonism, and with the development of their national economy, sciences and culture, their
national health work is steadily developing. We are convinced that, with their outstanding
cultural tradition and industrious and talented people, the third world countries will
certainly make new progress in their traditional medicine thus contributing their part to the
enrichment of world medical sciences and to the promotion of people's health in their
respective countries. We hold the view that WHO should support the just demand and position
of the third world countries in opposing imperialism, colonialism and hegemonism, and serve
better the vast third world countries in accordance with their wish. Effective measures
fitting with each country's condition should be adopted to assist the developing countries to
develop their health work. Whether this Organization has made any achievements and how
important these achievements are should first be evaluated by these criteria.

The daily awakening people of all countries are marching forward in their struggle against
imperialism, colonialism and hegemonism; the countries and people of the third world in
particular are playing an ever greater role as the main force in the struggle. The Chinese
people will firmly stand together with the third world countries and people and the people of
the whole world, and together with them carry the struggle against imperialism, colonialism and
hegemonism through to the end. It is the world people in their millions upon millions that
decide the destiny of the world. "The people, and the people alone, are the motive force in
the making of the world history ". We look forward with full confidence and hope. We are
strongly convinced that imperialism, colonialism and hegemonism as the root cause of disease,
impoverishment and backwardness will be eventually wiped out. It is the people who will win
victory, and win the future.

Mr LUPIEN (Canada) (translation from the French):

Mr President, on behalf of the Canadian delegation, I should like to congratulate you
on your election as President of this Twenty -ninth World Health Assembly. I should also
like to congratulate the Vice -Presidents and the Chairmen of the main committees on their
election.

The Director -General of WHO deserves to be congratulated on the way he is running
the Organization; as his Annual Report so clearly shows, 1975 was a year noteworthy in
WHO for important health achievements despite the economic situation. It was in 1975
that the United Nations General Assembly unanimously adopted a resolution representing a
major change in international cooperation. The Director -General has clearly recognized
the importance of this resolution for the work of our Organization. WHO and the other
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specialized agencies of the United Nations are in the forefront of a new advance towards
more effective international cooperation. WHO and the other agencies concerned thus have
the task of strengthening international efforts to improve health conditions in
developing countries through the priority accorded the prevention of disease and malnutrition,
and through community primary health care services covering, among other things, maternal and
child health care and family welfare. This resolution highlights WHO's well -known concern
with the relationship between health and socioeconomic development as a whole. It also
draws attention to the need for integrated rural development, and may even allow us to think
that the end result may be to amend the definition of health by using terms such as "adequate"
or "reasonable ", instead of "complete ", to indicate the necessary balance between its social,

physical and mental aspects. A very broad approach is called for, and a willingness to try
new solutions to meet the challenge of providing communities with primary medical care
services. It has been found from experience in many countries that it is essential to
adopt a broad approach to health matters and even, on occasion, to be prepared to consider
a new concept of the health field and the activities it should cover. We approve of the
emphasis on primary medical care in the context of strengthening national health services, as
set out in the Annual Report of the Director- General for 1975, and we hope that this emphasis
will continue in coming years. Medical services everywhere depend for their effectiveness
not only on buildings and equipment, but more specifically on the men and women providing
the care. In each community there must be enough well -trained men and women living in their
own environment who are ready and able to provide the requisite services in a way acceptable
to the community and desired by it. It is particularly important that programmes for the
further training of health personnel be adapted to local and regional needs. This compels
us to use a very flexible approach to the training of doctors and paramedical workers. It

is true that health, economic and social development form a whole whose various components
are closely linked. Furthermore, the state of progress in the health, economic and social
sectors varies from one country to another. Development must be approached from the view-
point of integration, with careful coordination of health, agricultural and economic develop-
ment policies as well as food production and educational and social progress.

There are several other sectors in which we take a special interest. One, nutrition,
is of worldwide importance and has many aspects. At one extreme, there are people dying
of hunger while at the other the problem is one of overconsumption of food. The state of
nutrition may have far -reaching consequences on the impact of medical programmes, such as
the expanded programme on immunization. It may also have a considerable effect on producti-
vity and hence on economic and social development. It is therefore important for WHO to
have a comprehensive nutrition programme aimed particularly at meeting the needs of those
Member States in which nutrition may be well below the desirable level. Health for all
depends on providing enough food for all as soon as possible. This means not only providing
adequate calorie intakes but also meeting other nutrition needs. The Organization can play
a leading role in reaching this goal. There is a close connexion between nutrition problems
and food supply and the twin problems of water supply and wastewater treatment. We therefore
take a special interest in the WHO programme for rural water supply and waste disposal.

A problem of worldwide importance in which we take a continuing interest is the
eradication of smallpox. This WHO programme has been a spectacular success and the Organiza-
tion and those responsible for the programme are to be congratulated. What is now needed is
a practical and intensive surveillance programme. We are also interested in the programme of
research on tropical parasitic diseases. These diseases have a global impact, even though
their main threat is to the wellbeing and productivity of people living in the tropics.
They offer another special opportunity for cooperation that is genuinely international.

Due importance must also be given to solving mental health problems. Lastly, there
is the important question of the effect of our environment on our health and the effect of
our way of life on the environment. The Technical Discussions on health aspects of human
settlements are extremely timely. You will not be unaware that the United Nations Conference
on Human Settlements is being held in Canada at Vancouver (British Columbia) from 31 May to
11 June. I hope the health problems of human settlements will be given the attention they
deserve at this Conference. In the meantime, on behalf of the Canadian Government, may I
here and now cordially invite you to attend and take part in the Conference and extend an
advance welcome to all delegates going on to the Conference on Human Settlements after the
Health Assembly.

Dr DOUAMBA (Upper Volta) (translation from the French):

Honourable delegates, your Excellencies, Mr President, may I first of all offer you, on
behalf of the delegation of the Republic of Upper Volta, my heartiest congratulations on your
brilliant election as President of the Twenty -ninth World Health Assembly. May I also
extend my congratulations to the Vice -Presidents. May your enlightened guidance and their
informed assistance ensure the successful outcome of our deliberations:
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Allow me to express to the Director -General of our Organization, Dr Mahler, my sincere
thanks for the new impetus he has given to WHO, as evidenced by the excellent reports he has

submitted to us. I do not intend to embark on an exhaustive analysis of these reports but
should like merely to pick out some points that drew my delegation's attention as they are
of particular interest to Upper Volta at the present time. Item 2.5.5 of the agenda deals
with community water supply and wastewater disposal. While the objectives proposed for the
African Region remain modest, it must be admitted that even so my country would find it
difficult to reach them without considerable assistance being afforded us. You are all aware

of the situation in the Sahel and the difficulties we are having there with regard to water
supply. We shall therefore endeavour, with international help, to promote a water policy.
In item 2.5.6.2, the Director -General envisages the intensification of research on tropical
parasitic diseases. This is a matter that cannot but be of interest to the Upper Volta
delegation. We have the distinction of escaping none of the major parasitic diseases of
our sub -region: malaria, amoebiasis, onchocerciasis, schistosomiasis, trypanosomiasis,
ancylostomiasis....as you can see, we are well supplied in this respect, and my country will
whole -heartedly support and associate itself with all research on these diseases, the control
of which should significantly improve the state of health of our people. Mr President,
many other matters raised in the Director -General's reports were of interest to us, and
whether these involved health manpower development, the expanded programme on immunization,
schistosomiasis or mycotic diseases, we have taken careful note of the relevant proposals.
I should, however, like to dwell a moment on item 2.5.14 dealing with the promotion of
national health services relating to primary health care and rural development. As you
know, of the 6 million inhabitants of Upper Volta, 90% are country -dwellers. Despite a
basic health policy developed with WHO's help, health coverage in rural areas remains very
low. Although the effort to improve existing structures must be sustained, there is no
doubt that a primary health care policy applied at the level of the village community should
enable an improved contribution by the health services to the drive for social and economic
development in the rural areas concerned. In the context of community development advocated
by the President of the Republic, General Sangoulé Lamizana, the introduction of village
health workers in the smallest communities will, at the same time as solving problems relating
to elementary care, contribute to the education and encouragement of the rural population,
who will thus be more closely involved in the national development effort. My country
therefore supports the development of primary health care. Provided such services are well
organized and coordinated, I feel they will benefit the African Region.

With reference, in fact, to our Region I should now like to present my respects to
Dr Alfred Quenum, our Regional Director, whose dynamism cannot but be admired. Under his
guidance, we have been able to bring the smallpox campaign to a successful conclusion, to
contain endemo - epidemic diseases such as yellow fever, trypanosomiasis and leprosy, and,
since last year, under WHO encouragement, we have embarked on a vast campaign for the control
of onchocerciasis in the west Volta basin. My sincere thanks go to the Regional Director
and all his team for the special attention they have given to all our activities. As for
our future plans, my country will devote particular attention to the promotion of traditional
medicine and African pharmacological resources. This is an untapped treasure and an immense
field for exploration which needs to be better organized and better exploited. I can assure
you now that we will play our part in all action directed towards this end.

Still with reference to our subregion, I should like to join with those who have spoken
before me in heartily congratulating the delegates of the People's Republic of Angola, which
has just been admitted to membership of our Organization. May the memory of the heroes who
died for the liberation of Angola and for the dignity of Africa give us further strength
in our fight for the wellbeing and advancement of man in Africa.

Mr President, honourable delegates, my country, Upper Volta, in addition to the
distinction of being one of the most deprived countries, is not spared any of the major
endemic diseases prevalent in the subtropics. Our people are under constant attack from
all sorts of infectious and parasitic diseases. Furthermore, the drought in the Sahel has
set us, and is still setting us, difficult problems with regard to the provision of adequate
supplies of food and water. Hence the significance of water -linked diseases and problems

due to dietary deficiencies, undernutrition and malnutrition. This indicates the magnitude
of the tasks facing our health services. Our policy therefore aims at strengthening the
control of endemo- epidemic diseases, providing our people with a minimum level of individual
care to restore their health, promoting the development of drinking -water resources and,
lastly, providing nutrition education to prevent dietary deficiencies. Our aim is to train
health workers who are dynamic, dedicated and effective in carrying out our policy and, beyond
that, will become one with the population and join in the national effort for community develop-
ment. Our hope is that the strengthening of interregional and international collaboration
and mutual support will promote our policy and support our aims. Mr President, honourable
delegates, it is on this note and in the hope that our Organization will continue to prosper
that I wish every success to our work.
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Dr SCHULTHEISZ (Hungary):

Mr President, ladies and gentlemen, on behalf of the Hungarian delegation, I would like

to express our gratitude to you and all the other members of the presidium. Our gratitude
also goes to the distinguished Director -General, Dr Mahler,and his colleagues.

Similarly to other international organizations the work of the Twenty -ninth World Health
Assembly and the execution of its programme are decisively and fundamentally determined by
the trends of the international situation, by the confrontation of progressive and other
tendencies influencing the future of the entire world.

In recent years WHO has done a lot in order to create favourable conditions, enabling the
progressive forces of the world and the delegates of those countries to work for univer-
sality. These countries year after year sacrificéd their efforts to help countries so long
excluded from the activities of the Organization to undertake an active role in the work of
WHO, to turn its programme into reality. For this goal the delegation of the Hungarian
People's Republic has never failed to lend its support to those countries.

Special significance should be given to studying the possibilities and to putting into
effect the recommendations included in the Final Act of the Conference on Security and Coope-

ration in Europe,since it is our conviction that WHO, within the framework of its objectives,
can and must do much towards its further implementation.

It is derived from the sphere of its activities that WHO must do its best to protect the
health of peoples struggling for their national freedom, and to consolidate the health
situation of Angola following the victory of her legal Government. The Organization has to
support the peoples of both Viet -Nams, who have suffered so much after their historic victory
in eliminating the wounds of war. At the same time I should like to take this opportunity
to greet the victorious achievements of the other peoples of Indochina - Laos and Cambodia -
proceeding on the way of national development. We have supported and helped the Arab peoples
for a just solution of the problem in the Middle East. At the same time we have deeply
condemned the bloody terror committed by the military junta in Chile.

Distinguished delegates, 1 July 1975 was a milestone in the history of Hungarian public
health services since, from that time and in accordance with our new Health Act, free health
care - including the services of preventive and curative care - is provided for every citizen
as one of his civic rights. The principal objective of our health policy has been achieved:
that is, health care is accessible for the whole population. It is not only a mere declaration
of right, but, through the development of services and the network of institutions, the prac-
tical conditions have also been established essentially.

In the last 25 years the number of health personnel has increased fourfold, that of

pharmacists twofold. There are more than 27 000 physicians in Hungary, including 23 588 active

ones. The number of hospital beds has also increased further, and about 90 000 are at our

disposal now. In 1973 there were 86 beds per 10 000 population; by 1980 this number will
have to be increased to 90 or 92. About 3600 new hospital beds are being established in 1976.

Measures have been taken so as to develop conditions under which health personnel are
able to make use of the whole of their knowledge, to abolish the difference between medical
care in the hospitals and polyclinics and by general practitioners, and to enforce unified
aspects of the profession concerning prevention, treatment, follow -up treatment and long -term

care. During the forthcoming years our principal objective will be the extension of regular
dispensarization to the whole population.

In March, the Hungarian Parliament passed a comprehensive law on the protection of the
environment, aiming at preserving the state of our people's health to a higher degree.

Mr President, distinguished delegates, we have carefully studied the Report of the
Director -General, Dr Mahler, on the work of the Organization in 1975. It may be pointed out
with appreciation that in the past period the objectives of several programmes were success-
fully attained and progress was made in various fields.

The Sixth General Programme of Work - to which we attach great importance - summarizes
the results of long -term predictions being carried on in several countries of the world; on

the basis of internationally processed information, it points out the trends which have to be
taken into consideration in health planning and programmes, and attempts to define the basic aims
of world health development, as well as directives for WHO activities. In all these
respects, in our opinion, it promotes greater expediency and effectiveness in the work of the
Organization. Consistent implementation of the Sixth General Programme of Work and especially
its regular supervision and evaluation may, to a large extent, promote the coordinating role of
WHO in the public health of the world.

We attribute outstanding significance to the organization of the international conference
on primary health care.

Though appreciating the Organization's success, we are anxious and worried about the
constant and rapid increase in its budget and about the increasing contributions of Member
States, whereas programmes and services rendered to Member States show different tendencies.
Efforts should be taken to reverse this tendency and to stabilize the budget.
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Finally, we should like to strengthen connexions, by our willingness to take part in
WHO's programmes - as in the past - to exchange our experiences and scientific results and to
offer our best experts for participation in the work of the Organization.

Mr President, ladies and gentlemen, I believe that the Twenty -ninth World Health Assembly,
just Like the previous ones, will be a further step towards the improvement of public health
in the world as a whole.

Mr BOURAIMA (Benin) (translation from the French):

Mr President of the Twenty -ninth World Health Assembly, Mr Director -General,

Mr Deputy Director -General, Regional Directors, honourable delegates, ladies and gentlemen,
may I first of all on behalf of the people of Benin, and on behalf of the Revolutionary

Military Government and its Head, Lieutenant Colonel Mathieu Kerekou, offer our thanks to
the World Health Organization for the humanitarian task it is carrying out throughout the
world.

Along with the gratitude we feel towards the Executive Board, we must express our
deep admiration of Dr Mahler for his brilliant, detailed and accurate account of the work of
the Organization during the past year, and for his clear exposition of future prospects and of
the means he feels are needed to attain an optimum state of health for all. As he rightly

pointed out yesterday, it is difficult if not impossible to define a universally applicable
health policy. For our part, we in Benin have decided to lay emphasis on prevention and on
the restoration of our traditional medicine to its proper place. My speech today will be
restricted to this last topic.

Two years ago, from this very rostrum, I had the honour of speaking to you of the choice
my country had made and to emphasize the role of traditional medicine. In our policy speech
of 30 November 1972, mention was made of our intention of bringing modern and traditional
medicine together for the wellbeing of the mass of our people and for the progress of medical
practice in the People's Republic of Benin, giving due recognition to the importance of the
country's own pharmacological resources. For nearly four years now, the Revolutionary
Military Government has made it a point of honour to apply in this field one of the main
principles of our new policy of national independence, namely to rely on the country's own
resources. Surely the application of this principle to the health field implies the
restoration of our traditional medicine to its proper place;

Our health needs are so great and our resources so small by comparison at the present
time, that it can be said with no risk of contradiction that most nationals of the developing
countries are still being treated by the traditional therapeutic methods used in the villages
and based on the knowledge and practical experience of traditional healers. It is by no
means our intention to turn healers into paid officials. In this first phase we must learn
what we can from them, as they are the repository of much of our medical knowledge. Here,
however, experience has shown that it is never altogether possible to guard against charlatans
whose only interest is in making a profit. In August 1975, we set up a provisional healers'
office in each district with the help of the local committees of the revolution. Despite
these precautions, opportunists, who were healers in name only, managed to be taken on in
these offices. In December 1975 we therefore had to instruct our provincial health directors
to tour their districts and report on the situation prevailing with regard to these provisional
offices. Our fears were confirmed - that is, that those who had been elected as responsible
representatives of the healers were not worthy of their office. Finally, instead of creating
an association of healers and birth attendants, we have decided first of all to take a census
of true practitioners of traditional medicine and leave it to them to form their own associa-
tion subsequently. As far as we are concerned, our aim is strictly practical and is to use
all resources available to us to take care of our people.

From 19 to 30 January 1976 a WHO consultant on traditional medicine, Dr Johnson, visited
a number of associations of healers and birth attendants in Benin, and in his view conditions
were right for reorganization of existing structures. From 12 February to 31 March 1976,

I myself visited all the district capitals of our national territory. After gaining the
confidence of the healers, I thought it well to set out for them a number of measures for
getting rid of charlatans. For this purpose, a commission of enquiry will be set up to
identify proper healers. This commission, which has now been established by governmental
decree, will include the chief administrative official of the district, the district chief
of police, the chief medical officer of the area, the executive secretary of the\district,
the district welfare officer, the mayor of the commune of residence of the healer, the welfare
officer of the commune of residence of the healer and a representative of the healers of the
district concerned.

Healers who dispense medicaments have been requested to send samples to the Ministry
of Public Health. These will be sent to the laboratories of our national university for
testing. Unless they are found to be toxic, they will be used by our health services.
Contracts between the Ministry and the healers will be made with regard to industrial
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manufacture of these medicaments. We have been literally inundated with incoming samples.
Birth attendants will be officially recognized in the same way, but they will in

addition follow a two -month training course leading to a diploma. The villages will then
be called on to build delivery huts, and UNICEF, which we take the opportunity here of thanking,

is beginning to send equipment for these.
Mr Director -General, ladiés and gentlemen, these are the approaches that the People's

Republic of Benin thought it necessary to take for the practical reorganization and revaluation

of our traditional medicine. We should be happy to receive any recommendations on how to
improve this work. Mr Director -General, honourable delegates, nothing can be disregarded

in our fight against disease. It is in this sense that we interpret the call to bring
traditional and modern medicine together. Thank you for your kind attention. Long live

international cooperation: Long live the World Health Organization:

Mr NJAM -OSOR (Mongolia) (translation from the Russian):

Mr President, allow me to congratulate you on your election to the exalted post of
President of this Assembly, and also to congratulate the Vice -Presidents and the Chairmen of

the main committees.
This is the fifty -fifth year since the inception of public health work in our country.

Considering that the public health achievements of one Member country of WHO represent a
microcosm of the overall improvement of the state of health of the population of the world,
I should like to tell you briefly about the road we have followed in developing our country's

public health system. The history of the development of national public health in our
country is notable for the fact that we have achieved significant successes during a compara-
tively short period of historical development. In pre -revolutionary Mongolia, an extremely

backward, feudal country that had been under the colonial yoke for many centuries, there was
not a single scientifically trained physician, let alone any medical institutions. A

multitude of communicable diseases, including dangerous social scourges, were rife everywhere

and the death rate exceeded the birth rate; the nation was on the way to extinction. The

very first month after the formation of the People's Government saw the establishment of the
first medical institution, to which Soviet physicians were invited. They devoted all their

strength and energy not only to providing the population with medical care, but also to
training medical personnel - first sanitarians, nurses and feldshers, and then physicians too.
The development of the national public health system of the Mongolian People's Republic
proceeded by distinct phases: for example, after the establishment of medical institutions
in the towns, medical care centres were organized in the aimaks or administrative regions,
and then feldsher posts in the somons, the lower administrative units. After the aimak
hospitals had been strengthened and staffed with physicians, inter -aimak hospitals with

physicians practising the main specialities were set up. After that we succeeded in devel-

oping all the aimak hospitals up to the level of the inter -aimak centres. In the somons

very much was done by the feldshers, and we should like to tell you about that too. As

sufficient numbers of physicians were trained, the somon feldsher posts were converted into
medical centres in order to make specialized medical care still more accessible to the rural
population, and inter -somon hospitals with specialists in the main branches of medicine were
established, so that we now have 20 physicians and 100 hospital beds for every 10 000 of the

population. Concurrently with the curative institutions, there were established preventive
hygiene and sanitation institutions, a network of pharmacies, and teaching centres for the
training of nurses and feldshers, and in 1942 a medical faculty was created; after that

came the establishment of research institutes where our national teams of investigators not

only conduct studies on the introduction of the latest scientific and technical developments
into medical practice, but also work out new methods and techniques, making their own

contribution to medical science. All this has been achieved thanks to the dedicated efforts

of our party and Government, the disinterested help of socialist sister countries, in
particular the Soviet Union, and the dynamic and effective efforts of our medical workers.

In recent years the fruitful cooperation between our country and the World Health
Organization has begun to play a significant role, especially as regards the specialized and

advanced training of our relatively young medical cadres.
Mr President, we consider that our experience in making up this lag in the establishment

of an up -to -date public health system, with all the necessary curative, preventive, teaching
and research institutions, is a demonstration of the correctness of socialist principles in
public health and an example of the feasibility of rapidly creating a developed health system
if that task is undertaken by a government which bends all its efforts to securing the well-

being of its people.
Turning to the discussion of the Annual Report of the Director -General, I should like

to congratulate Dr Mahler and his Secretariat on the great volume of work done and on the

interesting and informative Report presented. As it is not possible to dwell in detail on

all the many sections of the Report, I should like to express our gratification at the review
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conducted by our Director -General of some aspects of the Organization's activities and at the
timely changes aimed at improving the effectiveness of WHO's work.

Our delegation has great pleasure in supporting the Sixth General Programme of Work,
which is the valuable fruit of the labours of many highly competent international public health
workers, including, in particular, experienced members of the Secretariat and of the WHO
Executive Board. In setting forth the fundamental provisions'of the Sixth General Programme
of Work, the Director- General quite rightly points out that a country's standard of public
health depends on its level of economic development. Clearly, the availability of medical
care to the population depends not so much on the aggregate wealth of the country as on
equitable distribution of that wealth, whether it be great or small. I think that this
argument does not need to be explained or backed by examples, and I trust that the majority
of delegates will agree with this. Accordingly, the methodical implementation of the Sixth
General Programme will contribute to the gradual solution of this problem.

In connexion with the distribution of resources and the rational utilization of financial
means, we should like to refer to the unduly rapid growth of WHO's budget. Of course, the
development of the Organization and the extension of its activities require resources. In

the opinion of our delegation, this growth should be channelled towards improving the effec-
tiveness of the activities of the Organization aimed at broadening the development of assistance
to national health services and at solving current public health problems.

Mr President, with regard to the section on "Cancer" in the chapter of the report entitled
"Noncommunicable Diseases ", we note with satisfaction that the Organization is conducting work
on a large scale in this field, and in this connexion we should like to refer once again to
the well -known resolutions of previous Assemblies calling for strengthening of WHO's
coordinating and consolidating role in the sphere of cancer research. We all know what a
large number of international, intergovernmental, regional and national institutions are
working in this field and we can imagine that considerable resources are spent on investiga-
tions that duplicate one another and on research using an empirical approach. Hence there
is a pressing need for further strengthening of WHO's coordinating and directing role, so
that the abilities of the research workers and the resources expended can be still more
rationally employed. We are gratified to note that WHO is according ever greater importance
to the structure and functions of public health systems, and in this connexion our delegation
warmly supports the action taken by the Executive Board on the convening of an international
conference on primary health care services in the Soviet Union, where we shall all have a

suitable opportunity for an exchange of experience in this field.
In conclusion, I should like to point out that our Organization's eminently humanitarian

objective can be fully realized only in conditions of world peace and security. So we public
health workers cannot but rejoice at the progress towards détente, the successful outcome of
the Conference on Security and Cooperation in Europe, and the spirit of Helsinki. From now
on we must fight for the preservation, broadening and deepening of this relaxation of tension

in the world as a whole and in its individual continents, including the most populous of all,
Asia.

Mr SALA (Niger) (translation from the French):

Mr President, on behalf of the delegation of Niger, may I sincerely congratulate you on
your election as President of our Assembly. I should also like to congratulate the Vice -
Presidents, and the Chairmen and Rapporteurs of the committees. My warm thanks and congratu-
lations go to the Director -General of WHO, Dr Mahler, his dedicated staff and the representa-
tive of the Executive Board for the work they have accomplished and the noteworthy reports
they have submitted to us.

Mr President, honourable delegates, ladies and gentlemen, the progress Niger has made
since last year is the practical outcome of our determination to apply new ideas and actions
along the lines indicated by the Director -General of WHO. Niger is, as you know, a country
of the Sahel and has suffered severely from the drought. We have received praiseworthy
assistance from all over the world, but we still have to provide for the delivery of nearly
80 000 tons of foodstuffs and for the essential logistic support to enable us to reach harvest
time in October -November without mishap. This is an emergency situation.

However, to overcome the results of the drought and to free the country once and for all
from the quirks of nature, from epidemics, thirst, hunger and ignorance, we have launched a
comprehensive campaign for the social development of our country. We have established a
three -year plan with the principal objectives of reinforcing facilities in rural areas,
accelerating the training of supervisory staff with particular attention to the training of
instructors, and restructuring essential state services. Since health and economic and
social development are closely linked, the option taken up by the health plan was that Niger
should provide comprehensive, preventive, educational and curative medical services for rural
and urban communities, with the participation of these communities, through the help of com-
petent and dedicated staff working within carefully adapted and improved structures and making
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use of rationally selected resources. In anticipation of the adoption of this plan we have

made every effort to put our ideas into active practice as follows:
(1) Reorganization of administrative structures. This has been underway for two

years and has made it possible to make the central services more efficient and effective
and better equipped to tackle, control, supervise and solve problems at intermediate and
peripheral levels, and thus to carry out valid health planning. The departmental and rural

services have been gradually strengthened, improved and decentralized. At all levels,

intersectoral cooperation is being established with ministries and operational development

services such as Education, Agriculture, Stock -Raising and Planning.
(2) Strengthening and extension of health services. In continuation of our efforts,

we have this year been engaged in repairs to 15 of our 40 medical centres and 60 of our 180
dispensaries and in providing suitable new technical equipment and vehicles for them. Major

repairs have already been carried out in our 7 hospitals and essential equipment provided for

them. Some building (dispensaries, a mother and child welfare centre, hospital extensions)
has also been carried out, with the emphasis, as always, on efficiency, cost /effectiveness
and ability to operate within our own resources.

As you know, we have been involved for more than 10 years in setting up primary health
services acceptable to our people and making use of the voluntary services of auxiliary
staff, village health workers and traditional birth attendants, all coming from within the
community concerned and recruited, trained and supervised on a local basis. We have decided

to extend this system to the whole country. At present, 32 of the 38 administrative districts
in Niger have primary health services, are continuously organizing training and re- training
courses for auxiliary staff, and providing, or trying to provide, control, supervision,

supplies and moral and material support for such staff. All this calls for alert organization

and a relatively large budget. There is no other way in which we can achieve our goal.
Our people are so well satisfied that the mass of requests coming from villages not yet
provided with basic health services can only be met on a step by step basis because of the

shortage of money and qualified personnel.

(3) Health manpower development. In this field also efforts have been expanding

during the last two years. In 1974, we opened a school of health sciences which now has
50 students, the first of whom are expected to graduate in 1980. The training given them
has been designed in the light of the existing socioeconomic context and taking account of

the other existing categories of health workers, i.e. midwives and State nurses, for whom
training has been provided for the last 10 years at the National School of Public Health at
Niamey, certificated nurses and social welfare assistants for whom training has been provided
since October 1975 at Zinder, the second largest town in Niger. We have therefore increased
the number of students in training by 100% at primary level and by 50% at intermediate level.

We are making the most of every opportunity offered for supplementary training and speciali-

zation, as these are at a premium in Africa.
Niger is a country with a very young population and family health is naturally one of

our main concerns, together with nutrition and the control of communicable diseases. We

are therefore continuing gradually to make our maternal and child health activities an
integral part of the work of all health units, most of which work in rural areas. Four new

mother and child welfare centres have been built, or are being constructed. Immunization
programmes against smallpox, measles, tuberculosis and yellow fever have been stepped up, but
have unfortunately encountered many difficulties owing to delayed or insufficient deliveries

of vaccines from abroad or to inadequate support services. We continue to provide curative

care to those people our primary and professional health services can reach. However, for

a good many years to come, we shall still have to initiate major preventive programmes
requiring vaccines, equipment and logistic support in massive amounts if we are to provide

coverage for 80 to 85% of the population.
In another field, the essential role of the nutrition unit and the nutrition committee

of the Ministry of Health, inter alia in the Interministerial Committee on Nutrition, will be
one of informing and educating the general public on qualitative nutritional matters, as long
as the minimum food intake is guaranteed.

Our current drug policy is to lower or stabilize prices and to restrict the number and
types of medicaments entering the country so as to make medicaments available to as many

people as possible.
Environmental health is a serious problem in my country, mainly because of the almost

insurmountable difficulties in the way of providing supplies of water and drinking- water.
Every year, we try to do better and to do more than in the previous year. The relative

priority given to health this year resulted in a significant increase of up to 30% as far
as medicaments, fuel, transport and training were concerned. The sums allocated to rural

communities for health purposes are on the increase and, what is more, are being better used
under better supervision.

I cannot tell you here of everything that is being done in my country. We are making

real efforts and if the results achieved do not yet entirely satisfy us they are nevertheless
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a fact and are compatible with the resources available to us, since we wish to practise a
policy within our means. In view of the direction our new health programme is taking, our
heartfelt wish is that a "new economic order" will really be introduced, as we feel that
without it our Organization and its least privileged Members will be unable fully to meet the
legitimate aspirations of their peoples.

Mr President, Mr Director- General, honourable delegates, the Annual Report submitted to
us on the work of WHO in 1975 is excellent. It faithfully describes what has been done.
This provides me with the opportunity to congratulate and thank Dr Quenum, Regional Director
for Africa, for his untiring efforts to improve health in Africa and for the implementation,
in my country in particular, of major projects (training schools for health workers, control
of communicable diseases, environmental health), projects which also owe their implementation
to the competent and dedicated staff made available to us. We also feel that the trends in
the development of the Organization have been well stated. There are many points in this
Report that we shall have an opportunity of mentioning more fully in committee, expressing

our complete approval of them - such as the highly promising special programme and the indis-
pensable biomedical research programme.

Last year, we discussed the quality of life. Now the Director -General invites us, in

order to reach this goal, to take concrete measures that are genuinely realistic and practical.
We are not afraid to approve the reforms, some of them painful, that he proposes. Our
country has even started successfully to put some of these concepts into practice. I should
therefore like to thank all friendly countries, all international organizations and

private associations and agencies that have not only helped us to carry out our programme by
their investments or by sending equipment and staff, but also and above all by making ever
greater efforts to understand us and adapt their systems to our vast and multifarious needs.

Dr VENEDIKTOV (Union of Soviet Socialist Republics) (translation from the Russian):

Mr President, ladies and gentlemen, first of all, please allow the Soviet delegation
to congratulate you, Sir Harold, on your election to the exalted post of President of the
Twenty -ninth World Health Assembly, and also to congratulate the Vice- Presidents and the
Chairmen of the main committees on their appointment to high office.

The Assembly is about to consider, in accordance with its agenda, a whole series of
important problems of international cooperation in the public health field and take yet
another major step forward along the road of our Organization's development.

On perusing the reports of the Executive Board and the Director -General on the past
year's work, we are all profoundly impressed not only by the written reports and documents,
but also by the clear expositions we have heard from the Assembly rostrum and, in particular,
Mr President, by your address to the delegates attending the Assembly.

We should like to congratulate the Chairman of the WHO Executive Board,
Professor Kostrzewski, on his searching and exhaustive review of two important sessions of
the Board, and on his clear summing -up of the major decisions and ideas which the Board
considered should be brought to the attention of all Assembly delegates.

In the address by the Director -General, Dr Mahler, we were particularly impressed by
his remarks on social justice and the social responsibility of public health: the duty to

provide every human being on the earth with the necessary - or, as we would say, the maximum
possible at every level of development - preventive and curative_ care, based on the achieve-
ments of modern science and technology and thus truly reliable and effective.

Dr Mahler has rightly emphasized the importance of national, regional and worldwide
public health problems, including control of severe nutritional, communicable and other
diseases, protection of the environment, control of the production and consumption of drugs
and many others, and has pointed out that, if today we cannot find ways to solve these
problems, they will nonetheless, in the very near future, inevitably confront all countries
and international organizations in a still more acute form.

Delegations of the USSR to previous Assemblies have many times emphasized the need for
just such a realistic approach to solving the problems of international cooperation in the
public health field among all countries, irrespective of their social, political and other

differences. But what strikes us as important today is that the overall world situation is
becoming more favourable for the solution of public health problems - more favourable than
it has ever been before. A definite easing of international tension, the decision of the
United Nations General Assembly concerning a radical overhaul of the system of economic
relationships, the victory achieved by many countries in their struggle to free themselves
from the yoke of colonialism and their efforts to win genuine economic independence, the ever
growing realization by all peoples of their responsibility for the effective upholding of
human rights and for the future of all mankind - all these factors lend substance to our
hopes that major armed conflicts may be banished from the life of mankind and that mutual
respect and cooperation may flourish, in public health as well as in other fields. The
position of the USSR in this regard is well known. It is embodied in the peace programme
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which is being implemented and which was accorded full support and confirmation at the recent
XXV Congress of the Communist Party of the Soviet Union. The Secretary General of the

Central Committee of the Communist Party of the Soviet Union, Leonid I1'í6 Bregnev, declared
in his report that in its foreign policy the Soviet Union was committed to patiently and
steadfastly exploring every avenue in search of ways to develop peaceful and mutually bene-
ficial cooperation between States with different social structures, and ways to achieve
disarmament. We shall unflaggingly intensify our efforts in the struggle for lasting peace.
We fully realize, Mr President, that the road to the further development of mankind is still
strewn with obstacles, and that attempts to hold up the march of history by violence or blood-
shed are still continuing. We roundly condemn the criminal violations of human rights by
the fascist junta in Chile, the continued fomenting of tension in the Near East, and the
policy of colonialism and apartheid pursued by the Governments of South Africa and Southern
Rhodesia - we condemn racialism in all its manifestations. We demand freedom for all the
prisoners of imperialism and fascism and call on all Member countries of WHO to exert their
influence in order to obtain their speedy release. I repeat, however, that on the whole the
world situation is favourable for the development of cooperation in public health, and we
believe that the actions and decisions taken in recent years by the Assembly, the Executive
Board, the Director -General and the Secretariat create new opportunities for increasing the
overall effectiveness of WHO's work.

We attach great importance to the Sixth General Programme of Work of WHO, prepared by
the Executive Board for the period 1978 -1983, in which a correct evaluation is made of the
present situation in the public health field, six principal lines of action and 18 long -term
programme objectives are formulated, the influence of long -term trends in the development of
science on public health is considered, and machinery for evaluating the work of WHO is
provided for. The Soviet delegation also supports WHO's research coordination activities,
aimed at studying and working out methods for the control of such dangerous diseases as
cardiovascular disorders, virus infections, including influenza, and cancer, as also of the
tropical and parasitic diseases which constitute a major threat to many developing countries
and against which there are still no effective methods of prevention and treatment suitable
for protecting the broad masses of the population, rather than isolated individuals. We
hereby confirm our constant readiness to cooperate with WHO in this sphere.

Also important, in our view, is the preparation of an expanded programme for immuniza-
tion of the population against infectious and parasitic diseases, when effective vaccines
and sera are available, and the development of suitable preparations against other diseases.
In this connexion, the most careful stock must be taken both of our positive experience in
the global smallpox eradication programme started in 1958 and intensified in 1967, and of
the unsuccessful attempt to eradicate malaria without an adequate methodological and organiza-
tional basis. In preparing new programmes, we must take into account both the positive and
the negative lessons of the past.

The USSR attaches great importance to WHO's activities in the preparation of national
cadres for the developing countries, and also to the exchange of experience in the organiza-
tion of public health and primary medical care systems. We are deeply gratified at the
decision that, pursuant to the resolution of last year's Health Assembly, the international
conference for exchange of experience on these questions is to take place in our country,
and we propose that this conference should be held in August or September 1978 in one of the
central Asian republics - specifically in Tashkent or Alma -Ata. We trust that this conference
will be interesting and productive.

On the subject of WHO's programmes, we feel at the same time bound to state that the
organizational and financial provision for them still cannot be considered satisfactory.
The excessive rate of growth of WHO's budget (significantly higher than the rate of growth
of national incomes), continuous inflation and the increase in the salaries of international
staff, the impossibility of utilizing a considerable number of currencies and the material
and technical resources of a number of States - all these factors will inevitably oblige us
to continue looking for better ways to provide for the financing and implementation of inter-
national public health programmes.

Another important requirement, in our view, is further improvement of the regulations
for international staff and for recruitment of personnel in WHO, in order to ensure wide
geographical representation, the necessary continuity, and flexibility in the work; further
improvement of the Rules of Procedure and of documentation is also essential. The task
that still faces us all is an arduous one, but the orientation we can see taking place in
the Organization's work towards genuine cooperation between all countries and settlement of
international public health problems is a promising and fruitful one. We are confident that
this reorientation will produce worthwhile results.

Sir Harold Walter (Mauritius), President, resumed the presidential chair

Dr AROSO RAMOS (Portugal):

Mr President, Messrs Vice -Presidents, Mr Director -General, fellow delegates, ladies and
gentlemen, I am grateful for having been given the floor. In the first place I wish to
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congratulate you, Mr President, the Vice -Presidents, as well as the Chairmen of both the
principal committees, for their election. Considering their prestige and brilliant careers
in the field of public health, I feel certain that the activities of this Assembly will pro-
ceed at a high level within an atmosphere of the best friendship and understanding.

My delegation has read with the greatest of interest and appreciation the Report of the
Director -General regarding the work and activity of the World Health Organization during 1975.
As usual, it is a remarkable and stimulating work for all those who devote themselves to
health work. For this reason, our delegation has pleasure in presenting congratulations to
the Director -General and his staff for the magnificent work they have accomplished in favour
of the health of mankind.

I wish to point out some important points of his Report. The introduction points out
certain principles of philosophic order and social orientation with regard to health and
development which, put into practice, will contribute to a real revolution aiming at the well-
being of mankind. My delegation is in complete agreement with the principles defended by
the Director -General. Our country, after the revolution of 1974, intends precisely to put
into practice such principles, with the purpose of constituting a national service of health
which ensures, with the modest resources available, the indispensable health care to the whole
Portuguese population. The concepts of the primary health services combined approach - multi-
disciplinary teams and multiprofessional training - are, in our opinion, indispensable for
achieving that objective. It is evident that such a different approach will encounter
difficulties in old countries where health services are planned under different optics.

In Portugal, in view of the revolutionary climate we live in, that objective is favoured
on the one hand, and on the other hand rendered difficult owing to the instability created.
Such difficulties have been aggravated in our country by the rapid decolonization of the wide
overseas territories and by the national and worldwide economic crisis. In order to assess
such difficulties, it is sufficient to refer to the massive return, until the end of the
present year, of about 1 million Portuguese people who need lodging, feeding, employment, and
must be maintained under rigorous health surveillance, not only regarding their state of
health but also the risk of introduction of tropical diseases in our country.

Such circumstances have permitted a number of experiences in the sector of health care,
some of them decidedly positive - namely, the avoidance, up to the present, of the introduction
of the so- called tropical diseases. We hope that the difficult situation we have been through
will gradually be stabilized so that Portugal may pursue its objective to create a national
health service within the principles recognized by our eminent Director -General. However,
in order to achieve our purpose, we rely upon the understanding and active and generous
cooperation of this Organization and of friendly countries. We trust that this

Assembly, which in the past so often criticized the Portuguese colonial policies, even
reaching the point of applying sanctions that affected the Portuguese people - who were not
responsible for such policies, against which they rebelled at last - will now show its
solidarity towards this same people, who are actually suffering the economic and social con-
sequences of rapid decolonization.

Reverting to the Report of the Director -General, I wish to state that my country is in
entire agreement with all the programmes achieved during 1975, particularly with those con-
cerning the strengthening of health services and health manpower development.

Concluding these brief considerations, I greet the representatives of all nations
attending this Assembly, I congratulate again the Director -General and his collaborators for
the work they have done and I reaffirm that Portugal continues to be open to cooperate with
all countries and willing to give its full support to this Organization.

6. ELECTION OF THE FIVE VICE -PRESIDENTS (continued)

The PRESIDENT:

I wish to inform the Assembly that Ambassador Kirca, chief delegate of Turkey, who was
elected as Vice -President of the Assembly, will unfortunately be unable to attend the present
session. I am sure you will agree with me that the intention of the Committee on Nominations
was to propose to the Assembly the election of the chief delegate of Turkey. As he is unable
to attend here, I am also sure that the Assembly will be pleased that we elect Professor

I. Dogramaci of the Turkish delegation to the office of Vice- President of the Twenty -
ninth World Health Assembly. Has anybody any objection to the suggestion I have just made?

I see none; therefore I declare Professor I. Dogramaci elected Vice -President. May I invite
him to come and take his seat if he is here. (Applause)

The meeting rose at 11.50 a.m.
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1. ANNOUNCEMENTS

The PRESIDENT:

The meeting is called to order. I repeat that I intend closing the list of speakers
this afternoon. All those who have not registered yet who wish to speak in the general
discussion should do so before 4 o'clock, after which there will be no more entries on the
list of speakers. However, before I give the floor to the next speaker on the list, I will
recall that I told you yesterday that Mr Carter, Director for Europe of the United Nations
Children's Fund, was scheduled to address us at 2.30. I therefore call on Mr Carter to come
to the rostrum.

2. STATEMENT BY THE REPRESENTATIVE OF THE UNITED NATIONS CHILDREN'S FUND

Mr CARTER (United Nations Children's Fund):

Mr Chairman, ladies and gentlemen, thank you for giving me the floor for what is going
to be a very brief statement. With your permission, it may be necessary for UNICEF to take
the floor later when various points on the agenda come up which are of common interest to
our organizations. Today, I shall limit myself to conveying to you, Mr President, and to
the Twenty -ninth World Health Assembly the greetings of the Executive Director of UNICEF,
Mr Labouisse, and the wishes of the Children's Fund for a successful Assembly, the proceedings
of which are followed with general interest by our organization.

I should like at this stage to refer to the verbal introduction to your Executive Board
report made by the Chairman of its fifty- seventh session, Professor Kostrzewski, in which he
rightly emphasizes the fine cooperation between our two organizations in the preparation of
studies which have led to the adoption of a new common policy on national health services.
It is obvious that the adoption of this policy on primary health care by both of our
organizations represents but the first step in the huge effort which will be necessary fully
to develop this new concept, to promote it, and particularly to implement it with any measure
of success. It is also clear that this will call for continuous collaboration, indeed, I
should say partnership, by our two organizations and, of course, by other agencies and
institutions as well. In pursuit of this purpose, WHO and UNICEF have agreed jointly to
undertake an important study on community participation in primary health care, a study of
the process of community motivation and continued participation, the report on which
is to be presented to the twenty -first session of the UNICEF /WHO Joint Committee on Health
Policy, which is to meet in January next. For this same reason I am glad to report to you
that the Executive Director of UNICEF has authorized me to inform this Assembly that he will
favourably consider other possibilities for UNICEF cooperation in this area, and particularly
that of cosponsoring with WHO the international conference on primary health care if this is,
indeed, the wish of this Assembly, and that he would in that connexion submit at an early date
proposals to the Executive Board of UNICEF. (Applause)

The PRESIDENT:

As a matter of fact, without trying to be material in any way, WHO welcomes this offer
made so generously and spontaneously and you can rest assured, Mr Carter, that it has not

fallen on deaf ears. We will take you up on your offer. Thank you, Mr Carter.

3. GENERAL DISCUSSION ON THE REPORTS OF THE EXECUTIVE BOARD ON ITS FIFTY -SIXTH AND FIFTY -
SEVENTH SESSIONS AND THE REPORT OF THE DIRECTOR- GENERAL ON THE WORK OF WHO IN 1975
(continued)

The PRESIDENT:

I now give the floor to the delegate of Indonesia, the first on my list for this
afternoon.

- 115 -
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Professor SIWABESSY (Indonesia):

Mr President, Mr Director -General, distinguished delegates, ladies and gentlemen, on

behalf of the Indonesian delegation, I would like to join the previous speakers in congratu-
lating the President and the Vice -Presidents on their elections.

I am very happy to respond positively to the call made by the Director -General that
health be for all in the year 2000. In saying this, I am fully aware that no responsible
person can make overoptimistic statements regarding the future unless there is justification.
We do believe, however, that it is possible to bring the benefits of the health sciences and
technology to everyone, without exception. Let us have no illusions, however, that this can
be done with small efforts. It will take great vision, sharp reasoning and consistent
courage to bring about the miracle of making health services accessible to everyone.

It is first of all a matter of compassion, expressed in terms of political will, whether
or not we shall move towards that goal. I assume that we, who are now gathered here in this
great World Health Assembly,represent those values and aspirations now at work in all the
communities in the world that demand that health should be attainable to all. We represent
those forces that demand that we take a critical look at the existing health care system, its
institutions, its processes, its performance, its whole outlook.

Research has already provided us with a wealth of knowledge and technology on the
prevention and cure of diseases. It is the application of it to the largest number of people
which is now the most important challenge.

We fully support the primary health care approach as agreed upon at the Twenty- eighth

World Health Assembly. We believe strongly that this approach will bring health within reach
of everyone in a not -too -distant future. In Indonesia we are in the process of involving
sectors outside the health services in developing this primary health care approach. A seminar
on primary health care attended by representatives of many departments and private organiza-
tions has just been held and a multisectoral task force will be set up. This task force will
outline the strategy to be followed for providing health care in rural areas within the frame-
work of community development.

Related to this is our departure from the old concept of entrusting everything relating to
health matters to the sole responsibility of the medical profession. While the medical
profession has, and will continue to have, a very important role to play in the health system,
its responsibility will have to be shared. A more valid and viable professional category of
health worker needs to be developed to ensure the availability of basic services for the whole
population. In Indonesia, such a health worker, called the "health nurse ", is at present
evolving out of the larger number of nursing categories which came into being during the
upsurge in general education since national independence.

With regard to communicable diseases in our country, malaria, gastrointestinal infections
and tuberculosis still dominate the morbidity picture. Leprosy, filariasis and dengue
haemorrhagic fever also pose a problem, the latter occurring lately in outbreaks not only in
cities but also in outlying areas. The Director -General spoke about fundamental technology in
health, mentioning potable water, waste disposal and immunization as examples. I would like

to add nutrition and family planning. Malaria control activities are being expanded with

project aid from USAID. Beside the already established combined BCG and smallpox vaccination
programme a start has been made to vaccinate pregnant mothers in order to prevent tetanus

neonatorum. The addition of diphtheria, tetanus and pertussis vaccination for infants is in

the planning stage. Family planning, nutrition, and rural sanitation programmes are accorded

high priority in Indonesia.
I very much welcome the report of the Chairman of the Executive Board. He stressed the

dynamism of the Board and its concern with WHO's policies. In this connexion I regret that
the majority of the Board members seem not to appreciate the imbalance of representation in
the Board. I will not repeat the arguments put forward by the Indonesian delegation on this
matter at the Twenty- eighth World Health Assembly.

Maybe we should look critically at the present regionalization of WHO. There are six
Regions in WHO, each one of them having developed its distinctive character and tradition,
which are enjoyed by its Member countries. We should, however, examine closely whether what
we have is the most effective arrangement that can be made. In our quest for continuous
improvement adjustments will always be necessary. I therefore hope that the resolution taken
by the Sixth World Health Assembly by which the Assembly requested the Director -General to
continue to study the possible redelineation of the geographical areas will be implemented.
In our opinion this is very necessary because of the many more Member countries in our
Organization since that resolution was taken.

i
Dr CORNEJO-UBILLUS (Peru) (translation from the Spanish):

Mr President, Mr Director -General, on behalf of the Revolutionary Government of the
Armed Forces of Peru, I should like to express my most cordial greetings to the President

and other officers of the Assembly and the delegates, and my best wishes for the success of
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this Twenty -ninth World Health Assembly. I should like to add my congratulations and thanks
to the outgoing President of the Assembly and to our present President, as well as to the
Director -General of WHO.

The political circumstance that the second stage of the revolution has commenced in Peru
makes it necessary to describe the present health status of the country. Since the beginning
of the revolution, structural changes have been made that have improved the health situation.
Nevertheless, despite the efforts that have been and are being made, the health status of the
country continues to be unsatisfactory. The general mortality rates, although they have
decreased in recent years, are still high, and significantly above those of other more
developed countries and even those of some at the same stage of development, Peru having the
seventh highest rate among the Latin American countries. The child mortality rate is also
high, indeed one of the highest on the American continent. Morbidity from communicable
diseases and malnutrition is very considerable. It is estimated that 50% of the demand for
medical care arises from communicable and parasitic diseases. Medical care is not adequate,
nor is it always given in good time. Two- thirds of the population have access to health
services but only one -third receives good quality care.

This is because medical care must be given in a socioeconomic framework characterized
by a scattered, rapidly growing population, by difficult geographical conditions with scanty
communications, a high illiteracy rate, malnutrition, low per capita income and, as far as
health care is concerned, by the persistence of a pattern that does not satisfy the health
needs of the population.

The first stage of our revolution, for reasons of a strategic nature, gave priority to
the productive sectors as compared with social aspects, limiting its action to preventing a
deterioration in health status, an aim which was fully achieved. Now, in the second stage
of our revolution, our task is to consolidate and deepen the successes achieved and to this
end it has been decided, among other policy measures, to give priority to the social sectors,
including the health sector. The initial measure adopted, which we regard as fundamental,
was to organize and put into service a reform and health committee responsible for making
the necessary studies of the health situation of the country and drawing up a draft general
health law that will ensure the provision of socially oriented health care available to the
whole population. The coming health reform in Peru will have to fit into a definite frame
of reference, constituted by the ideological bases of the Peruvian political revolution and
modern public health teaching.

The Peruvian revolution is defined as nationalist and independent. On that foundation
the Government of Peru will gradually build up, with the full participation of the people, a
social democracy whose pluralist character is reflected by its political system, since it
recognizes both the right to express disagreement and criticism, and the consequent liberty
to form parties. Similarly, in the economic system, full recognition will be given to the
coexistence of four clearly defined sectors which are the proprietors of producer goods -
namely the State, the social property enterprise, the reformed private enterprise, and the
small enterprise. For its part, the social system is supported by a combination of moral
values emphasizing justice, freedom, labour, participation, creativeness, honesty and respect
for the dignity of the person. In accordance with modern ideas, health is regarded as a
universal, natural and unrestricted right, while health care is a responsibility to be shared
by the State and the community. When health is recognized as a right and a duty of all,
then its care calls for observance of the principles of equality, integrity, quality, time-
liness and free access. Nevertheless, the general health law cannot be a panacea for solving
the great health problems confronting the country. Provision must therefore be laid down
to bring about a favourable change in certain conditioning factors, basically those of a
demographic nature.

Peru is making the necessary studies for establishing a population policy with the aim
of achieving a population growth in harmony with the free decision of the population regarding
family size, a policy which will help to make effective the efforts of Peruvian society to
achieve the level of human development to which it aspires, one whose fundamentals will
include evaluation of the quality and expectancy of life. This population policy must aim
at better distribution of the population over the national territory, in line with regional
and national development objectives.

Pending the commencement of health reform, greater emphasis has been laid on activities
of a preventive and rehabilitative nature, greater impetus has been given to the basic drug

programme and the civilian service system has been inaugurated for graduates in the health
sciences, a positive contribution which our young people are making to the solution of health
problems. Consideration is also being given to instituting professional training that
includes, prior to graduation, service in the most remote and underdeveloped parts of the
country.

To achieve the health and population goals my country has set itself the widest support
from the international organizations is needed, so that technical and financial aid can
arrive in good time and in adequate quantity and quality where it is really needed, avoiding
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bureaucratic difficulties which would decrease its effectiveness. All this assumes a
profound change in the criteria guiding the administrations of international organizations
in deciding on the allocation of resources to Member States. The policy of the international
organizations should be so designed as to be in accordance with the interests of the develop-
ing countries, bearing in mind that the goal pursued is the wellbeing of the peoples and that
the said organizations are only media, albeit very important media, for its attainment.
Consequently, their policies should be coherent and complementary and their activities should
necessarily be concentrated at the regional level and coordinated at the operational level,
so as to avoid dispersion of funds and efforts. It is felt, Mr President, that an approach
of this nature would have the decided and permanent support of all the Member States interested
in raising the health level of the world population.

The profound and challenging message of the Director -General of WHO warrants timely
analysis by the countries making up the Organization with a view to immediate replanning of
national, regional and world policies leading to what the Director -General himself has called
a new interpretation of public health based on a social view of the health sector as an
integral part of development, to which it should contribute and from which it should benefit.
We should cease using knowledge for the satisfaction merely of individuals, groups or services,
and should share it out and apply it by means of techniques and policies which will ensure
real and direct benefits for the world population. We agree that there should be a real
social revolution in the field of health, with health objectives of a social nature, closely
linked to technological, economic and political factors stimulating the thought and action
of the community, so as to promote and bring about social development based on improvement of
community health, and not only on the promotion of health services and /or technicians or
workers in the health sector.

We have understood the burden of this message, as concerns both the changes necessary
in the concepts and procedures of our countries, and the essential changes which must
necessarily be made by WHO and by other international organizations in the health sector, in
respect of the universal contribution of all the sectors that play a part, or should play a
part, in the worldwide effort to improve the life, health and wellbeing of mankind. We

realize the necessity for our countries to show greater devotion to and bear direct
responsibility for the solution of their own problems, and for this decision to be the start-
ing point, the stimulus and inspiration, for the new policy which should be followed by WHO
following the vital changes which we understand the Director -General's decision to imply.

We have been awaiting these structural and functional changes for many years and we are now
convinced they can be made thanks to the sincere, resolute and united efforts of the peoples
and governments of the world, with the suitable and responsible coordination of WHO.

Mr President, I should like to express the firm hope of my Government that this Assembly
will be an important milestone in the necessary transformation of the World Health Organization.

Dr VIOLAKI - PARASKEVAS (Greece):

Mr President, Director -General, distinguished delegates, ladies and gentlemen, first of
all I should like to associate myself with the previous speakers and compliment you,
Mr President, on behalf of the Greek delegation on your election to your high office, and
also to extend our congratulations to the Vice -Presidents. We wish you every success in
the performance of your duties, and we are sure that under your skilful presidency this
Assembly will yield the results that we all expect of it. We also wish to congratulate
Professor Halter for the magnificent way in which he performed his presidential task in the

last Assembly.

We have studied with great interest, satisfaction, and appreciation the Annual Report of th
Director -General and his staff; we were impressed by the quality and amount of the work done
in spite of the many constraints, financial and otherwise, which so seriously affected the
activities of our Organization. Through all this Report one can see with interest that WHO
is in the process of changing its old policy of promoting health by all available technological
means and as a separate independent activity and is now applying the strategy of associating
health promotion with social and economic development. We see this with satisfaction, because
we believe that only such an integrated approach, adapted to local conditions, can bring the
results we are aiming at in the struggle for better health. This new reorientation is all the
more important and indispensable at the early stages of development, and we fully appreciate in
the Report the emphasis given to primary health care and to basic health threats. It is
promising to note that WHO is now fully aware of the need to join forces with the economists,
agronomists, engineers, etc. and to team up with the United Nations, IBRD and other sister
organizations to undertake the work and effort needed for pragmatic health, social and economic
development, giving the required priority and emphasis in both place and time.
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within our means. We do not feel that only general lessons learned should suffice. We are

not asking for culprits; we ask for a true evaluation, which will not only be very instructive
for our future work, but will also enhance the prestige and integrity of WHO.

Thestimulation of research in all aspects of tropical diseases, which is intended to
develop measures for their control and remedies that can be used particularly in rural areas, is

another praiseworthy development in WHO's work that is mentioned in the Report of the Director -

General. However, we would like to repeat the point we raised in discussing research during
last year's Health Assembly. It is to be hoped that this new activity will not diminish the
promotion and application of presently available simple methods and solutions that long
experience has proved to be effective. The activities described in the field of drugs and
vaccines represent an additional area of commendable work. We wonder if more intensified
assistance to the countries concerned, as far as the development of a sound national drug
policy is concerned, would not be advisable. The indiscriminate use of drugs is a complex
problem that derives not only from the influence of pharmaceutical interests.

In the field of rural water supplies and sanitation, we fully support the policy of WHO in
abandoning the old concept of a sectoral approach. It follows the concept of the New Economic
Order already referred to at the beginning of our comments. We are more and more convinced
that only a multisectoral effort can achieve the desired goal of improving health, social
status and the economy. In this connexion we shall be interested to hear about further
developments in the proposed international integrated programme of the ad hoc working group on
rural water supply and sanitation. As previously mentioned, we fully appreciate and follow
with interest the work of the Organization in the programming and planning of health services.
The evaluation of programmes and services is a parallel and complementary area in which our
interest and support are growing.

The work of WHO in food safety is becoming more and more important, considering the
ever -increasing mobility of people, which exposes them to a multiple variety of food products,
and on the other hand the movement of food products and their consumption in an ever greater
area. For Greece this is specially true, in view of its flourishing tourism and its growing
export of food products. Greece is interested in the promotion of cooperation between health
authorities and meteorological services, which is now being considered as a sectoral part of
the Global Environmental Monitoring System. Any assistance in this matter that WHO and WMO
may provide would be welcome. Similarly, the WHO programme for water quality monitoring is
fully supported by Greece and we intend to participate in the proposed work.

Last, but not least, we greet with enthusiasm the changing relationship between WHO and
Member countries which the Director- General is inaugurating. We are confident that better
understanding, greater participation and realistic solutions will result from our partnership
than from our previous relation of donor and recipient. In this genuine partnership we
include the required unity of concept and action which must pervade the Organization's
activities. This is correctly aimed at and adequately reflected in the Director -General's
Report.

Mr President, today in Greece a very promising avenue of development in medical services
is opened up by the synthesis of preventive and medical care. The health policy of the
Ministry of Social Services continues to be the reorganization of the health services and the
allocation of more funds to health in order to provide the highest possible quality of health
services to the public. In the world today the health service system of any country can be
successfully developed through broad international contacts and international collaboration
with the help of WHO. The strengthening of peace and friendship between people will create
favourable conditions for the promotion of international health.

Before concluding, I wish to mention the excellent contribution that Dr Kaprio and his
staff have made to the environmental pollution control project in Athens,with UNDP.
point of view; we noted that multiprofessional training is now being undertaken on an experi-
mental basis with the aim of transforming the future health team into a really integrated group.
We wondered if it would be useful also to look into the administrative problems that the two different

groups - that is, the professional and the nonprofessional - may create. Here we are referring
to questions concerning status, rights, promotion, etc. Appropriate and acceptable solutions
for the groups concerned will be decisive in achieving a really integrated health team.

It cannot be overemphasized that one must learn not only from successes but also from
failures and so avoid losing hard -won knowledge and wasting scarce resources. This is why we
believe that it is necessary to clarify as much as possible the successes and the failures of the
malaria eradication programme. The questions mentioned in the Introduction to the Director -
General's Report and others which may be raised should be answered to the best of our ability

Last year in commenting on the proposed development of medical assistants and other health
workers without full professional qualifications we shared the view that such nonprofessional
personnel would eventually provide health care to the entire population. However, we pointed
out that their integration into the health team may create some difficulties from the technical
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Dr H. Weinstok (Costa Rica), Vice -President, took the presidential chair.

The ACTING PRESIDENT (translation from the Spanish):

I thank the delegate of Greece. Before giving the floor to the delegate of Lesotho,
may I take the liberty of thanking all delegations for their kindness in electing me as

Vice -President.

Mr MOTA (Lesotho):

Mr President, Mr Director -General, distinguished delegates, ladies and gentlemen, I wish
to preface my remarks by adding my delegation's voice to the sentiments already expressed by

previous speakers in congratulating you, Mr President, your Vice -Presidents and other office-
holders on your elections to these high offices. We feel quite sure that with your able
guidance the deliberations of this Assembly will come to a successful conclusion. In

a similar vein, I would like to join the other delegations in welcoming the People's Republic
of Angola as a full Member of the World Health Organization.

Typically of him, Dr Mahler has produced a concise, clear and sufficiently detailed
document on the activities of the World Health Organization during 1975 as reflected in
Official Records No. 229. For this, I congratulate him most sincerely. He rightly places
emphasis on the development of health services, their planning and management. This, of
course, is of vital importance in the third world, where environmental health still needs a lot
of shaping up. Although 1975 was a particularly bad year because of worldwide inflationary
trends, the Organization was able to record some progress, through its activities in the
strengthening of health services, manpower development, disease prevention and control, and the
promotion of environmental health. We bear testimony to the quick response from the
Organization when we had a short -lived outbreak of plague in Lesotho in 1975; the Director -

General makes reference to this in paragraph 4.166 on page 79 of his Report.
Apart from the odd outbreak such as I have just referred to, we are still afflicted by

gastrointestinal diseases, mainly typhoid fever. We are therefore keenly interested in the

outcome of the studies on live epimerase- deficient Salmonella typhi strains used as oral

vaccine in multiple doses.
Tuberculosis is one of our principal causes of morbidity and mortality; a lot of

assistance has been obtained from WHO in streamlining our administrative capacity to deal with
this problem. Although the incidence of leprosy in Lesotho is not well documented, my
Ministry has plans to have a combined attack on the two diseases, which are so bacteriologi-
cally similar. The whole scheme should start in the next six months or so, and we hope
Lesotho can contribute something to international health from its research and experience.

I would like to make but a brief reference to mental health and dental health. I lump

these two together because I am of the opinion that awareness about their importance in the
third world is only beginning to dawn now. I highlight them and bring them into relief as
one activity where our Organization could motivate and give a lead to Member States. I am,
of course, acutely aware that it is not being neglected.

Finally, Mr President, I would conclude by urging that the good relations maintained by
our Organization with other United Nations organizations should be maintained, and strengthened
even further. Multilateral assistance when properly coordinated has proved very successful.

Lastly but not least, Mr President, I bring greetings and good wishes from the Head of
State, Government and people of the Kingdom of Lesotho for a successful Assembly.

Professor MATEJÎCEK (Czechoslovakia) (translation from the Russian):

Mr President, may I, on behalf of the delegation of the Czechoslovak Socialist Republic,
congratulate you on your election as President of this session of the World Health Assembly.
Allow me, at the same time, to congratulate your Vice -Presidents and the Chairmen of the main

committees.
Distinguished delegates, the favourable development of international relations contributes

to the successful outcome of the work of our Organization. The Czechoslovak Socialist
Republic, as was confirmed a month ago by the XV Congress of the Communist Party of
Czechoslovakia, is prepared to implement consistently the decisions of the Helsinki Conference
on Security and Cooperation in Europe, which clearly define the importance of improving and
strengthening cooperation betweeen countries with different social structures. This defines
the basic approach of the Czechoslovak health system to its participation in the work of the

World Health Organization.
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Any assessment of the work of our Organization must start with those documents of
decisive importance for the preparation and implementation of the Organization's operative

programmes. We regard the long -term general programme as such a document. Our country's
experience has also confirmed the benefits of long -term planning in setting up health care

systems. Our country began long -term planning for the development of health care for the
population in 1951, immediately after the health system had been established. In line with
the improvement of social and economic conditions, a number of medical establishments were
set up as part of long -term planning, as well as a network of educational and research
establishments concerned with medical science and health care. In the last 25 years, planning
has led to the establishment in Czechoslovakia of a public health care system that is one of
the most advanced in the world. Our country was the first in the world, in 1969, to eradicate
poliomyelitis. An organized approach to the implementation of vaccination programmes success-
fully led to a radical reduction in morbidity from whooping cough, measles, tetanus and

tuberculosis. As a result of its considerable potential, our health system is assisting,
and is willing to continue in the future to assist, the World Health Organization and
individual countries in the preparation and implementation of long -term programmes for

setting up national health care systems.
The inclusion of the proposed Sixth General Programme of Work in the agenda of the

World Health Assembly marks an important step in the Organization's activities. Discussion
of the programme will help the Organization to eliminate mistakes and some shortcomings;
in this context we feel there is a need for coordination between the long -term general
programme and long -term partial programmes and between long -term and operative programmes

and a need for correct evaluation of implementation criteria for the partial and general
provisions of the general programme. The long -term programmes of the European Office, for

instance, in the fields of cardiovascular diseases, environmental health and mental health
could serve as a suitable model not only as regards planning but also as regards evaluation
of the work of the Organization. Discussion of all aspects of the current activities of
the Organization has shown that it has clearly proved its worth in providing effective
assistance to developing countries. By international cooperation we mean not only simple

forms of special or financial assistance. The programmes of the Organization, like the
programmes of its Member countries, should be primarily directed to the establishment of
effective and truly national health systems in individual countries. An essential feature
of this work should be the training, in individual countries, of national health personnel,
familiar with the living conditions and health problems in those countries.

Every year, it emerges from the discussion of the current work of the Organization that
there is a growing imbalance between the Organization's programme and its budget. Although
there is no visible expansion in the annual programmes, budgets are increasing at an
inordinate rate. Each year, our delegation carefully studies the reports on the work of the
Organization and notes what has been achieved in the health care field throughout the world.
A clear example of such an achievement has been the eradication of smallpox, in which an
important part was played by the health care system in our country. Mr President, although
our delegation has made some criticisms, it should always be remembered that our intention
is to help improve the work of the Organization. I wish the Director -General and his staff

every success in their vital task.

Dr SIDERIUS (Netherlands):

Mr President, Mr Director -General, honourable delegates, ladies and gentlemen, may I

first of all associate myself with all those earlier speakers who congratulated the

President and the Vice -Presidents on their election. I also wish to express my gratitude

to Professor Halter for his excellent work during the past year. Finally, I would like to

extend a warm welcome to the delegation of the Republic of Surinam, which recently became a

full participating Member of the World Health Organization. My Government is fully

confident that our new relationship with Surinam will reflect the friendship and cooperation

of the past.
Mr President, we have studied with great appreciation the 1975 Annual Report of the

Director -General. The amount and the quality of work carried out is indeed

impressive; yet, despite many signs of progress and success, I feel that a sobering note is

appropriate. At this very moment we are living in a world where life expectancy at birth

differs from 35 to 75 years, where demographic growth rates vary between zero and 47., and

where infant mortality rates range from 10 to 150 per 1000 live births. Viewed at a global

level, it must be clear that health is still an unevenly distributed commodity today. At

the same time the more privileged part of our world is facing problems as well, for which

no ready solutions are available. From many sources it has been argued in recent years that

the basis of the medical care system in the western world needs a critical revaluation.

Several phenomena of the current system are under discussion. The marked rise of public

health expenditure causes much concern. Apart from the economic implications, it has been

noted that this increase does not reflect a greater output in terms of the general level of

health of the population. Even a higher degree of specialization and technological
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development apparently has its limitations. No country is as healthy as it could be; no

country does as much for the sick as it is technically capable of doing; and no nation is

wealthy enough to avoid all avoidable death. Resource limitations are manifest everywhere,

even in the most privileged countries of the world. We have to recognize the scarcity of

resources and the need to allocate them as effectively as possible. That means any given

society has to make choices. The creation of a health care system where choices can be
made in the public interest and not by the medical profession alone requires insight into the

view of what people actually need and want, but also insight into the background of the
medical care system. It involves also demystification of medical care. Although it seems

premature at this stage to draw any specific conclusions I would like to emphasize here that

this dialogue on the basic issues at stake is worthwhile in itself. It may clarify both the

strength and the weakness of the established system, it may sharpen the perspective of the
decision -maker as to new approaches in the field of public health.

Mr President, while the structure of medical care in the industrialized world is under

discussion, the health challenges in the developing countries call for immediate international

action. As has been amply commented upon by the Director -General, good health is both a

dynamic force and a reflection of socioeconomic development in general. We therefore fully

agree that priority is given to the provision of primary health care as an integral part of
overall development; as there is no blueprint for the design of such services, imagination

and creative thinking will be needed. Ultimately it is a matter of political will, both
national and international, to provide the means for converting promising thoughts into

productive action.
My Government has actively contributed to several programmes coordinated by the World

Health Organization. In concluding my statement, Mr Chairman, I am very pleased to confirm

today the intention of the Netherlands Government to continue to provide extrabudgetary

support to this Organization. As a matter of policy priority will be given to those areas
where health improvement is likely to be conducive to overall development in the poorest

countries of the world.

The ACTING PRESIDENT (translation from the Spanish):

I thank the delegate of the Netherlands. Before giving the floor to the delegate of
Zambia I shall take the liberty of stressing what I said last year, when I referred to this
point in my statement as delegate of Costa Rica. I am doing so above all because I have
not put my name down to speak during these plenary meetings, nor do I propose to do so, and
that is why I am taking this opportunity to repeat what I said last year, namely that I am
fully convinced that all countries are making some effort, be it small, systematic, large
or enormous, in the field of health. Unfortunately not all countries have definite and
feasible goals, nor are all the resources which could be devoted to health actually being

devoted to that use at this time. My country, which spends 30% of its general budget on
health, is making an effort, and this is the fundamental aspect to which I should like to

allude. All of us, as Member States of the Organization, although we know that on the whole

our countries are short of resources to cope with national health problems, insist on spending
public money on meetings the costs of which would serve to vaccinate children everywhere

against every kind of disease, probably in the majority of the small, poor and underdeveloped

countries. While first apologizing for taking the floor, I should like once more to say
that we should call for an effort to be made to change the practice, which I would term
irrational, of spending millions of dollars on meetings which in the final analysis bring no

benefit to humanity. That is my personal opinion; let us then request and help the
Director -General to change once and for all this wastage of everyone's money. By so doing
we should, I believe, be making a common effort to provide a little more money for the children
everywhere that we should all like to keep healthy and immunized.

Dr BULL (Zambia):

Mr President, I would like to thank and congratulate the outgoing President and Vice -
Presidents for the capable way in which they handled the last World Health Assembly. To

the new President and Vice -Presidents, I offer my congratulations, best wishes and cooperation
in your task of guiding us through the deliberations of this year's Assembly.

The Director - General and the Secretariat deserve our commendation for another excellent

Report on the activities of the World Health Organization during the year 1975. The Report
is inspiring, and the Director -General's provocative and pertinent statements clearly identify
the guiding principles for a more effective approach in attaining our objectives of reaching
the masses of our populations in the remote and rural areas of our countries.

The dilemma of an effective and adequate primary health care in the rural areas of Zambia
has been the subject of both political and technical discussions in my country. The neces-

sity for community involvement was never in doubt, but the mechanism for mobilizing this
community action called for cautious consideration. While the provincial health services
have always enjoyed a considerable degree of autonomy, it was even felt that the provincial
health decision- makers could not be sufficiently motivated by the aspirations of the men in



FIFTH PLENARY MEETING 123

the villages. A decision was consequently made to decentralize primary health care and
transfer this from the Ministry of Health to the local authorities. This new exercise becomes

operational in January 1977. To keep standards uniform and acceptable, the Ministry of

Health will still retain overall guidance, mainly in technical matters. We are looking for-
ward to the successful implementation of this policy, which, it is hoped, will result in
additional and more active community participation in primary health care.

The communicable diseases, with the exception of smallpox and cholera, still pose a
considerable problem in my country. Smallpox, thanks to intensive action by the World Health
Organization in collaboration with our national health service, was eradicated in 1968, but
surveillance is still in progress. Cholera has never been reported in Zambia. Nevertheless
a National Cholera Committee supported with the necessary equipment and facilities remains in
constant readiness to investigate any suspicious cases of diarrhoea anywhere in the country.
A nationwide campaign for good environmental sanitation is probably contributory to this

cholera -free situation.
We have not been as successful or probably have not taken the same degree of action

against other conditions - malaria, trypanosomiasis, leprosy, tuberculosis and schistosomiasis.
The reasons are obvious, for effective action with the technology at present available calls
for a coordinated and expensive exercise between the health services and other sectors of

Government. It is for this reason that my country welcomes the plans of WHO for intensi-
fication of research and training in tropical diseases. My country appreciates that some
of these conditions posed similar problems many decades ago in the presently developed and

heavily industrialized world. Lack of an alternative mechanism, which should be predomin-
antly based on medical technology, will result in a long period of expectation with an un-
certain duration which may probably extend to a century; My country is therefore in com-
plete agreement with the efforts of WHO for intensified research to seek quick remedies for
these tropical diseases. It is an honour that Ndola in Zambia has been chosen as a centre
for participation in this novel breakthrough in WHO activities in biomedical research.
Zambia will cooperate reasonably in ensuring that the multidisciplinary centre in Ndola
attains its objectives and reaches its targets in record time.

Mr President, the inflationary trend in the world economy has emphasized the vulnerability
of health care in developing countries. The cost of making available sufficient drugs and
vaccines for an effective service has greatly escalated, resulting in the deployment of

financial resources in the purchase of these essential commodities. These are in-
variably manufactured in the developed countries where the expertise is available. An

organization like WHO, which has done a lot in minimizing the cost of vaccines, should
extend its assistance in developing a mechanism for the reduction of the bill of the develop-
ing countries for the purchase of other essential pharmaceutical products. Such assistance
will be highly appreciated. In this connexion, I would like to thank the Regional Director
for Africa for his most valuable contribution of drugs and vaccines in our fight against the
now recurrent meningitis epidemic in my country.

WHO deserves our thanks for its expert help in working out a new and practical programme
for immunization which was recently started in Zambia. This has called for more effective
use of our limited cold -chain system. Assistance in the expansion of this system will be
most appreciated.

As a fairly young nation devoid of a long tradition in health manpower training, our
great need in training of tutors for health professionals remains a priority. This will be
less acute with the launching of a post -basic nurse education programme this year. Again
the Regional Director has been generous in the provision of nurse educators. To strengthen
the teaching staff for the ambitious plan envisaged, additional nurse educators will be of
great help.

The 1975 International Women's Year provided a unique opportunity for stimulating aware-
ness of this relatively untapped source of potential expertise in the reinforcement of all
sectors of the economy. In our health service, a successful seminar on conditions of work
of female health workers was held in the first quarter of this year. Thought- provoking
topics were extensively debated and, with the soul- searching that accompanied the discussions,
it is definite that there will be no looking back. Women in my country are already occupying
high positions in many sectors of Government and industry. It is only logical that the trend
will continue.

The political situation in southern Africa, while greatly improved since the last World
Health Assembly with the independence of Mozambique and Angola, is still far from ideal.
Many displaced and oppressed people in this area are in dire need of the most basic form of
health care. They need not only our sympathy but also our practical demonstration of this
sympathy. WHO stands for the attainment of the highest possible standard of health for all
peoples, and I sincerely believe that the day is not far when the oppressed people under the
racist regimes of Zimbabwe, Namibia and South Africa will join us in this august Assembly.
Until then, WHO should do all in its power to continue to extend and expand humanitarian help
in the provision of medical equipment and supplies to the liberation movements in these
countries.
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Dr AROP (Sudan):

Mr President, Mr Director -General, honourable delegates, on behalf of the Government,
people and delegation of the Democratic Republic of the Sudan, and on my own behalf, I would
like tocongratulate you, Mr President, on your election to this high office. I am sure that
with your abilities, capability and competence you will guide this Assembly and bring it to a
happy and constructive end. Allow me, Mr President, to congratulate the Vice -Presidents and
Chairmen of the committees on their election.

Mr President, a few days before our arrival here the first National Health Conference was
held in my country at which health problems, health care and health delivery systems were
discussed and the technical and socioeconomic as well as the consumer's opinions were

expressed. Constraints were considered and conclusions and recommendations adopted. The
recommendations were consistent with the phased programme of action laid down by the Sudan
Socialist Union, and also consistent with our national health programme that was formulated

in 1975. The phased programme of action stresses the priority for preventive and social
medicine, environmental sanitation, and maternal and child care. The conclusions and
recommendations to which I have referred will constitute a base for our six -year plan for
socioeconomic development in 1977 -1983. President Nemery, in his address to the first
Health Conference, has summarized health and health services development as an integral part

of socioeconomic development.
In his address to this august Assembly, the Director -General has advocated the same

concept. My country has decided on the clearly defined social health goals that it wishes to

attain; has selected the appropriate health technology to be applied; and has the political
will, support and decision, as laid down in its present programme of action of the Sudan

Socialist Union. Economic factors have also been carefully considered. All this has been
contained in our national health programme document of 1975, which has been presented to WHO.
To further supplement our studies on priorities, the primary health care programme for the
country, which is oriented mainly towards maximum coverage of rural and nomadic populations
and phased over a period of seven years, has been formulated in two documents which will
shortly be presented to the World Health Organization. The role of WHO, donor agencies,
friendly countries and donor countries in helping us in the implementation of the programme
has yet to be seen.

Mr President, allow me at this juncture to express my gratitude and thanks to our
Regional Director, Dr Taba, who has continuously and energetically guided and helped us in
making the programme a reality. My thanks to the WHO Representative in the Sudan,
Dr Rafique Khan, who has contributed a lot towards the success of the programme formulation.
The devotion, ability and understanding that enabled the nationals as well as the members of
the team of WHO experts to succeed in achieving this end are greatly appreciated.

Mr President, great efforts are being made in my country to control endemic diseases -
namely, malaria, schistosomiasis, sleeping sickness and onchocerciasis. We greatly appreciate

and thank WHO, Kuwait, Iran and Saudi Arabia for their help, which has enabled us to continue
our efforts for the control of malaria in the most productive area of our country; efforts
are still in progress and further support is needed. Despite our limited resources,
schistosomiasis and onchocerciasis control is being carried out, and our main constraint in

achieving good results in these areas is lack of transport facilities.
The guidelines for our coming six -year plan for socioeconomic development will be:

priority for preventive and social medicine; incorporation of the health component in all new
development projects; promotion of nutrition and health education; training of health
manpower; implementation of the recommendations of the National Health Conference;
implementation of the national health programme and the primary health care programme now
formulated. Since primary health care is now presented by WHO in document A29/22, which has
yet to be discussed, we reserve our many questions in this respect for the time when the
document is discussed.

Mr President, I wish to conclude by reiterating my thanks to the World Health Assembly
for the tactful and careful way in which it has accepted the newly independent countries to
the family of WHO. My congratulations to the People's Republic of Angola which has just been
admitted into our family.

Professor OMAR (Afghanistan):

Mr President, Mr Director -General, honourable delegates, ladies and gentlemen, on behalf
of the delegation of the Republic of Afghanistan, I would like to congratulate you, Mr President,
on your election to high office and also to extend my congratulations to the Vice- Presidents, the
Chairmen of the main committees and other officers of the Twenty -ninth World Health Assembly.

Mr President, my delegation has read with great interest Official RecordsNo. 229 (The
Work of WHO in 1975), ably presented to the Assembly by the Director -General, Dr Mahler. The
Report as a whole, and its introduction in particular, was of great interest to us. Issues
such as primary health care, health manpower development, pharmaceutical substances, maternal
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and child health, nutrition, malaria and other communicable and noncommunicable diseases are
of great interest to our developing health services administration. While, on the one hand,
we concentrate our efforts on the development and completion of the physical infrastructure
for health, on the other hand, we are not ignoring other resource development such as
manpower and facilities. The infrastructure alone may not by itself suffice to meet desired
standards of quality unless a referral system is established from the periphery to the centre.
At the two ends, i.e. the village level at one and the highly specialized institution at the
other, different types of inputs are necessary. The Republican State of Afghanistan, since
its inception, has tried to render health services to the majority of its population. This,

as you know, requires thorough consideration of the resources, matching them with the needs of
the population, and thus coming up with a scientific and practical plan for implementation.
Resources are meagre and needs are great. Luckily, reliable methodology for health care delivery
has evolved and the only difficult problem now for many countries such as ours seems to be
financial. Therefore international and bilateral assistance is required to complement our
earnest efforts and national aspirations for the highest possible level of health for the
majority of the population as reflected in the Constitution of the World Health Organization.
In 1975, the Ministry of Public Health has implemented, together with WHO and also on its own,
a series of planned measures which have contributed to the most favourable prospects for the
implementation of the long -term health plan.

The Government of the Republic of Afghanistan began implementation of its first seven -
year socioeconomic development plan as of 21 March 1976. During the plan period it will
invest 170 billion afghanis to build and strengthen a stable infrastructure for further
development. The health sector has its fair share in these development activities. Yet to
have a desirable structure for health care delivery requires greater expenditure than our
developing economy can bear. Therefore we find ourselves in need of attracting international
and bilateral cooperation.

The primary goal of the Ministry of Public Health is to provide health services to as much
of the rural and urban population as possible. This goal will be achieved by focusing on the
following four objectives:

(1) to reduce infant morbidity and mortality;

(2) to reduce childhood morbidity and mortality;

(3) to reduce maternal morbidity and mortality;
(4) to reduce labour force morbidity.
To achieve these objectives, the Ministry of Public Health will undertake a number of

activities. These activities include:
(1) a childhood mass immunization programme to protect infants and children from
communicable diseases;
(2) a rural water supply programme to deliver safe drinking water to an increasing
proportion of the rural population;

(3) a primary health care programme to deliver basic health services to an increasing
proportion of the rural population that does not have alternative access to modern health
services;

(4) the building, staffing and logistic support of an expanded system of basic health
centres to deliver health services, especially family health services, and to support
the delivery of primary health care;
(5) the building, staffing and logistic support of an expanded system of provincial,
regional and specialized hospitals to serve as a referral system;
(6) a health education programme designed to assist people in making better use of
other Ministry programmes;

(7) a drug and vaccine production programme to support the health delivery programmes
previously mentioned;
(8) an improved and expanded manpower development programme to provide manpower with
technical skills required to run the health delivery programmes previously mentioned;
(9) an administrative development programme to provide increased and improved support
to all programmes of the Ministry of Public Health.

Country health programming, as a means of coordinating priority tasks and resources as
well as providing direction to our effort, will certainly, in the framework of our seven -year
health plan, enhance our efforts in an economic manner and ensure at the same time expeditious
results of our endeavour. We look forward to closer collaboration with WHO, especially in
utilizing its technical capabilities in this process.

While I extend the appreciation and thanks of Afghanistan for the sincere assistance, past
and present, rendered to us by the World Health Organization, the United Nations Development

Programme, UNICEF, the Soviet Union, the United States of America, the Republic of India, the
People's Republic of China, the Federal Republic of Germany, Japan and many other friends,
I would like to suggest that WHO should play a major part in the future coordination of all
cooperation in the area of health, ensuring a coordinated approach towards meeting Afghanistan's
health objectives.



126 TWENTY -NINTH WORLD HEALTH ASSEMBLY, PART II

WHO has had vast experience in assessing the health needs of Member countries and in
finding the resources required for tackling these health problems, both within the Member

countries themselves and through international and bilateral assistance. It is therefore

quite logical to see in WHO the capability to enhance coordination through dispersion of
scientifically based information and the provision of consultancy services that supplement

local resources. WHO field staff should become more sympathetic to the above ideal,
assisting countries such as ours to gain the maximum possible benefit from all their resources,

both internal and international.
Mr President, Mr Director -General, ladies and gentlemen, it is with a strong belief in

this Organization, in its universality and its Constitution that I sincerely wish the
Twenty -ninth World Health Assembly a successful conclusion that will contribute to man's

happiness everywhere.

Mr H. H. SHIN (Republic of Korea):

Mr President, distinguished delegates, ladies and gentlemen, it is my pleasure and
privilege to bring to this Twenty -ninth World Health Assembly cordial greetings from the
Government and people of the Republic of Korea. In addition to the promotion of health
programmes throughout the world, I believe that this conference will contribute greatly to

cooperation and friendly relationships among Member countries. I wish to take this

opportunity to convey on behalf of my delegation our warm greetings to you, Mr President, on
your election, and also to all the Vice -Presidents and committee Chairpersons.

In recent years, the Republic of Korea has made rapid strides in the development of its

economy. During the period from 1962 to 1975, we have achieved an average rate of economic

growth of 9% per year. As you well know, the ultimate goal of economic development is not
quantitative expansion for its own sake, but rather improved social welfare through an
equitable distribution of wealth accumulated in the process of economic growth. Korea is now

at a point in her continuing development at which she is able to devote increasing resources
toward this goal of providing greater social wellbeing for all of her people.

We are now on the threshold of an expanded health care delivery system that will serve as
a first step toward a comprehensive national welfare programme, providing low -cost as well as
high quality health and other welfare services for all Koreans, regardless of their social or

economic status. The fact that national health is of the utmost importance both for economic
development and for the improvement of overall social welfare is well understood. The

successful implementation of a comprehensive health care programme, however, cannot be
achieved by individuals or officials acting alone. Such a programme requires an integrated

effort by the Government, the health profession, and the people as a whole. Accordingly, in
Korea, legislation has established a National Health Council to provide a forum for the free
discussion of issues and the development of a national health policy. The Council is designed
to receive advice in relation to policy formulation from the Korean Health Development

Institute. This Institute has as one of its tasks the development of several experimental
health care delivery projects, which will provide a basis for the implementation of a
comprehensive and efficient national health care system.

Korea's health care programme will help provide increased productivity to the nationwide
New Village Movement, recently launched to bring about balanced development in both urban and
rural areas by means of providing high quality manpower and resources for planned and orderly

growth. In the last five years the New Village Movement has achieved great success in
generating community enthusiasm and determination for self -help in the process of development.
Among the main objectives of this movement are development of rural areas, increased rural
income, environmental improvement, and the strengthening of the cultural and spiritual life of

the Korean people. With the successful completion of New Village Movement projects, many
previously underdeveloped villages have evolved into self- supporting and prosperous new

communities. The many achievements of the Movement are currently being increased and expanded
into a pan -national activity, one which is unprecedented in our country's history.

These and other factors have led to rapid demographic change in the Republic of Korea.
Since 1962, the Government has undertaken a major effort to control the rate of population

growth. Family planning programmes have been vigorously implemented, resulting in a decline
in the crude birth rate over the past 15 years from 43 to 24 per thousand. The national

family planning programme, in combination with increased age at marriage, the legalized
practice of induced abortion, and expanded maternal and child health services, has played an

important role in reducing levels of current fertility. It is felt, however, that the
existing family planning programme may have reached its maximum utility, beyond which it may

not greatly help to further curtail fertility levels. As part of the solution to this
problem, we are now attempting to introduce intensive social programmes in an effort to
generate social conditions favourable to reduced family size. Short -term objectives toward

this end involve legislation, which we anticipate will provide incentives for smaller
families, including tax benefits, scholarship opportunities, and eligibility for public



FIFTH PLENARY MEETING 127

housing. Over the long run, it is felt that individual aspirations for a raised standard of

living, coupled with intensive programmes of population education beginning at the early
levels of schooling, will bring about desired changes in society's norms concerning family
planning.

So far, I have painted a rosy picture of health care services to be developed in the
future. This does not mean that we have not had achievements in the past few years as well.

The most notable of these has been the reduction of communicable diseases through intensified
disease surveillance programmes. Reports show that we have witnessed a 30% reduction in
morbidity from such causes in the last five years alone. Improved basic health services,
both preventive and curative, as well as a growing number of well- trained health workers have
played a major role in this significant decline.

The provision of safe water supplies has been accelerated during the past decade.
Through voluntary efforts of the rural population supplemented by Government support, it is
hoped that this programme will be extended to the entire population in the near future.

One sector which has had an important effect on health care programmes in our country is

the production of pharmaceuticals. Drug manufacturers, by replacing outdated facilities and
techniques with modern ones, have made great progress during recent years and have contributed
not only to national health but also to economic development through the export of considerable
quantities of pharmaceuticals. We are now concentrating our efforts on developing technical
skills and higher levels of quality control in this field.

Rapid economic development in Korea, however, has generated in its wake health problems
common to developing as well as developed nations. For example, industrialization and
increased life expectancy have respectively raised the incidence of noncommunicable diseases,
due mainly to environmental pollution among the working population and chronic diseases among
the middle -aged and elderly. The distribution of existing health services is also unbalanced.
City dwellers are more favoured than rural residents and there is variation in the services
available both geographically and among income groups.

I have shown both bright and not -so- bright sides of the status of health services in

Korea. All considered, our comprehensive health care plan attempts to emphasize equality of
access to health services, efficiency of operation, containment of costs and increased labour
productivity through a clean bill of national health, and a primary health care delivery

service concentrated particularly among infants, the rural population and the urban poor.
We believe that such a service is vital to the continuing social and economic development of
Korea.

We would like at this point to acknowledge the valuable and energetic support we have
received from WHO through its Regional Director, Dr Francisco J. Dy, and earnestly hope that
this support will continue in the years ahead.

May I close my statement by conveying the best wishes of my Government for the success of
this meeting. I hope that my fellow delegates will have the opportunity some day to visit
our hospitable country to learn of its development at first hand. They can be assured of a
warm welcome.

Dr ONYANGO (Kenya):

On behalf of my Minister, Mr Osogo, who has not yet arrived, I am going to read the speech
which he would have read. Thank you very much for giving me the floor. I would like to
begin by joining my distinguished colleagues who have spoken in congratulating you very warmly
upon your election to this important office of President of the Twenty -ninth World Health
Assembly. My delegation wishes you a very successful term of office. I would like also to
congratulate the Vice -Presidents, the Chairmen of the committees and the Rapporteurs upon
their election, and wish them also a successful term of office. May I also take this
opportunity to thank the President, the Vice -Presidents and the Chairmen of the committees of
the Twenty- eighth World Health Assembly and also the Chairman and the members of the Executive
Board for the good work they performed on our behalf in 1975.

Mr President, I feel I must very heartily thank the Director -General of WHO, Dr Mahler,
the Deputy Director -General, Dr Lambo, and all the WHO staff for the heavy responsibilities
which they carried so efficiently in 1975. I am confident that they will continue to
shoulder their respective responsibilities this year and in the succeeding years. The good
work performed by WHO is clearly shown in the Annual Report of the Director -General on the
work of WHO in 1975. The Report covers very important fields of health, and my delegation
feels that the programmes or the activities covered in the Report are in accordance with the
requirements of the Assembly. It is also important to note that, in spite of the unstable
and unpredictable economic situation in the world, WHO has managed to continue to provide
important health services. I am also happy to note that important activities have continued
to improve. These activities have covered different fields, including communicable diseases,
deficiency diseases, environmental health, manpower development, strengthening of health
services, noncommunicable diseases, and research.



128 TWENTY -NINTH WORLD HEALTH ASSEMBLY, PART II

The address given to the Assembly by Dr Mahler on Tuesday, 4 May 1976, was as much a
challenge as it was thought -provoking to us all, and it is important that we give it its due
consideration.

I would now like to say something about Kenya. I shall very briefly touch on four main
important topics, namely our health development programme, development of health manpower,
communicable diseases, and rural health services.

With regard to our development programme, I would like to state that Kenya is one of the
countries which have been hard hit by the current unstable world economic situation. Early
this year, the Ministry of Health was forced to re- examine its financial position. The
changes which were made after this exercise resulted in considerable reduction in both the
capital and recurrent expenditure of my Ministry. However, the Kenya Government has given
an undertaking to ensure that the essential development and essential services shall continue.
It is to be hoped that this unpleasant worldwide economic situation, which many countries are
now facing, will soon come to an end.

On the development of health manpower, we are, and have always been, grateful for the
valuable assistance which WHO gives in the field of training of teachers óf health personnel.
We would, therefore, like the programme to be expanded and extended to cover all health
disciplines. It is in this respect that we earnestly solicit assistance from WHO. I wish
to report that our Faculty of Medicine in the University of Nairobi is making steady progress
in spite of various chronic problems such as shortage of teachers and funds. The annual
output of doctors is now about 100. It is, of course, the only Faculty of Medicine in Kenya,
expected to produce doctors to serve a population of 13 million which is growing at the rate
of over 3% per annum. Training in pharmacy and in dental surgery has recently been
established at the Faculty.

Mr President, communicable diseases continue to constitute a major public health problem

in the country. The major communicable diseases, particularly in 1975, were measles,
poliomyelitis, tuberculosis, tetanus and cerebrospinal meningitis, to mention but a few.
Smallpox is no longer a problem in Kenya. The last cases, all of which were imported,

occurred in February 1972. Credit goes to WHO for this great success. Gastroenteritis runs
second as a major cause of mortality in Kenya, being surpassed only by pneumonia. Since

December 1974, cholera has been in the western part of Kenya. In December 1974, there were

413 cases and 43 deaths. In 1975, the figures were 1120 and 31 respectively. During the

first quarter of this year, there have been 498 cases and 14 deaths. The disease has remained
confined to western Kenya and the risk of it becoming endemic remains. With regard to
tuberculosis, there is a definite decline in the incidence of the disease, particularly in

those under 15 years of age. Tuberculous meningitis in children is becoming uncommon,

perhaps indicating the value of our BCG vaccination programme. Credit goes to WHO and UNICEF
for the success which we have had in our tuberculosis control programme. Outbreaks of
cerebrospinal meningitis used to be very rare in Kenya, but since 1974 there have been several
outbreaks of this disease in a number of districts in the country. Control measures
consisting of chemotherapy, chemoprophylaxis and vaccination have been carried out. The

major vector -borne diseases in Kenya are malaria, schistosomiasis, filariasis and leishmaniasis.
Sleeping sickness and onchocerciasis have virtually been eliminated as a result of control

measures which were WHO- supported. Malaria is still prevalent in the coastal areas and in

the Lake Victoria Basin. The Anopheles control research project which has been supported

by WHO in Kisumu is planned to come to an end this year. It is feared that its sudden
termination would pose the danger of a malaria outbreak in the area, and we therefore request
that the termination of the project be phased out, to enable us to work out our own control

programme. Schistosomiasis is a major health problem, with up to three million people affected

at the present time. A WHO- supported programme of research into the immunological aspects

of schistosomiasis is being undertaken. Studies are also being conducted on morbidity,

population dynamics of the snail hosts and the effectiveness of certain drugs. Similarly,

studies on methods for the control of filariasis are being undertaken in the coastal areas of
Kenya, where it has been found that both culicines and anophelines are involved in the

transmission of this disease. Kala -azar occurs in the drier areas of Kenya where the sandfly

vector is prevalent. Research on the biology of this vector is currently being undertaken.

The problem of the resistance of the parasite to pentosam is causing some concern.
Lastly, Mr President, may I give a brief statement on our rural health services. Our

Government is committed to a policy of social justice in the country. The aim of this policy

is to develop economic and social services to benefit the whole population. During the

present decade emphasis is to be given to health services in the rural areas, where 90% of

the population live.
In conclusion, I wish to acknowledge and appreciate the assistance we have received and

continue to receive from international, bilateral and private agencies in the field of health.
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Dr TUCHINDA (Thailand):

Mr President, Mr Director -General, honourable delegates, ladies and gentlemen, it is

a great pleasure for me, on behalf of the delegation of Thailand, to congratulate you,
Mr President and Mr Vice -Presidents, on your election to your high and distinguished offices.
My delegation also expresses its most sincere appreciation of the Director -General's

excellent Report.
When we read the Director -General's introduction to the work of WHO in 1975, we found

ourselves in enthusiastic agreement with the emphatic affirmation that the Organization has

a part to play in establishing and maintaining the New Economic Order. Indeed, we support
the idea that economic development is a part of the work and the mission of WHO. The

question is whether we, health and medical people, are willing to do our share in bringing
about the changes that are necessary for the development of the New Economic Order. Clearly

we cannot do this alone, for this is a multisectoral effort; and it is in multisectoral

development that we can and must play a vital role, because human beings are, without any
doubt, the most important asset for development, and the sole purpose of development must be

the promotion of mankind.
I would like, with your permission, Mr President, to review briefly what we have tried

to do in Thailand in respect of this multisectoral effort which constitutes, to our mind,
the prerequisite for the fulfilment of WHO's mission.

We have completed country health programming which was a truly national process under
the sponsorship of our national planning commission. The health sector development plan,

elaborated through intensive collaboration with WHO and in coordination with other national
sectors and other United Nations agencies, is ready for integration into the next five -year

socioeconomic development plan, which comes into force later this year.
In our development programme, we have a primary health care scheme which, within five years, will

cover 50%of our villages. I would like to emphasize that this is not at all another extension
of the government health services, but a simple health and medical care system which will be
initiated, developed and controlled by the rural communities themselves within the framework
of their basic social and economic development and in accordance with the community political

and cultural background. The intervention of the government administration is limited to

training, advice and general support. We will act as catalysts for mobilization of the

community resources and creativity. As far as the health services are concerned, they will
be entirely designed to help to back up our poor rural communities in their efforts towards

health, and, hopefully, towards socioeconomic self reliance.
Earlier, I mentioned coordination, and we purposely want to put specific emphasis on

this vital concept. We have made, through collaboration with WHO, a modest start in multi -

sectoral coordinated planning and development. We believe that, while our beginnings are

modest, they are significant. We know we still have much to do in this domain.
However, Mr President, while we always try to consider our shortcomings and successes

with all possible objectivity, we need some assurance that our efforts are developing in the

right direction. We have just obtained this assurance from the highest possible authorities:
recently the Director -General and the Regional Director for South -East Asia visited our

country, and we were very happy to hear them say that, from what they had seen in a pilot
province and in the Ministry of Public Health, we were probably on the right track in our
endeavours to improve our management and to develop primary health care. This, we hope, will

be confirmed in the future by the consumers, the Thai people, themselves. We are also happy
to report that our initial and modest successes in primary health care and management are
accompanied by a sizable success in population control; we believe that at the end of the

present socioeconomic plan, i.e., at the end of 1976, we will have brought down the population
growth rate from 3.1% in 1972 to 2.5% per year.

Obviously, not all problems are solved. For example, we have difficulties with our

malaria control programme, as is the case in many countries; we have identified difficulties

in our immunization programme; and the use of narcotic drugs has spread, especially among

young people. Activities in environmental health have been strengthened with the development
of community water supply systems, although much still remains to be done.

Although at present there is expertise in Thailand in the classical traditional medical
and health fields, we still need expertise in management. We emphatically believe that WHO

must be strongly equipped in the various fields of management in order to meet the needs of
an ever - increasing number of countries. We feel that the provision of traditional WHO
assistance, including individual experts whether they are WHO staff members or not, is a very
small aspect of the role of WHO. We need a partner in multisectoral development, a partner
through whom all possible technical and managerial information, innovative approaches, tech-
nical, moral and ethical support will be made available to us. We are, at the same time,
willing to offer our partner, i.e. WHO and all Member States, all information concerning our
endeavours in any field, including our successes and our failures, and to share our experiences
for the benefit of the people. We are indeed working towards the objectives stated in the
Constitution of WHO, and not for building up an expensive and irrelevant technocracy.
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We would also be glad if Thailand became a place where possible avenues for the new

collaborative role of our Organization were explored. We might fail. But if we do not try

we are certain that we shall not succeed in meeting the challenges offered by this incoherent

and dangerous world. We believe that with our WHO colleagues in Thailand, and with the
strong support of the Director -General and the Regional Director for South -East Asia, we have
made a small initial but possibly vital step in the right direction.

Mr President, I wish to thank you for this opportunity to address this Assembly. I

wish success to the World Health Organization in its work and efforts to improve the health
of all the peoples of the world.

Mr FEDELE (Assistant to the Secretary of the Health Assembly) (translation from the French):

Mr President, the delegate of Nepal has asked to speak in his national language.
In accordance with Rule 86 of the Rules of Procedure of the World Health Assembly, an
interpreter provided by the delegation of Nepal will read simultaneously the text of the

speech in English.

Mr JHA (Nepal) (interpretation from the Nepalese):l

Mr President, it gives me great pleasure to congratulate you on your election as

President of this World Health Assembly. I am sure that this Assembly will come to a fruit-

ful conclusion under your able guidance. I would also like to extend my felicitations to

the Vice -Presidents of this Assembly.
Mr President, in our country, Nepal, all -round development is taking place with

remarkable success under the able and foresighted leadership of His Majesty the King Birendra
Bir Bikram Shah Deva through the medium of the partyless democratic Panchayat system. In

the sector of health, also, we have been grappling with the avowed enemies of mankind - disease
and hunger - in spite of various difficulties and constraints, like lack of communication,
shortage of trained technical manpower,deep- rooted superstition of the common folk, and

inadequate resources. This has culminated in the eradication and control of certain diseases,

whereas, in the case of some, we are facing difficulties due to lack of resources: the

malaria eradication programme can be taken as an example.
The spirit of the resolution passed by the United Nations General Assembly in 1975

regarding the New International Economic Order has to be reflected in the field of health

also; achievements in the field of health will certainly reinforce such an Order.
His Majesty's Government has given special consideration to providing integrated primary

health care to the rural population. In this connexion, I would like to quote His Majesty

the King's address to the National Panchayat, which runs as follows: "My Government is

formulating a long -term health plan for the gradual development of health services in the

country. It is expected to raise the level of health of the common people by providing
primary health care even to the inhabitants of remote and backward areas of the country." In

the long -term health plan, which is nearing completion, special provision has been made for
effective primary integrated health care to reach the rural population without delay.

International Women's Year was celebrated in Nepal with various programmes. Mention
may be made of the training programme conducted for village midwives under the health sector.
This will help in the delivery of safe and hygienic maternal care. This sort of training
programme has been emphasized in the long -term health plan and will be conducted more exten-

sively in future. Likewise, great stress has been laid on the training of middle -level
health manpower to overcome the shortfall.

In Nepal, many people suffer from malnutrition and undernutrition. Beginning in the
current fiscal year, His Majesty's Government has established a nutrition unit and started
a nutrition programme. The World Health Organization's support is sought in this new
endeavour.

The malaria eradication programme in Nepal was running smoothly, but for the last few
years the programme has been facing difficulties due to lack of resources, especially insecti-
cides; we have given high priority to this programme and have been able to tide over the
difficulties with the support of USAID, UNDP and WHO, combined with our own resources. There
is apprehension that we are not going to have smooth sailing in the future. Hence uninter-
rupted support is necessary from the United States of America as well as from international
agencies. Recently, a consultative meeting on malaria was held at the Regional Office for
South -East Asia, in New Delhi, in which, in view of its importance, a senior Assistant Director -
General of WHO participated; a resolution to allocate 2.5% of the budget of the South -East
Asia Region to research on various aspects of malaria, with an equal amount of funds from WHO
headquarters, was passed. Research on malaria and leprosy, two major health problems of
the South -East Asia Region, is overdue. Hence it is desirable to establish research centres
in this region on a priority basis.

1 In accordance with Rule 86 of the Rules of Procedure.



FIFTH PLENARY MEETING 131

In our country, safe potable water supply is available only to a few people, and only
in negligible quantities for the rural population. Through the provision of safe water
supply, many communicable diseases will automatically cease to exist. A helping hand from
international agencies and friendly countries will be welcome in this field as well.

The fact that smallpox is going to be eradicated from the surface of the earth is a
unique achievement in the history of public health. Efforts in Nepal also have been
fruitful, and no case of smallpox has been detected since 6 April 1975. It is time for
WHO to get motivated to start campaigns against other communicable diseases which are deci-
mating the population. We do hope that WHO will participate in the launching of a suitable
expanded immunization programme in Nepal.

WHO's slogan this year on the prevention of blindness is timely. We are also working
in this direction within our resources.

Finally, I would like to express grateful thanks on behalf of His Majesty's Government,
and on my own behalf, to WHO and friendly countries for their support to Nepal.

Sir Harold Walter (Mauritius), President, resumed the presidential chair.

Mr AL MANAA (Qatar) (translation from the Arabic):

Mr President, Mr Director -General, distinguished delegates, ladies and gentlemen, on
behalf of the delegation of Qatar I congratulate you most sincerely on your election to the
presidency of this Assembly. We all hope that under your wise guidance we shall arrive at
constructive resolutions and recommendations that will be of benefit to mankind. I should
also like to congratulate the Vice -Presidents and the Chairmen of the committees on their
election to their important posts and to wish them every success. Further, I should like
to convey to you, and to all the members of this Assembly and the workers in our great
Organization, the greetings and good wishes of His Highness the Emir of Qatar, who follows
with the keenest interest and appreciation the activities of the Organization and its immense
and unremitting endeavours to raise the level of health throughout the world and to combat
disease, the principal enemy of mankind.

I warmly congratulate the Director -General, together with his assistants, on his
comprehensive Report and on the Organization's achievements and present and future projects
for the benefit of the countries of the world - projects inspired by the belief that health
is a fundamental right of every human being. This requires immense human and material
resources which can only be made available if there is full cooperation between countries
and the Organization to enable it to perform its great duty to the world as fully and
effectively as possible. Today, after 29 years of struggle against disease and notwith-
standing the great achievements of our Organization, the world still faces enormous health
problems affecting both the advanced and the developing countries. We are still, however,
guided by the hope that we shall be able to overcome most of these problems if we all work
together. This has been the case with smallpox and, God willing, our Organization will
achieve other such victories in the not - too- distant future.

One problem claiming world attention today is that of human settlements. International
organizations are organizing conferences and seminars in the hope of finding a positive
solution to this universal problem, which directly affects the health of the community and
the individual. For a number of years we in Qatar have been making considerable progress in
this field. Under the direction of His Highness the Emir we have been providing healthy
housing for all our citizens. There is a people's housing project for those with low
incomes, which differs from similar projects in other countries in respect of certain special
features and facilities, the most important being that the State gives the beneficiary the
necessary land free of charge, lends him the money to build a house on it of a size suitable
for his family, insures the house against fire, provides a further loan, repayable in easy

instalments, to help with the furnishing of the house, and waives all its rights in the event
of the beneficiary's death. The municipal authorities of Qatar are building healthy housing
for workers and supplying them with water and electricity so as to help them and their
families to settle down in decent and dignified living conditions. Because of its belief
in the importance of maternal and child health and of health education for our citizens, the
Ministry of Health has prepared a comprehensive plan for making these services universally
available and establishing new centres in populous areas, with the help of advisers from the

WHO Regional Office and from the United Nations Children's Fund. We hope that these
services will be comprehensively developed in the near future; and we are also establishing
new school health centres in other cities besides our capital of Doha, to look after the
health of schoolchildren of both sexes at all stages of their education. Furthermore, the
Ministry is carrying out large -scale vaccination campaigns, covering the whole country
including outlying areas, against poliomyelitis, measles and other diseases. It is also
planning a full -scale tuberculosis surveillance campaign and implementation of the plan
prepared by an expert dispatched to Qatar at our request by the WHO Regional Office, which
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is unfailingly helpful in providing us with the advisory and technical services we need.
Finally, Mr President, I should like to express my sincere thanks and appreciation to

our Regional Director, Dr Taba, and all his staff at the Regional Office and in the field,
for their valuable and fruitful efforts to help raise the level of health in the countries

of the Region. We also thank the Regional Director for so generously acceding to our
request for the appointment to Qatar of a WHO Representative, for whose services, experience
and valuable efforts in all fields of our nation's health we are truly grateful.

Dr LOPEZ MARTINEZ (Mexico) (translation from the Spanish):

Mr President, on behalf of the Mexican delegation I have pleasure in adding my
congratulations to those you have already received on your election as President of this

Assembly. I am sure that your ability and experience will be decisive factors in ensuring

the success of our discussions and the adoption of important decisions for the benefit of

international health. I must also congratulate the Vice -Presidents and the Chairmen of the

main committees on their election.
Furthermore, I sincerely congratulate the Director -General, br Mahler, on his magnificent

Report and the bold message he has given this Assembly. His interpretation of the social

implications of health and the strict subordination of politics, economics and technology
to health purposes is fully in line with the desires and efforts of my Government. In

particular, I appreciate the objective manner in which he deals with the health situation and
the progress made in the different Regions, his clear perception that efforts to improve
environmental health must form part of overall development plans, and his emphasis of the
fact that the rural population and those living on the outskirts of urban centres should

be given high priority in these programmes.
In Mexico, health has entered a new phase of achievement. In recent years my

Government has paid particular attention to establishing national policies for dealing with
problems of outstanding social importance, to stimulating the efforts of institutions to
fulfil their responsibilities, to pursuing social welfare activities, and to allocating
greater resources for extending and consolidating the health infrastructure so as to adapt

the services to an increasing population. The national health plan, which has been in

operation since 1974, has encouraged joint programming between health sector institutions
and the creation of an atmosphere which is more propitious for coordination.

We consider that basic sanitation services have a great influence on the improvement of

health. Consequently, one of the fundamental aims of our health policy is to look after
this field, particularly in the rural areas and in depressed urban areas, with the aim of

improving the conditions prevailing there. These measures have helped to bring about a
considerable reduction in child and pre -school -age mortality rates, in addition to
stimulating industry, encouraging tourism, and promoting the exploitation of resources in
insufficiently developed areas.

The movement of large population groups to urban centres, industrial development and
the growth of transport systems have all created pollution problems that affect the health

of the inhabitants concerned. In order to help control this problem, relevant legislation has

been enacted, appropriate supervisory bodies have been created, and the capacity of the public
sector has been strengthened so as to carry out intersectoral programmes which are commencing

to give satisfactory results. In addition, large -scale popular housing programmes are

being implemented, and a general law on human settlements is planned which will enable better

use to be made of urban spaces.
We agree with the importance assigned to psychosocial factors and the organization of

services in the Report of the Director -General. For some time we have been paying attention

to community organization, the structure and function of the family and social groups, and
the nature of the institutions and the environment in which they live. The recognition that

community participation is a prerequisite to achieving active health has provided the founda-
tion for a national movement to organize health committees among the population, the work
of these committees being linked to the structure of the services in the search for and
application of alternative ways of resolving the problems encountered.

We are sure that these activities have played a part in the advances made in improving

the health of our people. General and child mortality have been reduced, diseases
preventable by vaccination have disappeared from among the first 10 causes of death, and a

significant drop is noticeable in the incidence of poliomyelitis, measles, whooping cough

and other communicable diseases. In the same way, there has been a considerable increase
in coverage as regards care given to the sick, especially in rural areas, and efforts made
to increase the feeling of responsibility of families as concerns reproduction have resulted
in the adhesion to the family planning programme of nearly two million women. However, it

must be admitted that we are encountering many problems in speeding up this process. The

increase in, and dispersion of, our population, the rapid growth of the urban areas, the
rising demands for services and the inadequacy of resources are all problems for which no
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satisfactory solution has been found, since they combine geographical, economic and social

factors. My Government has considered these problems with the greatest care and is making
considerable efforts to overcome them on the basis of an objective assessment of the
prospects, both favourable and unfavourable, of attaining the goals of progress and social
justice we have set ourselves.

I must not fail to express our gratitude to the World Health Organization for the support
it has always given us in our work. In particular, I should like to thank Dr Hector Acuña,
Regional Director for the Americas, for his interest, collaboration and assistance in carry-

ing out our programmes.
Mr President, in conclusion may I express my best wishes for the success of this Assembly

and may I hope that the tenacity, resolution and prudence combined with daring which have
characterized the work of our Organization continue to be shown, with the support and
cooperation of the Member States - for now, more than ever, the achievement of the great
tasks in which we are engaged calls for increased efforts and a joint will to work for
health and world peace.

Dr SAIED (Panama) (translation from the Spanish):

Mr President, I am the bearer of cordial greetings from the Government and the people

of Panama to all the delegations present at this Assembly. I should like to take this
opportunity, Mr President, to congratulate you and the distinguished delegates who have been
elected as officers of the Assembly, and especially the Director -General, Dr Mahler, for
his magnificent address, which should serve as a stimulus, guide and example for all the
countries of the world.

We have great pleasure in reporting to this Assembly on the most outstanding health
events which have occurred during the past year in Panama and which show a very favourable
trend, based on the successes achieved during the last five -year period. In Panama we lay
most emphasis on protection of the health of the family, as the nucleus of the community,
through the family health programme with all its different branches for protecting the health
of mothers, children and adults so as to ensure the full health of society and thus guarantee
the participation of the family in the work and development of our communities. The health
indicators of our population reflect the correct orientation of our health policy. Last

year the birth rate was 31.6 per 1000 inhabitants, which indicated a slight fall in the
growth rate of the population. The most common communicable diseases, such as

malaria, tuberculosis, whooping cough, tetanus and measles, continue to show considerable
drops in incidence. Not one confirmed case of poliomyelitis has been recorded in the country
during the last four years.

At present health coverage is being extended in accordance with the plan of work of the
different sectors and through the gradual extension of the benefits of development to marginal

population groups. This has been made possible by defining and establishing levels of care,
laying stress on primary health care. In view of the difficulty of having available at
short notice adequate high quality manpower resources, which call for a long, costly and
complex training, and bearing in mind the fact that our communities are calling for immediate
health care, we have concentrated on the training of less highly qualified personnel, with
the definite function of giving minimal health care to small, dispersed communities.

An example of this is the Community Nursing School in Panama. The post of medical assistant,

which is legally recognized, has also appeared in our health system. Most of these personnel
are trained using local resources and in a decentralized manner, so that they are suited to

the conditions in the communities where they work. We are also making use of environmental
health nursing auxiliaries as well as nutrition auxiliaries and health assistants, with the
resolute and dynamic participation of the communities and under strict supervision by more

highly qualified technical personnel. In this way action centres for this method of work
which are less expensive and easier to run are being set up in each health region of the

country.
Despite the magnitude of the malnutrition problem all over the world and although it is

the greatest obstacle to the wellbeing of the population of most of the countries represented
here, it is not the problem to which we assign greatest importance or devote most time in

our discussions. Since economic development is slow and the improvement of the precarious
nutritional status of a large part of the population cannot depend exclusively on development,
we have regarded as adequate nutrition programmeswhich incorporate supplementary feeding
activities in certain special areas, as we shall see later on. Since the causes and effects

of malnutrition involve many sectors, the solution of nutrition problems must also be multi -

sectoral.
In Panama we have been able, by means of nutritional and regional surveys made in 1967

and in 1975, to assess the size and complexity of the malnutrition problem, which affects
approximately 68% of the children under 5 years of age living in rural areas. Of these, 46%
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are suffering from first degree malnutrition, between 10 and 20% from second degree malnutri-
tion, and between 1 and 2% from third degree malnutrition. Deficiencies of the protein -
energy type, as well as in iron, certain vitamins and iodine, are the most important ones

encountered.

By means of aggressive community health programmes, with the active participation of
the communities, organized in health committees, and the support of the health team, Panama
has succeeded in significantly changing the morbidity and mortality pattern of the country.
The three main causes of death are at present heart diseases, malignant tumours and accidents.
Whereas in 1967 the infant mortality rate was 45 per 1000 live births, in 1975 the preliminary
figures indicate an infant mortality rate of 29.5 per 1000 births. Mortality from 1 to 4
years of age fell from more than 9 per 1000 to under 4.5 per 1000 over the same period. The

endemic goitre rate dropped from more than 16.5% to under 6 %.

By the 90's Panama will have doubled its present population of 1.6 million, according to
present demographic trends. The action we take in the next 20 years to increase national
production and national income, to improve the distribution of this income and food, and
also to educate the people so that they change unsatisfactory dietetic habits, will perhaps
prevent us having half a million undernourished inhabitants by that time.

Through integral health programmes, the Ministry of Health of Panama is participating,
together with other sectors of the Government and the population, in improving environmental
conditions, drinking- water, waste disposal, disease control, and food production. At
present the Ministry of Health and organized community groups are working on hundreds of
farming projects and we have planned additional projects for the next two years. In this

way thousands of families have been incorporated in production and are obtaining suitable
food from these activities for improving their diet. Vegetable gardens and cereals are
being cultivated and projects for the production of animal protein are under way. Together
with these food production activities, the communities organized in health committees and
communal boards are actively participating in the solution of their drinking -water problems,
by constructing wells and aqueducts with the technical guidance of the Ministry of Health.
At present 100% of the urban population and 62.7% of the rural population have a drinking -
water supply.

Thanks to this joint effort by the Government and the communities, the targets set up
in the Ten -Year Health Plan for the Americas have been exceeded. All integral development
projects have important social and health effects. The population is not only taking
positive steps towards a solution of its problems, especially hunger, but is also establishing,
through joint work, the necessary links for a better social life. Our Government realizes,
nevertheless, that the process of integral development is an undertaking which gives medium -
and long -term results, and that there are large groups of families in the country requiring
urgent governmental action to decrease mortality rates.

Consequently, in certain areas our nutrition programme incorporates supplementary feeding.
In these cases the nutrition programme comprises two stages. In the first, food rations
are distributed to the families affected, and intensive nutrition education activities are
simultaneously carried on by the Ministry of Health and the Ministry of Education. Children
under 3 years of age receive a special vitamin and iron enriched mixture, while those above
that age receive rations consisting of cereals which they will have to grow later on; the

second stage comprises community organization and education activities, and particularly the
promotion of agricultural production and of integral community development, through programmes
similar to those under way in the rest of the country, in which nutritional and health improve-

ment is a consequence of the social and economic improvement of the population. All these
programmes, which represent a tremendous effort on the part of the Government and the communi-
ties, must be backed up by activities for improving land- holding, production systems, and the
distribution of wealth - the essential causes of these problems.

Sir Henry YELLOWLEES (United Kingdom of Great Britain and Northern Ireland):

Mr President, distinguished delegates, may I first congratulate you, Mr President, on the
high honour bestowed upon you and your Vice -Presidents. May I also thank you for the
inspiring presidential address which you delivered to this Assembly on the morning of 5 May.
Your firm and understanding guidance over our deliberations will be most welcome.

In his Report the Director -General has once again successfully shown how the important
parts of the programme of WHO can be preserved within the constriction of a budget which is
virtually a standstill budget in real money terms. We know that these constraints must be a
great frustration to him, when he is so aware of the vast unmet needs of those who live in the
underprivileged regions of the developing world. I would like to congratulate Dr Mahler on
his Report and also on his thoughtful and challenging address to this Assembly. It was an
outstanding presentation.

First, we welcome specially the programme for assisting countries setting up national
health services, where the aim is to provide access for all to acceptable and appropriate
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health care systems. The programmes for strengthening health services and for health
manpower development are essential supporting elements in this activity.

Secondly, we have particular interest in the important special programme of research into
tropical diseases, and especially into those diseases which have such a profound effect on
morbidity in the developing world - malaria, in particular. We view the progress made so far
with the concern of those who want it to succeed, and who hope to play a significant part in

that success. As this programme depends so much on the provision of extrabudgetary resources,
we commend it to the sympathetic attention of those countries and institutions best placed to
help. We wish its Director, Dr Lucas, well, especially when he comes to make firm proposals
to give effect to the advice received from the task forces set up for each disease.

Thirdly, we attach importance to the programmes designed to extend the technical
expertise in the provision of safe drinking -water supplies and sanitary waste disposal.
This effort is an example of a sector which is not strictly medical, yet, as we all know, it
could transform the health situations of those who do not yet possess a sanitary environment.

Once again we congratulate the Director -General on the continuing success of the

smallpox eradication campaign. The last phase is of vital importance, and the United Kingdom
was pleased to be able once again to help by making a further special donation to contribute to
the successful conclusion of this unique activity. We shall all need to consider very
seriously how and where cultures of the smallpox virus should be stored after the successful
conclusion of the eradication campaign. We hope that this will clearly be seen in a global
context and not as a narrow national matter. We hope that the meeting of the Committee on the
International Surveillance of Communicable Diseases due to be held in November this year will
give this matter priority consideration.

We understand that the year 1979 may be designated as International Year of the Child.
In this connexion, we see as worthy of special attention the synergistic programmes relating
to mother and child health, paediatrics in the developing world, nutrition, health education
and population policies. We intend to give specific priority and encouragement to the group

of disciplines concerned with these programmes, and are already giving increased assistance to
paediatric units in Liverpool and London which are particularly concerned with Third World

problems. We also intend to encourage them in our contributions to the fellowship programmes
taken in the United Kingdom.

In these difficult times, Mr President, the work of this Organization continues to be a
fine example of coordinated activity among the Member nations for the good of us all. We
look forward to playing our continuing part.

Mr ODARTEY- WELLINGTON (Ghana):

Mr President, Director -General, Vice -Presidents, ladies and gentlemen, I must first of

all, Mr President, on behalf of the Ghana delegation, congratulate you on your being elected
President of this august Assembly, as well as the Vice -Presidents and the Chairmen of the

committees. I am confident that with your leadership, the assistance of the Vice -Presidents,
and the active cooperation of the Assembly, the meeting will be steered to a successful end.

I wish at this point also to congratulate the Director -General and his Secretariat on the
comprehensive Report which they have produced for the Assembly. A number of health projects

are being undertaken in my country - some internationally, involving neighbouring countries,

and others nationally - and I would like at this juncture to make a few comments on them.
The onchocerciasis control programme has started well, and it is encouraging to note the

success of the larvicide Abate, which has effectively controlled the breeding of the Simulium

along the waterways of the Volta River basin. But we must express concern at the re- invasion

of the southern part of the programme area by adult multiparous blackflies. We are confident

that with further research, and search for the causes of the re- invasion, a yet more

effective control programme will be instituted in collaboration with the national authorities
to help check this re- invasion and thus facilitate the success of the programme.

To this end we are also pleased with the action taken on the establishment of the centre
for chemotherapeutic research at Tamale, in an effort to ensure the efficiency of the known

drugs and also develop new drugs for the control of this disease. On our part we shall make

every effort to provide the resources that will facilitate the planning, conducting and

coordination of the drug trials.
At this juncture we would like to express our gratitude to the Royal Commonwealth Society

for the Blind for the collaborative effort in connexion with this project in the Northern

Region of Ghana, as well as to the international organizations such as WHO, FAO, UNDP, IBRD

and the African Development Bank, and to the donor nations of Belgium, Canada, France, the

Federal Republic of Germany, Japan, Kuwait, the Netherlands, the United Kingdom, and the United
States of America for making funds available for this gigantic international control programme.

This onchocerciasis control programme brings to mind the anniversary of the World Health

Organization. World Health Day celebrations were given a place of prominence during the week

beginning April 1, 1976, when the day was launched with the theme: "Foresight prevents
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blindness ". No better theme could have been chosen at this time of our national development,

especially in the Volta River basin of West Africa, where one million out of the ten million
people are estimated to be suffering from blindness or partial blindness. In Ghana the
prevalence rate is 0.70 %, but this may go as high as 12% in some areas. A week of activities
marked the celebration all over the country, when all the main communication media were
brought into play to educate the people about the causes, diagnosis, management and prevention

of blindness. It is our sincerest hope that, with health education and other activities in
cooperation with other ministries and departments such as Social Welfare, Education and
Information Services, the prevalence of the diseases causing blindness will be reduced.

As a climax to the activities, and also as a beginning of the campaign against blindness,
a National Committee for the Prevention of Blindness has been inaugurated, which is charged
with the responsibility of advising the Government on the best methods of preventing blindness

and improving sight. In this connexion assistance from both internal and external resources

will be needed, and we are confident that the World Health Organization and the International
Agency for the Prevention of Blindness will continue to assist in this campaign of improving
the sight of people all over the world.

Communicable diseases play a major role in morbidity and mortality rates, especially
among children, and account for over 60% of hospital admissions and diseases among this group
in developing countries. These diseases are preventable through effective immunization
programmes but, as we are all aware, the constraints to such programmes include the lack of
resources - human and supplies; the difficulties of transportation; and the problem of

keeping the vaccines under ideal conditions.

It is therefore gratifying that an international seminar was organized in Ghana in 1974,
with the collaboration of WHO, which has resulted in the formulation of an expanded programme
of immunization which seeks to protect all children, especially those in the rural areas,
against the preventable communicable diseases. We are happy to note that all arrangements
are set for the programme to start this month in the pilot areas of the Cape Coast and Yendi
Districts of Ghana. We hope that the outcome of this pilot programme will enable us to
effect a countrywide application of the expanded immunization programme so that we can
eventually reduce the morbidity and mortality rates of these communicable diseases to a low
level. In this connexion we would like to express our appreciation to the Swedish
International Development Authority for its assistance in the programme.

Health manpower development has always been one of the constraints to the development of
health services in the developing countries, and Ghana is no exception. The need to train
more health workers to meet the growing needs and demands on our health services cannot be
overemphasized. To this end the Government has laid emphasis on the expansion of our para-
medical training institutions - such as the nurses' training colleges and the training of
health inspectors and other categories of staff - to increase the output from those
institutions; and pari passu with this is the establishment of a second medical school at the
Kumasi University of Science and Technology in the academic year 1975/1976. There was an
initial intake of 26 students, and we hope this number will increase to 50 when the physical
facilities for the medical school are completed. In this connexion we shall need the
assistance of WHO in technical support of the programme, and we are confident that such
assistance will be forthcoming.

Again, we wish to emphasize the Government's policy of bringing health services to the
people, especially those in the rural areas. In pursuance of this policy the Government is
developing health posts and health centres to offer primary health care to the people, while
at the same time improving existing hospitals to cater for referred cases that require
management in hospitals. The Kintampo project, in which the community is being involved in
the delivery of primary health services, was officially launched last year, and since then
much progress has been made with the assistance of the other departments and ministries,
especially those of Agriculture, Social Welfare, and Education, and also of the Department of
Sociology in the University of Ghana. Baseline surveys have almost been completed, and the
training of traditional birth attendants, dispensary assistants and nutrition assistants is
underway.

With the formation of district, regional and national coordinating committees, the pace
has been set for further action to be taken in involving the community more and more in
the delivery of these health services. To facilitate this programme, plans for developing
the training centre at Kintampo are about to be completed, and construction work will be
undertaken with the assistance of the Department of Social Welfare and Community Development.

Manmade lakes, dams and irrigation projects pose problems of the spread and the control
of schistosomiasis. In order to arrest the spread of the disease, with its subsequent socio-
economic implications, we have the research project on schistosomiasis as part of the health
programme, and we are particularly pleased to note the progress being made in finding
solutions to these problems, namely, breaking transmission from the vector to the host, and
also the trial treatment being undertaken with the metrifonates. It is our sincerest hope
that, with the possible breakthrough, not only will the after -effects of this debilitar:.ng
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disease be minimized but also, with the health of the people well protected, especially

those living by the riverside and near ponds, socioeconomic development will get a boost
which in its turn will improve the health status of the people.

The cardiovascular research unit is now well established and,with the collaboration of
my Ministry, WHO, and the Ghana Medical School, the unit has made a good survey of hypertension

among the civil servants. The result of the analysis of these data will enable us to plan
and institute measures that will prevent and control the development of this disease.

These, Mr President, are some of the areas in which WHO and other international agencies
and organizations are collaborating with my country in finding solutions to some of the health

problems which affect us in Ghana.
At this juncture, Mr President, I wish to extend a special welcome to Cape Verde, Angola,

Sao Tome and Principe, and the Comoros as Members of the World Health Organization, and hope
that their participation in the deliberations of the Assembly will help to advance the course

of this Organization.
I cannot end my speech without saying thank you to the many international organizations

and donors who have contributed so much in personnel, finance and equipment towards the

improvement of health in our development programmes (some of them I have already mentioned

earlier on, but we would like to add also UNICEF, for making available to us the transport

facilities and equipment to support our programmes), and to the Regional Director, Dr Quenum,
for his continued efforts in promoting health in the African Region.

We wish the Assembly every success, and we pledge our support to the World Health
Organization in all its efforts to improve the health of all people, which constitutes the

fundamental basis for socioeconomic development.

The PRESIDENT:

Thank you. I said earlier on that it would help everyone concerned if we could keep
within the limits of the time that we decided should be the norm for the speech to be delivered.
Naturally, the Chair can do nothing but comply with the desire of the Members which constitute
the responsible body - but it is in our own interests that we try to keep within the time -

limit. This is no criticism of anyone; it is a general statement that I hope everyone will

take to heart when he delivers his speech.
In the same breath and in the same vein I would like to congratulate the delegate of

Malawi, who has declined to speak but who wishes his speech to be printed verbatim in the

records.1

Mr LEE (Malaysia):

Mr President, Mr Director -General, Regional Directors, distinguished delegates, on behalf
of the Malaysian delegation may I take this opportunity to convey to you, Mr President, to the
Vice -Presidents, and to all Members of the Organization the good wishes of the Government and

the peoples of Malaysia. I wish to congratulate you, Mr President, on your election to the

high office, and also the Vice -Presidents and the Chairmen of the various committees.
Our Government has had very close and cordial relations with the World Health Organization

since we joined it 19 years ago. I would like to take this opportunity to assure you of the
continued support of our Government for the work and programme of the Organization.

I am very pleased to report to this Twenty -ninth World Health Assembly that the health
status of the people of Malaysia has continued to improve over the past year. There have been

no major outbreaks of communicable diseases during the past year, and there has been a satis-

factory decline of many of the communicable diseases, such as poliomyelitis, diphtheria,
tuberculosis, yaws, filariasis and malaria. Our primary medical and health services have been

further strengthened and expanded into the more rural areas during the year. We have
introduced the flying- doctor service in the remoter parts of Malaysia, and we are happy to say

that this has been a great success.
With the increasing complexity of our health services, greater emphasis is being given to

improving the management of the health delivery system, in order to improve its effectiveness

and efficiency. We are embarking on a two -year project for the development of a health
management information system, and it is envisaged that this will have far - reaching effects on

the improvement of our health delivery system.
The accelerated training programmes that were initiated four or five years ago for all

categories of paramedical manpower have begun to bear fruit and now there is a total of 5000

trainees of all categories under training. It is envisaged that in a period of two or three

years we should have overcome the shortages of paramedical personnel.
In the forthcoming five -year national plan to be launched this year, there is an amount

totalling M$ 375 000 000 for the Health Ministry alone. Many large and small hospitals and

health centres will be constructed in order to upgrade our medical and health delivery system,

particularly in the rural areas.

1 See p. 207.
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At the professional level, however, my country is facing a shortage of senior consultants
and experienced medical and dental personnel. I would like to appeal sincerely to the
developed and rich countries to offer more training places in their universities and institutes
of higher learning for undergraduates and postgraduates from developing and underdeveloped
countries to undergo medical and dental training. As I stated earlier, we in Malaysia have
developed our paramedical training facilities substantially, and I would like to take this
opportunity to offer a number of training places for nurses, dental nurses, laboratory

technologists and radiographers to those countries who feel that they are in need of such
personnel and are in a position to award scholarships to their candidates.

My country sincerely and cordially extends an invitation to senior consultants and
professors from developed countries to conduct research in tropical diseases at our Institute

for Medical Research at Kuala Lumpur. We are now in the final stages of completing the
physical facilities for our new Institute for Medical Research. This Institute has a long and

well -established reputation for research in tropical diseases, and many discoveries have been

attributed to it. We would be happy to make the facilities available under the aegis of WHO
to research workers who may be interested in availing themselves of such facilities.

Finally, Mr President, my delegation and I would like to place on record our appreciation
for the assistance that WHO has given to our country in the past years. More recently, the
Organization has organized seminars and workshops at Kuala Lumpur for Member countries,
especially those from the South -East Asia and Western Pacific Regions. I would sincerely like
to offer Kuala Lumpur as a venue for more training courses, seminars and workshops. I look
forward to further close collaboration between the Organization and my Government in our common
endeavour to improve the quality of life of the people of our country.

Dr STIRLING (United Republic of Tanzania):

Mr President, distinguished delegates, permit me, on behalf of my delegation to associate
myself with previous speakers in congratulating you and the other office -bearers upon your
election to lead the work of the Twenty -ninth World Health Assembly.

Turning to the item under consideration, let me start by thanking the Director -General
and the Executive Board for their reports. The third Annual Report by our present Director -
General follows closely on the previous ones in comprehensiveness and clarity. What is
most remarkable in this Report is the frank analysis of our setbacks. This I think is a
forward step. Indeed, our hope for further progress in the years that lie ahead can only
be strengthened if we build upon the sound foundations of analysing our failures and recog-
nizing our setbacks. And if we do this, Mr President, we certainly agree with the Director -
General about the disturbing and as yet unchecked rise in endemic infections, which continue
to sap the health, happiness and the economy of millions of people in the Third World.

Malaria continues to be on the offensive in the African Region - a region which, as is
pointed out on page 89 of the Report, "has about 60% of those people in the world who live
in areas where no specific antimalaria measures are carried out." Other widespread communi-
cable diseases that represent largely uncontrolled health problems in Africa include schistoso-

miasis, filariasis, sleeping- sickness and onchocerciasis. This is to say nothing about the
havoc that continues to be played among our children by easily preventable diseases such as

whooping cough, poliomyelitis, tetanus and measles, although we do have effective and cheap
weapons to fight them. It is therefore obvious that we in Africa, and in other parts of
the world with similar socioeconomic circumstances, are far from achieving good health for
our people as enshrined in the WHO Constitution.

Despite some spectacular achievements in a few areas such as smallpox eradication, the
health situation in the Third World remains serious. Why have Member countries in the
Third World, and the collaborative world effort, failed to accomplish much more on the
health front? And what lessons can be learnt from this sombre experience?

In the case of malaria programmes, I agree with the Director -General that the failure in
some countries is partly related to the fact that "the venture was inadequately linked to
the development of local health services, and of services in other sectors, with the result
that an initial dramatic success was followed by a partial failure ". From this experience
we believe that malaria control programmes should not only be part and parcel of the primary
and general health services but part of the general community effort. This we think is the
right approach. It is true that unipurpose programmes and projects may be useful for special
time -limited campaigns, especially where it is desired to see the results immediately. On
the other hand, this approach is not necessarily the best in the circumstances of the Third
World. We have many diseases and health problems, and it would be practically impossible to
formulate projects or programmes to fight each of them.

The emphasis that the Organization is now giving to the subject of primary health care,
within the context of the strengthening of national health services to underserved populations,
will greatly help in the control of malaria and other diseases. Regarding the emphasis on
primary health care, one may wonder if this was not long overdue. If this is so, we may
want to ask ourselves whether it could not have come earlier if we had adopted a more critical
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and self -questioning approach in our collaboration in health. Is it not true that the
primary health care approach has been successfully used for years in a number of countries,
particularly the People's Republic of China? And yet it is only now that this experience has
found its rightful place in our Organization. There is no doubt that the subject of primary
health care has been a difficult one. When we are faced with difficult problems we must
guard against despair, and we can maintain this guard by pooling our experience. WHO and
its various bodies offer a unique opportunity for such an exchange of ideas. In this exercise
of pooling experience on primary health care, I would like to refer to the observation in the
Director -General's Report that "health and economic and social development in rural areas are
closely interlinked ". I am in complete agreement with this statement. Socioeconomic
development of underserved populations calls for an equitable distribution of resources, which
in turn requires the adoption of policies geared towards social justice. This is something
that neither the Organization nor the health sectors in Member countries can achieve alone.
It is therefore important to ensure that other sectors and organizations are fully involved
in the development of primary health care programmes for underserved people.

Mr President, I welcome the launching of the special programme of research in tropical

diseases. This programme will help us greatly in the development of better tools and methods
to fight several diseases, including those I referred to earlier. I believe that the success
of the programme will greatly depend on the approach adopted and the type of problems to
which it addresses itself right from the beginning. The programme should be particularly
concerned with central issues and problems in the fight against these diseases, giving low
priority to peripheral issues. The discovery of an immunizing agent against these diseases,
especially against malaria, would make the task of their control much easier. To achieve

this quickly, it is important that all the relevant research that is carried out in different
centres be coordinated and directed to the right areas. WHO has a vital role to play in
this coordination. However, we cannot wait until the day such a discovery is made: we must
develop better ways of using the available weapons within their limitations. In Tanzania,

our expanded immunization programme has just taken off the ground and it is too early to

speak of its achievement. We hope that WHO will continue to collaborate with us in this
important programme. I particularly welcome the expanded programme on immunization, and
express the hope that the programme will become fully operational, as soon as possible, as
outlined on page 57 of the Report.

One question which has continued to exercise our minds, as we strive to develop the
expanded immunization programme and other programmes within continuing constraints of man-
power and budget, is how to achieve both quality and quantity. Again, Mr President, this
is a very difficult question to answer in all developing countries. For the last 40 years,
I have had the privilege of working in rural areas and I have been intimately involved in
primary health care. Although always in charge of a small hospital, much of my time was
spent in regular visiting of rural dispensaries in the most remote areas, some accessible
only on foot, but as many as possible with integrated clinics for mothers and children, for
leprosy, and for tuberculosis. At times I was treating people even by the roadside, under
the trees, and in small villages when there was no dispensary - because the doctors, medical
assistants, rural medical aides and nurses of Tanzania have been doing this for years, and I
can in fact say that I have been giving primary health care for most of my professional life.
I initiated a programme for the training of nurses, and took an early part in training other

cadres of medical auxiliaries. The performance of these primary health workers in the
expanded immunization programmes and others is exemplary, and leaves no doubt in one's mind
that high standards of health care can be achieved through the so- called "unorthodox" but
relevant approaches which take into consideration the economic and other realities of

countries. I ask your indulgence, Mr President, for this rather personal digression, but I
felt I should establish not only my credentials, but the credentials of Tanzania in the
experience of primary health care.

Mr President, these are the few points I wanted to make in connexion with the Director -

General's Annual Report. The task of providing health care in the Third World countries

continues to be a formidable one. The Organization, therefore, needs to be complimented on

going all -out in search of alternative approaches in developing countries. The thought -

provoking introduction to the Annual Report which the Director- General gave us yesterday
morning is a clear indication of the seriousness and importance that he attaches to these
matters. He deserves our full support in this noble task. The task is most formidable in
those countries which are still under the yoke of oppression, where colonialism continues to
make a mockery of human rights as outlined in the United Nations Charter. We welcome our
brothers from Angola, which was admitted yesterday as a full Member of the Organization. We

hope that the few countries that are still under the yoke of colonialism will soon liberate
themselves and take their seats in this body. The steps being taken by WHO to give health
and humanitarian aid to these victims of oppression is a ray of hope in the world and must be
given all the help we can.
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The PRESIDENT:

Thank you. This closes the day, and we will call it a day. But before we do so I have
two announcements. There were 103 speakers registered and so far 56 have taken the floor, so
we still have another 47. May I appeal to all delegations here present to make it a point to
be at the Assembly to listen to their colleagues who have not yet spoken. It is all part of
the game and we have to abide by the rules, so let us all make an effort to be here when the
last 47 take the floor.

Under Rule 58 of the Rules of Procedure, I can only close the list of speakers with the
permission of the Assembly, after having given due notice to the members of the Assembly. Now
that this condition has been complied with - in that I warned you this morning and again this
afternoon that I was going to close the list - the list will accordingly be closed, subject to
your approval. Is there any distinguished member of this Assembly who objects to my closing
the list? I take it that silence implies consent, and the list is accordingly closed.

The meeting rose at 5.55 p.m.
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1. ANNOUNCEMENT

The PRESIDENT:

The meeting is called to order.

Now ladies and gentlemen I want to make an important announcement about the designations

to the Executive Board. It concerns the annual election of Members entitled to designate a

person to serve on the Executive Board. This goes according to Rule 98 of the Rules of

Procedure, which reads as follows:

At the commencement of each regular session of the Health Assembly the President shall

request Members desirous of putting forward suggestions regarding the annual election

of those Members to be entitled to designate a person to serve on the Board to place

their suggestions before the General Committee. Such suggestions shall reach the

Chairman of the General Committee not later than forty -eight hours after the President

has made the announcement in accordance with this Rule.

So I have made the announcement now and you have 48 hours to keep within the law. I therefore

invite delegates wishing to put forward suggestions concerning those elections to do so not

later than Monday morning, 10 May, at 10 a.m., in order to enable the General Committee to

meet the same day, at noon, to draw up its recommendations to the Assembly. The suggestions

should be handed over to Mr Fedele, Assistant to the Secretary of the Assembly.

2. GENERAL DISCUSSION ON THE REPORTS OF THE EXECUTIVE BOARD ON ITS FIFTY -SIXTH AND
FIFTY -SEVENTH SESSIONS AND ON THE REPORT OF THE DIRECTOR- GENERAL ON THE WORK OF WHO

IN 1975 (continued)

The PRESIDENT:

We shall now continue the general discussion on items 1.9 and 1.10. I have been
informed that the Lebanon has renounced taking part in the discussion. I therefore give the
floor to the distinguished delegate from Pakistan.

Mr JAMALI (Pakistan):

Mr President, Director -General, distinguished delegates, ladies and gentlemen, please
accept the greetings of the Government and People of the Islamic Republic of Pakistan to this
august assembly which is engaged in the noble and humanitarian, but gigantic, task of devising
ways and means for control and eradication of disease, promoting international assistance and
cooperation and making life healthier and happier on this planet.

Mr President, we have gone through the reports of the Executive Board and the compre-

hensive and brilliant Report of the Director -General and we cannot help but commend the work
put into them and the accomplishments achieved during the year under review.

We in Pakistan are fully conscious of our responsibilities to our people and, in colla-

boration with WHO and other international agencies, we are struggling hard to control and
eradicate disease. Dr Mahler has very clearly given the key factors in achieving health

goals. We in Pakistan over the last few years under the popular leadership of Prime Minister
Zulfigar Ali Bhutto have "the political will and decision to ensure both the formulation of
pertinent health policies and their proper translation into health programmes and services ".
Not only that but, in spite of the great economic upheavals of inflation and recession through
which the world is passing, our Government has succeeded in initiating improvement in the
socioeconomic lot of the common man in the field, in the factory and everywhere else. But,

as you would appreciate, the problems are enormous and formidable and so much more and harder
work is required on the part of everyone to achieve the desired goals.

Pakistan was the first country in the South Asia subcontinent to reach the zero target in
smallpox - in October 1974 - and no case has been detected ever since. An international
commission is expected in October this year to finally declare Pakistan a smallpox -free
country after satisfying themselves.

- 141 -
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A comprehensive programme of malaria control is being launched at a cost of US$ 90 million

and a countrywide spraying operation is starting this month. In order-to prevent disease and
provide basic health services to the 80% of our rural population, we have started a multi -

pronged attack. Country health programming exercises have been conducted and a few pilot

projects started. We have started training multipurpose health workers or auxiliaries to
man our basic health units and rural health centres. We hope to train enough teachers to

train health auxiliaries and subsequently spread the network to cover at least 50% of our
population in the next five years but all these health auxiliaries will be under the super-

vision of doctors. The number of medical schools has been increased from 6 to 14 in the

last four years. We are taking rapid steps to see that the training facilities keep abreast
of the expansion that has been carried out. We have revised the curricula in order to make
our doctors more purposeful and community- oriented. In order to prepare our future doctors

better to face the local conditions, we have taken in hand the writing of undergraduate
textbooks to suit our disease patterns and local conditions.

In the field of drugs and medicines we have introduced reforms which bring Pakistan to
par with any developed country. We have enacted a new law about good manufacturing practices

by the pharmaceutical industry, according to WHO standards.
A drug registration system has been introduced and every drug is scrutinized and

evaluated before registration, which is valid only for five years. Drugs which are essential,
effective, safe, and have passed quality control standards, are made available to the people
at reasonable prices which are also controlled. By this system the number of drugs available
on the market has reduced substantially. At the same time our fight against parasitic
diseases, waterborne diseases, and other communicable diseases continues. The Institute of
Public Health Engineering at Lahore is training engineers in that field, the national health
laboratories at Islamabad are engaged in basic research to fight communicable disease and in
the production of vaccine and sera. The programme of poly- immunization has been launched in
some districts and is being extended. The maternal and child health programme, the training
of traditional birth -attendants, the national nutrition survey with provision of supplementary
diets to the vulnerable groups are some of the activities where we are concentrating the most.
Family planning programmes are constantly under review and evaluation and we are striving to
make them as acceptable and effective as possible. In all these programmes WHO has been
helpful and we do need more assistance in order to achieve our objectives.

Before concluding I must fully support the most crucial and important views expressed by
Dr Mahler in his address. I would like to impress upon the richer and developed nations that
they should pay greater attention to the needs of developing countries. May we submit that
the problem of brain drain is affecting us very adversely? Please let us use our own people
who are brilliant and brainy. Let part of the technological advances be made in a direction
which helps the problems of the developing countries at a reasonable cost. These sophisticated
technological advances which cannot be afforded by the poorer countries create a sense of
frustration and deprivation in their people. Why not then evolve some method by which WHO
could coordinate research in technological advances which could help the developing countries?

Then there is the question of dumping of less effective drugs, or drugs of doubtful
value, in the developing countries. Can we not think of methods by which countries could
ensure that the only drugs and medicines that are exported are those which are of standard
quality and value and which have passed the adequate quality control of the health authorities
of the exporting country?

Finally, Sir, we pledge our support to the lofty and realistic ideal of WHO for health and
happiness in every nook and corner of the world.

Mr BLACKETT (Trinidad and Tobago):

Mr President, the delegation of Trinidad and Tobago congratulates you on its own behalf
and on behalf of the Government of Trinidad and Tobago on your election as President of this
Assembly and we congratulate also the Vice -Presidents and the Chairmen of committees on their
election to office.

I have the honour, as leader of the delegation of Trinidad and Tobago, to convey to this
Assembly the regrets of the Minister of Health, the Honourable Kamaluddin Mohammed, for his
inability to attend this Twenty -ninth World Health Assembly and to participate in its
deliberations because of the pressures of important and urgent government business which
demand his presence at home at this time. Nevertheless, the Minister sends his greetings to
all delegates and observers together with a wish that this Assembly will equal if not surpass
the valuable work which is done here from year to year.

The Government of Trinidad and Tobago is extremely proud to belong to this family of
nations and glad of the opportunity to participate in the deliberations surrounding the many
vital subjects listed for discussion on the agenda. The Government of Trinidad and Tobago
is also very happy to acknowledge, at this Assembly, the significant contribution which WHO
has made, and continues to make, to the development of our health services and thereby to the
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improvement of the quality of life of our people. It is no accident, Mr President, that the

goals and Final Declaration of the Ten -Year Health Plan for the Americas, 1971 -1980, which

was subscribed to by the Ministers of Health of the Americas and the Director of the Pan

American Sanitary Bureau, in Santiago, Chile, on 9 October 1972, have become a blueprint for

the development of the health services in Trinidad and Tobago. In point of fact no assess-

ment of the advances made in my country's health care delivery plans would be accurate unless

one measuredthe extent to which the goals defined at that Third Special Meeting of Ministers

are being achieved. The Government of Trinidad and Tobago recognizes the relevance and value

of those resolutions and has taken and continues to take action to put them into effect. The

World Health Organization defines health as follows, and I quote: "a state of complete physical,

mental and social wellbeing and not merely the absence of disease or infirmity ". This

definition, Mr President, acts as a beacon, guiding, influencing and directing our actions
towards the fulfilment of the goals outlined in the final report of that historic meeting.
The experience gained in the 1960s, the goals and targets set by the Third Special Meeting of

Ministers, held in October 1972, the recommendations for action made by that caucus and the

further experience obtained in the process of implementing suggested measures since 1972, have

all combined to assist in charting a course for the future development of the health service

in Trinidad and Tobago. At this stage, Mr President, we have arrived at the point where we

can affirm that some progress has been made and perhaps - what is more encouraging - Trinidad

and Tobago can now look forward to a future which is bright with the prospects of further

development. But much more remains to be achieved.
The Director -General's Annual Report on the work of WHO during 1975 records both in the

general review and the project list several of the areas in which Trinidad and Tobago is
improving itshealth service and the opportunity for elaboration on some of these items is

welcome.
Let me say at this stage that the Government of Trinidad and Tobago is committed to the

improvement of the health services of the country as a vital and crucial element of the total

development process and that we are eager also to do our part in this regard, in the

Caribbean and elsewhere, as the opportunity may offer. Perhaps I may be permitted to suggest

that inclusion of scientists of our country on advisory panels could be an appropriate way to

make some significant contribution.
Mr President, with your permission, I would like to grasp the opportunity now to speak

about certain briefly.

In implementing the decision to extend coverage of the health services especially in rural
areas, we, in Trinidad and Tobago, are in the process of constructing 38 new health centres -
four with delivery units - located at strategic points throughout the country with a view to
bringing a better quality of health care to the people.

These centres will provide a wide range of service with the accent on preventive medicine
and community health together with 24 -hour accident and emergency service at vital points.
Parallel with this is the move to upgrade district hospitals in an attempt to establish an
efficient integrated service at county level which will provide services to satisfy the health
needs of communities and have the effect of relieving the pressure which now rests ominously
upon our regional hospitals, thus facilitating the channelling of scarce financial and human
resources into areas which will provide a superior specialized medical service.

In the area of management we have embraced the interdisciplinary approach to community
health placing health education at the vanguard of the task force and establishing a
coordinating function, the main objectives of which are to reach out to the people, change
attitudes, fulfil needs, and maximize the use of scarce skilled resources.

In the area of training the following action is being taken. In medical education we
are extending the undergraduate programme in two phases, the first to accept undergraduates
of the University of the West Indies in their second clinical year and the second to undertake
the full undergraduate programme. In addition, it is proposed to start a postgraduate
medical education programme in 1976. Nurse training is being revised to produce more and
better qualified nurses. The training school for dental nurses included in the project list
of the Director -General's Report started classes in February 1976. The training of pharma-
cists and health inspectors is being accelerated. Additional training is being made available
through government scholarship and study leave programmes and through international agencies
and the Technical Assistance Agreement which forms part of the Loan Agreement with the Inter -
American Development Bank.

Two areas which to my mind are worthy of special mention are community mental health and
health surveillance. The community mental health programme became operative with the passing
of the new Mental Health Act, 1975. It involves a three -tier community- focused plan offering
service to the mentally ill in his own environment. In this connexion a new category of
health personnel - the mental health officer - was created.

An important stride in health surveillance was made in 1975 with the establishment in
Trinidad of the Caribbean Regional Epidemiological Centre (CAREC). This is a unit which is
funded by contributions from the countries of the Caribbean, PAHO and the British Government;
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it serves the entire region. It is administered by PARO and works in close liaison with

Trinidad's public health laboratory. Already it has done some outstanding work especially in
relation to the recent epidemics of influenza.

Mr President, I have described very briefly a few of the projects upon which the
Government of Trinidad and Tobago is embarking in an attempt to implement the health services

policy which has the following objectives:
(a) to place additional emphasis on preventive and community medicine;
(b) to reorganize the management of the health service along county lines, decentralizing
the decision -making function and the management of operations with authority and responsi-
bility placed upon county medical officers of health;

(c) to participate in postgraduate medical education and to undertake full undergraduate
training for doctors under the aegis of the University of the West Indies;
(d) to develop, by means of an integrated service, the delivery of health care to rural
populations, to the extent that the pressures now placed on the large regional hospitals
will be relieved;
(e) to provide training facilities for a wide range of health personnel with the bias on

community services; and

(f) to introduce new categories of health personnel in order to maximize the utilization

of scarce professionals.
Finally, I would be failing in my duty if I did not publicly acclaim and acknowledge the

vast contribution which the University of the West Indies, the British Government and the
international agencies have made and continue to make to the development of our health services,
and I refer to WHO, PAHO, UNDP, the Inter -American Development Bank, and IBRD, among others.

Mr President, I thank you most sincerely for the opportunity afforded me to speak in this
forum and to describe the health policy and efforts of the Government of Trinidad and Tobago.

I now reaffirm the greetings and kind wishes of Trinidad and Tobago and give the assurance
that this delegation will do all that lies in its power to facilitate the achievement of the
goals and aspirations of this Assembly.

i
Dr PADILLA FERNANDEZ (Venezuela) (translation from the Spanish):

Mr President, Mr Director -General, fellow delegates: the Venezuelan delegation feels
particular statisfaction in congratulating Sir Harold Walter, the President Elect of this
Assembly, and the five Vice -Presidents.

We wish to tell the Director -General of the World Health Organization, Dr Mahler, once
again that the Government and people of Venezuela share his belief that a "social health
revolution" will be necessary for technology to be selected by reason not only of its
efficiency but also of its applicability to the majority of the population, and for health
services to be planned in the real context of each country, with the objective of ensuring
that the whole population can obtain essential medical care quickly and effectively. In the
same line of thought and projected action we are aware that a political decision with deter-
mination of priorities is necessary and must be taken explicitly by the governments at the
highest level.

The Ministry of Health and Social Welfare has redefined its objectives in relation to

the problems facing public health in Venezuela and their future trends and projections,
taking into account the recommendations of the Ten -Year Health Plan for the Americas drawn
up by the meeting of Ministers of Health in October 1972. Its functions, activities,
standards and procedures have been revised and newly defined so as to conform to a set of
health programmes, supported by an appropriate technical and administrative organization,
that constitute the foundation of the present health policy of the Ministry.

Without detriment to the campaigns against natural environmental hazards, to which
greater resources are now being allotted in the programmes for malaria eradication, basic
sanitation and the control of Chagas' disease, the trend towards urbanization and industriali-

zation, with the environmental hazards they represent for public health, is impelling the
Ministry of Health to promote energetically, in cooperation with UNDP and PAHO/WHO, research

programmes on environmental pollution and control of the quality of the environment. In
this way we are endeavouring to maintain or achieve a healthy environment without unduly
slowing up development, by exploiting the capacity of the various components of the environ-
ment to assimilate pollutants.

The Ministry of Health is continuing to look after the rural population scattered in
localities with less than 1000 inhabitants, by supplying basic sanitation, installing water
supply and excreta disposal systems and providing healthy housing, while national institutions
such as the authorities responsible for housing and for public works take care of the rest
of the population. Medical care for the part of the population that is difficult to reach is
still provided under our well -known "simplified medicine" programme, with the support of rural
medical posts as the immediately higher level of care responsible for supervising and supple-
menting those activities which the Director -General has named "basic medical care ". With a
view to ensuring that all the rural medical posts are staffed by qualified physicians, a law
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for the partial reform of the Law on the Practice of Medicine was passed on 23 July 1975, on
the basis of the Ministry's plans, making it obligatory for doctors graduating from Venezuelan
universities to serve for one year in a rural area.

Satisfactory levels of protection have been achieved by means of mass vaccination
campaigns, and with incentives to crop and livestock production we have improved the situation

considerably in regard to malnutrition.
As stated at the outset, we are witnessing a definite trend towards urbanization of the

population, in the sense that our largest cities are growing rapidly - which means that the
villagers who go to the towns are able to enjoy the benefits of good water and waste disposal
services, town cleansing services and healthy housing that seem to be the prerogative of urban
living. We have, however, what are known as "marginal urban areas" to which the Government
has given special attention in view of the fact that they represent a "problem belt" round the
cities; a ministerial department has been set up to deal with them. To provide medical,
sanitary and social care, "service modules" - or "health and social welfare modules" - have
been set up to provide integral medical care for these areas, including emergency care and
social welfare services, with results that have been eminently satisfactory for the wellbeing
of the population served.

Mr President, Mr Director -General, fellow delegates: in addition to the basic health
problems to which we have just referred, we are faced in Venezuela with problems of chronic non -
communicable diseases and problems resulting from accidents. Cancer, cardiovascular diseases
and accidents are the three most important causes of death; diabetes, broncho- pulmonary

diseases and goitre are urgent problems, important from the point of view of morbidity.
It is precisely when confronted with this type of disease that it becomes more difficult
to differentiate between "essential technology" and "palliative technology ". The activities
of the Ministry of Health and Social Welfare in these fields are essentially concerned
with establishing services for making an early diagnosis and giving immediate treatment
whenever possible. Study programmes to determine the extent of the problems (diabetes and
accidents), for the early detection of conditions due to the working environment (pneumoco-
niosis) and the operation of regional rehabilitation units for cardiac patients, are examples
of what is being done. It is only in regard to endemic goitre in certain areas that we can
speak of fundamental measures. Thus, special efforts have been devoted to the national
programme for the iodization of salt for human consumption so as to ensure satisfactory
coverage, by means of a Presidential Decree of November 1974, designed to guarantee production
of this ingredient of the diet in Venezuela itself, and confirming the Government's position
in the campaign against this disease.

In conclusion, I should like to refer to three programmes which have been increased in
scope: that dealing with mental health, the activities of which have been incorporated in the
general health services; the dental health programme, which is being extended to the
rural areas through the use of auxiliary personnel and mobile units; and the family planning
programme, which already has 277 centres, with a national policy- making service coordinating
all the bodies involved in carrying out the programme. All these efforts have led to a
decrease in the overall death rate (6.7 %) and infant mortality (45.6 %), and to an increase in
the expectation of life of Venezuelans, which is now 67 years.

We propose at the end of this year to carry out a complete review of our policy and
programmes at the Fifth Venezuelan Public Health Congress in which all the public health
institutions of Venezuela and some international bodies will take part.

The PRESIDENT:

Before I give the floor to the distinguished delegate from Yugoslavia, I will call on the
Deputy Director -General.

The DEPUTY DIRECTOR- GENERAL:

Mr President, the delegate of Yugoslavia has asked to speak in the Slovenian language.
In accordance with Rule 86 of the Rules of Procedure of the World Health Assembly an
interpreter, provided by the delegate of Yugoslavia, will read simultaneously the text of the
speech in English.

Mrs TOMI' (Yugoslavia) (interpretation from the Slovenian):1

Mr President, the Yugoslav delegation has carefully considered the Annual Report of the
Director -General on the work of the World Health Organization in 1975, the reports of the
Executive Board of WHO, and other relevant documents. It has also listened with great
attention to the speech delivered by the Director -General, Dr Mahler, and considers that it

1
In accordance with Rule 86 of the Rules of Procedure.
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represents a significant contribution, not only to the progressive conceptions about the role
of health within the framework of overall socioeconomic development, but also to the theory
and practice of WHO which we fully support. As time does not allow our going into details
and commenting on a number of questions raised in these, in our opinion, very comprehensively
prepared documents, we shall review only some of the essential problems.

First of all I wish to point out that we agree with the appraisal of the Director- General
that the year 1975 was one of special importance for WHO and for the United Nations system as
a whole, particularly in connexion with the setting up of a New International Economic Order.

We also agree with his appraisal of the place and role of WHO in the setting up and implementa-
tion of the New International Economic Order.

By adopting certain resolutions at the Twenty- eighth Health Assembly, arising from those of the

Sixth Special Session of the United Nations General Assembly, the World Health Organization
gave its full support and contribution to the realization of the new policy of the United
Nations. We also support the efforts of the Director -General and the Executive Board
regarding the implementation of the above -mentioned resolutions, particularly resolution

WHA28.76, which is reflected in the proposals of the revised programme budget of the World
Health Organization for 1977 and some other documents prepared for this session. We are also
satisfied with the way the funds of the Director -General's Development Programme were used in
1975. Namely, it could be seen from the Financial Report that these funds were mostly used
for direct assistance to the developing countries.

However, allow me to say that these are only initial results and that we expect that the
funds allocated for the implementation of resolution WHA28.76 will be considerably larger in
the next budget period. My delegation is in favour of such action.

The Sixth General Programme of Work to be adopted by this World Health Assembly also

represents an opportunity for showing in practice our full support to the implementation of the
New International Economic Order.

My delegation supports the position and present efforts of WHO in relation to primary
health care, particularly the broader approach regarding the place of the health programme
within the overall socioeconomic development of local or wider social communities, as well as
the proposed way for utilizing the experience gained by the developed countries. We favour
the principle of adaptation and not of adoption.

Our viewpoints regarding health manpower are similar to those of WHO. The time has come
when the traditional patterns for planning, education, training and health manpower utilization
should be abandoned.

Planning of staff according to community needs represents the first and basic principle
that should serve as a starting point in the reform of the educational system. I am using
the term "reform" as that is just what we are doing now in our country through the reform of
the old, obsolete system of planning, education and training of health personnel. Since
World War II we have achieved significant results in the field of education and training of
health personnel. Instead of only two university schools of medicine and one school of
pharmacy, today we have 10 schools of medicine, two schools of dental medicine and five
schools of pharmacy, with 19 000 students and 1200 to 1800 university graduates per year, as
well as 89 medical schools at intermediate level with about 32 000 students and five advanced
medical schools with about 2000 students. We are of the opinion that these results could
be even better, not so much in a quantitative as in a qualitative respect, if a closer link is
established between the overall system of education of health personnel and organization and
provision of health care, not only with respect to the planning of necessary profiles of health
workers in accordance with the practical needs, but also by including overall health activity
in the system of education and continuous training of health personnel. However, this
requires significant changes within the educational system - in envisaging the present and
future needs of health workers as regards the content of educational programmes, individual
scientific disciplines and subjects - and in the entire concept of what health really is, so
that all concerned, both in their individual subjects and by joint efforts, could contribute
to the realization of this target. To a certain extent, this means also the departure from
present methods of teaching and engagement of students.

Our experience speaks in favour of WHO views on the place and role of auxiliary health
personnel in situations where there are not enough physicians, but only on condition that such
personnel work as members of a team within the integrated system.

One of the roles of WHO is to assist the developing countries so that they do not go
through all the bad experiences of the developed countries and repeat all mistakes made in the
training of personnel and organization of health services, as well as the frequent unbalance
between preventive and curative medicine and between out -patient -polyclinic and hospital

treatment.

In recent years the activities of WHO in elucidating a number of problems in the field
of production and turnover of drugs have been very significant. In the Director- General's

Report these, and the role of the producers of drugs in the policy- making of the countries
not producing the drugs, are discussed for the first time in quite a new manner. We support
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the recommendations of WHO, some of which have been already implemented in our national
legislation and practice, and will strive to see that this field gains an even more important
place in WHO programmes and becomes one of the most significant aspects of cooperation aimed
to increase the level of health care, particularly in those regions where international assis-

tance is needed. Our own experience gained during the past 30 years proves that provision
of drugs cannot be separated from the overall health policy, as the success of health services
in the control of disease in a certain way depends on the supply of sufficient quantities of
the most needed and most efficient drugs.

In Yugoslavia, we have developed a very powerful pharmaceutical industry. We have 15
pharmaceutical factories employing over 15 000 workers, among them doctors and masters of
science, biologists, technologists, pharmacists etc., who, using their own scientific
experiences or in cooperation with the well -known international pharmaceutical companies,
through the purchase of licences, work on the production of drugs. But we have only 1200

registered drugs. This may seem a small number but I must emphasize that they cover all
indicational fields and ensure modern therapy. It would be interesting to note that, in
terms of total value, only 5% of the drugs consumed are imported. We estimate that such

a policy is good and has had satisfactory results. Here, the procedure for drug
registration plays also an important role. We have always paid great attention to the
rigorous application of contemporary methods of clinical evaluation of the therapeutic value
of a drug, particularly in the determination of adverse effects. We have established a well -

organized system of adverse effects surveillance, in addition to exchange of relevant
information with all interested countries.

Wherever possible, the generic names for drugs are used. Present practice will be
legalized by new regulations which are being prepared. Within the self- managing communities

of interest in health all citizens are granted full and unlimited, but justifiable, use of
all adequately tested drugs, the quality of all drugs produced in the country being ensured
through a drug control system implemented by specialized institutions. Already in 1957 we
published the Yugoslav pharmacopoeia and at present we are preparing the fourth edition.

When speaking about the efforts and achievements of our country in this field, my wish is
not only to support the long -term activity of WHO relating to the improvement of certain

requirements and standards for diagnostic and therapeutic substances, but also to stress that
the role of WHO in this area is much broader. In particular, we support the viewpoint that
the assortment of drugs and vaccines should be adapted to the real needs of the developing
regions, and just here we see the decisive role of WHO. My country is eager to give its
contribution in this respect.

In the 1975 Report a considerable space is given to environmental problems. As far as
the health aspects of the protection of the human environment are concerned, we are of the
opinion that WHO's activities aimed to protect the health of the population from pollutants
and other environmental risks successfully fit in with the contemporary concept of the human
environment in which the interests of human health, economic development and protection of
nature are integrated. Our appraisal of the cooperation of WHO with other United Nations
specialized agencies and institutions, as well as with individual countries, including
Yugoslavia, is positive.

We particularly support the efforts of WHO for quantification of the relations between
the risk factors and pollutants of the environment and human health. The organization of the
monitoring system for risk factors and pollutants also has our full support. According to
our standpoint, the natural environment and the environment created by man should be looked
upon as an integrated whole, whether in connexion with human settlements or with the place of
work. Our legislation in this field is based on this concept.

At present Yugoslav society is also confronted with environmental problems. Some of
these problems are due to our conditions, while others are the result of activities undertaken
in other countries and regions of the world (pollution of international rivers, radioactivity
of the air and the like). However, it should be stressed that we are becoming more and more
conscious of the importance of this problem and the necessity of finding adequate solutions
for it.

Activities in our country in the field of protection and promotion of the human
environment should be primarily seen as the result of the changed socioeconomic relations in
which proprietary and technocratic - management monopoly is eliminated and labour becomes the free
creative activity of the associated working people who are jointly managing socially -owned
means of production. In our opinion, only under such conditions can the conscience of the
working man towards his fellow men and nature undergo the essential change.

The problems we are encountering are in fact the result of the lag in the human conscience
about the necessity of systematically overcoming the uncontrolled effect on nature of economic
and social development and the way of living. Therefore the protection of human environment
should be seen as a component part of general economic progress and the development of
productive forces, that can be realized only by the permanent development of science, technology
and productive forces, i.e. through the very means whereby progress in other areas of human
life and work is achieved.
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The protection of the human environment is comprehensively regulated by the New Constitution
of the Socialist Federal Republic of Yugoslavia, which places the emphasis on the protection
of man and his health. A special chapter is devoted to environmental problems granting every
citizen the right to a healthy environment and setting an obligation upon the social community
to ensure conditions for the realization of this right.

In accordance with the Constitution, a law on the protection of the human environment as
well as numerous supplementary regulations and programmes will be adopted in the near future.
The protection and promotion of the human environment also has an important place in the new
mid -term plan for the socioeconomic development of our country at all levels.

We are glad to state that the world is more and more finding a common language in
discussing the problems of protection and promotion of the human environment. Environmental
problems represent the field in which, according to the Final Act of the Helsinki Conference,

all European countries will closely cooperate. Yugoslavia also gives full support and
participates in the regional cooperation between the Balkan countries in this field.
Environmental problems are of such a nature that they require systematic and long -term

engagement.
Mr President, as the year 1975 was in a way the turning point in the work of WHO, we

consider that this year will see not only the continued persistent implementation of the
policy adopted but also new creative impetuses for the deepening and promotion of international

cooperation in the field of health. The objective of the Organization to contribute, within
its possibilities, to the attainment of an adequate level of health care for all people is
identical with the objective of the New International Economic Order. In this respect our

Organization, according to its constitutional act, is in line with the new international

relationships.
As in the past, our socialist, self -managing and non -aligned country will also in future

cherish and promote cooperation with WHO. It will continue to foster and support its
progressive orientation, particularly in the realization of its basic functions.1

Dr AL KHADOURI (Oman) (translation from the Arabic):

Mr President, Mr Director -General, ladies and gentlemen, allow me to congratulate you,
Mr President, on your election to the chair of this Assembly, and the Vice -Presidents and the
Chairmen of the committees on the confidence placed in them by those assembled here. I wish
you all every success in your important tasks.

I should also like to congratulate the Director -General and his assistants on their
endeavours in preparing the comprehensive Report on the Organization's activities in the
various fields of health which is now before us, and to express my gratitude to all those con-
cerned in the World Health Organization for all that they have done and are doing to improve
health services and to control disease and for the efforts they have made to eradicate some
of the most dangerous diseases from many countries. It is our hope that we shall all
cooperate in the control of life- threatening diseases and the eradication of those communi-
cable diseases that are so dangerous to the peoples of the world and such a hindrance to
their development.

Since His Majesty the Sultan assumed power in 1970, the Sultanate of Oman has been under-
going a phase of rapid development in every sphere, including the provision of both curative
and preventive health services for all our citizens. This expansion in health care has not
been limited to curative services, but also extended to preventive services, for which a
special department was created in 1972. It now includes all sectors of public health neces-
sary for the control and prevention of communicable diseases, in addition to a number of
public health units in the larger population centres. This number is annually increasing in
conformity with the plan laid down by the Ministry of Health. Furthermore, the Ministry's
policy for the present year involves close coordination between preventive and curative
services. As a first step, preventive health units have been created within some existing
curative units. This principle will be applied in all curative units so that preventive
units will be available throughout the Sultanate. The various units of the Ministry
currently employ a large number of practitioners and specialists in all branches of medicine,
in addition to the foreign consultants employed by the Ministry to treat cases in our hospitals
alongside Omani physicians in order to broaden the latter's experience and raise the level
of health care for our citizens. We also, through WHO, employ the services of advisers and
experts in the various branches of preventive health care. In the field of training, we
are pursuing our efforts to train our own people as medical auxiliaries - nurses, technicians
and health sanitarians. This is achieved by means of training courses, whether in Oman
itself or abroad, in addition to the schools for male and female nurses, from which a consi-
derable number graduate each year. Furthermore, the Ministry sends Omani doctors abroad on

1 The above is the full text of the speech delivered by Mrs Tomic in shortened form.
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fellowships to enable them to specialize in the various branches of curative and preventive
medicine so as to create a generation of highly efficient Omani medical personnel.

Finally, I should like to mention the excellent contribution that Dr Taba, the Regional
Director, has made to the Sultanate since it became a Member of your Organization. He visited
us last March and acquainted himself with the notable progress we have achieved in our health
and medical services, and with the progress of the joint projects sponsored by our Ministry
of Health and the World Health Organization. The presence in Oman of a WHO Resident Represen-
tative helps to strengthen the link between the Organization and the Ministry of Health.
Once again, I express my thanks to you, Sir, to the Director -General, and to the experts,
consultants and all the rest of the staff of the World Health Organization.

Dr ALDEA (Romania) (translation from the French):

Mr President, the Romanian delegation wishes to express its high appreciation and sincere
congratulations to you as President of the Twenty -ninth World Health Assembly, and to the
Vice -Presidents, and to wish you complete success in your important task. At this time of
summing up our activities, we also address warm greetings in token of our appreciation to
the Director -General, Dr Mahler, to the Regional Directors, and to all the WHO technical staff
for their unflagging hard work and their untiring efforts to increase the part played by the
Organization in health protection and promotion throughout the world.

Ladies and gentlemen, the important political and socioeconomic changes which have
occurred or are now occurring in the modern world, the burning desire and efforts of all
peoples to obtain a better life, and the ever keener awareness of the effects of under-
development on health, require from the World Health Assembly a thorough analysis of its
decisions and increased efforts to achieve the widest possible cooperation with a view to
making maximum use of accumulated experience in drawing up future policies and in establishing
an order of priority in our programmes and activities. In this respect I should like to
lay special emphasis on the part played by our Organization, and indeed by all of us as
representatives of public health in our own countries, in the efforts being made to build a
new world economic order, to introduce the principles of fairness and justice in relations
between peoples, to stop the arms race and, in the first place, to prohibit the use of
nuclear weapons so that the 330 000 million dollars or more of national incomes wasted
annually on armaments can be used for life, health and culture, and not for destruction.
In this respect, the practical application of the important proposals made at the recent
Conference on Security and Cooperation in Europe, held in Helsinki, would mark an important

step forward towards the establishment of an atmosphere of harmony, cooperation and peace
between the peoples, which is a prerequisite for improving and promoting humanity's most
valuable asset - health.

Particularly eloquent on this subject were the exhortations of the President of
Romania, Mr Nicolae Ceaufescu, during his recent visit of friendship to Kuwait: "We believe
that we should work more and more actively for the strengthening of the United Nations and
other international agencies, and that we should do everything within our power to ensure
that the marvellous achievements of modern science are used for the benefit of man and the
peoples of mankind, for their wellbeing and their happiness ".

Ladies and gentlemen, we particularly appreciate the realistic views of the Director -

General, who is trying to concentrate all efforts on the establishment and development of
primary health care against a background of strengthening of national health services, but
in relation to every aspect of health and not merely to medical and personal health care;
in Romania this concept has been the basis for the organization and development of health
protection services for the last 30 years, and in our view it has borne fruit.

On the basis of the idea that health and economic and social development condition each
other reciprocally and continuously in the cycle "health -4 capacity for highly productive
work -* economic and social development -*increased possibilities of improving working

and living conditions, health protection and prosperity -4 health ", our State has based
the organization and gradual development of health protection on the principle that every
citizen can be provided with the most effective forms of medical care, but in such a way
that, with the provision of medical services free of charge, everybody should also have the
widest possible access to the types of medical care that his state of health requires. In
Romania health protection, as an integral part of the single plan for national development,
based on territorial units and levels of command and with integrated services, has gradually
expanded its material base and its programmes in accordance with an order of priority in
line with the urgency of the problems and the material resources available, with a view to
achieving balanced development throughout the country and equal accessibility for the whole
of the population. The public health budget has increased more than 18 -fold as compared with
1952 (11 700 million lei as against 640 million lei) and expenditure per head during the same
period has risen from 40 to 545 lei.
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During the last 30 years the number of doctors and pharmacists has increased more than
four -fold (7664 doctors in 1938, and more than 28 000 now; 570 stomatologists then, almost
6000 today; 1300 pharmacists then, some 5200 now; 11 360 health auxiliaries then, over 120 000
today); there is now one doctor for every 630 inhabitants and one auxiliary health worker for
every 178 inhabitants. We have 5200 comprehensive health centres, 3200 of them in the
countryside (as against 1239 in 1968) and 4279 oral health units, including 1444 in the country-
side, as compared with only 540 such units in 1938. The number of specialist consultancies is
now over 4200, and a large number of these operate with two teams in shifts in over 400 poly-
clinics, whereas in 1938 there were only 37 such consultancies. The number of hospital beds
has risen from only 30 800 in 1938 (1.98 per thousand inhabitants) to 175 000 (8.2 per thousand
inhabitants) today.

Malaria, epidemic typhus, typhoid fever, poliomyelitis, diphtheria, tetanus, pellagra, etc.
have been eradicated or else reduced to a level at which they no longer represent a public
health problem. We are now increasingly faced with noncommunicable diseases and problems
connected with accidents, particularly on the roads. The birth rate is steady at 19 per
thousand and the overall death rate is 9.3 per thousand, or less than one -half of what it
used to be. The infant mortality rate is 34.7 per thousand as against the former 179 per
thousand, and expectation of life is 69 years as against only 42 years in 1938. During the
last 30 years of profound changes we have adopted different forms of organization in line
with the various stages of development by gradually increasing the objectives, demands and
scope of our programmes to fit in with the possibilities at each stage, by carefully
analysing the experience of other countries, and by continually seeking to correct any errors
that arise in this extremely difficult task.

By using this experience and tackling the problems outlined by the Director -General
regarding the strategy and tactics of health protection throughout the world and above all
in countries still facing grave shortages of material resources and staff, we consider that
the Organization should address itself in particular to giving assistance to Member States
in regard to:

(a) analysis and evaluation of the main problems relating to the state of health;
(b) determination of the extent, trends and gravity of these problems against the
overall socioeconomic background in each country;
(c) inculcation of the attitude of tackling the problems and the priority tasks
set, together with the preparation of programmes for activities: long -term (15 -25

years), short -term (3 -5 years), and annual operational programmes integrated with the
overall development plan for each country;
(d) strictest possible evaluation of the chances of the scheduled programmes of
achieving sufficient success to go into the operational phase, by correlating them
with the actual possibilities on the spot and above all with the prospects of maintaining
the results anticipated on the basis of the cost /benefit ratio.

Because nothing can be achieved without man, without staff to put ideas and plans into
practice, we wish to emphasize the importance of establishing national health structures and
infrastructures suitable for the stage reached, with the intention of gradually improving
them as new categories of staff are trained. From one year to another, as the most urgent
problems are gradually resolved and the possibilities increase, the public health structures
will be improved, developed and perfected.

Experience of changes in the state of health in various countries shows that, as socio-
economic changes take place, all countries - in stages that are shorter and shorter as time
goes on - will go through the "tunnel of development of the known state of health ", but each
in accordance with its own specific features. Let us therefore make use of the experience
of the countries which have passed through most of this tunnel. Let us take advantage of
their experience and develop preventive measures, while at the same time avoiding their
mistakes, the results of which can be seen only too clearly. An example will illustrate
what I have in mind: the long -range effects on the state of health exerted by environmental
pollution, by brutal interference with the ecological balance.

For that reason, as I have already stated from this platform, we believe that there are

no universally valid patterns for organization and activity that can be adopted just as they
are, but that every country must adapt to its own conditions those approaches that have
proved best elsewhere under comparable conditions. In this respect we appreciate the remarks
of the Director -General on the failure of some WHO programmes which we adopted at the time
without due consideration.

While from the point of view of reason and human considerations we are against wars,
we must nevertheless take into account the necessities of military strategy and tactics,

tested and tried throughout the centuries, to the effect that offensive action, however

brilliantly it may be conceived and however extraordinary may be its results in the early
stage, is doomed to failure and to the loss of the armies involved if the results achieved are

not consolidated and the development of a normal way of life in the conquered areas is not
ensured. Errors of strategy, which have proved immensely expensive, have been due merely
to inadequate evaluation of the possibilities of maintaining the results and of gradually
undertaking further offensives to push the programmes ahead.



SIXTH PLENARY MEETING 151

In the light of this experience I should like to suggest, in regard to the General
Programme of Work covering a specific period, that we should make a strict evaluation of the
position reached in the programmes every year or two years and, when a failure seems likely
to occur, we should have the courage to give up the programme in time so that we do not put
ourselves in the position of recognizing failure when it is too late. Furthermore', to

obtain the maximum return for the least possible investment, it is essential that we should
concentrate first and foremost on national or intercountry programmes which have their
counterparts in the internal programmes of countries over as large an area as possible.

In conclusion, Mr President, allow me to convey to our Organization and its Secretariat
the gratitude of the Romanian delegation for the understanding and assistance given to our
country during the great disasters caused by the floods of June 1975.1

Mr MOUVAGHA TCHIOBA (Gabon) (translation from the French):

Mr President, Mr Director -General, fellow delegates, ladies and gentlemen, I take
particular pleasure in speaking on behalf of the Gabonese delegation and firstly in congratu-
lating you, Mr President, on your election to high office, which royally rewards your devotion
to the cause of health throughout the world and is in addition an honour for the whole
African continent. I also wish to congratulate the Vice -Presidents and the Chairmen of the

committees.

I should next like to welcome the admission to WHO of our brother country of Angola,
which recently achieved independence after a freedom struggle of exceptional bitterness of
which I as an African am extremely proud.

Finally, I should like to express the satisfaction of the Gabonese delegation with the
extremely high standard of the work of the Director -General, Dr Mahler, who has submitted
to us an analysis of world health problems that is as profound as it is complete. In
view of the excellent contributions to the discussion made by earlier speakers and the short
time at my disposal, there is no need for me to analyse that Report exhaustively. I shall
therefore merely mention a few points to which the delegation which I have the honour to lead
has given particular notice.

We noted with interest the adoption by WHO of the idea of a New International Economic
Order. That is certainly the basic idea that should imbue all international relations in the
future, and I think even that it should be extended and that we should speak of a new order of
international relations. That implies, among other things, that the rules of democracy
must be observed within international organizations, particularly those which form part of
the United Nations family and whose constituent bodies should reflect the geographical
balance of the world. It must mean also, and above all, that the rich countries should
be aware of their special responsibility for the future of mankind. Indeed, is it not
astonishing that very rich countries inhabited by men who are among the most intelligent, the
most cultivated and the most enlightened, deliberately lose sight of the importance of active
cooperation for the benefit of the great mass of mankind, whose shoulders are still bowed
under the burden of poverty, disease and ignorance, to the everlasting shame of our species.

Whereas the effects of the economic crisis, in which they are the main victims but not
the main culprits, are forcing most third world countries down into the fourth world, the
industrialized countries are with a clear conscience continuing their familiar and no doubt
heady arms race. Whereas in WHO voices like that of Dr Mahler, the eminent Director -General
of our Organization, are calling for human solidarity to achieve greater social justice
throughout the world, defence budgets, unlike those for social improvements or participation
in agencies concerned with cooperation, are showing an absurd upward trend which defies all
reason. But what is my weak voice worth in the cacophony raised by the conquerors of all
types in the modern world? To be truthful, not very much. For that reason, I shall not
dwell any longer on this subject, but will deal more modestly with less ambitious

considerations.

The problem of health manpower training is at the moment a priority for the Gabonese
Government. Several years ago President Bongo - who wrote in Social Thought and Action:
"There can be no question of the development of Gabon if the health of its inhabitants, which
is the most important of all assets, is not ensured" - launched a programme seeking to provide
complete health coverage of our country within 10 years. This programme, which today has

made very good progress from the point of view of basic infrastructure, requires more and
more numerous medical and paramedical personnel, with increasingly high skills. For that
reason, after establishing the National School of Health and Social Activities and the
University Centre of Health Sciences at Libreville, the Gabonese Government intends, during
the Third National Plan which covers the period 1976 -1980, to build four schools for training
auxiliary personnel in the interior of the country. To enable us to succeed in this vast
undertaking we are hoping that WHO will give us its assistance, particularly in regard to

1 The above is the full text of the speech delivered by Dr Aldea in shortened form.
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higher levels of staff. It is only fair to point out that my country has had the benefit of
WHO fellowships for several years past, but these are still inadequate to meet our ambitions,
ambitions which are in perfect harmony with the aims of our Organization.

The last point that I should like to deal with concerns certain diseases which are

currently becoming great scourges in my country. I should like to mention:

- malaria, which can be considered mainly responsible for the high child mortality in Gabon;

we should like our malaria control programme to be supported by WHO on the basis of the

experience acquired in other countries;
- sickle -cell anaemia, a haemoglobin disease which we should have liked to see given special
mention in the Director -General's Report since, as is well known, it ravages the black popu-

lation of the world;

- children's diseases of every kind, particularly certain eruptive diseases such as measles
for which in Gabon there is at the moment no really effective treatment except for random

immunization.
This last consideration makes it necessary to establish a real maternal and child health

service which is well structured and well staffed. In that respect we fully agree with the
Director -General on the priority that should be given in our developing countries to preven-
tive medicine, of which maternal and child health is one of the most important components.

Here as in other fields (rural water supply, sanitation, etc.) the Gabonese Government
has undertaken positive activities with its own resources and WHO cooperation should be

closely involved in them.
I have no doubt, Mr President, that under the guidance of yourself, of the Director -

General, and of our dynamic and efficient Regional Director, Dr A. Quenum, initiatives
in this direction will be taken in the very near future.

The PRESIDENT (translation from the French):

The delegates of Morocco and Ecuador have decided not to speak but have handed their
texts to the Assistant to the Secretary of the Assembly for inclusion in the verbatim records.

Dr TOUHAMI (Morocco) (translation from the Arabic):1

Mr President, Mr Director -General, ladies and gentlemen, I have the honour to convey to
the members of the Twenty -ninth World Health Assembly the best wishes of His Majesty
King Hassan the Second of Morocco for the success of this session, and also to communicate
His Majesty's greetings to the President and Vice -Presidents who have been elected.

My country is keenly appreciative of the efforts in which the World Health Organization
is currently engaged under the leadership of its Director-general, and of the enlightened

views by which the Executive Board is guided in its search for new approaches to the achieve-

ment of its goals. In the Report which we are now discussing, Dr Mahler enunciates certain
principles which we have long supported and which continue to guide our national health

policy. One of these principles is that of encouraging countries "to work out their own
solutions and become self -reliant ". This sensible recommendation throws more light on
certain views expressed about countries that have in fact been working along these lines.
It in no way means that we are urging any State to refuse all foreign assistance automatically,
but it does mean that we should do everything in our power to free ourselves from dependence
on such assistance as quickly as possible. It is for this reason that the first objective
of public health in Morocco is the creation of the health infrastructures which are considered
to be the essential prerequisites for the implementation of our various programmes in this

field. One example is eradication of malaria, where instead of embarking on a single -stage
mass operation we have proceeded step -by -step in specific regions after health infrastructures

had been established in each region individually. Judging by our latest investigations, the
results can be considered positive and we are confident of being in a position to meet any emergency.

Obviously these basic infrastructures do not consist only of hospitals, diagnostic
centres, health centres, dispensaries and laboratories, and technical equipment of varying

degrees of sophistication. To ensure the successful functioning of the system, Morocco has at

the same time made a major effort in the field of training - both of physicians and of the para-

medical staff, who are so essential. Thus, at Casablanca a second medical college has been

opened, with an enrolment of 1800 students. In order to give our future physicians the best
possible training in dealing with the practical problems of public health, we are currently con-

structing in Rabat a school of applied medicine in which all sixth -year students will receive

1 This speech was submitted by the delegation of Morocco for inclusion in the verbatim

record in accordance with resolution WHA20.2.
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three months' training and where graduate physicians will also attend periodical refresher

courses. During 1975 we opened 15 additional training colleges for medical auxiliaries.
Morocco has realized for a number of years the need for an integrated socioeconomic approach
to development, which is precisely what the Director -General has called for; and for this

reason it has divided the country into seven economic regions. This change has had a

profound effect on the health system and on the training of personnel. Each province now
has a school for the training of nurses, and each region trains State -registered nurses.

The more highly specialized auxiliaries, such as technicians and instructors, are trained

at Rabat and Casablanca. We have thus been able to achieve some of our quantitative and
qualitative objectives with regard to the supply of medical workers and health auxiliaries.

This approach has made it possible for us to develop the activities to which we attach
priority in the fields of prevention, treatment and rehabilitation. These activities have
been incorporated in specific programmes applicable to the basic infrastructures at every
level and implemented by multiprofessional teams, with a view not simply to preserving the
level of health of our population, but to improving it. Without going into questions of
semantics I should like to say that, as far as we are concerned, "health promotion" does not
represent a "special programme" but is the objective of all public health programmes, since
they affect various generations of the population (in particular through the care of expectant
mothers) - in fact, each individual, in health and sickness, throughout his life, his environ-
ment, and the diseases to which he is exposed, such as tuberculosis, malaria and, currently,
schistosomiasis and several other infections.

Although our health services are integrated and organized in specific programmes for all
levels, they are also sufficiently flexible to cope with such occurrences as changes in the
national territory and an increase in the population or the emergence of new conditions likely
to affect the health of millions of people, while at the same time they remain receptive to
scientific and other advances of every sort. This explains how we have been able gradually to
reduce our need for external assistance in the health field, especially as regards resident

experts. This reduction has not been due to any preconceived notions or psychological
motives but is simply the result of our having found national solutions to our problems -
solutions whose originality lies above all in the fact that they have actually been applied.

In the light of these observations, which I have deliberately kept brief, we find that
the list of WHO activities for 1975 and the titles of the projects mentioned in the Report
require modification in all matters relating to Morocco. This is in harmony with the
Director -General's emphasis on constant and detailed research and increased understanding of
the real facts of the situation in each country. Morocco, adopting the same approach as

that which guides its steps in every field, considers that the various points in the Director -
General's report concur with our own principles of action in the various fields concerned:
health systems which, at their various levels of specialization, are becoming available to
all citizens in accordance with their real needs; the establishment of balanced health
facilities in rural areas; the formation of integrated health teams; the elimination of
malnutrition; the identification of high risk groups; and the need to replace mass campaigns
such as vaccination by a new monitoring strategy.

We also agree with the integration of nutrition services into health services and support
the Director -General in his efforts to convince international organizations, and especially
some of the bilateral assistance agencies, -that they should not attempt to do away with
existing arrangements in this field.

We would also encourage WHO to pursue its objectives in the field of pharmaceuticals.
In Morocco legislative measures have been taken that will make it possible to develop a drug
policy in the interests of the country and its inhabitants, from the point of view of quality,
utility, efficacy and price.

Finally, we can confirm that the Moroccan health programme is regarded as a long -term
project and that the planning of programmes of work is considered one of the basic responsi-
bilities of the technical services of the Ministry. This continuous process of planning,
execution, supervision, inspection, evaluation and replanning is by no means a new approach
for us in Morocco, as I have very briefly attempted to indicate, and it is this that prompts
me to join with Dr Mahler in hoping that those countries which have not yet adopted it will do
so as a matter of urgency. The marked difference in the state of advancement of the health
policies of different countries is one of the difficulties obstructing the work of WHO, which
in some regions plays an active part in the improvement of health conditions, while in others
must rest content with providing encouragement and support.

It is incumbent on Member States of WHO and on the Organization itself to cultivate a
spirit of enterprise, with objectivity, proficiency and a firm resolve to consign no single
human being, rich or poor, in town or country, to oblivion, but to rise above ideological
considerations, preconceived notions and rigid patterns of thought. We must all seek to be
inspired by the humility and painstaking precision that are considered to be among the
basic features of our professional ethos. In this way we shall avoid the danger of becoming
what the Director -General has called "a stagnating technocracy ". These are the hopes which
my delegation and I share with the Director -General when considering the future of health in
the world.
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1
Dr DE LA TORRE (Ecuador) (translation from the Spanish):

Mr President, the Government of Ecuador has decided substantially to increase efforts to
ensure that health becomes a real and priority right for the majority of the population, which
up to now has been unprotected. It is doing this because it is firmly convinced that any
process of economic and social development should have man as its objective, aim, purpose and
raison d'être, but man in full physical and mental health, without which his wellbeing is

unattainable. Of course, the Government is aware of the difficulties and of the enormous

investments that will be required in order to put this decision into effect, but it accepts
the challenge and proclaims that any investment designed to preserve, restore and maintain
the health of the people of Ecuador will be considered as of the highest priority, not only
from the human and social point of view, but also from the economic standpoint.

However noteworthy the achievements of the last few years in regard to health, particu-
larly in the provision of health care, much still remains to be done, particularly in the
rural areas with almost 60% of the total population which now amounts to some seven million

inhabitants. Emphasis will be laid on environmental health programmes, because merely
restoring health will not be enough if the unfavourable environmental conditions persist
in respect of lack of drinking- water, sewerage systems and the like, with the ensuing
adverse effects. Unfortunately, only some 65% of the population in urban areas has access
to moderately acceptable drinking -water systems and some 58% to sewage disposal systems.
In the rural areas, however - where, as I have said, most of the inhabitants live - the

situation is even more dramatic: only 9.3% have access to good quality drinking -water and
less than 1% to any form of sewage disposal system. If activities and investments were to
continue at the sàme rate as hitherto it would require a century'at least to achieve total
coverage of the population of Ecuador in regard to the two fundamental components of health
protection - clean water supplies and sewage disposal systems. This time scale is
unacceptable for the reasons already given. Consequently, the means needed to set up a

National Environmental Sanitation Fund have been brought together. The main purpose of this
Fund will be to concentrate all the efforts and resources formerly scattered through munici-
palities, provincial councils and other bodies, in order to construct as soon as possible
drinking -water supply and sewerage systems financed from both inside and outside the country.

Once the conditions of environmental health and nutrition have been improved, fewer
people will fall ill and fewer will die from avoidable causes, for at present 47.3% of all
recorded deaths are due to communicable and parasitic diseases.

In the same way, as well as launching this great crusade to prevent deaths among the
population, the Government, through the Ministry of Public Health, will continue and improve
its health care programmes by building new hospitals, health centres and health sub -centres,
thus increasing the coverage, again with emphasis on the rural areas. At present some 8000

hospital beds are available in the Ministry of Health system but the building of 7 big hospi-
tals is to be continued and a start will be made on building 6 medium -size general
hospitals and 21 hospital health centres, which will result in an increase of some 3000
in the number of beds at the end of two years. At the same time an effort will be made to
increase coverage and improve the quality of care given the sick. At the moment there are
some 280 000 discharges from hospital per annum. Outpatient consultations have undergone
a significant increase from 141 754 in 1972 to 800 000 in 1975. Everything is being done
to ensure that this trend will continue.

Particular attention has been paid to the coverage of the rural areas with health care
services through the rural medicine programme, which was launched in 1970. All health
professionals are obliged on graduation to place their knowledge for the period of one year
at the disposal of the hitherto neglected rural communities. The results have been extremely
favourable from the professional, social and political point of view. In 1972, 134 health
subcentres were established under this programme, a figure which increased to 262 in 1975 and
will reach 350 in the coming year, thus covering a large part of the country. The rural
medicine programme, which can be continuously improved, has been supplemented by the provision
of dentists, nurses and auxiliaries. Perhaps the day is not far off when other professionals
will take part in the programme in order to ensure in a coordinated and cooperative way a
more dynamic development of the rural communities, whose components must become primarily
the subject rather than the object of the social and economic change sought by the present

Government. It should be mentioned that a start has been made on trying out what are known
as "minimum health posts ", with a nursing auxiliary and public health inspector, as one of
the means of expanding coverage in the rural areas - in this case mainly for scattered popu-
lation groups. The plan was launched with 144 such posts which will soon be increased by
100 or so. At the same time, voluntary workers and traditional midwives will be trained,
as well as anyone else who wishes and is able to cooperate in the community public health and
sanitation work.

1 This speech was submitted by the delegation of Ecuador for inclusion in the verbatim
record in accordance with resolution WHA20.2.
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In Ecuador, as in most countries of the Third World, the population structure is such that
almost one -half is made up of people under 15 years of age and about 20% are women of child-

bearing age. The mother -child unit, which is the most important of all, therefore represents

the largest sector of the population, equivalent to approximately three -quarters of the total.
There can be no doubt that we must redouble our efforts and provision of resources in favour
of this basic family nucleus, the foundation of the whole of the community of today and the

future. However, here as in so many other public health fields, the task is immense. For

the various reasons already mentioned a high rate of infant mortality is still being recorded:
26% of children who are born die before reaching one year of age, and 48% before reaching 5
years of age, mainly, as already stated, from communicable and parasitic diseases. In regard
to mothers, only some 38.7% of births were attended by professionals and 56 110 prenatal
examinations were recorded. At the present moment, moreover, there is medical supervision of
less than 50 000 children under one year of age and of fewer than 35 000 children aged one to
five years. The statistics just quoted, although they are only part of the picture, fully
justify the Government's decision to achieve harmonious and balanced development basically by
consolidating the right to health of the whole of the population of Ecuador.

The tragic features shown by many of these vital statistics are not, of course, the
result of mere chance. They represent the consequence of centuries of injustice in the
international division of labour which has made a few nations prosperous, healthy and
comfortable on the basis of the ever -increasing exploitation of most of the countries and
peoples throughout the world. Ecuador, like the other developing countries that are aware
of this age -old injustice, believes that it can and must be overcome without delay for the
benefit of humanity as a whole; hence, it supports with deep conviction the resolution
adopted by the United Nations to apply all efforts and resources to the building of a New
International Economic Order. On the regional and subregional scale significant steps have
already been taken towards achieving this important objective. The Cartagena Agreement for
the Group of Six in the Andean area is a clear demonstration of the resolve that animates us
to avoid the pitfalls which have hindered the increasing integration of the less -developed
nations.

In Ecuador itself, may I say in conclusion, the Government has launched economic and
social policies which, as in the case of public health, are aimed at setting right the struc-
tural deficiences inherited by our country, largely the consequence of the inadequate
international structure that still exists, with a view to achieving the wellbeing not of
privileged minorities, but of the whole population.

Mr KEITA (Mali) (translation from the French):

Mr President, Mr Director -General, fellow delegates, I have pleasure on behalf of the
Malian delegation to the Twenty -ninth World Health Assembly in congratulating in my turn the
President, the Vice -Presidents and the Chairmen of the committees on their well- deserved
election. We assure you here and now of our complete cooperation. in ensuring the smooth
running and success of our work.

Mr President, our delegation is particularly happy at the admission of the People's
Republic of Angola to our Organization. It was to be expected that our Assembly would
welcome almost unanimously this new Member, which has had to fight so hard for its indepen-
dence.

Mr President, I should like to mention in particular the Director -General and his Annual
Report which reflects his desire - which we share - to find new and original methods of
making our Organization more dynamic. Without dwelling at length on the various points
raised in this Report on WHO's activities, which we have read with much interest, we should
like to emphasize how much they concord with our anxieties and concerns and to mention some
aspects that are peculiar to the Republic of Mali.

Social and preventive medicine remains a priority of our health policy, and preventive
activities are still of cardinal importance. The comprehensive BCG vaccination campaign was
completed in 1975, two years after the smallpox eradication campaign. Following these two
mass campaigns we have drawn up a project for a maintenance campaign to cover vaccination
against smallpox, tuberculosis and yellow fever as well as certain diseases of childhood.
In this last respect, for the last three years we have watched powerless as more and more
destructive epidemics of measles have taken hold. At the end of the campaign to control that
disease we were faced with difficulties in obtaining supplies of vaccine, not to mention
logistic problems connected with storage difficulties.

Still on the subject of social and preventive medicine, we held two national seminars
in January /February 1976. The first of them was on nutrition and took place under the
auspices of the International Union for Child Welfare and UNICEF. This seminar, which is
to be followed by a pilot project for the development of food resources, forms part of the
programme to combat the effects of the drought. The second seminar, on family health, became ne-
cessary after the pilot family planning project had achieved indisputable success and a new division
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of family health had been set up in the Ministry of Public Health and Social Welfare. In

regard to family health, and particularly maternal and child health, the development of rural

maternity homes is continuing. Now that some 180 such centres have been established in the
two administrative regions of Sikasso and Bamako, a third region, Kayes, is following the
same path which also serves as a means of strengthening the basic health services accessible
to all our citizens. This decentralization has already led to the number of supervised
births being doubled. None of these activities will have any importance and lasting impact
unless health education is brought to bear, and we are making unflagging efforts in this

direction. In the absence of resources for spreading out and reaching the bulk of the
population directly, we have organized regional seminars to retrain health and welfare
workers, teachers, and rural extension workers. Furthermore, we are planning to establish
in the very near future a new division bringing together nutrition and health education.

Mr President, we must also mention the strategy for the development of health services,
which consists in systematic integration of the health aspects in economic development Opera -
tions, since socioeconomic development forms an integral whole. The integration of health activi-

ties in the "groundnut and food crop operation" is being pursued. Two other similar schemes will be

launched in the near future. We hope to do the same with projects for dams, which have numerous reper-

cussions on the disease pattern; we renew our request for a monograph to be prepared on the

epidemiological aspects of this type of work and the preventive measures to be taken.
Mr President, you know that the countries of the Sahel have been the victims of a long

drought with catastrophic consequences. The years 1974 and 1975 have seen the beginning of
a return to normal rainfall in Mali, but we have by no means eliminated all the effects of
this disaster which was made worse by a catastrophic economic situation. The United Nations'
initiative in coming to the aid of the 32 least favoured countries was warmly welcomed last
year, but we are waiting impatiently for it to be given concrete form.

Finally, Mr President, we should 1 -ike to mention very briefly our determination to cata-

logue all the potentialities of traditional medicine in Mali. A national institute has
been set up for this purpose, and the leading staff of that institute intend to organize
seminars together with traditional healers in the months to come. The main subject of these
seminars will be the integration of the healers into the health team following the failure of
isolated attempts. In a country where traditional birth attendants are still providing
excellent services, healers can and must be recognized and take their due place in the
medical team.

Mr President, I cannot end without congratulating Dr Quenum who has so ably adapted the
Regional Office's policy to the realities of Africa south of the Sahara. Mr President,
Mr Director -General, fellow delegates, it only remains for me to wish you every success in the
work of the Twenty -ninth World Health Assembly and to thank you for your attention.

Mr SINGH (Fiji):

Mr President, Director -General, distinguished delegates, ladies and gentlemen, it is my
pleasure and privilege to bring to this Twenty -ninth World Health Assembly cordial greetings
from the Government and people of Fiji. My delegation warmly congratulates you,
Mr President, on your election, as well as the Vice -Presidents and committee Chairmen. We
also join with other distinguished delegates in heartily congratulating the Director -General
and his staff for producing an excellent Annual Report.

The state of the people's health in Fiji is generally good. There are no major'serious
diseases prevalent in the community and life expectancy rates are comparable to those in more
developed countries. The average life expectancy is 67 years. The cost and quality of our
medical services can be quantified broadly by looking at the per capita expenditure on
medical services. This was an estimated US$ 22.05 per annum over our 1971 -1975 sixth plan
period, or about 37. of per capita gross domestic product, whilst hospital fees averaged only
about 55 US cents per capita per annum. Moreover, between 1971 and 1975 an estimated 9.8%
of the Government's capital expenditure was devoted to the health sector, compared to only
8.4% in the preceding five years. In the plan period we have just completed, the Government
concentrated its efforts in three main areas: (1) the reorganization of rural and urban
health services, (2) the reconstruction and expansion of hospital facilities in main
population centres, and (3) the replacement of old rural medical stations.

The main causes of death in Fiji are those associated with advanced urban societies,
such as circulatory, respiratory and metabolic diseases and various forms of cancer. There
has been a marked increase in deaths due to trauma. Influenza is the most common disease.
For the first time last year we had deaths due to dengue fever, the virus being type 1, and
six people died as a result. WHO and the New Zealand Medical Research Council rose to the
occasion and gave us timely assistance, for which we are grateful.

The total population of Fiji at 31 December 1975 was about 580 000. The number of
general hospital beds available in Fiji is 1660, or 2.9 beds per 1000 people. Apart from
77 nursing stations, Fiji has 45 area health centres, providing services for about 414 000
people in rural areas. Last year, a three -year training course was initiated at the Fiji
School of Medicine, for the medical assistants' course, with the help of WHO.
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By the end of last year the birth rate had fallen to 29 per 1000 and the female
protection rate was 27%; 93% of all babies born were delivered in hospitals or by district

nurses. The concept of centred family planning and maternity units is of high priority in

our seventh development plan, which commenced this year. Requests have been made to the

British Government for a loan, and to the United Nations Fund for Population Activities, for

assistance for this project, which is estimated to cost about US$ 1.5 million. We are

anxious to see this finalized as early as possible. There are two major health problems

affecting mother and baby in Fiji. The Government viewed with concern the high numbers of
low- weight babies and the high infant mortality rate during our sixth plan period. The need is
recognized to introduce measures to avoid anaemia in pregnancy and other problems of maternal

nutrition. Stress will have to be placed on more and more education, on control of dietary
habits, and on provision of more free medication to expectant mothers.

In 1975 the number of local and expatriate doctors working in Fiji in both public and
private service was 244, or a ratio of 1 doctor for every 2300 people. The nurse /population
ratio is 1 per 590, although the average ratio in rural areas is 1 for every 2000 persons.

In order to eradicate serious infectious epidemics, infants, pre -school and school-

children throughout Fiji were immunized. Infectious and parasitic diseases represent less
than 7% of all deaths in Fiji. Every year about 85% of children between birth and 6 years
of age are immunized against tetanus, tuberculosis, whooping cough, diphtheria and polio-

myelitis. We have already begun a nationwide campaign against rubella amongst adolescent
girls, numbering about 30 000. Tuberculosis, which was enemy number one a decade ago, now
has an incidence of only 0.47 per 1000 population. For the first time Fiji has this year
started a pilot project on trachoma eradication on the island of Ovalau, where the incidence
of this disease is 16.8%.

Fiji emphasizes the need for health services to include leprosy control as a regular
activity and lays stress on the training of multidisciplinary staff to improve levels of
competence in leprosy control. This is paying dividends. The sharp decline in the
incidence and the morbidity of leprosy in Fiji caused the Government to close the Leprosy

Station at Makogai in 1969, and only late in 1975 we also closed the St Elizabeth's Home in
Suva, leaving now the Twomey Memorial Hospital to continue its work in this field. The
control of mosquito -borne diseases, such as filariasis, and haemorrhagic dengue fever and other
virus diseases, causes us some problems. To control filariasis, the Government plans to
survey and complete blood -film examination and follow up positive samples. The Government
proposes to spend about US$ 920 000 in erecting new rural health and nursing stations during

the next five years. With the help of WHO, we are now embarking on drawing up a national
health plan consonant with Fiji's overall development planning, and a National Health Advisory
Committee has been set up for this purpose.

Our country enjoys close cooperation and assistance in many respects from various
quarters. First of all, my Government is most grateful to, and appreciative of, the help and
cooperation given to us by the WHO Representative in Fiji, Dr John Hirshman, and his staff.
The main WHO assistance for Fiji consists of grants or fellowships for local health workers
to take training courses overseas. Ten such fellowships were awarded in 1975 and 17 are
budgeted for 1976. Direct WHO assistance to Fiji in 1975 was US$ 123 999, with
US$ 183 820 budgeted for this year. Dr Francisco Dy, our popular Regional Director of the
Manila Office, has extended his arm of guidance and assistance to Fiji and other countries of
the Region at all times, and for this we are most grateful to him and his staff at the

Western Pacific Regional Office. We hope that funds would allow him to travel in the region
regularly in future, as such visits are greatly beneficial to and appreciated by Member
governments.

We are deeply grateful to the Governments of New Zealand, the United Kingdom, India,
Pakistan, the Philippines, etc., and the different international agencies, for their continued
assistance to us in the various fields of health.

Finally, my delegation wishes the Twenty -ninth World Health Assembly every success in its
deliberations and a fruitful fellowship in this forum, for we meet here as a team of dedicated
health workers for the common good of mankind as a whole, and not in pursuit of benefits only
to our own particular countries or Region.

The PRESIDENT:

Thank you. It now gives me great pleasure to call the representative of the
Organization of African Unity to the rostrum.

Mr SIDKY (Organization of African Unity) (translation from the French):

Mr President, your Excellencies, ministers and heads of delegation, allow me first of
all, Mr President, to convey to you on behalf of the Organization of African Unity my warm
congratulations on your election to the highest office of this august Assembly. We wish
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also to congratulate the officers of the Twenty -ninth Assembly. We are confident that they

will be able to cope with their most difficult but uplifting task, a task which I shall
venture to describe as a historic one in view of the present economic situation and the
profound changes going on throughout the world and which bear witness to the important place
occupied on the present -day international scene by Africa, which forms an integral part of the

group of 77 developing Third World countries. It is a pleasant duty, Mr President, to

congratulate you on your election to high office; besides the feelings of affectionate
friendship which your fellow delegates have expressed in this way, your election bears
witness to the importance they attach to the problem of health, for there is no denying,
Mr President, that your stature, the important posts you have occupied in your own country,
your African heritage, your membership of the Third World, made you the natural choice for

the responsibilities which you are shouldering today. Your total commitment, your drive,

the sense of responsibility with which you have always managed to tackle delicate problems

both at the African level and in international conferences and important meetings are for us
a guarantee of success of the work of the Twenty -ninth World Health Assembly. Even at the

risk of offending your sense of modesty, Mr President, I have to say that your presidency
has already set its mark on the work of this session through your personal commitment and
the faith that you display in the objectives and humanitarian mission of WHO.

On behalf of the Secretary -General of the Organization of African Unity, who would
have liked to be among us today but who was unfortunately prevented by the heavy burdens of
his important post, I should like to stress how much Africa feels honoured by your election,
which is a mark of the confidence placed by the international community and by Member States

in you personally and in Africa as a whole. This is a vote of confidence which the OAU
particularly appreciates and which denotes a welcome new trend, since it is the continent
of Africa which is the most subject to the insults of foreign domination with its accompa-
niments of violence and atrocities against the human race; it is in Africa, which was sub-

jected to centuries of colonization and which has finally taken up the challenge, that
thousands of Africans still fall victim to the scourge of endemic diseases and malnutrition,
made worse by the horrors of drought and other natural calamities, despite all efforts to
improve the coordination of health programmes and to strengthen health care delivery systems
as part of socioeconomic development, and despite the coordinated and integrated activities
of the various bilateral and international agencies that are helping the African countries

in their health programmes. We trust that, in its programmes of work, the Assembly will
take into account the specific conditions in the least advanced countries and those among
them that are the most seriously affected, a large number of which are in the African Region.

Mr President, in Africa efforts to increase health coverage in the rural localities
have been intensified, the number of dispensaries and other medical centres has been increased,
and the staffing of health services in the countryside has been strengthened. However,

generally speaking the ratio of doctors and hospital beds to population is scarcely improving

at all in Africa.

I do not intend at this stage, Mr President, to go into certain constitutional problems,
but the OAU must mention the under -representation of Africa in the governing bodies of WHO.

Having said that, Mr President, I should like to convey to the Director -General of WHO,
Dr Mahler, our full appreciation of his most praiseworthy efforts in the short time he has
held his highly responsible post. We wish to pay tribute to him for his pragmatism and for
the special attention he unceasingly devoted to Africa and other developing regions through-
out the world. We assure him of our confidence and support, and trust that the activities
that he has already undertaken can develop still further in order to implement the decisions
of your Assembly in letter and in spirit.

Mr President, we welcome among us today many newly independent African States that are
participating fully with us at this present session in their own right. Last time it was

Guinea -Bissau; today, on behalf of the OAU, I welcome the delegations of the People's
Republic of Mozambique, Cape Verde, Sao Tome and Principe, the Comoros and the People's
Republic of Angola. In the case of Angola, the decision of your Assembly on 4 May is an
act of faith in the glorious fight waged by the Angolan people under the leadership of the
MPLA and indicates a progressive trend in the World Health Organization. We are certain
that the participation of these countries in this Assembly will enrich its work; they are
countries which for more than a decade have victoriously waged a struggle for national
freedom, with the basic aim of bringing about a radical transformation of colonial society
in various domains, the most important of which was the social and economic welfare of the

oppressed African masses. In this respect we wish to make an urgent appeal to the Twenty -

ninth World Health Assembly and to the Director -General of WHO to ensure that very special
attention is paid to ways and means of finding quick solutions to the problems of health
and hygiene that face these newly independent African States; these problems are closely
linked to the development programmes of those States during the period following independence.
Moreover, Mr President, several heads of delegation from those States who are with us today
were responsible for health and hygiene matters in their liberation movements and will be

able to give you a complete picture of present requirements in their countries.
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In regard to areas of Africa still under colonial and racialist domination I should
like to congratulate the Director -General on behalf of the OAU for the way in which he has
put into effect programmes of assistance for the national liberation movements recognized
by the OAU in those areas, in conformity with the relevant decisions and resolutions of the
General Assembly of the United Nations. We are also pleased with the close cooperation
between our two organizations in regard to cooperation programmes in progress and to assis-
tance to the national liberation movements. Here the objectives of our two organizations
merge.

However, in regard to this last subject - assistance to national liberation movements -
allow me, Mr President, to draw the attention of this august Assembly to the part of
document A29/36 that concerns emerging African States. We find to our great anxiety that
some programmes of health assistance and health manpower training organized for the benefit
of the liberation movements are still being systematically blocked after several months,
despite all the willing efforts of the Director -General of WHO to find a solution, because
of the disturbing stubbornness of an organization in the United Nations family - I refer to
UNDP - which is participating in this assistance through an integrated programme. The OAU
for its part will continue as in the past, and in accordance with the instructions given to
it by the heads of state and heads of government in Africa, to see that the assistance to
be given by the United Nations family to national liberation movements recognized by the OAU
is provided in full. Mr President, the Organization of African Unity calls once more for
all goodwill and for every type of generous initiative so as to organize a great campaign of
solidarity for implementing programmes for health assistance and manpower training in Africa
under the best possible conditions. We have great hopes that the work of this Assembly will
be based on the admirable ethics of true international solidarity.

Dr EL KHIYAMI (Syrian Arab Republic) (translation from the Arabic):

Mr President, distinguished delegates, ladies and gentlemen, allow me first of all to
offer my sincere congratulations to Sir Harold Walter on his election to the presidency of
this session of the Assembly. I wish you, Sir, and your Vice -Presidents and the Chairmen of
the committees every success in your task.

I should like to take this opportunity of expressing my thanks and appreciation to the
Chairman and members of the Executive Board for their valuable endeavours during the past two
sessions of the Board. I should also like to express my appreciation and gratitude to the
Director -General, Dr Mahler, for the courage, wisdom and welcome frankness which enabled him
to concentrate in his Report on the relationship between health development and economic and
social development, and to treat health as a comprehensive philosophy affecting the individual
as a part of the community. This means, putting it in other words, that health is part of
a whole that can attain completion only through integrated planning, which should become the
established practice, especially in countries such as ours which are half way between developed
and developing nations. A large proportion of our workers today enjoy full health security,
and I should also like at this point to express my appreciation of the outstanding personal
qualities of Dr Taba, the Regional Director for the Eastern Mediterranean, which have contri-
buted so much to the establishment of the friendship and cooperation that exist between the
Regional Office and the States of the Region.

A great deal has been said about the serious brain drain problem facing many Third World
countries, including my own, as a result of the greater inducements offered by the developed

countries. Our Ministry has made a study of this chronic problem, to which, however, there
appears to be no radical solution within reach. In our opinion, the only possibility of
arriving at such a solution is for the States benefiting from this brain drain to cooperate
by ceasing to encourage it - and here I would emphasize that such cooperation is vital if the
initiative is to be successful. Briefly, the World Health Assembly should urgently recom-
mend the adoption of the necessary measures to prevent newly qualified technicians from
tumbling over one another in their eagerness to work in countries other than their country
of origin; and it would be better still if the recommendation in question contained provisions
calculated to make it impossible for them to do so. I repeat that the cooperation of the
developed countries in this matter will be a humane and effective contribution to the
solution of this problem, especially if constructive measures of the type I have described are
taken.

Last year, Syria, like a number of Mediterranean countries, suffered a minor outbreak
of cholera. We feel that this outbreak, although it claimed very few victims, indicates
both the inadequacy of scientific research and the need to strengthen international cooperation
through the World Health Organization for the purpose of finding the best way of preventing
such outbreaks, of which the poorer countries are usually the victims. What I have said about

cholera applies, to a considerable extent, to many communicable diseases and health problems
in those countries - and here I feel bound to say that, until the world succeeds in achieving
some sort of balance between the rich countries and the poor ones, the latter will continue to
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be affected by diseases and to suffer from the backwardness in health matters that goes
hand in hand with backwardness in the social and economic fields.

My country's energetic efforts in recent years to strengthen its health development
planning by increasing the numbers of physicians graduating from the schools of medicine,
by developing medical education and placing increasing emphasis on social medicine, or
again by increasing the number of auxiliaries graduating in various technical fields, have
begun to bear fruit. We are now on the point of enacting legislation that will oblige all
those who have recently graduated to spend a period of time in government service before
they are allowed to embark on the career of their choice, whether this be specialization or

private practice. The two main objectives of this measure are to stem the brain drain and
to extend health service coverage to outlying rural areas.

We hope in the near future to establish a project for the nutrition and care of infants
and children of preschool and school age, side by side with a national permanent vaccination
programme that will be given high priority.

The last question which I feel I should raise here is that of the Palestinian people,hun-
dreds of thousands of whom have been driven out of their homes to live in tents far from their own

country and territory, while hundreds of thousands more continue to live under the shadow of
foreign occupation, deprived of even the smallest fragment of those basic rights which all

humans enjoy. The occupying power in the shape of Israel (which is responsible for the loss
of their homes and the innumerable crimes committed against them) has prevented the visit of
the Special Committee of Experts established by this Assembly to investigate the health condi-
tions of the Palestinian Arabs in the occupied territories, thus proving that the occupying
power does not wish the truth to be officially known. But whether the truth be known
officially or unofficially, its nature is indicated by the angry demonstrations and armed
repression which, as I am sure you are all aware, have occurred and are continuing to occur
throughout the occupied territories. The purpose of the demonstrations is to demand the
ending of foreign occupation and of all the forms of tyranny and oppression that flow
from it.

I call on this Organization to take effective measures to defend the human rights so
disgracefully ignored by the racist Zionist State in its ill treatment of the Palestinian
people, and I ask you to adopt a resolution reaffirming support for the natural rights of the
Palestinian people and condemning Israel for preventing our brothers in the occupied terri-
tories from exercising those rights.

Dr H. J. H. Hiddlestone (New Zealand), Vice -President, took the chair.

The ACTING PRESIDENT:

On this my first occasion in the chair, may I briefly thank all distinguished delegates
for the honour they have accorded me and, through me, my country. I will strive to be worthy

of your confidence.

Mr SINGHATEH (Gambia):

Mr President,
you greetings from
of the Republic of
deliberations, and
state of health of

Director -General, distinguished delegates, ladies and gentlemen, I bring

our President, His Excellency Sir Dawda Jawara, the Government and people

the Gambia. It is their earnest hope that we would be successful in our
that we would influence attitudes, thereby hastening improvements in the

all our peoples.
Before commenting on the Annual Report of the Director -General, I wish to congratulate

Sir Harold Walter on his election to the high office of President of this Assembly. As one

who has worked closely with him in the recent past, I would re -echo the sentiments expressed
on his election, with a firm belief that he will serve us well at this Assembly and in other

WHO activities during the course of his term of office. I should like also to congratulate

the Vice -Presidents and the Chairmen of the main committees.
I now congratulate the Director- General for his Report, which is clear, factual and

indeed educative. I have noted the Organization's attempt to project new approaches in the

implementation of programmes, with sound philosophical bases for those new approaches, as
evidenced in the Report presented by the Director -General to this year's Assembly. The

Report also gives, clearly, the newer concepts in the strengthening of the basic health
services, especially the approach bearing on more meaningful community participation. My

observations are based also on a WHO project for the strengthening of the basic health services

in the Gambia. This particular project has much relevance to the five -year plan on economic

and social development recently approved by the Government. Within the plan period it is the

declared intention of our Government to correct the imbalance arising from the rapid develop-
ment of urban areas and the unfortunately much slower development of rural areas, especially

for a country which is predominantly rural in setting. The health sector in this plan
contains projects with high priority rating aimed at correcting that imbalance in favour of
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the needs of our people in rural areas. Briefly this plan aims to provide more medical
facilities, thus making it possible to increase medical coverage to at least 80% of the popu-

lation; to strengthen the maternal and child health services with improved immunization

programmes; to promote family health, with the prime aim of improving the quality of life
in rural areas; and, lastly, to improve and expand the training institutions which will

provide the trained personnel and make the implementation of the plan a reality. There is,

therefore, no doubt that the success of this economic and social development programme is
very dependent on the parallel development of trained manpower for the delivery of health
care to the people.

Allow me to make a brief comment on the sector of communicable diseases. It is with
pride and satisfaction that I reaffirm the success achieved in the total eradication of small-
pox in our region. I therefore refer to that memorable communication from our Regional
Director informing me that the international commission had certified West Africa as being
totally free of smallpox. I reiterate, therefore, the expression of thanks - as we have
done in previous World Health Assemblies - to WHO (in particular to Dr D. A. Henderson, Chief,
Smallpox Eradication) and to the United States Government, which aided us for years to combat
successfully this once dreaded disease, thereby making our participation in the eradication
exercise possible to the end. Childhood illnesses still pose a problem to us - notably
measles, despite early successes in controlling this disease, almost to the point of
abolishing epidemics. As observed in our submission at the last Assembly, when commenting
on the Director -General's Report, I am happy to observe that the Organization has noted the
urgency to redefine and, indeed, change the strategy leading to the eradication of malaria, especially

in our Region. However, I am bold enough to plead that WHO should continue to support and also
increase the aid to research institutes actively engaged in malaria immunology studies, which would

lead, most likely, to the production of a vaccine for malaria in the foreseeable future.

My only comment on those noncommunicable, rather chronic diseases - e.g., cardiovas-
cular diseases, diabetes mellitus, traumatic lesions arising from accidents and mental ill -
health - is to draw the attention of the Organization to the problems faced by most develo-
ping countries, like ours, in the care of this group of patients needing long and specialized
care, sometimes beyond the resources of our individual ministries of health.

It is also the view of my delegation that the fight against the communicable and non -
communicable diseases, especially in our Region, will be further prolonged if we are not
supported or guided by the results of medical research generally, and biomedical research
in particular, notably research on the parasitic diseases. We are fortunate to be provided
with a Biomedical Research Centre, presently located at Ndola, Zambia, which I expect would
collaborate most effectively and indeed logically with other research institutes well
established in the Region and possessing a high reputation internationally for the successful
work they have done. We add our voices to those of others who plead for urgent consideration
of aid to support biomedical research work, notably on the parasitic diseases, nutrition and
animal health. I am obliged to include in this plea that the Organization should give
careful consideration and guidance with regard to ethics in medical research.

I would like to mention briefly our fruitful cooperation with other United Nations
agencies, whose timely assistance lightened the heavy task arising from the constant, and
entirely justifiable, demands of our people for more medical and health care. Happily,
there has been a very cordial relationship between my Ministry and these agencies - UNICEF,
the United Nations Development Programme and the World Food Programme.

Owing to the strong ties between our neighbouring States in West Africa, I am happy to
mention that we have participated actively in the activities of the West African Health
Secretariat and the Senegalo- Gambian Ministerial Committee, which has its headquarters in
Banjul. Through the cooperation arising from bilateral agreements, we have assisted in
many ways in the delivery of health care to our people. Thus I seize this excellent opportunity
to thank, through their delegations, the Governments of the United Kingdom, the People's
Republic of China, the Libyan Arab Republic, and our sister countries and neighbour republics
of Senegal, Sierra Leone, and Ghana.

Finally, I would like to put on record my appreciation and satisfaction as a result
of the visit of Dr A. Quenum, Regional Director for Africa, to the Gambia early

this year. The visit was a success and thoroughly fruitful in respect of our continued
cooperation for our mutual benefit. His presence in our midst at home succeeded in giving
us the desired boost as a Member State of this great Organization. I do not wish to be accused
of overindulgence if we congratulate ourselves as an international world body whose only
preoccupation is to provide our peoples with the optimum level of health. I therefore
pledge again our full cooperation and support for WHO.

Professor MENCZEL (Israel):

Mr President, distinguished delegates, the delegation of Israel joins the distinguished
delegates in congratulating you on your election to your high office. We also join in
congratulating the Vice- Presidents on their election. And to the Director -General go our
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congratulations on his achievements in his skilful guidance of the Organization during the
past year and on his most stimulating and informative Report.

In the short time available to me I wish only to highlight a few aspects of the health
of Israel and our approach to certain specific problems which may be of interest to fellow

delegates. The customary indicators of health continue to show improvement. Infant

mortality has decreased to 21 for the total population, Arabs and Jews, expectation of life
at birth - 73 years for women and 70 years for men - is the highest in the region and among
the highest in the world. As in the other developed areas, the captains of the men of death
are ischaemic heart disease, cancer, and cerebrovascular accidents, for Arabs as for Jews.
We, like others, are increasingly concerned with the problems of aging, of mental health, of
accidents and of the quality of life, while the cost of health care, and particularly hospital
care, increases at an alarming rate.

Some of our approaches to these problems may be of interest. Progress has been made
in the integration of the curative and personal preventive services, with increasing

emphasis on primary health care. A revised universal national health insurance bill has
been tabled in Parliament. One special model which has aroused considerable interest is
the Negev project of the University Centre for Health Sciences, to integrate health services
and health manpower development at all levels, and we are grateful to WHO for its encourage-
ment and support. Other models involve the regionalization of hospitals and the linking
of primary and secondary care. In this connexion I should like to mention the regional
health centre which opened last year in Slfit in the administered territories of the West
Bank. This complex of a centre with four village satellite clinics is a prototype, in
organization and structure, for the provision of integrated primary health services to rural
populations. Doctors, nurses and midwives, backed up by hospital based specialists, serve
a population of about 30 000. We believe this prototype and the philosophy on which it is
based offer a practical solution to the problems of several neighbouring countries. We
should be happy if they would come to see it in operation.

The health services in the administered territories have been further developed, the
budget significantly increased. We are encouraging visits of professional experts from all
countries to assess the progress made during the last few years.

We take some satisfaction in new developments in the two important fields of geriatrics
and mental health. The main emphasis has been the development of community services for
early detection and treatment, and maintenance and rehabilitation after discharge from

hospital. Acute geriatric departments have been established in general hospitals, these
linked to day -hospitals and, in turn, to community -based home care programmes. Similarly,

the integration of hospital psychiatric services with community facilities for support and
follow -up represents an important advance, the more so as they must be adaptable to our

multicultural society. On an experimental basis in two pilot areas we are attempting to
unite all community and social services with those of health to study the implications of

true integration.
Another example, from a field of direct concern to this Organization, has been the

decision to establish a central authority for biomedical research funded by the Government.
This mechanism is designed to enable the Ministry of Health to define its problems and
priorities and to facilitate cooperation with the scientific community to seek solutions,
particularly in the fields of operations research in the health service.

Israel is proud of her participation in expert panels, committees and advisory groups
in WHO, and that some of our laboratories and institutions are recognized as collaborating

centres. We are continuing to collaborate and to participate in the development of health
services with many nations. We are also proud of the fact that health services of the
highest level are and always have been open to all without any discrimination as to religion,
creed, or race. In recent years these services have been used by ever increasing numbers of

citizens from surrounding countries, despite the political climate. During the past year,

many thousands of patients from all neighbouring countries came and received treatment in
Israel's clinics and hospitals.

In conclusion, may I say that it is our sincere hope that, whatever political settlements
lie in the future, the promotion of health and treatment of the sick - in the true spirit of

the WHO charter - should expand, bringing further progress to the health service and welfare

to the population of the whole area.

Professor HOANG DINH CAU (Democratic Republic of Viet -Nam and Republic of South Viet -Nam)
(translation from the French):

Mr President, Mr Director -General, ladies and gentlemen, on behalf of the delegations of
the Democratic Republic of Viet -Nam and the Republic of South Viet -Nam we convey to you all
our cordial greetings and our best wishes for the success of the Twenty -ninth World Health
Assembly.
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Allow us also to offer our warm congratulations to the new Member of WHO, the People's
Republic of Angola, a country formerly colonized like Viet -Nam before the revolution of

August 1945, a country which has fought for 15 years to gain true independence and liberty.
With all our heart we wish Angola striking success in the protection of the health of its

heroic people, against a background of complete economic prosperity.
We have studied with great interest the Director -General's Annual Report on the work of

WHO in 1975, a Report which reflects very clearly all the many activities of the Organization

during the past year. The Vietnamese delegation intends to make its own small contribution

to the work of the Assembly.
Ladies and gentlemen, one year has gone by since the Democratic Republic of Viet -Nam was

admitted to our Organization. It is also one year since the complete liberation of the whole

of South Viet -Nam and the re- establishment of peace throughout all Viet -Nam. We have made

great efforts to begin the reconstruction of our country, but we must admit that the successes
achieved are still extremely small when compared with the extent of the problems caused by the

last 30 years of war. Some 7 600 000 tons of bombs of every kind - or more than three -and-
a -half times the tonnage dropped during the Second World War - over SO 000 tons of herbicides
and defoliants, and 7000 tons of toxic CS gas (in the years 1964 -1969 alone) were dropped on

the soil of Viet -Nam, destroying human lives and the biological environment. The health

and standard of living of the people are naturally suffering from this and it will take many
years to bring them back to normal and improve them. To speak only of the health sector,

in North Viet -Nam these intensive bombings destroyed or seriously damaged 350 hospitals and
1500 infirmaries and maternity homes, i.e. 60% of the central and provincial health establish-
ments (including research institutes and staff training schools), 30% of the district health

establishments, and 10% of village infirmaries and maternity centres. In South Viet -Nam the

war has left a terrible aftermath; a country ravaged by bombs and toxic chemicals, all in all

a country that is debilitated and deeply impoverished. We must urgently treat the war wounds,
resolve the problem of several hundred thousand people injured, mutilated and disabled by
the war, educate nearly 1 000 000 orphans of all ages, care for and reintegrate into society
hundreds of thousands of political prisoners weakened and mutilated by torture, re- educate and
find different jobs for hundred of thousands of prostitutes, drug addicts and juvenile delin-
quents, and begin the work of controlling communicable diseases such as malaria, tuberculosis,

leprosy, etc.
Under the guidance of our Government and with the participation of the people, the health

services in North Viet -Nam have attempted to reconstruct and consolidate the medical care

system set up many years ago, and this system already provides quite wide coverage throughout
the country, from the capital to the most remote villages. We are trying to build more poly-
clinics and to develop comprehensive follow -up work by stages in the towns and the country.
We have been able to replace 4500 hospital beds, representing 63% of the number destroyed

during the war. At the present time we have 24 hospital beds provided for out of the State
budget per 10 000 inhabitants, or 20.7% more than in 1973.

Since the restoration of peace there have been large -scale population movements in
North and South Viet -Nam, and we have taken appropriate measures to prevent and contain

epidemics. Malaria control work is being intensified: in 1975 DDT spraying protected

2 400 000 people in the malarious areas. We are trying to improve the quality of health
work in the control of tuberculosis, trachoma, leprosy, endemic goitre, mental illness, etc.
as well as in the treatment of patients, scientific research, health manpower development, etc.

In South Viet -Nam, health work is faced with innumerable difficulties in transforming
the health system of the former regime in Saigon, which was concentrated mainly in the large
cities, into a new type of health system that will serve the people and will gradually provide

wide coverage for the whole country. It must also rapidly eliminate the major endemic
diseases - plague, cholera, dengue and adenopharyngoconjunctivitis - and develop a plan for

controlling the other communicable diseases. The work undertaken in the past year seems to

have produced some promising preliminary results, but the task is indeed difficult and will

require titanic efforts.

In 1975 our health workers were honoured by the visit to Viet -Nam of a WHO delegation
headed by the Director -General, Dr Halfdan Mahler, and the Regional Director for the Western
Pacific, Dr Francisco Dy. Subsequently numerous specialists came to our country to study
our organizational work and activities in detail on the spot and to try to find, in coope-
ration with our staff, a solution for the problems raised by sexually transmitted diseases,
drug dependence, leprosy and the manufacture of pharmaceutical preparations. I should like,
on behalf of the health services of Viet -Nam, to convey to the Director -General,

Dr Halfdan Mahler, to the Regional Director, Dr Francisco Dy, and to the specialists
of WHO, our sincere thanks for the work they have carried out in our country. During
their stay in Viet -Nam they saw for themselves the considerable damage caused by the war to
our people in general and to the health services in particular. They all agree that assis-
tance to Viet -Nam is urgently needed, in the spirit of resolution WHA28.79 adopted by the
Assembly last year. According to the first estimates by WHO, the work of reconstructing
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the whole health system in Viet -Nam would require colossal investments. According to those
estimates we should need a sum of the order of tens of millions of United States dollars

to meet the most urgent requirements of today. A first ad hoc meeting of the Member
countries of the Western Pacific Region was held in Manila on 30 and 31 March last to study

ways of putting resolution WHA28.79 into effect.
The course of action we have adopted for many years past in the work of building up

our country is to rely on our own resources, on the hard work of our citizens, but we
gratefully accept assistance without strings from friendly countries throughout the world;
such assistance is extremely valuable to us since it enables us to act more quickly to
eliminate the consequences and sufferings of a cruel war unjustly imposed on our people. We

hope that the present meeting, after discussion, will determine the exact ways and means of
carrying out resolution WHA28.79 adopted by the Twenty- eighth World Health Assembly in 1975,
in the best interests of protecting the health of the reunified people of Viet -Nam and for
the noble, common cause of protecting the health of all people throughout the world.

Dr MARTINS (Mozambique) (translation from the French):

Mr President, we wish to take this opportunity to congratulate you once more on your
election to this high office. I wish to congratulate also the Vice -Presidents and the

Chairmen of the main committees. Mr Director -General, we wish also to take this opportu-
nity of congratulating you on your speech to this Assembly. We are happy to note that your
remarks are fully in line with the concerns of our delegation. For that reason we wish to
assure you, Mr Director -General, of the support of our delegation in your efforts to ensure
that "health for all" is transformed from a slogan into reality.

Mr President, Mr Director -General, fellow delegates, we have carefully studied the
Director -General's Annual Report and are pleased with the fact that the priorities laid
down therein and the guidelines on which it is based are in line with the priorities and

guidelines we ourselves have outlined. In the Government programme which we drew up imme-
diately after the proclamation of the People's Republic of Mozambique, we took our inspi-
ration from our experience in administering liberated areas during the national freedom

struggle. That is why priority for preventive medicine and priority for primary health
care in the rural areas have been laid down as the basic principles guiding our activities.
In order to be able to apply them, within a month after our independence we nationalized
medicine and also prohibited private medical practice, since we believe that the health of

the people cannot be the subject of commercial exploitation. Moreover, these measures
enabled us to put all the available resources in terms of both manpower and equipment
at the disposal of the people.

But all our activities, whether they are concerned with preventive medicine, with
environmental sanitation, with communicable disease control, or with strengthening the
basic health services, are inspired by the principle of mobilizing the people to prevent
disease and promote health. We consider that the problem of raising the standard of health
of the population is a matter that primarily concerns the population itself, which should
participate actively in all undertakings in the public health sphere. We maintain that
such popular participation will be the decisive factor in the success of any health programme.
Technical means are valid tools only if they are used for the benefit of the popular masses,
mobilized to promote their own good health. In the same way we consider health education
to be a means of bringing scientific knowledge within the reach of wide sections of the
population so that they can participate actively in the efforts to raise the level of health
in our country. We have applied this approach in extensive campaigns of environmental

sanitation. Since malaria and parasitic diseases are the major public health programmes
we have to face, we have laid emphasis on mobilizing the people to build latrines and to
eliminate stagnant water. We shall take the opportunity of speaking in the appropriate
committees to give further details on these activities.

For all our programmes we rely essentially on our own efforts. However, we note with
satisfaction that the agenda of this Twenty -ninth World Health Assembly contains an item
on assistance to newly independent and emerging States in Africa. An identical item appeared
on the agenda of the previous Assembly and a resolution was passed. We regret that the
assistance granted to us was not consistent with the wishes of the last World Health Assembly,
and we reserve the right to speak on this subject at the appropriate time.

Mr President, fellow delegates, we take this opportunity of thanking the international
community on behalf of our Government for the moral support that has been given to the
People's Republic of Mozambique in connexion with its decision to apply full sanctions against
the British colony of Southern Rhodesia. We should like to make it clear that the decision
of the People's Republic of Mozambique was only a means of enabling the international
community to put its own decisions into effect. Although these decisions were taken in
1968, it had not been possible to apply them because of the colonial domination of Mozambique.
Our victory against Portuguese colonialism has therefore not only liberated our own country
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but has also produced a situation that will actively assist the United Nations to defend the
principles laid down in its Charter and to ensure that they are respected in southern Africa.
We are convinced, however, that it is not enough just to pass resolutions. It is essential

also to make sure of the practical support of all countries so that the objectives of these

resolutions can be achieved. The success of sanctions means seeing the people of Zimbabwe

free and independent. First of all that implies assistance to the People's Republic of
Mozambique to enable us, in conformity with the decisions of the Security Council, to meet

the difficulties arising from the application of sanctions. Secondly it implies direct

support from all countries for the people of Zimbabwe, through the combat forces which are
waging an armed struggle against the illegal Smith regime, since armed warfare is the only
effective action that the people can take in order to eliminate the illegal Smith regime

and free the people of Zimbabwe.
Before ending my contribution to the discussion I should like to welcome all the new

Members of the Organization. We wish also to express our solidarity with the fraternal
peoples of Zimbabwe, Namibia and South Africa who are struggling to free themselves from the

fascist colonial yoke. We also express our solidarity with the Democratic Arab Republic of

the Sahara and the Democratic Republic of Timor Leste, which are fighting to consolidate their

independence. We express our support for the people of Palestine and for the PLO, struggling
against imperialist Zionist occupation to restore the legitimate national rights of the

Palestinian people. We protest against the occupation by France of part of the territory

of the Comoros and support the efforts of the people and Government of that country to recover

their territorial integrity. We hope that the process of liberating the so- called "French"

Somali Coast can be completed in the very near future and will not be hindered by neocolo-

nialist manoeuvering. We should like finally to emphasize once more that it is the duty of

this Organization and of its Member States to lend practical assistance now, as a matter of
urgency, to all these struggling peoples, since the raising of the standard of health of

the population is inseparable from the struggle for freedom.

Dr ALI NUR (Somalia) (translation from the Arabic):

Mr President, Mr Director -General, distinguished delegates, it is a great pleasure, on
behalf of the Government and delegation of the Somali Democratic Republic, to congratulate
you, Mr President, and the Vice -Presidents, on your election to your respective posts, and
also to express to your predecessor our appreciation of the fruitful work accomplished under
his able leadership and guidance. We offer you, Mr President, our sincere good wishes in
connexion with your duties and are confident that, under your wise guidance, our Assembly
will be able to perform its task to the satisfaction of all concerned.

I should like, on behalf of my Government and delegation, to express my sincere
pleasure at the admission of the People's Republic of Angola to membership of the World
Health Organization. We support the proposals put forward by previous speakers for making
aid available on a considerable scale for the solution of the immense health problems from
which Angola is at present suffering as a result of its long and bloody struggle against

colonialism.
We are also happy to associate ourselves with our fellow delegations in congratulating

the Director -General on his excellent review of the work of our Organization during 1975 and
on his clear account of the current public health problems to which the Organization must
address itself in order to achieve its objectives. We were particularly struck by his
remark to the effect that we must not ignore our failures, for it is from past errors that we
can learn how to plan for the future.

In view of the time limit on speakers and the length of what I have to say, I would ask
for the remainder of the text of my statement to be reproduced in the verbatim record of the
meeting.1

The country I represent was condemned by ill fortune to be among those countries in
which the majority of the population belong to the millions in the developing world who are
deprived of adequate health services. In the general context of world affairs, it is clear

that the current is flowing against us, for the gap between the rich countries and the poor
ones continues to widen at an unprecedented speed and the number of persons who can be
described as "homeless" is growing year by year in every part of the world. The struggle

of the helpless millions for independence is gaining in intensity and has resulted in the
spread of violent conflict throughout the world and especially on the African continent.
This world situation is bound to have a bad effect on international cooperation. In this

connexion we consider it our duty to inform this Assembly of our deep concern at the explo-
sive situation currently prevailing in the area known as the "French" Somali Coast which,
according to all international standards, should have the right to determine its own destiny
and to attain full and unconditional independence. The inhuman repression practised

1 The following text was submitted by the delegation of Somalia for inclusion in the
verbatim record, in accordance with resolution WHA20.2.
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by the forces of imperialism has endangered human life and paralysed all international
efforts to help in the struggle against disease and hunger.

While manmade disasters have been causing indescribable misery and disease for large

sections of humanity in many parts of the world, we in Somalia have been afflicted in the

past two years by a catastrophe of unexampled magnitude as a result of a natural disaster

in the form of drought. The most extreme effects were felt in the northern areas of our
country, which contain the best grazing grounds and owe their prosperity to a thriving

stock -breeding industry. Almost one -third of the populace was uprooted, with the result

that an enormous number of people were rendered destitute and there has been a massive
exodus of manpower from the disaster areas to the refugee camps and to the Larger cities.
The amount spent on relief operations and the economic losses suffered by Somalia in 1975
have been estimated at approximately 4.3 million Somali shillings.

We have passed through a year of great tribulations and disturbances. The help extended

to us by friendly States and international agencies strengthened our determination to do
everything in our power to overcome the harmful effects of this situation as much as we can,
and we have now embarked on the stage of rehabilitation and have started to resettle the
disaster victims in agricultural settlements and in fishing zones. Persuading nomads to

adopt new forms of livelihood is by no means an easy task; and we also have to face

enormous and unfamiliar problems in the health sector. In the light of resolution WHA28.46

adopted by the last Assembly, we hope for still closer coordination in the efforts to make
available the financial resources we need in order to implement our medium- and long -term
programmes aimed at providing health services of a type appropriate to local conditions.

At its first session last year, the National People's Conference reviewed the progress
achieved in the economic and social sector. In view of our political philosophy, it was
natural for the Conference to accord the highest priority in the health sector to public and
preventive health work, and its recommendations have encouraged us to pursue the realization

of our health policy aims with renewed vigour.
We are currently engaged in a serious analysis of the interaction between the various

connected and conflicting factors that determine the features of the health situation, and in

reviewing the alternative strategies needed to deal with it. We are firmly convinced that
none of the existing concepts can provide us with a satisfactory model in view of the histo-
rical factors and local traditions involved and of the whole structure of the public health
services which we have inherited. If we are to make the best economic use of our limited

resources, then we have no choice but to concentrate all our efforts on finding simplified
solutions to the complex problems confronting us. We have proved that we are a people with
sufficient imagination and courage to overcome the obstacles of tradition and we are con-
vinced that, if this Organization is to be able to otter real help to us and to other countries

in a similar situation to ours, it is necessary to abandon the present practice of establishing
a comprehensive strategy in favour of a more discriminating approach, designed to meet new
challenges and relying on technical methods that will yield results in return for the least

possible expenditure. In the field of international assistance, we are convinced that the
only true solution lies in renouncing vast capital expenditure on activities and equipment
and concentrating on basic aspects of primary health care.

The establishment of programmes appropriate to the needs of each individual country is
a task necessitating radical and indeed revolutionary changes in the training of those working

in the health field. We must look beyond the horizon bounding our field of vision. We

must devise new ways of encouraging the participation of local communities. We must, if our
resources are to be used as economically as possible, develop reliable criteria for determining

the allocation of those resources. We must create a climate of greater efficiency and open -
mindedness in which it will be possible to investigate opportunities of exercising a direct
or indirect influence on health conditions in a given society. Above all, we believe that
it is important in the changing conditions of today's world that the Organization should have
sufficient flexibility to enable it to meet any new challenges that may confront it.

In our rural development programme for 1974 -1975, we undertook an experiment that in fact

laid the foundations on which it will be possible to construct a primary health care system

for our nomad population. More than 90 teams of health workers were established and assigned
to the detection of cases of the major communicable diseases and to vaccination duties and

health education activities. The work of these teams provided us with a basis for the estab-

lishment of permanent mobile teams, which are currently being assigned to carry out a
thorough survey of the nomad population in order to obtain the precise statistical data

needed for our population charts. These teams will also take such steps as they consider

appropriate to initiate treatment by organizing patient referral services. We are in a posi-

tion to establish 20 of these mobile teams. They will take over the work at present being

carried out by the smallpox eradication campaign - detection, smallpox vaccination and BCG

immunization. On the basis of a recent survey we estimated that more than 60% of children
below the age of 15 had received BCG immunization, and now that intensive case -detection is
being instituted we expect that we shall very soon have a most effective programme for the

control of tuberculosis.
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It is a curious paradox that, at a time when countries in which smallpox had been
endemic for a number of years are now free of it and able to draw up confident new plans for
the use of the resources released by the smallpox eradication programme, we in Somalia, a
country without smallpox,have had to continue to devote our resources to ensuring by our
vigilance that smallpox does not enter our territory across the existing frontiers. In the
face of this continuing threat our only possible course has been to press ahead with new
measures, especially activities connected with the expanded vaccination programme. We
still believe that - as we suggested more than two years ago - the ideal way to achieve
success in the special circumstances currently obtaining along the existing frontiers
would be by means of a joint programme, under international direction and supervision, on
both sides of the frontiers.

Before concluding my remarks, I should like to express my Government's gratitude for the
kind intentions expressed by a number of friendly States in our Region, which have not only
voluntarily placed the funds allocated to them by WHO at the disposal of the Director -General

but have also made special donations to enable the Regional Director to continue to follow
up the Organization's activities in countries seriously affected by the energy crisis and
by natural disasters. The friendship of these countries is a source of genuine pride to
us, and we hope that the ties thus forged will long endure. I should be failing in my
duty if I did not acknowledge the timely assistance we have received from the various agencies
of the United Nations, to whom we all owe a profound debt of gratitude.

The success of our humanitarian Organization largely depends on the speed and thorough-
ness with which we can adapt to changing world situations, the progress of relations among
Member States, and our determination to work side by side for the achievement of the ideals
which bind us together in our endeavours in the interest of the welfare and prosperity
of mankind.

Professor DE ALMEIDA MACHADO (Brazil) (translation from the French):

Mr President, honourable ministers, Mr Director -General, fellow delegates, the Brazilian
delegation considers that the Report of the Director -General, Dr Mahler, is a demonstration
of the effectiveness of an administration devoted to the interests of health throughout the
world. It gives us particular satisfaction that the candidate of the Organization of
African Unity was elected by show of hands as President of this Assembly and we hope that this
meeting will enable the bonds of cooperation and solidarity which have always united the
world health community to be drawn still tighter.

Throughout the five continents WHO is encouraging the public health activities of
Member States and WHO programmes are supporting their struggle for a constant improvement
in the standard of living. In 1975 Brazil received valuable cooperation from WHO in the
form of technical assistance and fellowships for the further training of health staff, medical,
bibliography services, and the use of the MEDLINE system. At the same time the Brazilian
Government was able to give friendly nations prompt cooperation in matters of health during
wars and other disasters that have aroused the attention of the international community.
Angola, Nicaragua and Guatemala are among those who have received many demonstrations of
Brazil's solidarity with them at difficult times in their national life.

In addition to the difficulties arising from the worldwide economic crisis, public health
in Brazil is at present confronted with special difficulties resulting from the rapid and
not always foreseeable changes that are taking place in different regions of our country
because of the speed of its development. Such changes are bringing new difficulties in
their train, over and above the natural challenges resulting from the multitude of different
ecosystems and the socioeconomic and cultural differences in a population which has already
exceeded the 100 million mark. A developing country confronted with such a catalogue of
difficulties has to use creative imagination in drawing up far -reaching programmes charac-
terized by flexibility and adaptability. The scale of the programmes makes it necessary
to simplify procedures, but even so their implementation requires enormous investments.
Since 1974 the Federal Government has been concentrating on social development and the public
health budget is increasing appreciably. This year social welfare grants equivalent to
US$ 1 700 000 000 are being made for medical and hospital care and dentistry alone.
Assistance has already been given to 55 000 000 people and represents 99 000 000 consultations
and 5 700 000 admissions to hospital. The service is being extended with the aim of
providing coverage of the whole population. The various public health programmes in Brazil
are based on simplification, integration of programmes, and maximum coverage. Several health
units have already been organized in a system of increasing complexity.

Manpower development has received priority attention. The country has a public health
teaching system leading to a master's degree and five new courses began in 1975 in different
states. These new simplified six -month courses are designed to train health personnel for
work at local level. To staff simplified health services in the rural areas, candidates are
now selected on the spot and are trained in units established in the pioneer regions.
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The traditional campaigns against schistosomiasis, plague and Chagas' disease have been

reorganized. Activities are being developed on a continuous basis in regular cycles,
although the improvement of rural housing with help from the communities themselves

is a constant feature. 1300 drinking -water supply systems are under construction in the

rural areas. To take only the area where schistosomiasis is hyperendemic in Alagoas State,
126 rural communities will be provided with water supply services by next year and 108 700

dwellings and 224 rural schools have benefited from improvements in sanitation. As part of

another grandiose project, PLANASA, the Government intends by 1980 to provide drinking -water
for 80% of the municipalities, with 65 000 000 inhabitants in all, and to provide sewerage
services for 41 000 000 inhabitants, using credits equivalent to US$ 2 500 000 000. Water
fluoridation has been compulsory since last year and a project is being developed for the
installation of fluoridation services, with a proposed budget equivalent to US$ 6 500 000.

The food and nutrition project, in addition to the conventional food supplements given
to pregnant women, nursing mothers, infants and schoolchildren, has introduced a few inno-

vations: increased production by granting incentives to small farmers, reduction in costs by
buying direct from producers, enrichment of the food grown in each region, and the provision

of meals for industrial workers. This programme, coordinated by the Ministry of Health with
the integrated cooperation of the Ministries of Agriculture, Education, Labour and Social
Welfare, has resources from within the country itself equivalent to US$ 2 400 000 000.

The great challenge in 1975 was to bring an epidemic of cerebrospinal meningitis under

control. The number of cases had exceeded 130 000. It was decided to immunize despite the

limited information available on the bivalent A and C vaccine. After studying and developing

new operational methods, the public health authorities were able to distribute vaccine stored
at -20 °C to the most remote communities in the country and to immunize 81 000 000 persons

in nine months. In Sáo Paulo, on the single day of 23 March 1975, 3 200 000 persons were

immunized. The epidemic was immediately subjugated and research is now in progress on the
epidemiology of the disease, the frequency and nature of sequelae, treatment, immunology and

the effects of immunization. When the populations of border areas were immunized, citizens
of neighbouring countries who came of their own free will to the immunization centres were

immunized with no discrimination. More than 300 000 persons in this category were immunized,

representing an outlay of US$ 160 000, which may have helped to protect friendly nationsagainst
the introduction of the epidemic into their territory.

The national epidemiological surveillance system established by a law of 1975 is being

set up now that the basic personnel have been trained. It will be based on the national

network of public health laboratories, which will be extended by 150 units by 1978. The

'National Disease Classification Centre will be inaugurated this year. A new policy on

biomedical research has been formulated: a gradual reduction in the funds allocated to the

financing of new projects with international prestige as their hallmark and the concentration
of resources on the investigation of problems of national interest. Fundamental institu-

tional changes have been required for this purpose. The development of operational research,

systems analysis, planning technology, and evaluation are major concerns.
The difficulties faced by Brazil call for a body capable of better planning and evaluation

with a view to obtaining optimum results by means of very simple procedures commensurate

with the size of the problems. For us in Brazil the essence of public health is to have the
wisdom and courage to do the simplest things.

The PRESIDENT:

The delegation of France has indicated to me that it wishes to exercise its right to
deliver a statement under the terms of Rule 58 of the Rules of Procedure. I so rule, and

give the floor to the distinguished delegate of France.

Professor AUJALEU (France) (translation from the French):

Mr President, I thank you for giving me the floor so that I can make a brief statement.

As the French presence in the island of Mayotte has been denounced, the French delegation
wishes to point out that the population of Mayotte on 8 February 1976 unequivocally showed
that they wish to remain in the French Republic. The referendum whereby the people of the
island stated their opinion arose out of the scrupulous application of the principle of self -

determination, which, in the eyes of France as of the United Nations, remains the major
criterion for defining the fate of peoples and the framework in which they should live.

I should like my statement, Mr President, to be inserted in the record.
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Dr KOUKA -BEMBA (Congo) (translation from the French):

Mr President, honourable and distinguished delegates of Member States, ladies and

gentlemen, the delegation which I have the honour to lead has pleasure in conveying to the

participants in the Twenty -ninth World Health Assembly the fraternal and cordial greetings

of the Congolese people and Government. The delegation has the honour to congratulate

Sir Harold Walter on his election to the high office of President of this Twenty -ninth

World Health Assembly. His presence in this post is a sure guarantee of the success of our

labours. We address our cordial thanks to Professor Halter, the outgoing President, for the
courteous and effective way in which he guided the work of the last Assembly.

We wish to congratulate Dr Mahler, the Director -General, and assure him of our support

in guiding the destiny of our Organization. The task shouldered by the Director -General

of WHO is an honourable and difficult one, but definitely inspiring as well in view of its

humanitarian aspects. Despite the numerous anxieties with which he is confronted in

accomplishing that task, we have always found him personally available to do his utmost

for the health of mankind. Moreover, this same attitude has always been evident in one

of his colleagues as well, Dr Alfred Comlan Quenum, the Regional Director for Africa. We

congratulate him and wish to emphasize our satisfaction and gratitude on behalf of the

Congolese people.
We have followed attentively the Director -General's report and approve his statement that

basic health technology is the way to enable all the population to benefit from essential

health care. Indeed, the maintenance and improvement of the state of health of the people

is an objective of first priority for the Congolese Government. With the help of govern-

mental and international bodies, we are seeking at present to provide Vaccination coverage

for the whole child population. A large -scale programme is being drawn up to protect the

adult population by means of mass vaccination, for we have found that after people have left
school they almost entirely escape from our control. The Congo, like most developing
countries, suffers from a very high infant mortality caused by communicable diseases. This

fact indicates an unhealthy environment and is leading our Government, starting this year,
to organize a vast environmental health campaign based on the mass organizations of our

country.
We are aware that the eradication of communicable diseases is first and foremost the

task of the Congolese. The fight against environmental pollution, including water pollution
and contamination of food, must be waged by the individual himself. We have accordingly

established village health committees. At this level the trained health worker tries to
convince the villagers that the sanitation work they are asked to carry out makes sense, and

it is here that the people decide what public health measures to undertake. Our objective

is to put within the reach of our rural population such primary care as will enable them to
safeguard their health without loss of time. Indeed, in view of the inadequacy of the means
of communication, the journey to the dispensary is often an insurmountable difficulty

for the peasant. This is why we are developing the system of health workers who operate
in the locality, in the cooperative itself, and who become valuable auxiliaries.

The Congolese Government appreciates the position taken up by our Organization in reha-
bilitating traditional medicine. While the cosmogonic aspects of traditional medicine are
not of any interest to us, we are on the other hand studying closely the medicinal uses of

plants. Doctors and pharmacists are drawing up a list of Congolese healers so that they
can be organized with a view to compiling a national plant collection. A centre for
research on traditional medicine is being established in order to study the pharmacodynamics
of all the plants used by traditional healers.

The supply of the public with drinking -water and the disposal of wastewater are problems

of great concern to us. In a few years all the important second -rank centres of population
will be provided with drinking -water plants and at the village level we are trying to protect
the sources of drinking -water against contamination. Our country is still suffering from
schistosomiasis and one of the main causes is obviously the continuous contact of individuals
with polluted watercourses where they are obliged to go for the water essential for their

survival. Since 1 May, as a follow -up to the report of an expert mission which the
Organization kindly put at the disposal of the Congolese Government, a vast campaign against
this scourge is being developed for the affected areas with WHO assistance. We hope that
within a few years we shall succeed in clearing these areas.

We support the recommendations on the development of local health personnel, as we are
convinced that contact with the rural populations is easier for local workers. Accordingly
we welcome the opening on 1 October 1975 of the Higher Institute of Health Sciences (INSSSA)
at Brazzaville, in the establishment of which we were advised by our brothers of the
Cameroon; we are now receiving guidance and assistance from the eminent representatives
of the Organization in the Regional Office at Brazzaville. We have great hopes of this
multidisciplinary venture which will enable us to give our doctors the training suitable
for a practitioner who is going to work in Africa, particularly in the rural areas. We
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wish, however, to thank here all those countries which are helping us by training Congolese
public health staff in their universities.

All the countries which have suffered under the colonial yoke must rejoice at the effec-
tive assistance being given by our Organization to newly independent countries such as Cape Verde,

Mozambique, Guinea -Bissau, Sao Tome and Principe and the People's Republic of Angola, which
have had the development of their health services impeded by colonialism. Finally, it is
with satisfaction that we glimpse the prospects likely to arise from negotiations between
international organizations to set up procedures for assisting the national freedom movements.

Mr President, as you may imagine, my country is also concerned by the problems raised
by the resettlement of groups of human beings of different origin, but the most important
such problem is the drift from rural areas. Migrations are taking place in our country
insidiously, slowly and constantly from the country towards the towns, which grow fat with
suburbs; in addition to the thorny problems of town planning, this creates equally important
problems of public health. Obviously the Congolese Government is not indifferent to this
situation: in regard to the health aspects of these "human settlements ", it not only exer-
cises supervision over hygiene and the environment in order to avoid the spread of communi-
cable diseases but is also setting up dispensaries and suitable health units to provide
care for these people.

Mr President, the terms of trade are getting worse and the world crisis raging in the
industrialized countries, far from sparing the Third World, is felt most keenly of all in the
developing countries. That is why WHO remains for us a hope for the creation of a new,
juster, and more human world balance, free of all the world's plagues such as racialism,
colonialism and neocolonialism. To conclude, Mr President, I wish our Assembly every
success in its work.

Dr VERRIER (Haiti) (translation from the French):

Mr President, Mr Director -General, fellow delegates, the Twenty -ninth World Health
Assembly, under the guidance of our honoured colleague Sir Harold Walter to whom I convey
the warm congratulations of the Haitian delegation on his election to this exalted post,
has on its agenda the consideration of several problems whose solution is of great importance
for those participating in this meeting, and particularly for the representatives of the
developing countries where the health situation is not yet satisfactory. The Haitian
delegation is therefore still convinced that the conclusions of the discussions to be held
during our forthcoming meetings will reflect, once more this Assembly's earnest desire to
establish world health on solid foundations, and will at the same time offer a new raison
d'être to a world balanced between fear and hope. This conviction is based on such
undeniable facts as the constantly increasing efforts of the World Health Organization and
its regional bodies to ensure the physical wellbeing and social health of man.

In this regard, in my dual capacity as Secretary of State for Public Health and Popu-

lation and as head of the delegation of Haiti at this Assembly, I consider it my bounden duty to
repeat for those present here the significant words of His Excellency, Mr Jean -Claude Duvalier,

President for Life of the Republic of Haiti, in his message to the people of Haiti on 7 April
last: "The celebration today, 7 April 1976, of World Health Day gives me a fresh opportunity
of saluting the work being accomplished by WHO which, since its establishment in 1948, has
unremittingly promoted the wellbeing of mankind by recommending and supporting activities
designed to roll back the frontiers of disease. Despite the political controversies and
social upheavals which in this second half of the twentieth century have left their mark on
international life and in every part of the world have shaken the foundations of many nations,
the World Health Organization has successfully passed through further stages in the accom-
plishment of its humanitarian mission. Its activities have proved particularly effective in
the developing countries where the health infrastructure, formerly characterized by its

inadequacy, has in the course of time been appreciably improved as a result of the unflagging
help of this specialized agency of the United Nations. In this respect I pay official
tribute to the World Health Organization for the constant assistance it has given my country
in the solution of our health problems; my Government, whose every action and campaign are
implicitly and explicitly designed to maximize the wellbeing of the Haitian community, always
has been and always will be a keen supporter of this institution which, in the words of my
late father, the Honourable Dr François Duvalier, is waging a pitiless war on the causes
which destroy man physically, on the deficiencies which hinder his activities, and on the

physiological wretchedness which degrades him."
These words of our Head of State not only bear witness to the rightful gratitude of the

Republic of Haiti for the appreciable assistance it has received from the World Health

Organization so ably directed by Dr Mahler and from the Pan American Health Organization
dynamically guided by Dr Acuña, but also express the confidence of the leader of the Haitian
nation in the continuity of WHO's cooperation in implementing the health programmes drawn up
as part of the overall plan for the socioeconomic development of the Republic of Haiti.
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Mr President, fellow delegates, the inadequacy of the physical, technical and financial
resources available for health in Haiti, the scattered nature of our centres of population,
and the lack of health education among the public are among the factors which for a very
long time have handicapped national health activities. However, a new ideological approach
by the Department of Public Health and Population has enabled it to lay the basis for a health
infrastructure, thanks to the cooperation of international bodies and friendly countries.

Conscious of its responsibilities and inspired by the recommendations made by the

international institutions of which we are members, the Government has carefully defined
its health policy, the basic object of which is total coverage of the country with basic
health services. Accordingly a national health plan has been drawn up, one of the essential
characteristics of which is the establishment of a system for regionalizing medical and public
health services with a view to solving the problems of an equitable distribution of the health
services in both urban and rural areas. This philosophy, based on the principle of the
greatest good for the greatest number, has inspired all the achievements of the Haitian Govern-
ment in the field of public health, as is clearly shown by the following projects:
1. Strengthening of the system of public health establishments. The total coverage of
Haiti with health services requires the restoration of the existing health units and the
construction of new ones. The system of regionalization will be applied in the north and
south of Haiti, thanks to a loan of six million dollars granted by the Inter -American Develop-
ment Bank.
2. Intensification of the campaign against communicable, degenerative and debilitating
diseases. To reduce the impact of these diseases, basic programmes have been drawn up for
all health establishments. Alongside this, frequent vaccination campaigns are carried out
throughout the country. The campaign against tuberculosis is being intensified with a view
to mastering this scourge, which has disastrous social and economic repercussions. A
systematic campaign is being waged against umbilical tetanus, an endemic disease mainly
affecting newborn children in rural areas where childbirth takes place in conditions of

doubtful cleanliness. Malaria, a serious health problem in Haiti, is within the terms of
reference of the National Major Endemic Diseases Service.
3. Campaign against malnutrition. Malnutrition, which is quite a frequent cause of death,
is the background for all the disease conditions that affect the under -fives. The Division
of Family Health and Maternal and Child Health and the Nutrition Bureau are the two specia-
lized services of the Department; they are responsible not only for combating malnutrition
but also for changing bad eating habits through the education of peasant families and the
improvement of agricultural production.
4. Maternal and child health and family planning. In Haiti family planning is based on
the voluntary spacing of births as a foundation for the health and social and economic
welfare of the family. Prenatal services are organized for and available to all pregnant
women, allowing them to have their babies under optimum health conditions.
5. Reform of medical and paramedical education. A reform of the teaching of the health
sciences now being studied is designed to adapt that teaching to the requirements of
community -based medical and health activities.

In conclusion, the achievements of the Government of Haiti in the health field comprise
a whole range of innovations, from the building of new establishments to the functional

restructuring of the medical and health services, together with the regular training of a
greater number of technicians in every branch of the health sciences.

Sir Paul LAPUN (Papua New Guinea):

Mr President and delegates, it is my privilege to join previous speakers in adding my
delegation's congratulations on your appointment as the President of the Twenty -ninth World

Health Assembly. My congratulations are also extended to the Vice -Presidents on their

election. Permit me to express our appreciation of the magnificent work of the outgoing
President and Vice -Presidents.

I take this opportunity to express my Government's special thanks and deep appreciation
to the World Health Assembly, first, for the past and current assistance given to my country
through the agency of the World Health Organization and, secondly, for our being accepted as
a Member by the World Health Assembly. My country looks forward to continuing assistance
from this great Organization.

In the past my Government has participated in the World Health Assembly as an Associate

Member through the Australian delegation. On this occasion, my delegation comes representing
the Government of a newly independent State, as a full Member, to the World Health Assembly.
At this stage I should like to express my Government's deep appreciation to the Australian
Government for its guiding hand, which has led us to this stage of involvement in world

health services. Our sincere thanks go to Dr Francisco Dy, Regional Director for the
Western Pacific, of which Papua New Guinea is a part, and to his staff in the Region
for the continuing efforts to train and advise the health workers in my country in their
attempt to provide a comprehensive health service.
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With our limited resources we are trying to combat major disease problems in the country

such as malaria, gastrointestinal diseases, respiratory diseases, tuberculosis, malnutrition
and leprosy.

Contact with the modern world has committed our country to a permanent process of

change. The increasing abandonment of old values and controls which regulated society is
leading to dependence on external sanctions and constraints which were unnecessary in our
traditional norms. The preservation of traditional values which can be adapted to the
changing patterns of life is generally recognized to be of vital importance for maintaining

socially integrated societies. Aspirations associated with change have magnified the dubious
benefits of material wealth to the detriment of the social bonds which held villages and
communities together in the past.

Similar to those of any newly independent nation, our two main constraints, which
hinder the development of better health services, are limited finance and too few trained

personnel. International aid is continuously being received from the United Nations agencies

and the Australian Government as well as from other Commonwealth countries. The type of

assistance is varied: provision of transport, family planning, training, consultation, and
provision of specialists and health workers. Papua New Guinea fully appreciates this
valuable assistance provided by these agencies, and I would like to place on record our

sincere thanks.
Papua New Guinea is indeed proud to be a Member of this Organization and pledge our-

selves to assist where possible the Member States of the Organization to improve the health
and social wellbeing of those in need.

In conclusion, I would like to commend the Director -General for his most inspiring and

comprehensive Report. My delegation appreciates the emphasis placed on the importance of
basic health services, which only endorses the concepts contained in the Papua New Guinea
five -year national health plan. Finally, my delegation supports the proposals contained
in the Executive Board's reports.

Dr HAN Hong Sep (Democratic People's Republic of Korea):

Mr President, distinguished delegates, on behalf of the delegation of the Democratic
People's Republic of Korea, first of all I wish to congratulate you, Mr President, and the
Vice -Presidents on your assumption of the responsible work of the Twenty -ninth World Health

Assembly, May I express my thanks to Dr Mahler, Director -General, for the active effort
he has made for the development of the World Health Organization and for his excellent Report
to this Assembly. We affirmatively appreciate the Report, in which he paid due attention to
the promotion of health in the developing countries.

This is the era of independence where the peoples of many countries in the world demand
independence and are struggling against all forms of subjugation. The international
situation of last year clearly showed that the peoples of more and more countries in the world
are vigorously advancing along the road of national independence and social progress and
creating a new life under the banner of independence. Therefore, it is natural that the
World Health Organization holds pace with the irresistible trend of the times and a historical
current in a more appropriate way and promotes its activities in conformity with the interests
of the peoples of numerous countries and the world's progressive peoples who have broken the
chains of subjugation and oppression and embarked upon the road to build a new life and
society.

The health problem of the human being is a sociopolitical problem that decisively depends
on living conditions and socioeconomics. Man is the most precious being and the most
powerful being in the world. Proceeding from the fundamental requirements of the immortal
Ju -che idea of President Kim Il -Sung, the respected and beloved leader of the Korean people,
that everything should be considered with man as the pivot and should serve man, the Govern-
ment of the Democratic People's Republic of Korea has created, by enforcing more active
socioeconomic and cultural measures to promote the people's welfare, excellent conditions for
more rapid development of health work and for further improvement of the people's health.

With the completion of the six -year plan from 1971 to 1976 for development of the
national economy far ahead of schedule, our country has had a proud success last year. We
have witnessed an 18.4% increase each year in the industrial output during the last four
years and eight months. Therefore the magnificent six -year plan was fulfilled one year and
four months ahead of schedule in terms of total industrial output and the target of 7 million
tons of grain during the six -year plan period was also hit two years ahead. All this
achievement has firmly consolidated the self -reliance economy of the country, and the living
standard of the people further improved. Further, the complete abolition of the tax system,
a left -over of the old society, in 1974, for the first time in history, has freed the people
once and for all from all burdens of tax and taxation and sharply lowered the prices of
consumer goods. The national income in 1974 increased 1.7 times as against 1970. During
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the four years from 1971 to 1974 the per household real income of workers and officials
increased 1.5 times and the real income of peasants 1.6 times. The fact that the 11 -year

compulsory education system, the most advanced in the world, has been completely enforced from
1975 and an intellectuals' unit of 1 million has been built up is well known.

On the basis of such a great change in the field of socioeconomic and cultural life, and

thanks to the popular health policy of the Government, which always takes the greatest care of
the people's health protection, great strides have been made in health work. The introduc-
tion of industrial televisionization, semi- automation, automation, and remote control of the
production process into industry has not only remarkably reduced the distinction between
heavy and light labour, but has also removed to a great extent heat -affected and harmful

labour. As of August 1975 water service found its way to 87% of the rural communities, with
the result that the cultural situation and health of peasants has markedly improved.

The Government of the Republic has built hospitals and sanatoria and reinforced their
equipment by investing huge state funds in health work every year. As a result, the number of
hospitals increased 2.8 times and of beds 1.4 times during the six -year plan period.
Especially in consequence of the completion of the work to convert rural ri clinics into
hospitals, one can now find hospitals in ris, the smallest administrative unit of the country-
side, in order to give the peasants in- and out -medical aid at any time and at any place,
like the urban dwellers.

The Government of the Republic has set forth the principle of the "best thing for
children" and directs maximum care to them. Attaching special importance to the work of
children's nursing and education, the Government brings up at the expense of the State and
society all the preschool -aged children, numbering 3.5 million, at the 60 000 nurseries and
kindergartens equipped with modern facilities. The children's nursing, education and health
services at the nurseries and kindergartens in our country are being provided free of charge
and highly nutritive food is supplied for the children. Also, with the systematic

service of advanced protection and medical treatment for the nursery and kindergarten
children, the child diseases such as measles, poliomyelitis, pertussis, diphtheria and

scarlet fever, which took the lives of children for centuries, have faded away and thus
reduced the rate of death of children by one - thirteenth as compared with that of the period of
Japanese colonial rule.

In order to rear, at the expense of the State and society, all the preschool -aged
children of the whole country at the nurseries and kindergartens and to take special care of
mothers, the sixth session of the Fifth Supreme People's Assembly of the Democratic People's
Republic of Korea, on the basis of the above -mentioned precious successes achieved in the
work of child rearing and education, adopted a historic "Law on children's nursing and

education ". By its adoption, all work in this field has become codified and a wide avenue
thus opened for the children to be brought up more healthily and sensibly. Moreover, women
for their part are completely freed from the burden of bringing up the children and have
become more independent and creative in their lives.

In recent years, the relations between our country and the World Health Organization
have been further strengthened, especially in the collaboration in the field of preventing
and treating cancer and cardiovascular diseases.

We also participate in this Assembly, as we did last year, under the circumstances that
the country remains divided into the North and the South, instead of being reunified. We
are confident that all the distinguished delegates present here are fully aware of the
sufferings of our nation. Due to the artificial division of the country, the national
common characteristics are disappearing day by day and the health work for the whole nation
cannot be developed in a unified way. It is on the basis of this principle of independence,

peaceful reunification and great national unity, illuminated in the 4 July North and South
joint statement, that the reunification of the country must be realized. The United States,
in compliance with the resolution of the thirtieth session of the United Nations General
Assembly on the dissolution of the United Nations command and withdrawal of all foreign

troops under the United Nations flag, should get out of South Korea without further delay.
I sincerely hope that friendly governments and peoples will give us support this year too,
so that we may achieve the cause of national reunification as soon as possible.

In conclusion, my delegation solemnly declares that it will do its best to strengthen
international cooperation in the area of public health in conformity with the Constitution of
the World Health Organization and its noble mission.

The meeting rose at 11.55 a.m.
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Thursday, 6 May 1976, at 2.30 p.m.

President: Sir Harold WALTER (Mauritius)

Acting President: Professor I. DOGRAMACI (Turkey)

1. STATEMENT BY THE SECRETARY - GENERAL OF HABITAT: UNITED NATIONS CONFERENCE ON HUMAN
SETTLEMENTS

The PRESIDENT:

The meeting is called to order. I have great pleasure in calling upon Mr Enrique
Penalosa, Secretary -General of the United Nations Conference on Human Settlements, to come to

the rostrum.

Mr PENALOSA (Secretary -General, Habitat: United Nations Conference on Human Settlements)
(translation from the Spanish):

Mr President, distinguished delegates, it gives me special pleasure to address this
distinguished audience and to have an opportunity of explaining what I feel to be the direct
parallels between the aims of the Habitat Conference and your concern with improving health
conditions in every country throughout the world. During the preparations for Habitat there
was close and useful cooperation with the Secretariat of the World Health Organization,

which included the preparation of an important document on health and the environment in human
settlements: today I should like, however, to comment briefly on a different aspect, namely
that related to the role of human settlements and the necessary changes in health care in our
societies.

By the very fact that they convened the Habitat Conference your governments have admitted
that the living conditions of the greater part of humanity are unacceptable; still worse,
that they are deteriorating and that human settlements throughout the world are unable to
satisfy the most basic requirements of their inhabitants, including individual and public
health needs. We all know the symptoms of this crisis: mass underemployment and poverty;
rural inactivity and exodus to the cities; spread of slums and squatter areas; air and water
pollution, and, in general, deterioration of the environment; malnutrition, disease and
unnecessarily high mortality rates; social alienation, delinquency and mental instability.
Moreover, all of us here are aware that the prospects for the future are still more ominous,
that the doubling of the world population in the next 30 years will make incredible demands on
the abilities of national, regional and local governments to provide even minimal levels of
public services, whether physical or social. In the developing countries at least, it is
difficult to avoid the conclusion that the simultaneous phenomena of population growth and
urbanization will disturb the whole structure of our societies.

Let us then consider, for a moment, what any of us, whether as public officials or heads
of family, would regard as essential features of a healthy community, be it a village, a town
or a metropolis. As a minimum, these would include: environmental conditions and health
facilities reducing to a minimum the risk of infection, disease or physical danger; the

social services needed to look after the special problems of young people, the aged and the
poor; the medical services and facilities required to care for the sick; a general living
standard guaranteeing decent housing and nutrition for the majority of the people; and,

finally, a quality of life promoting mental stability and affording opportunities for personal
realization. How many people in the world of today can say that they enjoy these conditions,
even to a reasonable extent? As you know, their number is very small. The brutal reality
is that these minimal requirements for a healthy community are to be found only in the most
favoured societies on our planet or only among the élite of each society, and there are
hundreds of millions of people in all countries who do not share such advantages.

All this is the raison d'être of the Habitat Conference. The crisis of human
settlements, whether villages, towns or large cities, is not a housing crisis, although it is
obvious that the latter is one of its manifestations. It is a crisis of social organization
in all its forms, a crisis in which the health aspects are particularly prominent. It is,

in fact, difficult to think of a topic that could be dealt with at this conference and which
is not directly related to health. We shall discuss the need to end rural isolation and
dispersion, so as to facilitate the provision of the essential water and energy supply,

education and health services. We shall consider the problems not only of the growth but
also of the distribution of the population, the causes of migration and the services that are
required, both in the urban and in the rural centres. We shall deal with problems of
shelter in the widest sense of the word: safe and healthy buildings, both for living in and
for working in; interrelations between residential areas, work opportunities, public

- 174 -
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facilities and open spaces, the availability and cost of land and permissible population
densities. The problems of air, water and soil pollution will be studied as well as the
capacity of the various designs of settlements and ecosystems for industrial and human
development. Examples of urban design and planning will be compared, together with their
possibilities as regards controlling congestion, automobile traffic and noise, reducing the
time and distance involved in road transport, integrating the social classes and preserving
a harmonious coexistence among the inhabitants. Appropriate policies at the national,
regional and local level for improving and popularizing access to the public services will be
considered, as well as adequate distribution of governmental responsibilities to satisfy

specific needs. And, most important of all, the nature of our societies will be reviewed in
terms of their priorities and the distribution of resources and social benefits.

Mr President, distinguished delegates: I do not need to show the relationship between
these topics and the concerns of public health administration, but in some respects special
importance must be attached to those relating to water supply, access to services and distri-

bution of resources.
In the first place, there is no aspect of the planning of future human settlements that

will be more important than the supply of water to all sectors of the population. For it is
obvious that improvements in the quality of life, or even the minimal elements of social
justice, are meaningless if they do not include reasonable access to water, both for drinking
and for wastes disposal. However, the World Health Organization estimates that in the less
developed countries two- thirds of the people have no water supply in their houses or at a
reasonable distance from them. This is a special burden for the women, who must spend hours
every day carrying water from distant streams and wells. As you know, polluted water is also
the most important individual health problem in those countries, where it is a cause of
hardship and disease and leads to tragic child mortality rates. In the provisional policy
document on proposals for national action, to be considered by the Habitat Conference, there is
a specific recommendation to the effect that the highest priority should be given to this
problem, and that specific goals with deadlines should be established so as to achieve the aim
of "water for all ". Urgent action is requested from governments in order to establish
realistic water quality and quantity standards, in both the rural and urban areas, to mobilize
community participation in building the necessary infrastructure, to include water supply
within the framework of national resources planning, and to reduce excessive consumption and
wastage.

With regard to access to services, I believe that Habitat will inevitably recommend
national policies designed to give equality of opportunity, as far as possible, in access to
public services throughout the national territories. You all know that, in the case of health
services, this signifies in many countries changes in the type, number and training of medical
personnel, a new emphasis on the rural areas, and perhaps mobile health services and more
interest in environmental conditions and preventive health work. Reforms in the established
medical codes and educational systems may also be included, so as to permit wider use of
paramedical personnel and practical nurses, as well as greater interest in and acceptance of
traditional and cultural health practices that are not in accordance with scientific dogmas.
In this connexion I would suggest that health problems in squatter settlements might be
considered rather as an extension of the rural areas than as part of the urban side of our
societies, as regards both their physical and cultural needs, since such areas will reflect
their rural past. I am convinced that, among its recommendations for national action, Habitat
will request high priority for programmes in the said areas, including legal, institutional and
financial reforms in order to achieve these objectives.

Finally, with respect to the sharing out of resources, and social justice, I believe that
the Conference will undoubtedly confirm, both in the Declaration of Principles and in its
recommendations, the need for a new commitment to provide minimal standards in services and
amenities for all sectors of national populations through a more egalitarian redistribution of
resources and opportunities. Clearly, even the richest nations cannot satisfy all the needs
of their peoples for services at the level they would desire. The function of the government
is to share out social services when there is scarcity, and this is doubly true in the

developing countries, where every investment of public funds is accompanied by the need to face
difficult and painful alternatives. The choice made is dominated by social priorities, and
money spent on highways, telephone systems or the national airline is so much money not spent
on local roads, rural health centres or water supply points in the slums. These social
priorities are the result of political decisions taken at different government levels; that is
why, fellow delegates, Habitat is above all a political conference. Fundamental changes in
the human environment can be brought about through changes in the forces which mould that
environment, and this is a political rather than a technical point. For that reason I
believe there can be no doubt that Habitat will approve the recommendation that policies for
human settlements must be orientated towards a more equitable distribution of the fruits of
society, both by region and by social class, and that this should be achieved through redistri-
bution of government investments and reforms in institutional structures at all levels.
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Mr President, distinguished delegates, our governments have chosen, or are choosing at this
moment, their delegations for Habitat, which will commence on the last day of this month, in

Vancouver, Canada. In almost all cases these delegations will be presided over by Ministers,

a few of them by Heads of State. I have asked your governments to ensure that these
delegations are on a high political level and reflect as fully as possible concern regarding
human settlements: but nevertheless I wonder how many of you, or how many high officials from
your ministries, will be represented in Vancouver?

In the coming decade we shall see the greatest expansion of human settlements In the
history of mankind. During the next 10 years alone, the number of cities with a million
inhabitants will jump from 191 to 273 and, of these, 147 will be in the developing world. I

consider that the recommendations which will be made by Habitat will have a great influence
in years to come all over the world. I cannot believe that you would wish these key decisions,

governing the problems of human settlements, to be taken without close integration of health
considerations in policies, planning and programming. Consequently, I ask you to consider
whether you cannot be represented at this Conference, whether you cannot go there personally,
or whether your ministries cannot at least be represented at a high level in the respective
delegations.

Mr President, distinguished delegates: the health of the peoples and the health of the
communities in which they live are as inseparable as the mind and the body. Your knowledge
and influence are needed in designing the world of the future. We need you in Vancouver:

The PRESIDENT:

I thank the distinguished Secretary -General of the United Nations Conference on Human
Settlements for his very enlightening speech and I hope that the contents will inspire this
Assembly to ensure that the Conference is well attended and that its success will be enhanced.

2. GENERAL DISCUSSION ON THE REPORTS OF THE EXECUTIVE BOARD ON ITS FIFTY -SIXTH AND FIFTY -
SEVENTH SESSIONS AND THE REPORT OF THE DIRECTOR - GENERAL ON THE WORK OF WHO IN 1975

(continued)

Dr PILLAY (Mauritius):

Mr President, the delegation of Mauritius is specially pleased to congratulate you upon

your election to this high office. Knowing you as we do, we have no doubt that you will
prove yourself worthy of this high office, and, judging by your performance in the chair, we

can say that our confidence is already being justified. We would like to extend our

congratulations to your distinguished Vice- Presidents as well.
The Report of the Director- General on the work of WHO, 1975, is fast becoming a best-

seller amongst all who are involved in the delivery of health care. Not only is it a
faithful and interesting account of the various activities being carried out by WHO through-

out the world, but the introduction itself, which contains in a nutshell the current
philosophy of the World Health Organization and lays down the basic principles and the

priorities which should govern health planning, is worth chewing and digesting. This present

Report lives up to the high standards set by the Director -General in recent years. It is

inspiring, thought -provoking and highly illuminating. We agree fully with your priorities,
Mr Director -General, and can assure you that in Mauritius your message has not fallen on deaf

ears.
As you are aware, Mr President, our Government has paid great attention to the emphasis

placed in 1975 by WHO on primary health care and rural health services. Our Government,

conscious of its constitutional responsibility, has for a long time provided a comprehensive
health service to the whole population, free of charge. Under the inspiration of WHO, and
largely through your own personal drive, we have reorganized our health service during the
last twelve months to make it more relevant to our needs, circumstances and resources
because: first, our village hospitals and dispensaries are already adequately manned by

medical officers; secondly, we are now having a relative surplus of specialists in the main

hospitals; and thirdly, our island is small and has a good road network.
We have started providing secondary health care to our rural areas by getting our

specialists in the various disciplines to provide sessions at the village hospitals, which
are being upgraded by the establishment of basic radiological and laboratory services.

After an exceptional setback in 1974, our population growth rate resumed in 1975 its

downward trend.
We are doing our best to curb the excessive growth of our curative services budget, and

have reorganized and strengthened the preventive division. The accent is now being placed

on the provision of health, rather than the curing of disease. Stress is also being placed

on the integration of the various components of the health services. Our second five -year

plan, which is coming into effect this year, will see the construction of more than 50 health
centres throughout the island, at which comprehensive curative, preventive and promotive,
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including dental, services will be provided. This five -year plan embodies our Prime

Minister's conviction that the quality of life and the happiness of our people cannot be

improved without an integrated socioeconomic approach.
We are looking forward to WHO implementing its policy of setting up research centres in

the regions. We agree that this is the best way for the Organization to harness local man-
power towards the solution of local problems.

We would like to end by expressing the gratitude of the Government and people of
Mauritius for all that the Director -General and his equally dedicated staff, especially the
Regional Director for Africa, have done, are doing, and will go on doing for the health of

our people. The world and its millions of underprivileged are expecting a lot from this

Twenty -ninth World Health Assembly. Let us hope, Mr President, that under your wise
guidance this Assembly will not fail them.

Mr RAJAPAKSE (Sri Lanka):

Mr President, distinguished delegates, ladies and gentlemen, on behalf of the delegation
of Sri Lanka, I congratulate you, Mr President, on your election at this Twenty -ninth World

Health Assembly. Your advice and guidance in the work of this Organization will be of great
value in the furtherance of the objectives of the World Health Organization. I take this
opportunity to offer our felicitations to the Vice -Presidents, Chairmen, Vice -Chairmen of the

main committees as well. May I also express our appreciation and thanks to the outgoing
President, Professor Halter. I also wish to pay a handsome tribute to the Director -General

of the World Health Organization for his excellent Report, highlighting the Organization's
activities during the last year.

I am also extremely pleased to announce from the floor of this august assembly the

excellent cooperation and assistance provided by this Organization to Member States in their
fight against disease and disability, and I am very grateful to Dr Mahler for visiting Sri
Lanka in February of this year. During this visit, he would have seen for himself the
constraints within which developing countries such as ours work.

There is, on the one hand, a balance of payments problem which naturally restricts the
facilities that we could afford to provide to the people, while, onthe other hand, we have
the serious problem of keeping within the country our own trained medical personnel. What
has become most urgent in my Region is the need for medical technology to meet the day -to-
day needs of the rural communities. Rising costs of equipment and drugs have made the
resources shrink so sharply that priorities in the health field have to be reconsidered.

Although developing countries have been spending large sums of money on the prevention
and control of communicable diseases, there has been a resurgence of malaria during the past
few years, and attempts to control this have become a costly experience. I am glad that the
World Health Organization continues to provide aid in the form of technical cooperation to
the developing countries. In my own country, there has been a resurgence of malaria, but
we are confident that its eradication could be achieved by an intensified, integrated control
approach, which I believe is the most practical means for achieving our goal. For the first
time in Sri Lanka the antimalaria programme is being executed in consultation with, and with the
cooperation of, other ministries- such as agriculture, irrigation and social services. Unless
such an integrated approach is taken, the good that can be done by one sector could easily be
nullified by the activities of another sector.

Bowel infection continues to be one of the major public health problems affecting
developing countries. El Tor cholera, which was introduced into my country in 1973, continues
to occur in a sporadic form. There is also an increase in the incidence of sexually
transmitted diseases. It has been increasingly felt that the effective control of most
communicable diseases could not be achieved without the active participation of the community.
Efforts are therefore being made to inform the people in all health activities through
education, the main purpose of which is to inform, motivate, and stimulate participation and
action in respect of health. However, health education alone is perhaps not the final
answer to this problem. Health problems in developing countries relate to a great extent to
low incomes which prevent the people from procuring for themselves the minimum level of
wholesome food and sanitation. Therefore the activities of public health must receive
greater priority in the national economy. Allocations for food, clothing and shelter, as
well as for basic amenities such as sanitation, have to be taken up on a priority basis if
the major health hazards are to be eliminated. This, as far as I can see, is not a problem
that can be tackled by the health authorities in isolation. As I mentioned earlier,
national efforts have to be made if one is to achieve the desirable health standards of
developing countries.

I am glad to mention in this context that, with regard to nutrition, various food
intervention programmes mounted by my Government with assistance from international agencies
have been successful in meeting the minimum national food requirements, especially during the
short -term emergency situation caused by the world food crisis. Since the effective causes
of malnutrition are highly complex and their effective control requires a series of inter-
related complementary activities that embraces aspects of health, agriculture, food technology
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and education, as well as the social, political and economic field, it is to the credit of my
Government that steps have been initiated to formulate a food and nutrition policy for Sri
Lanka.

Mr President, I am pleased to inform you that the programme of family health that was
initiated with WHO and UNFPA assistance has shown steady progress, mainly owing to the
intensive educational programme that was undertaken during the past few years. The demand
for services has increased, and already a significant decline in fertility has been observed.
These programmes will continue for many years to come. Our ultimate goal is to achieve
negative growth so that there will be a manageable population, in keeping with the size and
socioeconomic development of our country.

The second constraint to which I referred at the commencement of my speech relates to
trained medical personnel being drawn away to more attractive pastures. It has been our
thinking that medical graduates should be trained to suit the needs of each country. When
it comes to public health activities, it is abundantly clear that regional problems have to
be identified and training given to officers to eradicate primarily these problems. In view
of this, my Government has decided to fashion postgraduate medical education in the country
to meet local needs. In this context, I am glad to mention that the Postgraduate Institute

of Medical Education, which was set up recently in my country, was inaugurated by the
Director -General himself during his recent visit. We have now developed postgraduate
training programmes in several disciplines of the medical sciences. Candidates successfully
completing these programmes will receive priority and preference for appointments to the
specialist cadre over those holding foreign postgraduate degrees. I must add that, in the

initial stages of such a programme, great demands will be made on national resources, and I
am sure that WHO will encourage and assist us in this endeavour. Meanwhile, I am happy to note

that at the last session of the Organization's Executive Board the question of the migration of
doctors, particularly from developing countries to the developed, has been studied. It is my
hope that some practical solution will be offered in this regard, since we in the developing
countries must not be deprived of the few trained personnel we have for the execution of our
own programmes, which otherwise will have to be either abandoned or only half done.

Mr President, I thank you and the Assembly for the courtesy shown to my country in
allowing me to address you today. On behalf of the Government of Sri Lanka, and the people
of my country, I wish all success for the activities of this Organization, whose primary aim
is to achieve the maximum possible level of health and thereby improve the quality of life
of the millions that live on this globe.

Dr MUREMYANGANGO (Rwanda) (translation from the French):

Mr President, honourable delegates, ladies and gentlemen, on behalf of the Rwanda
delegation and on my own behalf I should like to congratulate you, Sir Harold, on your
election as President of the Twenty -ninth World Health Assembly. I also congratulate the
Vice -Presidents and the Chairmen of the main committees. The Rwanda delegation is behind
you, and it wishes all the Officers of the Assembly under your direction fruitful work in
discharging this heavy responsibility of endeavouring to find effective means of securing
the social, physical and mental wellbeing of the nations of the world.

Rwanda is proud of the admission of Angola to membership of the World Health Organization.
We hope the Organization will give that brother country all the help it needs for its national
reconstruction and to enable its population to improve its state of health.

I should like to avail myself of this opportunity also warmly to thank Professor Halter,
President of the Twenty- eighth World Health Assembly, for the drive, skill and mastery with
which he directed our Organization during the last twelve months. And I should like
particularly to congratulate Dr Mahler, Director -General of WHO, on the clarity and fullness
of his Annual Report for 1975, in which he has given us an account of the major public health

problems in the world.

Rwanda, a country landlocked in the hinterland of Africa and possessing very limited
natural resources, finds itself in a very difficult economic situation at present on account
of inflation and the current rise in prices. This special situation hampers Socioeconomic
development, including public health, and involves the population in the vicious circle of
poverty and disease. Frequently our health problems are intersectoral; they are also
aggravated by a runaway birth rate, protein- energy malnutrition, and communicable diseases
such as measles, epidemic typhus, malaria, tuberculosis, relapsing fever and diseases spread
by faeces. To solve these problems the Government and the people of Rwanda, though relying
primarily on their own resources, have need of international aid and cooperation to speed
the country's socioeconomic development.

Since last year the health situation of my country has not greatly changed, because
unfortunately we are encountering financial limitations that are not conducive to development
of the health sector and which make it difficult for us to obtain the drugs required for
treating the country's sick. Confronted with this situation the authorities of the Second
Republic are determined to do everything they can to lead the country along the road of
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integrated socioeconomic development. The National Revolutionary Movement for Development
(MRND) is accordingly mobilizing the nation's human resources (men and women) for communal
development work and communal public works. Among the measures taken by our Government to
help to improve our population's economic level and its state of health are measures to create

a road infrastructure, the setting -up of people's banks, encouragement of cooperatives in
rural areas, and the quest for medical services oriented towards the rural masses.

In the field of mental health, my country has a psychiatric centre which gives the nation
admirable service, and the Government has assumed responsibility for providing the country's
mental patients with free treatment. Here financial limitations prevent us from starting
research, from incorporating in our system the curative methods of traditional healers, and
from providing the integration - in society and in employment - that is essential for mental
patients.

Praiseworthy efforts have been made by our Government in the training of personnel
(physicians, medical assistants, nurses, social welfare personnel). If environmental health
conditions are to be improved and mass medicine is to be provided, it is essential to train

health personnel (health leaders, health technicians, laboratory technicians, and some public
health inspectors and health engineers).

Thanks to cooperation with WHO the national epidemiology service has just succeeded in
eradicating smallpox throughout the country, and it is continuing to attack tuberculosis by

means of BCG vaccination. The Rwanda Government would like to receive aid for the effective
control of epidemic typhus, which is a public health problem in the country. The country
badly needs WHO's help if it is to carry out this task, an essential one for the basic health
of the population.

In the nutrition field, the last two years have been proclaimed "years of increase in
production ". My country is also taking steps to prevent food shortages by setting up a
national food supplies body (OPROVIA) and by providing places for storing foodstuffs in

different areas, particularly in the disadvantaged parts of the country.
Mr President, honourable delegates, ladies and gentlemen: the results, such as they are,

obtained in my country in the fields that I have mentioned to do with public health have been
obtained thanks to the help of the United Nations specialized bodies (WHO, UNICEF, WFP and
UNDP) and to bilateral assistance from friendly countries such as Belgium, Luxembourg, Canada,
France, the United States of America, and the People's Republic of China. I should like to
convey to those countries, through their representatives at this Twenty -ninth World Health
Assembly, the cordial thanks of the Government and the people of Rwanda. Rwanda counts on
international aid and cooperation to enable it to advance along the road of development and
to improve the state of health of its population.

The Ministry of Health has just prepared its health programme for inclusion in Rwanda's
general socioeconomic development plan during the course of the 1977 -1981 five -year plan.
The Ministry has set out the objectives to be aimed at and the activities to be undertaken
to solve the country's health problems. The financial limitations and the limitations in
regard to the equipment required to develop the health sector result from this plan. Up to
now WHO has always helped us with our health programmes. Since WHO has had a representative
in our country, communications and the work of collaboration have greatly improved. The
1977 -1981 health plan includes the following objectives: development of the WHO programme,
intensification of research on tropical diseases, development of health personnel, pursuance
of the antimalaria programme, and development of national primary health care services.

Regarding the participation of health personnel from Rwanda in our Organization, allow
me to point out that there is still no Rwanda national on the WHO staff. That this should
be so is largely due to the fact that when notification of vacant posts reaches Rwanda only
two or three weeks are left for the submission of applications. It would be desirable for
WHO to inform us of vacant posts three or four months in advance, to enable our administration
to select applicants.

Those are the points I wanted to put before the Assembly. Thank you for your kind
attention.

The PRESIDENT:

I give the floor to the observer for the Palestine Liberation Organization.

Dr ARAFAT (Observer for the Palestine Liberation Organization) (translation from the Arabic):

Mr President, Mr Director -General, distinguished delegates, first, I should like to
convey to you the greetings of the Palestinian people, which has suffered so much and made
so many sacrifices in the years since 1948, during which it has undergone occupation,
repression and eviction from its homeland. Our people are grateful to you for inviting
the Palestine Liberation Organization, its sole legitimate representative, to address you
on the subject of one important aspect of its life, namely its health and social conditions
and the efforts of the Palestine Liberation Organization to improve those conditions both
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inside and outside the Palestinian territories. The increasing worldwide support for the
Palestine Liberation Organization is a source of strength and pride to us and to our people.
We have a great responsibility towards the masses of our people wherever they may be - in the
occupied territories, in the sister Arab States or in the refugee camps. The social and

health sector is one of the most important fields in which our Palestinian Revolution bears
a great responsibility, as you can easily imagine from your knowledge of the magnitude and

extent of these problems in your own countries. There are now 3 900 000 Palestinians,

roughly half of whom live in occupied Palestine and the other half in host countries. Our

self -help takes various forms, ranging from the training of experts, technicians and
specialists to the provision of hospitals and clinics which enable us to provide our people,

wherever they may be, witha basic minimum of health and 'social care. The Palestine Liberation

Organization discharges this immense burden through the Palestinian Red Crescent Society,

the Palestinian people's own health and social care organization which strives constantly to
provide our people with all these services at a time when the international health services
provided through the United Nations Relief and Works Agency for Palestine Refugees in the
Near East (UNRWA) are contracting and sometimes coming to a complete halt, as occurred in
Lebanon just when our people there needed such services to be increased rather than reduced

or withdrawn. The repeated Zionist attacks on our people in their settlements and camps
impose many additional burdens on our medical services because of the large number of persons

killed, wounded, mutilated and rendered homeless. In the same way, the tragic and bloody
events in Lebanon, which claimed tens of thousands of victims who urgently needed first aid,
transportation, treatment and rehabilitation with all that this involves in the way of the
establishment of blood banks, evacuation centres and emergency hospitals, imposed new burdens
on the Palestine Liberation Organization, which found itself in the middle of a vast battle-
field where it was called upon to deal not only with the needs of the Palestinian people but
also with those of the afflicted and wounded citizens of Lebanon and other countries who fled
to it for assistance. We are proud to be able to say that we discharged this humanitarian

duty in all its aspects. We were able to do this to the best of our ability thanks to the
assistance given to us by friendly and sister peoples and States, which have unfailingly stood
by our Palestinian people in all its trials, and thanks also to the continuing cooperation and
coordination between ourselves and Arab and international institutions and organizations.

One half of our people is living in our Palestinian land under the yoke of settler
colonialism and Zionist occupation which, not content with blocking all our efforts to render
assistance to that people, has strenuously opposed all the efforts of our brothers in the
occupied territories to develop their health services themselves. It has expelled large
numbers of physicians and health workers and, not content with closing numerous hospitals and
clinics, it has actually transformed two hospitals into prisons, a third into a police
headquarters and a fourth into a headquarters for the West Bank occupation authorities. It

has not only made no attempt whatever to develop the medical services as is the rule in every
country in the world but, worse still, it has not even maintained them at their previous level.
If we add to that its refusal to allow the entry of our assistance, the sufferings of our
people as a result of this occupation can be readily imagined. The occupying authorities'

refusal to allow the Special Committee established under World Health Assembly resolution
WHA26.56 to investigate the health conditions of our people in the occupied territories in its
collective capacity as a Committee bears witness not only to the truth of what we have been
saying but also to the fear of allowing an official international committee to see the bad
health conditions of our Palestinian people under Israeli occupation; it is, moreover, a

challenge to your Organization and a mark of contempt for the values of the international

community.
Mr President, we should like to take this opportunity of congratulating the States that

have recently attained their independence and of offering our best wishes to the other
liberation movements that are still fighting for their freedom and independence and for the

realization of their aspirations. We should also like to thank the friendly and fraternal
States and peoples which have supported our cause and continue to support the just causes of
peoples and to stand side by side with them in their struggle to achieve their national
aspirations. We should like, too, to thank the Director- General of your Organization for the
fruitful contacts and endeavours in which he has been engaged and which bear witness to the
positive cooperation between our two organizations - a cooperation that we hope will continue
to increase. We have described the health and social conditions of the Palestinian people
and its many and varied needs, and it is because of all these that we feel impelled to have
recourse to your Assembly, the supreme international authority in the field of health, and to
appeal to it to stand by us in our endeavours to meet the needs of this people, living in
conditions that no other people in history has ever suffered.

Mr President, we need hospitals, medical equipment and supplies, rehabilitation and
physiotherapy centres and maternal and child health centres. We also need opportunities to
train physicians, specialists, technicians and nurses to help us solve our medical problems.
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Mr President, distinguished delegates, thank you for listening to this account of the health
problems of our people, which cannot be divorced from our political cause, for we are a people
one half of which has been driven from its land, while the other half lives under occupation

and repression. Our health and social problems can be completely solved only by putting an
end to the Zionist occupation of our country and by a return to legality through the
establishment of a democratic Palestinian State on the whole of Palestinian territory.

Dr DUENAS (Colombia) (translation from the Spanish):

Mr President, Mr Director -General, fellow delegates, the Report of the Director -General

expresses the conviction which he has been proclaiming, with grave concern, that it is
urgently necessary to bring health care to each and every inhabitant of the world communities
here represented, as part of intersectoral social planning and, more specifically, to those
population groups which have remained underprivileged over the years.

The World Health Organization is trying in this way to help close the gap which has been
separating the countryside from the town, the poor from the rich, the more remote rural areas
from the great cities, those living in developed regions from those in regions which are
barely commencing to develop. The Director -General stresses the need for WHO programmes to be
reorientated towards promotion of economic and social development instead of being limited to
the purely technical aspects of health development.

In the case of Colombia, this is a philosophy which we not only share but are applying,
so that we greet with satisfaction the Director- General's bold challenge to intensify the
practice of what might be termed a community doctrine of immense significance.

In Colombia, which was visited not long ago by the Director- General, a new general
development plan is under way, and, incorporated with it, a national health plan whose

purpose is precisely to try to close the gap which has developed over the course of time.
These two plans are closely interconnected and have entered their operational phase,
employing the strategy of a new national health system. Thanks to clearly defined policies,
resources are being directed with priority to the 50% of the population that is least
protected, living in rural areas and villages, the slums and marginal areas of the cities, with
the aim of improving at all costs the quality of life.

In this way great efforts have been made as regards planning, administration, restruc-
turation and reorganization so as to begin implementing without further delay primary health
care programmes with activities covering nutrition, environmental health, slum and housing
improvement, and reorientation of the plans and curricula of institutions training health
manpower. Thus Colombia is in the initial stage of a decisive process for promotion of the
health of its people. These efforts concord with the plans suggested by the Director -General
in his Report, as he was able to see in practice when he recently visited Colombia.

The Colombian delegation congratulates the President of the Assembly on the honour
conferred on him, which he fully merits, as well as the Vice -Presidents. At the same time,
we congratulate the Director -General on his magnificent Report and the exemplary work he has
been doing. The guidance and management of WHO is not an easy task in the face of the
challenge to the Director -General represented by the plans he himself has put forward in his
Report, but we are ready to help in promoting these principles, which we share.

In conclusion, Mr President, the developing countries, such as Colombia, are today
conscious that they have potentialities which previously were not seen, or were kept hidden,
and that with their resources, even if these are scanty, much can be done, if they are well
guided and administered. My country fully shares the belief that we must seek a solution for
our problems through our own efforts and resources, while maintaining, of course, the universal
principles of that mutual cooperation which should exist between the countries of the world,
and essentially between those making up this Organization, the promoter of universal health.

Professor Dogramaci (Turkey), Vice -President, took the presidential chair.

The ACTING PRESIDENT:

I thank the distinguished delegate of Colombia, and before giving the floor to the next
delegate I wish to seize this opportunity to thank you all for the honour you have given me

and my country in electing me to the Vice -Presidency. The fact that within 24 hours you
selected somebody from the Turkish delegation in succession is sufficient indication that
this honour was more to my country, for which I am grateful to you.

I would like to mention a historical incident. This is not my first association with

this Organization. Some 30 years ago, when the Constitution of the World Health Organization
was being drafted in New York by the International Health Conference, I happened to be one of

those who signed the Constitution. That was 30 years ago, but you should not be misled -

then I was a young boy.
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Since this is the first occasion that a member of the Turkish delegation is speaking, I

would like also to add to all those who have thanked the Director -General for his excellent
Report - for his informative, somewhat provocative, but realistic Report - and I am confident

that his thoughts and this document will serve all those who are working for health as an

important guide.

Dr COLE (Guinea) (translation from the French):

Mr President, Mr Director -General, honourable delegates, ladies and gentlemen, the

delegation of the Republic of Guinea is very pleased to be in Geneva and participating in the

Twenty -ninth World Health Assembly. First, it would like to greet the President, the
Director -General and all the Members of our Organization on behalf of the people of Guinea
and of its beloved leader, President Ahmed Sékou Touré, the supreme architect of the

Revolution. It would also like sincerely to congratulate the President and the Vice -

Presidents on the votes they received in this Assembly, and to convey the sympathetic wishes
of the Government of Guinea to the Director -General in his task of renovating our

Organization and giving it fresh impetus.
The Twenty -ninth World Health Assembly is being held at a moment that is marked by a

general awakening on the part of the peoples of the world, the most striking manifestations
of which are the victories won by the peoples of the former Portuguese colonies in Africa and
particularly the victory won by the brave people of Angola over the international imperialist

coalition. We cannot pass over in silence the sufferings that are being endured by the
people of Chile, Palestine, Zimbabwe and South Africa, which are still groaning under the

lash. The delegation of Guinea is most happy to welcome the admission of the People's

Republic of Angola to membership of our Organization. Our people and its Party- State, in

pursuance of their policy of active solidarity, support and will continue to support the brave

Angolan people and its party, the MPLA, to the utmost.
Mr President, Mr Director -General, honourable delegates, the supreme architect of the

Revolution, President Ahmed Sékou Touré, teaches us as follows: "Our concept of health covers

all aspects of the conditions responsible for man's and the people's internal and external

equilibrium. It consequently goes beyond care for physical man and extends to man's

consciousness. On this account medicine, particularly progressive medicine, has to treat
the sick to heal them and the healthy to prevent them from falling ill, in order to avoid the
vicious circle of repeatedly replacing today's invalids with tomorrow's ". This is the

philosophy to which the health authorities of the Republic of Guinea subscribe.
Regarding health services in the Republic of Guinea, the development of health action

faithfully reflects the philosophy of our Party- State. The local revolutionary authorities

(PRL) set up in each village community, a real grass -roots government by the people, have
under them local departments (economic services, defence of the revolution, health and public
works, social affairs, etc.) which divide between them the principal activities taking place

in the nation, as the decision -making power. In the local health and public works department

the health team is responsible for all health activities at PRL level. These activities are

an integral part of the programmes of the Ministry of Health, of which the team is the basic

cell. Personnel (peasants, workers, men and women) receive periodic extra training at the

level of the medical regions in each administrative Federation. The weekly general meetings

of the PRL are the licensed forum for permanent health education: there the midwife, the

hygienist, the public works team leader and the economy team leader dispense practical advice

arising from their experience in their daily work. This team is the health mainstay of all

our campaigns.
At national level, on the one hand smallpox no longer represents a major anxiety because

it has been almost completely eradicated and the project is now at the maintenance and
surveillance phase, there have only been one or two sporadic flare -ups of trypanosomiasis in
certain areas where regular case - finding work has been kept up, and onchocerciasis control
will soon be moving into its active phase with the arrival of all the equipment and of the
insecticide (Abate); on the other hand schistosomiasis and tuberculosis are the diseases
that are now causing us concern. The tuberculosis control programme was launched in
January 1975, its aims being to protect the population by giving the whole of the 0 -20 years
age -group indiscriminate BCG vaccination, and to find and treat cases on the standardized
model. For 1976, a fellowship to study in Algiers has been given to one physician under this
project. Regarding schistosomiasis, which is of wide occurrence in the forest area and in
Upper Guinea, there is still a danger of the disease spreading on account of the huge
agricultural development programme that is being undertaken in our country with the setting -up
of motorized production teams (BMP) and non -motorized production teams (BAP) in each PRL.

Regarding malaria, we are to be sent two physicians, one of them an epidemiologist, and
a laboratory technician, also a quantity of antimalarial drugs. A pilot zone is being used
for trial epidemiological surveys. The 25 000 blood specimen slides examined between
July 1974 and March 1975 were 50% positive. A survey has been made of mosquitos' suscepti-
bility to pesticides (organophosphorus insecticides). Lastly there has been retraining of
personnel on the spot, and nurses have been given special training, in order to ensure
surveillance of drinking -water sources.
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WHO has made reimbursable purchases of pesticides, yellow fever vaccines (150 000 doses)
and antimalarial products. Smallpox having been eradicated in our country, disposal of the
smallpox vaccine of the Kindia Nènè Kali Condetto Institute, which is continuing production
under the WHO project, is a problem which still has to be solved. In addition, our
Government is now considering extending the functions of this Institute to include production
of other vaccines.

The sewerage and drainage project at Conakry, financed by UNDP and implemented by WHO,
aims at improving the sanitation of the city of Conakry. Another project (water supply),
financed by the African Development Bank, very conveniently complements it. At the present
stage, the requisite studies are being made with the collaboration of the appropriate national
services, in the light on the one hand of the future urbanization of Conakry and the various
projects associated with that under the five -year plan (including the building of a trans -

Guinea railway), and on the other of the increase in the population of the city of Conakry,
which was only 270 000 at the time the former system was constructed in 1963. Since the
population is now double that figure, the engineers working on this project have a long and
difficult job. Pending completion of the theoretical studies, it has been found necessary to
link up with this project the one for water supply for the city of Conakry, and to divide it
into two phases: an emergency phase, necessitated by the unsound state of some of the city's
drains, and a long -term phase. This project, spread over 15 months, has received our
Government's full attention, and right from the early months the Government has provided all
the infrastructure requested (premises, accommodation for the experts and Guinean personnel).
But though participation by the Guinean Government is already a fact, ,and though the vehicles
sent by WHO are already there, we are still awaiting the arrival of the heavy equipment for
getting the project started. When the project is really under way it will be extended at
once to other high- density towns such as Kankan, Kindia, N'Zérékoré, etc.

In regard to training in health sciences, Guinea has asked for and secured cancellation
of the post of nurse educator and its replacement by the following fellowships: (a) civil
engineering, two fellowships for sixteen - and -a -half months in Morocco; (b) epidemiology, one
specialist fellowship for a physician; (c) laboratory training, one fellowship for a
pharmacist; (d) health education, one fellowship; (e) public health, one fellowship plus one
consultant for training personnel (laboratory assistants) on the spot and for organizing the
Central Public Health Laboratory. Other fellowships are under discussion: (a) tuberculosis,
one fellowship in Algiers; (b) civil engineering, one fellowship for a health engineer at
Rabat; (c) water chemistry, one fellowship in France for a chemist; (d) health statistics,
one fellowship at Rabat; (e) oncology, one fellowship for a physician in France.

At national level, it is to be noted that training in health sciences has undergone
profound changes designed to raise the general technical level: (1) conversion of the
National Health School into a Faculty of Health Sciences, which provides training both for
specialized nursing personnel (a two -year course), and for candidates for higher education

(these young people, all baccalauréat holders, are admitted to the first year on the results
of a competitive examination); (2) adaptation of the education programme to the actual
circumstances of the country, priority being given to the practical side. A dermatologist

proposed by WHO is expected in 1976. The Guinean Government, however, considering the
experience in dermatology obtained on the spot by Dr Martin, dermatologist of Donka Hospital
and professor at the Conakry Faculty of Medicine, is asking WHO to appoint that eminent

professor instead of the expected dermatologist.
In regard to occupational medicine, the Occupational Medicine Service, which was estab-

lished by presidential decree on 16 July 1974, had in fact come into being a year earlier.
Its creation was decided upon because of the numerous new health problems to which the

following circumstances give rise. (1) Guinea, a country destined to become an industrial
one on account of mineral wealth, has already several multinational companies on its territory

(bauxite, iron, aluminium). (2) Many other undertakings, small and medium (fisheries,

textiles, foodstuffs, etc.), are rapidly developing. (3) The mechanization of agriculture,

with the establishment of the team system (BMP and BAP), is going to result in certain
communicable diseases such as schistosomiasis reappearing. (4) The resolutions of the first

African congress on the prevention of occupational hazards (Algiers, November 1974) stressed
the need for African countries to make arrangements for the health protection of their workers,
and to unite to reverse the present terms of trade, in favour of the African countries (the

only way to shake off the grip of imperialism). (5) In view of the sophisticated technology
of the multinational companies established on our soil, an occupational medicine system

provided with commensurate means is required.
Development of the Occupational Medicine Service is planned in two stages:

(1) First stage (preparatory phase):
A. The Service is to be provided with: (a) personnel (a medical director and a WHO

consultant, six nurses, one laboratory assistant); (b) buildings; (c) emergency equipment

and ordinary laboratory equipment (provided by the Government, and a little industrial health
equipment provided by WHO headquarters under the heading of research); (d) vehicles (national

five -year plan).



184 TWENTY -NINTH WORLD HEALTH ASSEMBLY, PART II

B. Surveys will be made in undertakings and factories to identify and define the health
problems encountered by workers, with a view to deciding what action to take: (a) inspection

of work premises; (b) medical examination of workers in the undertakings (the preparatory
phase includes an emergency phase, certain problems having to be solved immediately) and the
setting -up of a pre -employment medical examination service, in view of the fact that the

certificates hitherto issued did not state the nature of the applicant's job; (c) the

provision of emergency medical care for workers through regular examinations, particularly in
undertakings far from large centres (Sifra fruit juice factory and plantation, Koba rice

station, etc.); these examinations have brought to light a high prevalence of endemo - epidemic

diseases (malaria, intestinal parasitic diseases, parasitic skin diseases, etc.): these

account for three- quarters of the absences from work, and reduce working capacity; (d) the

problem of female and child labour: Guinean law already includes the necessary provisions
for ensuring that Guinean women enjoy their rights (rest periods, free medical care,

allowances, etc.); in certain undertakings where most of the staff are women the Occupational
Medicine Service also helps to set up crèches (at the tobacco and matches factory, for

example).
The worker's situation in the undertaking and in his social milieu makes it necessary for

the Service, in collaboration with the trade unions and the Government, to find rational

solutions for the numerous problems that arise: accommodation, transport, food, family care,

sanitation around homes, and disputes between workers and within families. These problems

are serious, and will tend if neglected to create conditions liable to increase the number of

accidents at work and tp produce a high absenteeism rate, and consequently to reduce output.
A Social Service has consequently been set up within the Occupational Medicine Service; this

makes out, over and above the medical certificate authorizing absence from work or the regular
medical examination certificate, a social certificate indicating the worker's social situation,

with the aim of ascertaining how to improve it. Later on this function is to be entrusted to

the Occupational Medicine Institute (its psychological unit) which is being set up under the

five -year plan. Note also the establishment of safety boards under the production unit
committees, the workers' trade unions, and the training of health and safety officers in

undertakings.

(2) Second stage, not yet begun (phase of development of the Service):
- setting -up of the Occupational Medicine Institute at Conakry, and of three occupational
medicine inspectorates at Conakry and in the interior;
- construction of an occupational medicine clinic in the port of Conakry;
- purchase of an all -purpose vehicle:
total, 6 600 000 sylis (about US$ 300 000), provided for under the five -year plan.

Another objective for 1976 -1977, apart from the five -year plan project, is the setting -up

of an occupational medicine laboratory (financed by an international body yet to be found:

cost - US$ 227 000). This laboratory project includes the provision of fellowships for

physicians, engineers, chemists, psychotechnicians, nurses and laboratory technicians.
Mention should also be made, in connexion with accidents at work and occupational diseases,
of the systematic establishment of an accident register in each undertaking, in order to make

it possible to obtain better statistics.
I should like to say something in conclusion about folk medicine. The whole development

of medicine throughout the ages bears the indelible stamp of nature's contribution. Faced
with the multitude of problems arising from the task of maintaining mental and physical
equilibrium, at every epoch men have been obliged first of all to turn to nature for an

answer. Despite the fact that the tremendous advances of chemistry, physics and the biologi-
cal sciences have made it possible now to synthesize many new drugs, it nevertheless remains
true that we are still to a large extent dependent upon natural resources. Every society
has its own problems and its own ways of solving them. At the present stage of our develop-
ment there are certain questions we must ask: What sort of medicine do we want? Which
contemplated solutions are appropriate to our actual circumstances? To these questions there

is one reply, and one only: we want a revolutionary medicine, a medicine of the whole people,
because without the whole people's participation we can do nothing. And here we see how
imperative it is to hold in proper respect our folk medicine, purged of any mumbo jumbo, for

as President Ahmed Sékou Touré says: "Respecting folk medicine means respecting our own

culture; it also means respecting ourselves ". This task must be, quite unashamedly, the

work of everyone, for the basic problem here is one of culture: either you believe in it, or

you do not.
Yet the history of the discovery of a number of active vegetable agents (quinine, cocaine,

etc.), and, what is more, the fact that some plants (Polygala (milkwort), Combretum micranthum
(kinkéliba)) are still to be found today in pharmacopoeias, even in highly developed countries,

should give us encouragement and hope. After all, quinine, which is very widely used today
despite the synthesis, by copying models, of antimalarials such as chloroquine, was originally

used in what is called traditional medicine. There are two points to ponder here: was

quinine not entitled to be termed a drug until it had been synthesized and produced in
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pharmaceutical form (syrup, tablets)? Is the quinine tablet better at treating malaria today
than the bark was in 1683? True, we have today more information regarding the proper dose of
quinine and its side -effects, and we are able to offer it to the patient in a better form.
The basic approach, however, remains the same: the bark, like the injectable solution of
quinine used today, is still the drug for malaria. There is nothing "traditional" about
this and our aim is to show that something is either medicine or it is not. The word
"modern" tends to make us forget our own values, even though they give results, for as
President Ahmed Sékou Touré has said: "The main point is to apply the appropriate remedy to
eliminate the disease. Anyone who has mastered this technique is a doctor. The traditional
healer of our countryside cannot be considered as other than a doctor ". He is by no means a
sorcerer, but a genuine man of learning and must be approached so that his secrets may be
comprehended, otherwise his fund of knowledge will become extinct. I do not refer to those
who draw a veil of mysticism over the art of healing by using irrational procedures (incanta-
tions, offerings, etc.). However, if such practices are intended to gain the patient's trust
they are to be welcomed, since in all cases where there is no trust between practitioner and
patient medical intervention is doomed to failure.

Being convinced of the effectiveness of this form of medicine, which is practised by
almost the entirety of our population, the Government of the Republic of Guinea has
institutionalized research on folk medicine at the national level on the basis of the existing
health brigades attached to each local revolutionary authority (PRL). Thus the Directorate
of Folk Medicine includes:
A. a medical division with a building, staff consisting of a directing physician and three
nurses, and operating funds amounting to 250 000 sylis each for 1975 and 1976;

B. a research and analysis division attached to the national undertaking Pharmaguinée, and
comprising the following five sections: monographs and library; pure and applied research;
animal house and biological tests; chemical analysis (bromatology, hydrology, toxicology and
drug analysis and monitoring); biomedical analysis (biochemistry, parasitology, haematology,
bacteriology, serology). The first three of these sections are concerned with medicinal
plants. The staff of the division comprises a chief pharmacist (director), two chemical
engineers, seven pharmacists and three laboratory technicians.

The Government of Guinea's contribution under the five -year plan is 5 million sylis.
Both units (medical and pharmaceutical) work in close collaboration.

In addition to these national traditional healers are organized at the
level of the PRL health brigades, the keystones of the undertaking. The basic aim is to take
the everyday ills of our people as a starting point to finding practical solutions. If a
plant in wide general use by our working masses is found to have successfully treated cases of
a given disorder, it then warrants special attention from both pharmacists and doctors, who
need not wait until all research on its structure has been completed before applying it as a
worthwhile remedy. This is the only way in which we shall become effective as revolutionary
doctors and pharmacists in the higher interests of our people's health, for regardless of the
financial resources placed at our disposal by the Government for the purchase of imported
medicaments, we shall never be able to satisfy the health needs of our working masses at this
stage of our country's development, in which health structures are intimately connected with
the political and administrative realities of the Party- State.

The Research and Analysis Division of Pharmaguinée now has many medicinal plants on its
programme for botanical, chemical, pharmacodynamic and clinical study. This work is being
conducted in parallel with the compilation of an exhaustive inventory of all the avenues of
exploration folk medicine offers our country and receives invaluable assistance from our
hospital physicians in carrying out clinical studies. We can now congratulate ourselves on
having finished work on three plants (Borreria verticilata, Xylopia aethiopica, and Aframomum
latifolia). The technical reports on these plants are now ready and have only to be distri-
buted to our state Pharmacies. This activity by itself will, we consider, be our most
spectacular contribution to raising the level of health of our people. It should, neverthe-
less, be observed that, in spite of all this material and moral assistance from the Government,
we still need the continuing assistance of WHO, which is vitally concerned in the preservation
of the health of our people.

Mr President, Mr Director -General, honourable delegates, the delegation of Guinea
sincerely welcomes the nomination of a Guinean physician to the post of coordinator of WHO
activities in the Republic of Guinea. This decision, which does our Organization honour, is

an example of the progress to which our peoples are aspiring. It will avoid the situations
of conflict that often arise from inadequate knowledge of conditions in our countries.

In conclusion, we should like to express our warmest wishes for the success of our labours
and the promotion of the health of all peoples of the world.l

1 The above is the full text of the speech delivered by Dr Cole in shortened form.
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Dr N'DA (Ivory Coast) (translation from the French):

Mr President, I should first of all like, on behalf of the delegation of the Republic of
the Ivory Coast, to congratulate you warmly on your election to the high office of President
of the Twenty -ninth World Health Assembly, and to wish you every success in your difficult
task. May I next extend friendly greetings to all delegations attending this Assembly, that
is to all those who have agreed to combine their efforts to promote health throughout the
world because they have understood the pressing need for international solidarity in this
field.

Mr Director -General, like all the eminent and distinguished delegates who have preceded
us, we take pleasure in telling you how much we admire you and your staff for the high quality
of your Report on the work of WHO in 1975. The coverage is so complete and so informative,
the text is so well laid out for easy reading and your views on the social and health problems
of our countries are so elevated as to make this Report an extremely valuable document.

We welcome the admission of the People's Republic of Angola to membership of our
Organization and we would ask the Angolan delegation to accept our sincere and friendly good
wishes.

Mr President, ladies and gentlemen, honourable delegates, the evolution of health needs
in the Ivory Coast has reflected the economic and social development of our country. The
demand for more and better health care has increased, while new causes of concern have
appeared in the wake of swift and at times far -reaching changes in our environment. At the
same time, pathological problems new to us have made their appearance, such as those connected
with coronary disease, certain mental disorders and traffic accidents, to mention only a few.
In this situation, which was to be foreseen, our Government continues to sustain the remarkable
effort which it initiated upon our accession to political independence.

I shall not dwell on the stepping -up of programmes dealing with infrastructure, equipment
and training. I should prefer instead to give a brief outline of the strategy adopted with a
view to providing better health coverage, especially as regards the rural population. In

addition to mass vaccination campaigns, which have proved very satisfactory, an extensive mass
education campaign has been undertaken, covering practically all social and cultural strata of
the nation. The National Public Health Institute, as part of its training activities,
provides information on health in all the higher educational establishments in Abidjan
(National School of Administration, Higher School of Agronomy, National School of Public
Works, Social Training Institute, Police School, University Technological Institute of
Psychology) and in the rest of the country organizes health education sessions given by the
various rural development teams such as those of the National Rural Promotion Office and the
women's teams for nutrition and health education. In close collaboration with the Ministry
of Primary and Television Education and the Ministry of Information, the Ivory Coast Ministry
of Public Health prepares programmes for primary education and general information. All the
mass media give logistic support to these programmes, which are primarily practical and deal
with subjects of real concern to the nation, such as improvement of the rural living environ-
ment, drinking -water supplies, etc. This will, admittedly, be a long slow process as is the
case when any human community alters its customs. But the enthusiasm of our people, their
profound desire to attain a better state of health as defined by WHO, and the exceptional
atmosphere of security and community spirit reigning in our country make us feel that we are
on the right track. However, we shall not relax our vigilance and are prepared to make
corrections if results are not in line with forecasts.

I should like to take this opportunity, on behalf of my Government, formally to thank all
friendly nations, of which there are many, and all agencies which have helped the Ivory Coast
in its struggle to emerge from underdevelopment. We confirm, once again, our solidarity with
our brother countries of the African Region and restate our determination to exchange methods,
experience and information in the knowledge that this forms an indispensable supplement to our
resources.

I have left it to the end to express our deep gratitude and our sincere thanks to the WHO
Regional Director for Africa, Dr Comlan Quenum, whose care, devotion and wide understanding
have never been found wanting as far as the Ivory Coast is concerned. He has always given
prompt attention to our requests as far as the means available have permitted.

Dr SUMPAICO (Philippines):

Mr President, Mr Director -General, distinguished delegates, ladies and gentlemen, my
delegation salutes you, Mr President, on your election as President of the Twenty -ninth

World Health Assembly. We congratulate you and your able Vice -Presidents on your well -

deserved posts. Mr President, we shall surely miss your fiery speeches from the floor,
but we take comfort in the fact that you are in the highest post within the gift of this
Assembly to guide and moderate our deliberations in your usual dynamic, just and decisive

manner. My delegation pledges its full support and cooperation.
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We also congratulate the Director -General on his brilliant Report on the work of WHO
for the year 1975, which, we are sure, will mark the start of a new era, a turning point
in this Assembly and in the Organization.

The linking -up of health planning, programming and implementation with the end in view
of integration of all of them with the overall strategy for economic and social development
cannot fail to win support in all countries. Our Government lends its full support to this
idea. As a matter of fact, our development planners have realized their direct and
indirect bearing on the outcome of economic development. It has become clear that social
factors, notably health, education and welfare, have to be considered not only as ends in
themselves but that they also constitute aspects to be integrated into the country's
socioeconomic development, whose ultimate goal, after all, is the raising of the standard
of living of the people.

In relation to the Report of the Director -General, I can only point out very briefly
(because of time constraint) some of the problems and salient health programmes in my
country.

Communicable diseases are still high in our programme priorities, as they account for
44% of the country's total deaths. Malnutrition has not only become a major health problem,
but it also causes the under -development of our young population and affects the workers'
productivity and the span of useful working years of the people. Poor environmental
sanitation continues to be a major factor contributing to communicable diseases. Rapid
population growth worsens health problems as a consequence of large family size, high
dependency rates, low nutrient intake, low standards of living, low productivity and
increased burden on the health services. Special disease problems peculiar to our
geographical area like schistosomiasis, filariasis, malaria, and tuberculosis continue to
exist.

Since most of the communicable diseases are preventable, we have embarked on an expanded
immunization programme in close collaboration with, and the assistance of, WHO and UNICEF.
We acknowledge this help which is being effected through the Western Pacific Regional Office
of WHO and the country office of UNICEF. This programme utilizes the experts and
technology of the Netherlands for vaccine production, and the French Government has provided
three short -term fellowships at the Pasteur Institute. All this is directed towards the
implementation of the expanded programme of immunization of WHO, and clearly points out the
areas of collaboration between Member countries, WHO, UNICEF and developed countries
providing assistance. It is hoped that within a five -year programme the level of immunization
will reach a significant level that can be pursued within our country's capabilities. The
spirit of self-reliance is an integral component of this assisted programme.

Our activities in biomedical research are being pursued with vigour through the active
participation of WHO headquarters staff and the staff of the Western Pacific Regional Office.
We look forward to important findings in our collaborative study on oral rehydration for
diarrhoeal diseases in infants and children.

In like manner we direct our efforts to the utmost limit of our resources to family
planning and nutrition programmes. Although family planning has special implications in
a Catholic country like the Philippines, we look forward to the attainment of continued,
although modest, achievements, in this field, so that in the end our success in the economic
field will not be negated by the expanding population. We have in the person of our First
Lady a benefactress and constant ally in the pursuit of these programmes.

Mr President, the improvement of environmental sanitation has been considered with regard
to its relevance to our industrial development. We recall the wise words of the Director -

General about avoiding the painful experience of developed countries in the degradation of
the environment.

Mr President, may I reiterate our thanks for this opportunity to speak briefly before
this body. Before ending, however, we would like to take this occasion to welcome our new
Members with the hope that, with our combined cooperation and the support of the Organization,
we may see an even more progressive and sustained programme for the improvement of the state
of health of all the peoples of the world.'

Dr ABDULLAH (Yemen) (translation from the Arabic):

Mr President, on behalf of the Yemen Arab Republic, I offer you sincere congratulations
on your election as President of this session. I also congratulate the Vice -Presidents and
the Chairmen of the committees, and wish all of you every success. It is our earnest hope
that the efforts of all concerned will combine to promote the success of our deliberations
during this session.

1 The above is the full text of the speech delivered by Dr Sumpaico in shortened form.
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Our delegation has studied the Director -General's Annual Report and I should like to take
this opportunity of congratulating him on the preparation of such a comprehensive document,
dealing not only with world health problems, especially those of the developing countries,
but also with the situation of the Organization, which undoubtedly stands in need of increased
support and attention from all its Member States, especially the richer and more advanced
among them, if it is to achieve its aim of strengthening health services in the developing
countries, which are constantly in need of its assistance.

The theme of this year's World Health Day was "Foresight prevents blindness ". Our
country participated in thisiimportant event, which provided a good opportunity of learning
something about the World Health Organization's unceasing humanitarian efforts to free the
whole of mankind from diseases and epidemics of every sort, especially those that are con-
tagious and communicable. On this occasion we call on the international community, as
represented here in the World Health Organization, to intensify its efforts and cooperate
still more effectively to help developing countries overcome these diseases, which are
devouring so much of their potential and form an insurmountable obstacle in their drive for
economic and social development.

We offer our warmest congratulations to the new Member States which have recently joined
the Organization. My country warmly welcomes the admission of these States, which will
help to promote greater universality of the Organization and allow its services to cover the
whole of mankind irrespective of colour, race, language or religion, and will also
undoubtedly contribute new strength to the Organization in its unremitting pursuit of the
humanitarian aims laid down in its Constitution.

I should like to offer my cordial thanks to the Director -General and staff of the World
Health Organization for their untiring efforts to implement the Twenty- eighth World Health
Assembly's unanimous decision to include Arabic among the working languages of the
Organization - efforts which have already borne fruit, as we can see at the present session.

Mr President, honourable delegates, my country prides itself on the close cooperation
that exists between it and the World Health Organization, and looks forward to even closer
cooperation in the future. Recognizing the importance of the Organization's role in
strengthening and developing our health services, and especially in the organization of pro-
grammes for the control of endemic and communicable diseases, sanitation, the purification of
rural water supplies, medical education and training, the organization of vaccination pro-
grammes against communicable diseases including large -scale vaccination of children, the pro-
vision of maternal and child care and family health services and the preparation of country
health programmes, I should like on this occasion to express my thanks to the Organization
and to its Regional Director, Dr A. H. Taba, and all his staff at the Regional Office for the
Eastern Mediterranean, and to the WHO experts working on various projects in my country, for
their untiring efforts to raise the level of health services in the Yemen Arab Republic.

I should also like to thank our friendly and sister States, the United Nations
Development Programme, the United Nations Children's Fund and the international voluntary
health organizations for their liberal assistance to our health sector. We hope that this
cooperation will be continued, extended and developed in the interest of the health of our
people and of the peoples of the world. The Government and people of Yemen welcome this
cooperation and will do all they can to further its continuation and development.

Today, as we are considering here all our health problems and striving to surmount them,
we should like to draw the attention of the international community to the bad health and
social conditions in which our Arab peoples are living in the occupied Arab territories.
The disturbances and demonstrations which you read about these days are a clear proof of the
nature of these conditions and an inevitable result of the refusal of the Israeli authorities
to cooperate with the international community in implementing its repeated resolutions. The
time has come for the international community to take appropriate and effective steps to
ensure the respect and implementation of its resolutions. It is no longer possible to ignore
or encourage the continuance of this situation, which is incompatible with the Constitution,
rules and decisions of the World Health Organization and the United Nations.

Dr PHOLSENA (Lao People's Democratic Republic) (translation from the French):

Mr Vice -President, Mr Director -General, honourable delegates, ladies and gentlemen, it

is a great honour for our delegation, the first to represent the young Lao People's
Democratic Republic at the Assembly, to take part in the Twenty -ninth World Health Assembly.
First of all, may I, on behalf of our Government, offer our warmest greetings to this eminent
Assembly and through it to all the honourable delegates of the Member countries and all the
representatives of the various agencies, as well as heartily congratulating the new President
on his election to this high and very honourable function. Mr President, please accept our
best wishes for success in your noble task.

To the Director -General, Dr Mahler, we offer our respects and our sincerest compliments
on the many activities he has accomplished in the past year, on his competence and on the
success of the efforts he has made to ensure that the potential for human health increases
each day.
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With much fellow feeling, we greet the heroic Angolan people, who have just acquired
their independence after a long and bitter struggle.

We have nothing further to say on the reports submitted by the Executive Board and the
Director -General, which have the great virtue of taking only a short time to review extensive

problems. Mr Director -General, guided by your humanitarian feelings, you have placed the
emphasis in your reports on social justice and the equitable distribution of wealth so that
all countries, large or small, may be able to improve the state of health of their populations.
Our Government is in full accord with these very just views.

Six months ago, a fifth of our national territory and a good half of our population was
still living under a backward and corrupt regime. This section of the population was
ignominiously exploited. In particular, workers and farmers, who make up over 90% of the
population, were subjected to political and cultural obscurantism and lived in extreme want;
some young people took to drugs and quickly became delinquents, hippies or prostitutes. The

medical services in the region described were neglected. The few hospitals and doctors that
existed were concentrated in the cities. In contrast, the vast rural areas, in which 90%
of the population was living, had only 1 or 2% of the health care services. There were even
less of these services available to the ethnic minorities and the remoter villages. In

addition, health care had to be paid for. As a result, only the rich could afford to be
treated and even then only those living in one of the large cities such as Vientiane,
Luang Prabang and Paksé could have the advantage of hospital care. As far as preventive
medicine was concerned, vaccination was carried out on a very limited scale and in a very
superficial fashion. As a result, communicable diseases normally avoidable continued to
proliferate. Social diseases such as malaria, bronchopulmonary diseases, tuberculosis,
gastroenteritis, venereal diseases, leprosy and eye diseases spread without control,
particularly in rural areas. To this picture are now added the maimed, the wounded and the
mentally ill, the direct product of the imperialistwar of aggression and the dreadful result
of the 3 000 000 tons of bombs and toxic materials unloaded on to the country. Even today,
bombs scattered throughout our forests and fields explode from time to time and continue to
claim victims. Statistics have clearly shown that mortality from various causes was 23 per
1000 and that infant mortality was as much as 300 per 1000.

Under the shrewd and clear- sighted direction of our Party, and in collaboration with our
brother peoples of Viet -Nam and Cambodia, in arms against the common enemy, the national and
democratic Revolution of our people was eventually victorious after 30 years of desperate
struggle by the whole Lao people. Since then, our country has been given a new regime, thus
opening up a new era in the fight against the communicable and social diseases which were the
natural consequence and an inherent part of the former regime. These diseases include
malaria, parasitic diseases, leprosy, tuberculosis, and venereal diseases, the grievous legacy
of the former selfish and corrupt society. The Lao People's Democratic Republic was scarcely
formed when it was able to contribute, however modestly, to the final eradication of that
long - standing scourge of humanity, smallpox, from the surface of the earth.

Today, our Republic is only five months old, but it has in this short time done many
remarkable things to improve the life of its people from the moral as well as the material
point of view. As far as public health is concerned, we have established free medical care,
developed traditional medicine, and extended our medical system to take in the remoter
villages and the ethnic minorities that the former regime had completely ignored, thus
fulfilling the Government's aim to enable everyone, regardless of where they live, to receive
treatment in good time, and moving towards the ideal situation in which everyone, regardless
of whether they are rich or poor, is entitled to health. For this reason, we support without
reserve the emphasis laid on community medicine adapted to the actual situation in each
country.

We have also, in this short time, been able to find the right solution to the blood
problem, which could not be solved under the former regime, in which blood was a commodity
sold at a high price. For example, 250 ml was worth about 30 000 kips, equivalent to about
US$ 30, an amount exceeding the wage of the average worker. Now, under the new regime,
blood is given free to those who have need of it and this has saved the lives of thousands of
people in the space of a few months. In reaching this favourable situation, we attach a
great deal of importance to the political education and organization of the population for
the purpose of awakening national consciousness in them.

In conclusion, we have learnt from bitter experience that if a country wishes to improve
the health of its population or to make an effective contribution to realizing WHO's noble
ideals, it must be really and truly free and independent. However, our country - ravaged
by long years of warfare, and having to face, in addition, the unfortunate consequences of
the former social conditions - still has a long and difficult road to travel. We still
therefore need, and shall welcome, any assistance, whatever its nature.

May I take this opportunity to thank you, Mr President, for allowing me to express these
views before this honourable Assembly. Our greetings and our thanks go to the delegates
and representatives of Member countries, to friendly and brother countries, to the WHO
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Secretariat, which has a worthy representative in the Director-General, Dr Mahler, and to
the representatives of the international agencies, in short to all those who have helped us

in our efforts to make the Lao People's Democratic Republic a Member capable of contributing
more effectively to the protection and promotion of the health of all peoples of the world.

In conclusion, I wish the Assembly every success.

Dr MERINO (Chile) (translation from the Spanish):

Mr President, the Chilean delegation has pleasure in joining the representatives of the

Member States who have preceded us in sincerely congratulating you, as well as the
distinguished officers of the Assembly, on your well merited appointment to guide us during

our discussions. We should also like to congratulate the Director - General on the outstanding

document he has submitted to ,us, one which should serve as a guide for the initiatives our
countries may consider in the future.

Chile has a long and fruitful tradition in the field of public health. Its health
organization has achieved results which we have the obligation to maintain and improve. Our

Government, aware of the great importance of this task, has defined health as a national
birthright, a duty and unavoidable obligation of the State which cannot delegate responsi-
bility for preserving it and must make it equally accessible to all the inhabitants of our

country.
Chile organized, a long time ago, a structure which covers the whole national territory:

the national health service, an institution which has attained its majority after 23 years of

work, during which it has obtained results of which we are proud. Nevertheless, scientific

and technological progress, the increase in our population and the complexity of the
administration required to run the service have made its restructuration necessary.

Thus, the regionalization of our country, with the aim of the full, imaginative and
integral development of our various provinces, so different in their geographic and socio-
economic nature, has led us to bring the organization of our services into line with the

remainder of the public administration. Administrative decentralization and deconcentration,
combined with centralization of policy- making and technical aspects, will enable us to manage
the regional health services efficiently and more realistically, for they will be united
by a technical lifeline to the Ministry of Health, the visible head of the new national system

of regional health services. In this way we are retaining the state structure, which is a
guarantee for the health of our people, while making it more modern and efficient and without
losing any of the advantages offered by our organization.

We feel it necessary to refer, by way of example, to some of our main problems and the

successes achieved in connexion with them. We have brought about a reduction of 30.2% in
infant mortality during the last six years, the drop being distinctly greater in 1975, when
the rate fell by 12 %, representing the lives of 2296 children happily saved during that year;
we hope to improve on these figures in years to come, for the drop in 1975, the greatest
known in our country during one year, encourages optimism.

Also noteworthy was the decrease in communicable diseases, which are basically controlled
by immunization, outstanding here being the disappearance of poliomyelitis and the 90%

reduction in mortality from measles.
The studies made by the National Planning Office in conjunction with the Ministry of

Health indicated for the first time the areas of extreme poverty existing in our country.
Government efforts have been directed with priority towards these areas, and housing and basic
sanitation programmes are being rapidly implemented. Simultaneously, the health sector has

succeeded in commencing an effective allocation of professional resources, traditionally
centralized in the large towns, by distributing the last two groups of health professional
graduates among rural hospitals or those in small towns. The National Health Service has,
in fact, succeeded in engaging 90% of physicians graduating in the last academic year, a

proportion never before attained.
The Director -General and many of the distinguished colleagues who have preceded us in

taking the floor have stressed the significance of the basic health services. This

strengthens our conviction that our Government is proceeding along the right lines in
attaching such importance to this aspect of health problems.

In concluding, Mr President, we feel it necessary to point out the importance we have

given to maternal and child care and nutrition programmes. Our delegation has carefully
noted the emphasis laid by the Director - General on the need for multisectoral coordination in

tackling nutrition problems. Success can only be achieved to the extent that the different

sectors of the economy are joined together in a common effort. To achieve this goal the
National Council for Food and Nutrition was created in our country, directed by the Minister

of Health, its mission being to coordinate the efforts of the different ministries involved
in the search for a solution to the problem. By way of example, we may mention that at the
present time, when there is a programme of supplementary nutrition with national coverage,

encouragement of milk production has made it possible to cover these requirements without it
having been necessary to import this essential product during the last two years.
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Mr President, we have described, objectively, a few examples of what our Government is
doing in this health sector, with a deep sense of social responsibility. We have done this
in a technical manner, without detracting from the purpose of this Assembly. We earnestly
hope that this meeting will restrict itself to the technical field, which is its own, and will
not yield to certain attempts to alter its nature by allusions of a political type, as has
unfortunately occurred in the addresses given by a few delegates.

Dr NGUETE (Zaire) (translation from the French):

Mr President, each time our country's delegation takes part in the work of the World
Health Assembly the founding father of the People's Revolutionary Movement and the President
of the Republic of Zaire, Citizen President Sese Seko Mobutu, gives it special instructions to
conduct itself as a conscientious member of the international community - that is, to assume
genuine joint responsibility for the social and health situation on our planet. Once again
this is the attitude and commitment of the delegation that I have the honour to head on behalf

of my President. Our chief concern is to take part in the deliberations in order to find
attitudes, approaches and strategies that can improve the health conditions of our populations
and to ensure that the internal contradictions still detectable in our activities are
gradually reduced and give way to greater effectiveness and responsibility.

Mr President, our Organization, the World Health Organization, is of course a specialized
agency of the United Nations in the same way as the other agencies in the system, but unlike
most of the other agencies WHO suffers the repercussions of any inadequacies and shortcomings
in other sectors of life, or simply the effects of the policies of our Member States. For

this reason we are grateful to our dynamic and revolutionary Director- General, Dr Mahler, for
giving the mission and activities of WHO the proper direction, and the sole purpose of our
intervention is to emphasize and support this direction.

We find ourselves at a point when a revolution must take place. In his actions and in
his official addresses to us, the Director -General invites us to take part in this revolution.
We have been particularly struck by the appeals he has just made to us in introducing his
Annual Report and in the speech he made at the opening of this Twenty -ninth Assembly. As
a contribution to this revolutionary effort, allied to realism, in which he is involving us,
we should like to make an appeal for more cohesiveness between the Organization and its Member
States in their philosophies, concerns and approaches.

At present it seems to us that there are still some contradictions and perhaps even some
inconsistencies between our viewpoint as representatives of Member States to the Assemblies
and our viewpoint in our capacity as the authorities responsible for social policy in our
respective countries, particularly with regard to priorities and to the assessment of any
conflicts that may arise between certain economic or commercial activities and the people's
health problems. It is as though there were a policy and approach of the Organization on the
one hand and the policies and approaches of Member States on the other hand.

Admittedly the health problems are specific and require specific solutions. Nevertheless,
we believe that the world health situation is associated with similar situations that are
developing throughout the world and thus demand joint attitudes and reactions. Consequently,
the available means and resources should be mobilized in a common movement, within an
organization whose Members should agree to grant it the authority and strength to impose its
will to such an extent that there will no longer be this discrepancy between what is understood
during Assemblies or Regional Committees and what is actually done in the countries. For

example, would it be utopian or merely unrealistic, as the Director -General feared, to hope
that in regard to people's health and the quality of life States' actions would actually be
guided by a policy and guidelines proceeding from an international, even a supranational,
authority? For our part we believe, and in this we hope we agree with the Director- General,
that in an interdependent world thinking should develop swiftly towards more "community"
attitudes so that activities on behalf of populations are carried out in a truly high- minded
spirit.

These are the few considerations that we felt should be brought to the notice of this
Assembly; the achievements of our country can be learned from written documents that are
available for consultation at any time.

Mr VAKIS (Cyprus):

Mr President, the delegation of the Republic of Cyprus joins with the delegations of the
other Member States in expressing very sincere congratulations to you on your election to this
high office. Our congratulations go also to the other officers, and to the newly admitted
Members. We also wish to express our deep appreciation to the Director -General and to the
members of the Executive Board for their constructive work since the last Assembly.

In reviewing the Annual Report of the Director -General on the work of WHO in 1975, for
which he deserves every praise, we are all strengthened by the reassurance that the objectives
of WHO have been really furthered by the all- encompassing activities of the Organization and
the increasing concern of the Member States and their cooperation in the field of health.



192 TWENTY -NINTH WORLD HEALTH ASSEMBLY, PART II

I would particularly comment on the value we attach to cooperation, both with WHO and that
pursued on a bilateral basis. The achievements and the targets outlined by the Annual
Report as regards both the Organization and its Member States are numerous and important.
Being conscious of the shortage of valuable time in this Assembly, I will only attempt a short
reference to some of them.

On the issue of environmental health, it is gratifying to note that the increased
collaboration of WHO with UNEP and Member States in strengthening and improving national
activities has started yielding fruitful results. The immensity and priority of this problem
call for continued, intensified and coordinated effort on the part of the international
community. My Ministry looks forward and pledges itself to such cooperation.

In his Report the Director -General refers also to the question of providing the people of
the world with adequate and essential drugs and vaccines. It is with great satisfaction that
we have noted the Organization's efforts to establish closer cooperation with Member States in
solving these problems, including the promotion of the production of finished pharmaceutical
products by developing countries and questions relating to the control and the use or abuse of
pharmaceuticals.

Finally, we are reminded that the current year is dedicated to the prevention of
blindness. Though most of the causes of blindness belong to the past or have become less
significant, new causes and hazards have come into existence. Very rightly the slogan chosen
stresses the fact that foresight constitutes the basic means for the prevention of blindness
and impresses upon every one of us that there are great margins of activity, including public
health education, in the matter. At the same time the slogan draws attention to the axiom
that the health services must not limit themselves to the curing of the sick but must
concentrate most of their efforts and programmes on all the correct priorities, such as
primary health care, nutrition, health education, environmental and occupational health,
sanitation, and proper housing.

The Director -General in his Report on WHO's activities in the Eastern Mediterranean
Region refers to the difficult health situations created in a number of States as a result of
natural or manmade catastrophes. I know that all distinguished delegates are aware that
Cyprus is mentioned as one of such countries where a manmade catastrophe, in addition to other
consequences, caused a disruption and created a number of problems for the health services of
the country.

The Report makes reference to the situation in the Republic of Cyprus and to the
assistance provided in 1975 in implementation of resolution WHA28.47. The specific report
on assistance to Cyprus (document A29/39) deals with the actions taken during 1975 in response
to requests from the Government of the Republic for health assistance to refugees and
displaced persons in the island. I feel it is my duty to express our appreciation for the
action taken by WHO, and to assure this Assembly that the assistance extended to the
Government of Cyprus was put to the best use in meeting increased needs in the medical field.

The Government has worked out and is actively implementing an appropriate emergency plan
which provides inter alia for the expansion of its social and health services, in an endeavour
to keep the standard of life of its citizens at an acceptable level. Special attention was
given to the strengthening of the emergency primary health centres set up in the areas where
the thousands of displaced persons had to secure temporary shelter. Existing hospitals were
expanded and additional health services and facilities had to be provided. Furthermore, the
government health services were made available gratis to all refugees and displaced persons in
view of their having been deprived of their homes, property and income.

In parallel with the emergency programmes devised to meet the present situation my
Ministry has, despite enormous difficulties, continued its general programmes for maintaining
and improving health standards. Thus the primary health centres have been strengthened by
the recruitment of additional qualified personnel and the supply of additional equipment.
Rural health services have been given the necessary priority, and a study is now in progress
for the purpose of reassessing the relevant needs in staff, centres and sub -stations in the
island.

Particular attention has also been paid to the problem of the aged, for which we shall
also have the benefit of expert assistance from WHO in establishing a proper geriatric
service.

Another of our serious preoccupations stems from the lack of properly trained staff for
repair and maintenance of medical equipment. In tackling this problem, we have agreed on
arrangements to establish a training centre in Cyprus, from which other countries from the
Region will also benefit. Naturally we expect early implementation, and on the Government's
part everything is ready for the materialization of the project.

Cyprus is in the happy position, thanks to vaccination programmes, to be free from
major epidemic diseases such as smallpox, cholera and poliomyelitis. Our present targets
are the vaccination programme against measles and the prevention of reimportation of malaria.

However, the enormity of the general problems of Cyprus, which have a direct bearing on
the general health situation, requires much more to be done in meeting to a satisfactory



SEVENTH PLENARY MEETING 193

extent the needs in the field of health. It is extremely difficult for us to face these
problems alone, hence the need for continued assistance from the international community.
We are grateful for the assistance already given and trust that the Director -General will
continue and intensify his efforts in this direction.

In concluding my speech I would also like to express the hope that the efforts of the
United Nations to promote the wellbeing of the people of Cyprus and to safeguard the
independence, sovereignty and territorial integrity of the Republic of Cyprus will be
successful and will open the road to its people as a whole to resume, in conditions of peace
and security, their normal life and their struggle towards progress and happiness in the
spirit of the United Nations Charter and in line with the objectives of the Constitution of
the World Health Organization, which we are here to serve and promote.

The ACTING PRESIDENT:

The distinguished delegate of Kuwait, whose turn it is, prefers not to make an oral
presentation, but instead to have his statement published in the records of the Assembly.
His wishes will be fulfilled.

Dr AL AWADI (Kuwait) :1

Mr President, Mr Director -General, honourable delegates, ladies and gentlemen, allow me,
Mr President, to take this opportunity to extend to you my congratulations on your election
to this high position. I am sure that with your great experience and wisdom we shall bring
the deliberations of this Assembly to a great success, and I extend the same wishes to your
Vice -Presidents and the Chairmen of the main committees. Our outgoing President,
Professor Halter, has our great admiration and appreciation for his achievements.

Our Director- General and his able staff deserve our thanks and admiration for the
excellent work they perform for our Organization. The comprehensive Annual Report is only
one of the great attributes that we have read with great admiration. The piercing vision
into the future of the work of our Organization is one of the landmarks of this Report, so it
becomes of special interest and deserves great appreciation.

Mr President, allow me to offer some comments on the general principle outlined in this
Report and the speech delivered to the Assembly by the Director -General. We notice that for
the first time the Organization is seeing itself in its proper perspective. It should be
the organ of change in the world of public health, it should be the climax of the great ideas
and hopes of all public health workers. From such points it should originate ideas and the
great goals of public health concepts. It should always be the pioneer that the peoples of
the world should follow. Its thoughts and ideas should be dynamically reacted to in the
changing needs of the health world. I must say that the new ideas stated in the Report are
just starting to fulfil the hopes of many people who were looking to the World Health
Organization for thoughts, ideas and inspirations. These visions deserve our great
appreciation. I sincerely hope that we can work to fulfil some of these great ideas.

The other ideas which seem to have inspired the Director- General are the great

technicalities of our modern health care delivery, which, on the other hand, is being
challenged by the new prospects for old -time medical ideas and traditions, be it in the form
of domestic herbs or some strange medical practice. These two extreme ideas need a great
deal of thought and proper judgement. The hazard of being swept from one pole to another is
great. We must have the wisdom of old medical practitioners and the technicality of modern
medicine technologists. I am sure that by such an ideal combination we can have the best of
the two worlds. Our Organization should be the intermediate agent for this interchange.

These great ideas that we are trying to introduce into the world of health should not be
imprisoned within the scope of our Organization. These ideas should be transferred to the
seats of learning where medical manpower is trained, and should form the backbone of any
medical teaching. After all, the apostles of health are the manpower that try to deliver it.
We therefore hope that the new concept highlighted in the Director -General's Report will
permeate the means of education for health manpower.

The great stress on primary care development should be a plan of action and not merely
another motto we try to carry. This should be the building block of any assistance requested
from our Organization. Without building proper structures for primary care we shall be
wasting our efforts.

I would like to state that we, as Members of this Organization, should be true to
ourselves and to the great ideas we are trying to disperse among the people of the world.
I really do not know how we can be true to ourselves and to our ideas if we accept, as
a so- called Member of our Organization, a country whose actual coming into existence is, as
a State, far from humanitarian, and whose daily acts of oppression, killing, deportation of
native people, mass execution of mothers and children and, above all, the continuous

occupation of other people's land, have become more than natural to its method of governing.

1 This speech was submitted by the delegation of Kuwait for inclusion in the verbatim
record in accordance with resolution WHA20.2.
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Of course I am referring to Israel. This illegal Member should not have the right to
participate with us. As long as such Members are amongst us one cannot speak of rightful
representation and we should endeavour to correct such mishaps. On the other hand, we
welcome the rightful representation of any country to our Organization to complete the
universality of our Organization. In this spirit we welcome the representatives of Angola to
our Organization and wish them the best of luck in improving the health status of their
people.

Finally, allow me to thank our Director -General and Regional Director for their kind
visit to our country. I would like to reaffirm our support of the work of WHO and
I sincerely hope that our work will come to a fruitful conclusion.

Dr FAKHRO (Bahrain) (translation from the Arabic):

Mr President, ladies and gentlemen - allow me to congratulate you, Mr President, and the
Vice -Presidents and Chairmen of the committees on your election to your respective offices,
in which you will together guide this Assembly towards the realization of its goals.

We have studied the Director -General's Report on the activities of the Organization in
1975 with care, and have listened to his excellent and penetrating description of the general
lines along which activities of the Organization will develop in coming years. We welcome
ttie spirit of responsibility and humanity which has caused the Organization to align itself
with the underprivileged millions in every corner of the world. We in Bahrain strongly
support the view that health must be placed at the heart of social and economic change, linked
with social justice and treated as a right that is subject to the principle of just
distribution to all, and we have been proceeding along these lines for a number of years. As
a result, the strengthening of the preventive health services has become one of our basic
aims, and primary health care is now available throughout Bahrain, in both urban and rural
areas; while the training of personnel is related to our needs and relies essentially on our
own resources.

From the outset, our approach has been based on seeking out people and solving their
health problems rather than leaving them to seek out our health institutions. We asked our
health workers to request people to utilize our services rather than wait to be asked to supply
them, and in order to make this possible we have been strengthening the nationalized health
service that was introduced as far back as the early 1940s. Every citizen of Bahrain has
a constitutional right to health care from the cradle to the grave, and in this way we have
overcome all economic and financial obstacles in the field of health care, just as we have
overcome the obstacles of geography and distance by equitable distribution of health centres
and manpower.

The Director -General has spoken of the close link between man's health and his social,
economic and political conditions. There could be no better example of this than the extent
to which the health conditions of the Arab people of Palestine have been affected by the
tyranny and oppression of Israeli colonialism and world Zionism. Whatever the Israeli
delegate may say about the health technology available in the occupied territories, and
however much Israel may boast of the centres and services it is establishing, the simple and
obvious truth remains that the majority of the people of Palestine have been displaced and
evicted and are not allowed to return to the land from which they have been forced to emigrate,
while another section of the people of Palestine labours under the yoke of direct Israeli
colonization and is prevented from exercising the most elementary human rights including that
of everyday individual freedom and control of its own economic destiny and way of life. In

fact, the reverse happens. Its land is confiscated despite United Nations resolutions, its
houses are destroyed if it offers any legitimate resistance to the occupying authorities, its
children are killed in the streets and their families prevented from organizing funeral
processions for them, its elections are falsified in every possible way and its leading
figures are deported and prevented from returning to their country. It has been said that
this is purely a technical organization that cannot address itself to political problems.
The answer to that has been given by no less a person than our distinguished Director -General,
who has pointed out in his Report and in his statement to this Assembly that health cannot be
divorced from other human activities and that economic oppression is incompatible with the,
existence of humane health care. And there can surely be no greater social oppression than
colonization and occupation.

We urge you - as we have done every year - to view this subject with the scientific eye
of the physician, who sees man as an integrated whole and all areas of human activity as
a single field. It would be a pity, Mr President, if we were to confine ourselves to
investigating the details of prison conditions - the solidity of the walls, the cleanliness of
the ground or even the availability of doctors and technicians to act as jailers - and forget
to investigate the reasons for the existence of the prison itself and the oppression under
which the prisoners are labouring. I trust you will forgive me, Mr President, if I have
dwelt on this subject rather than on the many other health problems discussed in the Director-
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General's Report: however, our able Director -General, Dr Mahler, has taught us that if we can
cure the major human problems, the solution of all the other, minor problems will follow
automatically.

The ACTING PRESIDENT:

The distinguished observer for the Holy See has requested to take part in the general
discussion. There are no objections? With the Assembly's agreement, I invite him to take
the floor.

Monsignor GÉRAUD (Observer for the Holy See) (translation from the French):

Mr President, it is welcome that at regular intervals we have an opportunity to learn
in detail about the work of the World Health Organization and, through a thorough study of
the Report of the Director -General of WHO and the documents produced by various organs of
the Organization, to measure the quality and importance of the work performed.

The observer for the Holy See, a witness among you of the spiritual and human values
of the Church within the everyday activities of men and women and society, welcomes the
positive features contained in the Director -General's Report. It is also his task, as you
will readily understand, to share with you his thoughts on it and to express the critical
comments that some passages suggest to him.

How can we fail to be touched by the first words of the introduction to the Director -

General's Report? Referring to the resolution adopted unanimously by the United Nations
General Assembly recommending a New Economic Order, he comments that this "marked a striking
reversal of the previous climate of confrontation between the richer and the poorer countries ".

With regard to the problems involving family health and more particularly the family
itself, the Church is aware of the vigorous contribution of the poor countries to the
harmony of nations and it sees in this an application of the Beatitudes taught by Christ.
After all, here as in many other fields, are the poor not often our masters and the awakeners
of our conscience?

In the chapter entitled "Family health" our attention is drawn right from the outset
to a move away from specialized,single -discipline projects towards broader multidisciplinary
and multisectoral programmes. Moreover, this concern is connected with the respective
sizes that are appropriate for services intended for the individual and those that provide
for the community.

We feel it is necessary to give increasing attention to the approach to problems in
their widest aspect, in their "global" sense. The family provides a good example of this
because it is directly involved in a whole set of situations and many of the points raised
at various places in the Report primarily concern the family (for example, matters concerned
with the prevention of diseases or with the environment). However, the family is in itself
also a privileged source of dialogue and a factor in the mutual education of its members,
and this is important in the field that concerns us because, to the extent to which it is
successful, it is a component of "family health ".

Similarly, in raising the question of the relationship between the individual and the
community, this chapter takes up one of the constant concerns of the Holy See. The Pastoral
Constitution on the Church in the Modern World (Gaudium et Spes) dealt with this situation
in the chapter on the "Community of Mankind" (sections 24 and 25). More recently the
declaration by the Congregation for the Teaching of the Faith on induced abortion stated:
"As to the mutual rights and duties of the individual and society, it is the task of morals
to enlighten conscience and the task of law to specify and organize actions. Now there
is a series of rights which cannot be granted by society because they are older than society,
but which society has the task of preserving and honouring: these are the majority of the
rights that are nowadays called the "rights of man" and which our age congratulates itself
on having formulated. The first right of a human individual is his life. He has other
possessions and some of them are more valuable, but this is the fundamental one, the pre-
requisite of all the others. Consequently, it must be protected more than any other . . . it

is not recognition by others that makes this right: it precedes such recognition; it demands
to be recognized and it is entirely unjust to deny it" (Nos.10 and 11).

From the statement of these convictions you can appreciate the similarity of our views
on a number of the measures proposed in this chapter of the Report: it will also guide us
in due course in expressing some reservations and fears.

We find ourselves in agreement on the four priority sectors that are proposed and you
will allow me, echoing the feeling of the Organization, to stress the efforts made by some
governments and teaching establishments to "focus upon the family as the basic social unit ".
A concrete step forward can be made by endeavouring to draw conclusions from this proposition,
because the basic problem is seen from a positive viewpoint: the family is dealt with as
such, in its human and social function, and no longer as a subject for controversy or sterile
dispute.

Another series of positive aspects is found in the importance assigned to the develop-
ment and growth of the fetus and the associated nutritional and psychological requirements
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(paragraphs 2.7 to 2.11). The value of this period of life is affirmed and we can only

express approval for the respect and concern for human life in its prenatal period that are
highlighted in this part of the Report.

The observer also notes the five paragraphs in this Report (2.95 to 2.99) dealing with

natural methods of fertility regulation. International information on this matter is
nowadays more enlightened, and it is interesting to note the positive presentation of this

subject. The support of the World Health Organization in research on such methods and

their practical application is given our full encouragement.
Even so, the positive elements contained in the Report cannot conceal the serious

concern that it also arouses. The observer for the Holy See must therefore frankly state
his fears, hoping that in this way those concerned will feel supported in those of their
actions that are positive. He is aware of the difficulties in any educational approach.
He knows its cost, and for that reason he wishes to try to show its fruits.

It is not without anxiety, then, that he notes the appearance under the heading
"Family health ", alongside positive approaches promoting life, growth and development, of
what is called the control of "unregulated fertility ", which is regarded as a defective
state of health and "human wastage ". Under this heading, and it would seem on an equal
footing, all the methods of family planning are introduced. Before proceeding any further
with our critical comments, we must recall the standpoint expressed by Pope Paul VI in his

Encyclical Letter Humanae Vitae (No. 16): "The Church is the first to praise and recommend
the intervention of intelligence in a function which so closely associates the rational

creature with his Creator; but she affirms that this must be done with respect for the
order established by God. If, then, there are serious motives to space out births, which
derive from the physical or psychological conditions of husband and wife, or from external
conditions, the Church teaches that it is then licit to take into account the natural rhythms
immanent in the generative functions, for the use of marriage in the infecund periods only,

and in this way to regulate birth without offending the moral principles ".

Our fears are confirmed by a careful reading of the paragraphs devoted to human
reproduction in this same section of the Report (2.79 to 2.139). They bring out the
anxieties and even more the many uncertainties that exist throughout this whole area with

regard to the different methods of regulation.
Is there any certainty that the responsible authorities will heed the serious obser-

vations made throughout the Report, such as those on "the long -term effects of oral contra-
ceptives on young girls, especially in relation to their future reproductive potential ", on
"the psychosocial aspects of abortion" and "the health implications of falling birth rates
and the smaller family in some industrialized countries" (2.7), on sterilization (2.100), or
on abortion, which is increasingly practised as a method of fertility regulation (2.102)?
Will they not be tempted to consider only the immediate technical convenience?

The situation is serious enough to merit our concern, and we know that this is shared
by very many others.

Indeed, how could we fail to be concerned to see the World Health Organization putting
family planning programmes into effect everywhere? The Organization has prepared two sets
of guidelines to assist administrators and planners of family planning programmes in selecting
priorities, bearing in mind the requirements as to staff training and operational costs and
the load on ancillary services. In choosing these priorities, no mention is made of the
health problems of the mothers to whom these programmes are to be applied, and one of these
sets of guidelines is devoted to different techniques of female sterilization (2.1$):

In the review of the activities of health services in the countries and the Regions,
the stress is primarily on the importance attached to the development of family planning
programmes. Ways of encouraging young people to take part in these programmes are being

sought (2.25). Emphasis is laid on the growth of a programme for the termination of

pregnancy (2.26).
This emphasis by the Organization on the promotion of family planning that takes

no account of human criteria as a whole, and especially of moral requirements, is for us a
source of grave anxiety: the human individual is not considered in all his components, all
his rights and all his values. The technological aspect takes precedence over the educa-
tional aspect.

In the sphere of procreation it is impossible to ignore systematically the dignity, the
destiny and the freedom of the human individual. Similarly, can we accept that in a review
of activities for family health there is no mention anywhere of respect for life, respect
for the man and woman as people and as a couple, the responsibility of the man and woman in
the gift of life, and the role of society as the protector of these values?

The future of an agency like the World Health Organization rests on the generosity of
men, on their sense of responsibility and even on the acceptance of self -denial in the
service of others. These attitudes are based on a scrupulous respect for reality, for the
basic values of human nature that conscience has transmitted and defended against the

unceasingly repeated attacks of selfishness, opportunism, and violence in all its disguises.
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We suggest that people are contributing to the deterioration of conscience and even
gradually to the deterioration of the creative ideal when they change the meaning of basic

words such as life, health, wellbeing; or when they conceal abortion under the name of
termination of pregnancy, sterilization (the destruction of life -giving faculties) under
the name of health care, punitive measures against large families under the name of social

progress. Those who ignore or keep silent about the dangers of some forms of drugs that are

distributed indiscriminately are inviting new tyrannies.

Young people hunger after justice and peace. They appeal to authenticity. Are they

served, are their expectations met by facilitating their search for selfish pleasure, by
relieving them of the need to consider the consequences of their acts? Even though young

people today allow themselves to give way to the temptations that some put before them,
there is no doubt there will be a painful and explosive awakening. For the power of life
will always win in the end.

The Church places its trust in man, in his capacity for love. This is why it defends

and proclaims the sanctity of marriage and of procreation. It recognizes and supports the

quest for quality in life as an expression of holiness, as a sign of true love.1

Dr BACAR (Comoros) (translation from the French):

Mr President, ladies and gentlemen, this is the first time my delegation has had the
honour to take the floor and I take this opportunity to offer my congratulations to
Sir Harold Walter on his appointment to the highest post in this Assembly. My congratu-
lations also go to Dr Mahler, the Director -General, for his stirring appeal for a much more

productive health policy.
Recently independent, with 300 000 inhabitants, and in a very backward stage of develop-

ment, the Comoros are at present waging two battles: the battle for survival and recon-
struction, and the battle to extend their authority over the whole of their territory which

is made up of four islands: Mayotte, Moheli, Grand Comoro and Anjouan. These sister

islands are separated from each other by about 60 to 80 km of sea. They are situated at
the northern entrance to the Mozambique Channel, half -way between the African continent and

Madagascar. The Comoro Archipelago is a tropical country and consequently suffers all the

disease problems of Africa.
Health conditions in the Comoros have remained precarious because neither the activities

policy practised before independence were designed to cope with the realities of the

country. In 1975, for example, the total budget allocated to public health was US$ 200 000,

of which US$ 56 000 was for the basic health service and the control of the major endemic

diseases; 80% of this budget was financed by France. The technical assistance personnel
consisted of 27 technicians, physicians and nurses, while the total hospital capacity was
700 beds distributed between seven health units, three main and four secondary units, all of

which were of course inadequately equipped.
After independence, when we were abruptly cut off from all technical and financial

assistance and had no resources other than self- financing, the total budget of the Ministry
of Health, which was already inadequate at US$ 200 000, was reduced to US$ 45 000 for 1976
and the service was staffed solely by eight physicians, three midwives and three state -

registered nurses, the remainder of the staff having a very inadequate level of training.
These striking figures reveal a worrying situation.

The reorganization of public health in the Comoros is based today on the construction
of a ministry that will be an effective instrument for health promotion at all levels, not
just for urban, curative and personal medicine but also and above all for integrated
medicine in outlying areas, in each locality of all rural areas where the great masses of

the Comorian people live. Our Government will spare no effort to achieve this, but we are
relying also on the firm determination of our people themselves, a people who are aware of
the situation and prepared to become actively involved in all the mass campaigns aimed at
producing a new direction, a new basis for health education in regard to dietary habits,

hygiene and environmental sanitation. We are also relying on the redoubled assistance of
WHO and of all brother and friendly peoples through all the intergovernmental and nongovern-
mental agencies, whether in the form of subsidies, technical assistance, drugs or equipment.

Praise is due to WHO, which has recently provided the Comoros with assistance in maternal
and child health protection and in the training of allied health personnel, and which has
unceasingly supported us in the struggle against the major endemic diseases - particularly
leprosy, tuberculosis, malaria and filaríasis, which are the great scourge of our country.

The Comorian people are grateful for the particularly active and effective assistance
that WHO gave them during the cholera epidemic that severely affected the Grand Comoro region
in the first quarter of 1975.

1The above is the full text of the speech delivered by Monsignor Géraud in shortened

form.
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Before concluding, I should also like to thank Dr Quenum, our Regional Director, for
the sympathy he has always demonstrated towards my country. I hope that WHO will redouble
its efforts and its assistance to the Comoros in the interests of a better health future
for all.

Mr President, may I point out to this noble and honourable Assembly that the Comorian
people solemnly declared their independence after clearly expressing their choice in the
referendum of 22 December 1974. The voting was about 95% in favour and 5% against, with a
record participation of 93 %. Since that time international opinion, through the Organization
of African Unity and the United Nations, has accepted my country in its natural geographical
boundaries, i.e. Mayotte, Moheli, Anjouan and Grand Comoro. Today a foreign power is
assuming the right to occupy a part of our national territory illegally, and this occupation
constitutes a serious threat to our independence. The series of electoral consultations
organized by France on the island of Mayotte in recent months represents for my Government
an unmistakable act of aggression.

The ACTING PRESIDENT:

Thank you. The distinguished delegate of France has asked to exercise the right of

reply. I give him the floor according to Rule 58 of the Rules of Procedure of the Health
Assembly.

Dr CAYLA (France) (translation from the French):

After the intervention by the delegate of the Comoros .I should simply like to remind
you of the statement made this morning by the head of the French delegation following the
intervention by the delegate of Mozambique.

Professor CAPELI (Albania) (translation from the French):

Mr President, may I offer you the greetings of the delegation of the People's Republic
of Albania on the occasion of your election as President of this Assembly, and wish you

every success in your task.
The delegation of the People's Republic of Albania believes that the important problems

on the agenda of the Twenty -ninth World Health Assembly are closely linked to the economic
and social progress of peoples and to current political developments in the world.

The peoples of the world, cherishing liberty - and especially the peoples of the

countries that have achieved freedom and national independence in the last two decades -
have taken and are still taking a series of measures to surmount the difficulties

and obstacles confronting them on the road to development and in the health field as a result
of the backward conditions they inherited from centuries of colonial exploitation. On their
road to progress they have to contend with the neocolonialist policy practised by the
imperialist powers, especially the United States of America and the Soviet Union, who, com-
peting and cooperating among themselves in the aim of achieving world hegemony, are creating
sources of tension, encouraging acts of provocation and aggression, and exploiting and

pillaging the natural wealth of the developing countries with serious consequences for
peoples' health.

The concern of our Organization and of this Assembly in particular to improve the
world health situation is highly justified, but we should like to stress that it is advisable
not to forget the basic factors which not only hinder the improvement of the health of
hundreds of millions of people throughout the world but even tend to make the situation
worse. The two super -powers make a great fuss about their so- called anxiety in this area

and about their concern to see an improvement in the health situation of the peoples.
However, it is precisely these two super -powers which permanently follow an aggressive
imperialist policy, which arm themselves to the teeth, which practise blackmail, which stir
up armed conflicts, which pollute the environment in the seas and oceans, and which are
therefore mainly responsible for the worsening of the world health situation. The so-
called medical assistance and the so- called "specialists" they offer to the developing
countries have the task of infiltrating the internal affairs of other countries and merely
serve their imperialist ends. Today there are more than a thousand million people in the
world who do not have the minimum amount of food they need, there are more than 800 million
illiterates, there is mass poverty, diseases are being spread in many countries of the
world, and all this is principally the direct consequence of the policy of imperialist
oppression and exploitation. Consequently, efforts to improve the world health situation
are indissolubly linked to the struggle against colonialist and neocolonialist exploitation,
against imperialist oppression.

The delegation of the People's Republic of Albania, in conformity with the correct
policy and the principles of its Government, welcomes the success achieved by the developing
countries in the health field and in other areas of national life in the struggle to
eliminate all the evils inherited from the colonial and imperialist system.
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The growth of the social product formed and still forms one of the major objectives
of our economic policy. This policy has resulted in a continuous rise in the material and
cultural living standards of our people. Such achievements have ensured the harmonious
and uninterrupted development of our public health and have been instrumental in the continuous
strengthening of the people's health. The protection and strengthening of the people's
health are a major social and political issue in our country. They are safeguarded by the
laws of our State which provide for the planned development of public health in order to
meet the ever -increasing demands of the people by involving the working masses themselves
in efforts to protect and strengthen health.

In our country the basic principle underlying health activities at all levels is the
preventive orientation. Health protection in our country has developed substantially and
has expanded from year to year both in the towns and in the villages. This expansion has
been constantly accompanied by an improvement in the quality of services, made possible by
the training of supervisory staff at all levels, by the strengthening of specialists at the
lower levels, by the introduction of new specialties and subspecialties, and by the provision
of the necessary basic equipment; these measures have led in turn to the solution of the
most complex medical problems. According to the law, in the People's Republic of Albania
all expenses of health and social institutions in the country and in the towns are covered
by the State; 55% of hospital establishments and 95% of the ambulances in our country are
located in rural areas. The protection and strengthening of maternal and child health is
another important problem for us. Our competent bodies have made unceasing efforts to set
up a wide network of prenatal and postnatal clinics for mothers and children. Within the
preventive measures to protect and strengthen the health of the population, the control of
infectious diseases occupies a special place. The effectiveness of these measures has led
to complete control of the infectious diseases, which are declining year by year.

In the public health field as in all other areas of economic development, our basic
principle is to rely on our own resources. In the People's Republic of Albania today we
are manufacturing electromedical appliances as well as a large range of pharmaceutical and
immunobiological substances, and in a few months' time the first antibiotics manufactured
in Albania will become available. In order to study the medicinal flora of the country,
to provide the raw materials needed for the production of drugs, and to develop the various
traditional methods of medical treatment on a scientific basis, an institute of folk
medicine has been set up.

Our public health system, comparatively young, has to cope today with a whole series
of problems arising out of our unceasing economic and social development. The vigorous
growth of all branches of our industry raises the problem as to the measures to be taken to
protect the environment against pollution and to prevent the onset of occupational diseases.
For this reason, industrial growth in our country goes hand in hand with measures to ensure
compliance with health and sanitary standards in workplaces and in residential areas. Our
country is engaged in developing scientific research on health still further, in raising its
quality, and in conducting large -scale activities to open up new prospects in this field and
to solve the theoretical and practical problems concerning the nation's public health.

Mr President, the delegation of the People's Republic of Albania will, as in the past,
make its modest contribution to the smooth progress of the work of this Assembly.

Dr KITAW (Ethiopia):

Mr President, honourable delegates, I bring the greetings of the Provisional Military
Government of Ethiopia and the people of Ethiopia and their wishes of success to this Twenty-
ninth World Health Assembly. Our delegation congratulates you, Mr President, on your
election to this post. We also congratulate the Vice- Presidents.

It is with particular interest that we have read the comprehensive Report of the Director -
General and listened to his important speech. As a country in which efforts in health have a
long way to go, in which the resources available for health are meagre and therefore the
allocation of resources needs to be worked out very seriously so as to attain the maximum
return, our delegation would like to register its support for the line of thinking developed
by the Director -General.

Present -day Ethiopia is in the process of an important revolution, which in the space of
two years has brought important changes in the production relationships of the country. The

public ownership of rural land, the nationalization of the most important means of industrial
production and distribution, the acceptance of socialism as the guide to our socioeconomic and
political efforts, and the recent proclamation of a National Democratic Revolutionary Programme
are paving the way for eliminating the vestiges of the old feudal regime and the building of a
new society. This programme puts the health of the masses, with particular stress on rural
areas, as one of the country's priorities. I will take only a few examples to show the
commitment of the Provisional Military Government of Ethiopia to raising, as rapidly as
possible, the health status of the population.
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In the two years since the February 1974 revolution, important steps have been taken to
develop prevention- oriented basic health services in the rural areas of the country:

- an important aspect of the Development through Cooperation Campaign was health education,
with a view to preparing the population to participate actively in health as a community
affair;

- the Ministry of Health and the Development through Cooperation Campaign have built
over 250 health stations in two years. This is more than 50% of what was built in the
last 30 years;

- a modified more preventive and community- oriented training programme has been run for
what used to be called "elementary dressers ", and this has more than tripled the yearly
output in this category of health worker.

The fast development of peasant associations and urban cooperative associations has opened
an important avenue for the development of primary health care. The Ministry of Health has
set up a study group to work out possibilities and alternatives. At present, the basic
curriculum and other preliminary studies have been completed.

Mr President, I can go on citing innovative and vigorous steps in manpower development,
communicable disease control, primary and basic health care, maternal and child health, drug
production, distribution and control, environmental health, etc. The few examples I have
picked will suffice to show that the Provisional Military Government of Ethiopia is prepared
to muster resources to cope with the health problems of the masses of Ethiopia; and that the
political will evoked by the Director -General is a reality in our country.

My country takes self -reliance as the basis for its development. In this context,
the solving of the health problems of the Ethiopian masses will depend essentially on the
effort of the Ethiopian masses. We welcome, however, all well- intentioned help from
friendly countries and international agencies. I would like to acknowledge the valuable
contribution of WHO in general, and of the Eastern Mediterranean Region in particular, to the
efforts in my country. -

Before I close my intervention, Mr President, let me raise a subject uppermost in the
concerns of WHO and this Assembly. Smallpox eradication is the order of the day. "Count
zero" - as you have indicated, Mr President - has started. The rugged nature of the terrain,
the highly underdeveloped conditions of certain parts of the country, the attitudes of certain
sections of the population, as indicated in the Director -General's Report, have made Ethiopia
the last country from which active cases are still reported. I shall bring more information
to the discussion in the appropriate committee, but I want to assure this Assembly that the
Provisional Military Government of Ethiopia has put the effort of eradicating smallpox among
the highest of its priorities and will not spare any effort in collaborating with WHO to
bring this most important health achievement of the century to its right conclusion.

To conclude, I join the honourable delegates of this Assembly in welcoming the Republic
of Angola to our Organization.

Sir Harold Walter (Mauritius), President, resumed the presidential chair.

Dr TAPA (Tonga):

Mr President, Vice -Presidents, Director -General, distinguished delegates: Mr President,
my delegation has great pleasure in joining the other delegations in offering our sincere
congratulations on your election to the office of President of the Twenty -ninth World Health
Assembly. Allow me also to offer similar congratulations to the five Vice -Presidents on
their election to office. My delegation wishes you success in carrying out your duties.

I would like to take this opportunity to thank Professor Halter, President of the Twenty -
eighth World Health Assembly, for his kind words of welcome to my delegation at the opening
of the Twenty -ninth World Health Assembly, Tonga being one of the new Member States of WHO to
attend and participate for the first time this year in the proceedings of the Health Assembly.
My delegation would also like to greet the new Member States of WHO that are participating in
the Health Assembly for the first time. As a new Member, attending for the first time, my
delegation will lay the main emphasis this year on exploring and learning about the procedures
of the World Health Assembly, which should prove useful for its participation at future
sessions.

My delegation would like to congratulate Dr Mahler, the Director -General, on his eloquent
and forthright speech at the beginning of the Twenty -ninth World Health Assembly, and

on his excellent Annual Report on the work of WHO, 1975. There have been many achievements
in 1975, but much still remains to be done by WHO and Member States. The future is more
important than the past. Let us rejoice over past achievements and learn from any past
mistakes. The Director -General is to be highly commended on the introduction to the Report,
which is a concise, clear and to- the -point statement of the problems confronting WHO and its
Member States, and of solutions for these problems in the future. My delegation would also
like to thank the representative of the Executive Board for his report on the work of the
Board to this Assembly.
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Mr President, Tonga formally became a full Member of the World Health Organization on
14 August 1975, and I would like to place on record the sincere gratitude and appreciation
of the Government and people of Tonga to all the Member States that accepted Tonga's
application to become a full Member of WHO at the Twenty- eighth World Health Assembly. Even
though a small Member of WHO - small in size, with a land area of 270 square miles, and small
in population, with now approximately 100 000 people - I can assure you, Mr President, that
Tonga will try its best to meet its obligations to WHO and to cooperate and collaborate within
its capabilities with WHO in its health activities, both within my country and in the inter-

national community.

Even though Tonga gained its full independence peacefully and re- entered the comity
of nations on 4 June 1970, and became a full Member of WHO on 14 August 1975, it had been
associated with, and had participated in WHO activities well before those dates, as far back
as 1956, i.e. 20 years ago - through the membership of the United Kingdom in WHO. The

following is an illustration of the health activities and fields in which Tonga and WHO
mutually participated. The first project which the Government of Tonga undertook with the
assistance of WHO and UNICEF was an environmental sanitation project in 1957 to improve the
supply of safe water to the people in the villages. This project was a great success, and
it expanded into a school sanitation and community water supply project; the latter has

brought health and other social benefits to a greater proportion of the inhabitants and it
is still continuing. Voluntary community participation has been a significant feature in
the success of this project. The next project, undertaken in 1962, was the yaws control
project. This was a project with a high national coverage and it was also successful.

In 1963 and 1964 my country collaborated with the Communicable Disease Center, Atlanta,
Georgia, in testing the use of the jet gun, or pedojet injector, for smallpox vaccination.
The success of the WHO smallpox eradication programme is a brilliant and outstanding
achievement of the present century. My delegation feels some humble satisfaction in that
our small country may have contributed in some small measure to the fight against smallpox and
its ultimate eradication from this planet.

In 1964 and the years following, the Government of Tonga gave its attention to
establishing and upgrading the basic maternal and child health facilities and services. This
move was an essential prerequisite for the integration of family planning into the maternal and
child health services, a policy to which my Government gave the highest priority for the sake
of the health of mothers and children and their future economic wellbeing and of improving
the quality of life of the Tongan society. UNFPA has given assistance to my country in the
maternal and child health and family planning services, and this assistance is gratefully
acknowledged.

The problem of diarrhoeal diseases and enteric infections has been with my country for
many years. The incidence of typhoid fever is one of the highest in the world. This is
one reason why the Government collaborated with WHO and UNICEF in implementing the school
sanitation and community water supply project. To supplement its endeavour to lower the
incidence of typhoid fever in the country, the Government collaborated with WHO in a research

project for a controlled field trial on the effectiveness of one and two doses of acetone -
inactivated and dried typhoid vaccine. This project began in 1966 and the results have
recently been published in the Bulletin of the World Health Organization, volume 52, 1975.
My delegation would like to pay a special tribute to Dr Branko Cvjetanovic, Chief of the
Bacterial Diseases unit at WHO headquarters, for the encouragement, guidance and interest
he has given to the Tonga Medical Department in the research project. My Government gives
high priority to the prevention and control of diarrhoeal diseases and enteric infections, and
in this connexion places great importance on the finding and the utilization of a safe live
typhoid vaccine. I urge WHO to continue research on and trials of a live typhoid vaccine,
and I would like to assure WHO of my Government's intention to collaborate effectively with
the Organization if required, in the search for a safe live typhoid vaccine. A hospital
administration project with the objective of upgrading and improving hospital medical records,
and training medical records staff, was also begun about 1968 with WHO assistance, and was
successful in achieving the objective. Health statistics have also received attention in
order to improve their collection, compilation and so on. The next major infectious scourge
which my Government tackled - again, with WHO and UNICEF - was tuberculosis, through a
tuberculosis control project that began about 1970. This project has also been highly
successful through the concerted efforts of all parties concerned, in particular the
participation of the community, since in the BCG vaccination programme -a population coverage
of over 80% was achieved. Being encouraged by the eradication of smallpox, I dream and hope
of the day in the future when tuberculosis will be eradicated, not only from my country but
from all countries of the world.

The noncommunicable diseases have not been neglected in my country. In 1974, a
cardiovascular and diabetes control project was begun, again with WHO assistance. The field
survey confirmed the suspicion that there was an uncomfortably high incidence of diabetes
mellitus and cardiovascular disease, particularly hypertension. An on -going programme is now
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being undertaken to detect and treat patients, and prevent the occurrence of these preventable
noncommunicable diseases.

My delegation notes with great pleasure the emphasis and priority given by WHO to
research in tropical parasitic diseases. One which is of immediate particular concern to
the Government of Tonga is filariasis, on which WHO and Tonga have collaborated in research
on vectors during the past four or five years. A filariasis control project, with WHO
technical assistance and also material assistance from the Government of New Zealand, is now
in the initial stage of implementation, with the New Zealand Government supplying the drugs

for the national mass drug treatment campaign. One essential requirement for the success of
this national campaign is nationwide community participation, and my Government is taking the
initiative, with WHO advice and assistance, to establish formally a National Tongan Women's
Voluntary Association, with a village committee to be set up in every village, to help the
Ministry of Health in the supervision of drug taking and follow -up.

Mr President, my delegation would like to touch on the mosquito- borne, viral infection
of dengue fever and its haemorrhagic form. A severe and extensive outbreak of dengue fever
occurred in Tonga in 1975, with several haemorrhagic cases that resulted in deaths. I would
urge WHO to continue to keep a watchful eye on the dangerous mosquito -borne viral infection.

The upgrading of health laboratory services is essential for the prevention of communi-
cable and noncommunicable diseases and for the proper treatment of patients. WHO is
assisting the Ministry of Health in upgrading laboratory facilities and with on- the -job
training of laboratory technicians and assistants. To this effect, there is an on -going
health laboratory services project, with WHO and UNICEF assistance.

My delegation fully supports and is in complete agreement with the high priority which
WHO has given and is continuing to give to health manpower development. In the Tonga

Government's third development plan for the five -year period 1975 -1980, the highest priority is
given by the Ministry of Health to the training and education of Tongan nationals to staff the
health services. In 1970 a nursing education project was begun with WHO assistance to
service the curriculum of the nursing school and to upgrade its status. This project was
completed successfully in 1975, with its objectives achieved. Tonga participated in the
WHO fellowship programme as far back as 1959, and the benefits to Tongan nationals have been
very useful on their return and continuing work in Tonga.

The foregoing is a review of what has taken place in Tonga since 1956 with WHO
assistance, but its main purpose is to show that the Government of Tonga has cooperated and
collaborated fully, in a spirit of friendly cooperation, with WHO in the health areas which
the Government and WHO have agreed should be given high priority.

In conclusion, Mr President, allow me to thank Dr Mahler, the Director -General, his
headquarters staff, the Regional Directors and their staff for their work in the individual
Regions, for their devotion to duty, and their dedication to the principles of WHO in helping

mankind; and to wish him and his staff success in their endeavours in future years, so that
the theme "Health for all by the year 2000 ", which he has eloquently expounded over the past

year, should become a reality to the underserved, the underfed, the underclothed, the under -

housed and.the under -educated mass of the world's population. In his introduction to the

Work of WHO, 1975, Dr Mahler mentions a New Economic Order. But, unless I am wrong, nowhere

in the whole Report is mentioned a New Health Order. My delegation looks forward to the

Report of the Director -General on the work of WHO in a future year, when a New Health Order

will be mentioned. That is one of the challenges for WHO for the future.

The PRESIDENT:

Thank you. The observer for the Pan Africanist Congress of Azania has requested to take

part in the general discussion. With your agreement, I give her the floor.

Mrs MNGAZA (Observer for the Pan Africanist Congress of Azania):

Mr President, distinguished delegates, ladies and gentlemen, I salute you on behalf of
the Pan Africanist Congress of Azania and thank you for allowing me to participate in the

discussions on the Annual Report of the Director -General.
On page 175, paragraph 15.10, under the subject of Cooperation with Other Organizations,

and on page 185, paragraph 16.5, under the subject of Strengthening of Health Services, it is
stated that WHO continued to provide assistance to national liberation movements recognized by

the Organization of African Unity. Again, on page 226, project SHS 011 (Assistance to
liberation movements) under Intercountry Programmes, it is stated that UNDP and UNICEF
contributed to the efforts of liberation movements in the health and social fields, particu-

larly in the training of staff. May I take this opportunity to thank WHO and the other

United Nations agencies for this humanitarian aid to the peoples who continue to live under

the yoke of colonialism.
Here I would like to express the hope that the collaboration of WHO will not only be

continued but strengthened and expanded, and that soon the liberation movement that I
represent, namely the Pan Africanist Congress of Azania, will be able to benefit from the

programme of aid to liberation movements.
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In his opening address to this Assembly, your predecessor, Mr President, said that
psychosocial problems need our urgent attention. This need is obvious when one looks at
health as defined by WHO, namely a state of complete physical, mental and social wellbeing
and not merely the absence of disease or infirmity. Colonial oppression leads to one of the
most serious kinds of mental and psychosocial disease, whereby whole populations are subdued
and are totally alienated from the environment. The Pan Africanist Congress of Azanía
believes that total health can never be achieved until they are completely free to determine

their own destiny. I am sure that, with the continued help of WHO and other United Nations
agencies and Member States, it will be possible for the people of Azania and the other oppressed
peoples to take their rightful seats in this Assembly.

Professor NATHANIELS (Togo) (translation from the French):

Mr Director -General, honourable delegates, I should first of all like to thank the
President for granting me the floor on behalf of the Togolese delegation which I have the
honour to lead, and at the same time I offer him our sincere congratulations on his election
to the high office of President of the Twenty -ninth Assembly of our Organization. We also
take this opportunity to congratulate Professor Halter, the outgoing President, who success-
fully conducted the affairs of this Organization at a time when the world had to cope with
the horrors created by certain recent crises of all kinds. It was during his period of office
that the medical world recorded the almost total victory over smallpox, a scourge that used to
wreak so much havoc in our countries. The outgoing President and all his collaborators have
just reason for pride.

Mr Director -General, when we had the honour to meet you for the first time at the first
world conference on the training and use of intermediate -level personnel in Bethesda, USA,
we were impressed by the clarity of your statement. Here again, in your masterly address,
you have just confirmed the steadfastness and range of your convictions.

We should also like to thank our Regional Director for Africa, Professor Comlan Quenum,
for the remarkable work he is doing for the wellbeing of our peoples; he has always managed
to find pragmatic solutions to our various health problems. The Togolese delegation takes
this opportunity to pay him a very special tribute, for he has always intervened effectively
on our behalf with the World Health Organization.

May I now mention a few problems of a technical nature; I shall be very brief. As

regards the shortage of qualified medical staff able to provide care for all strata of the
population, not only for a few privileged people in the towns but also for our rural masses
who represent almost 80% of the total population, we share the concern of Dr Mahler. In our
efforts to solve this problem and within the framework of the teachings of the Green Book of
the Assembly of the Togolese people, our Government started an experiment almost four years
ago by setting up a school for medical assistants within the University of Benin, a school
which runs parallel with a conventional medical school of the western type. Within the
overall concept of the art of healing in black Africa, our Government, bearing in mind the
recommendations of the World Health Organization, recently arranged the first meeting
between practitioners of so- called traditional African medicine and of modern medicine.

In conclusion, Mr President, in Togo, as in the rest of Africa, communicable diseases
have taken precedence over other conditions in many people's minds. However, other evils
present just as dangerous a threat to us, as for example the cardiovascular diseases. In

some ways this development can be compared to what was observed in Europe after the advent of
antibiotics, which deprived infectious diseases of their star role. We therefore as African
teachers, as instructors of health personnel, must not ignore these new aspects of African
pathology.

We also take this opportunity to repeat our sincere congratulations to the sister
republic of Angola on her admission to the great family of the World Health Organization.

Dr P. S. P. DLAMINI (Swaziland):1

Mr President, Mr Director -General, it gives me great pleasure to extend to you,
Mr President, on behalf of the Swaziland delegation our warmest congratulations on your
election to this high office. We hope that under your able guidance our deliberations will
be steered to a fruitful conclusion. Permit me also to extend my warmest congratulations
to your Vice -Presidents and to the Chairpersons and Rapporteurs of the main committees. On

the same tone I wish to express our appreciation to the outgoing President.

My Government is grateful to the Organization for its continued support in our endeavours
to make health care for our people a reality. Special thanks go to the Regional Director
for Africa, Dr Quenum, for his favourable response to our requests for consultancy in setting
up a public health school of nursing, for consultancy in schistosomiasis control, and for the

1
This speech was submitted by the delegation of Swaziland for inclusion in the verbatim

record in accordance with resolution WHA20.2.
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review of the tuberculosis project and recommendations for integrating this project into the

basic health services. Through his guidance it will be possible for Swaziland to host in

July of this year a two -week workshop on "field training in public health practice research ",

whose objectives are the delivery of health care to the total population, alternative

approaches for the extension of coverage and better utilization of health services at low cost,

and referral systems in the delivery of health care. The workshop is subregional in nature

and will include participants from Lesotho and Botswana.
Swaziland, in her endeavour to provide health care to everyone in the Kingdom, continues

to intensify the building of a network of rural health clinics at a rate of three per year.

These units provide integrated health care; and in these days of widespread inflation

preventive, promotive and rehabilitative medicine, which is cheaper and effective, is being

encouraged. Training of rural health visitors, who are inexpensive to train and employ and

are an alternative approach to community participation, is underway. With a full complement

of this cadre trained, delivery of health care to the doorsteps of every homestead in rural

areas will be a certainty.
The school health programme which was started at the beginning of this year is taking off

from the ground - not without teething problems. The objectives of making certain that
every schoolchild is as fit as possible so that each may get the maximum benefit from his

education, and of arranging the ascertainment, treatment and educational programme for various
groups of handicapped children, are being adhered to. Manpower training in health assistant

courses continues to expand.
The mother and child health, family spacing and nutrition programmes also continue to

progress. With UNFPA assistance Swaziland has embarked on an increase in the service delivery

points. With all this being done the problems of 'environmental health still remain. There

is still much to be done in our Kingdom to ensure that potable water supplies are accessible
to our rural population and that methods of disposal of solid waste are provided and are safe.

I have said that environmental problems continue to be with us; it is because of this
that we welcome the "Habitat" Conference to be held in Vancouver later this month. We hope
that it will not only publicize the environmental problems but will also break new ground on

this important problem. The problem is not rural only but, with the population increase,

urban areas absorb the poor; and urbanization is growing at twice the rate of population

increase. Whether this growth will create the kind of new world settlements that are
doomed to substandard sanitation and services, or strike all world cities with problems of
money, race, class and decay, the urban crisis is really everywhere in terms of the conditions

in which people live. It is simply a matter of time and place and degree. It is hoped that
the subject will not be politicized but will create awareness and provide information on an

international scale.
In conclusion, my delegation has perused the revised programme budget and feels satisfied

that in these days of widespread inflation the Director -General had no alternative but to
present it for the Organization's programme to be implemented. We welcome the Sixth General
Programme of Work covering the period 1978 -1983, and we are of the opinion that this per se
is not a programme but a plan on which the actual programmes would be formulated.

The Swaziland delegation takes this opportunity to pledge its cooperation and support to
the attainment of the ultimate goal of promoting the health and welfare of all mankind.

Mr NWAKO (Botswana):l

Mr President, Director -General and distinguished delegates, it gives me great pleasure
to address once again this august and distinguished gathering. Distinguished delegates will
recall that my country attended this Assembly last year for the first time as a full Member of
WHO. My delegation is delighted by the fact that two of our sister countries in our sub-
continent are this year also attending as full Members, after a long struggle to liberate their
countries and peoples from colonial domination and oppression. We receive with open arms
our brothers from Mozambique and Angola.

We are happy to be present at this Assembly which focuses attention on the health problems
of the world. It is meet and proper that the world's nations should gather here to discuss
the world's health problems, exchange ideas and formulate tentative solutions, for we all know
that disease respects no boundaries. An epidemic of 'flu virus can erupt in the west today,
and spread with astonishing rapidity to encompass the whole world in a matter of weeks. Allow
me at this juncture, ladies and gentlemen, to pay tribute to WHO, especially the Director -General,
who has yearly attempted in his Annual Report to focus the attention of the world's nations on
certain basic activities to be embarked upon to improve the health of their people.

I am particularly referring to the topic of "Strengthening of health services" and the
view as expressed by the Twenty -sixth World Health Assembly that a health service system that
does not reach most of the population is not fulfilling its functions. My country fully

1 This speech was submitted by the delegation of Botswana for inclusion in the verbatim

record in accordance with resolution WHA20.2,
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endorses this view. My country also takes a deep interest in some of the activities of WHO

such as health manpower development, family health, communicable disease control, environmental

health, and health statistics.
The distinguished delegates will recall that in my statement last year I made reference

to our national development plan 1973 -1978, and said that this would attempt a deliberate and

radical departure from the previous policy of expanding hospitals and would divert resources

to our rural areas where over 90% of our people reside. This development plan is in the

process of being revised, updated and evaluated and a new plan for 1976 -1981 is being produced.

Our plan is an ongoing process, which is revised every three years. The general objectives

of this plan in the area of health have been stated as:

(1) strengthening of basic health services and health promotion, disease prevention and

control, and improvement of environmental sanitation;

(2) health manpower development by expansion of facilities at the National Health

Institute in Gaborone and the enrolled nurse schools at Francistown, Serowe, Molepolole,

Lobatse and the mission hospitals; (This action is necessitated by the rapid growth in

the demand for health services following our accelerated rural health development

programmes since 1972. The number of health personnel required in Botswana's health
care system far exceeds the output from our overstrained training facility.)

(3) the Ministry of Health will continue to intensify its campaign against certain
important specific diseases like malaria, tuberculosis and schistosomiasis, as well as

prepare long -term strategies in health education;

(4) there is a need to provide the Ministry with more planning and administrative
infrastructure in order to increase its capacity to plan, implement and monitor our

health care services;
(5) most of the existing district health centres and hospitals will be improved in
order to make them more efficient and effective referral centres.
I consider it appropriate to mention at this stage, as regards the strengthening of

health services, that last year we stated that our targets were to have 11 district hospitals,
10 health centres, 90 clinics and 200 health posts by 1978. By the end of 1975 we had 10

district hospitals (of which 3 are mission), 7 health centres, 79 clinics and 177 health

posts. Our targets in the next plan period (NDP IV - 1976 to 1981) are 10 health centres,

100 clinics and 250 health posts. Our change in policy is already showing changes in trends;
whereas 60% of all outpatient attendances were seen in hospitals in 1973, only 46% were seen
there in 1975, the balance being seen at clinics and health posts. This trend is also

reflected in the capital expenditure for health services. In 1973 21.4% of the total capital
expenditure was spent on hospitals and 65.2% on rural health services.

During the past year the Ministry has busied itself with health manpower development.
In order to achieve this within the plan period an expansion of the National Health Institute
has been planned and funds have been secured from the African Development Bank totalling
R4.5 million (US$ 6.7 million). This expansion, which will be complete in 1978, will ensure
an annual intake of 200 enrolled nurse midwives, 100 nursing students for the state -registered
nurse examinations, 35 health assistants, and 4 dental therapy students.

In family health, the maternal and child health and family planning unit has as

immediate objectives:
(1) to increase the coverage of pregnant women from the present 40% to 80% by 1981 and
reduce maternal morbidity and mortality;
(2) to raise the coverage of newborn and under -five children from 40% to 80 %;

(3) to recruit about 6400 new family planning acceptors yearly to reach the acceptance

rate of 90% by 1981.
Health education, nutrition and dental health services have been launched as supportive

programmes to our maternal and child health services.
In the field of communicable diseases, last year we stated that tuberculosis was a major

problem in our country. A national tuberculosis programme was launched in January 1975 with

the aid of WHO with the following objectives: (1) systematic vaccination of all children aged

0 -14 years, which gave us a target of around 290 000 children; (2) case finding and defaulter

action: improvement in the search for all close contacts of infectious cases was to be carried

out; (3) treatment with efficacious and cheap drugs of all sputum positive cases to be
regularly and adequately undertaken in order to reduce the infector pool. By the end of 1975,

82.7% (240 932) of this target group had been vaccinated, and the programme is now concen-
trating on the remaining 18% and on vaccination of all newborn children in order to reach 100%

of the target group during the plan period.
A malaria control programme has been initiated, also with the advice of WHO. Spraying

activities have commenced in the endemic areas of Ngamiland, Chobe and the Francistown region,
together with the prophylactic administration of chloroquine to pregnant mothers and children
in the nonendemic areas, which become malaria- infested during heavy rainfalls.
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Smallpox: As we reported last year, the last cases of smallpox were seen in Botswana
in 1973. Surveillance measures are being enforced and we are awaiting the arrival of the
international commission in 1977.

Schistosomiasis (bilharzia) is prevalent in certain parts of the country like Lobatse,
Mochudi, Palapye, Nata, Pandamatenge, Kasane and Maun. A disturbing factor has been the
discovery of infection with Schistosoma mansoni, which had not been reported in the past.
A WHO consultant is due to visit our country now to advise on the measures to be taken in the
control of this disease.

Diphtheria, poliomyelitis and tetanus: Immunizations have increased from 26 000 in 1973
to 98 000 in 1975. The objective is to reach 80% of the target group.

Sexually transmitted diseases: In our national development plan III it was estimated
that 25 -30% of the population are suffering from sexually transmitted diseases. Closer
scrutiny of these cases shows that the majority are clinical diagnoses without confirmation by
laboratory tests. Our planned improvements of our laboratory services will enable the
Ministry to carry out surveys, and to obtain reliable base -line information to determine the
seriousness of the position. In the meantime we are embarking on health education on these
diseases and free treatment of all sufferers and their contacts.

Programme for the handicapped: A special unit for the handicapped has been set up in
the past year under a commissioner for the handicapped. Staff have been allocated to him and
undergone training in the care of the handicapped. Although the unit is located in the
Ministry of Health a multi -ministerial approach to the problems of the handicapped is
envisaged. Liaison with the Ministries of Local Government and Lands, Commerce and Industry
and Education is planned.

Dental health services: Following the meeting of the Regional Committee in Yaoundé,
Cameroon, where the technical discussions focused on dental health, a workshop was organized
in Botswana in January 1976 to work out a five -year plan on dental health services. This
workshop acknowledged the following facts: (1) there is an increase in the incidence of
caries, especially in urban and periurban areas; (2) there is an acute general lack of dental
personnel of all cadres; and (3) there is a serious lack of training facilities for dental
personnel. The workshop recommended the following objectives for Botswana's next plan period:

(1) to emphasize prevention of caries and periodontal disease and the value of
traditional chewing sticks and, most importantly, fluoridation, especially topical
application of fluorides;
(2) to increase the number of dental therapists, who will concentrate on preventive
dental work among children;
(3) to conduct further surveys to monitor the size of the problem in respect of dental
caries and periodontal disease;
(4) to increase the number of dental clinics.

Mental health: The amount of mental health problems is increasing, especially alcoholism
and drug addiction in young people. Social change, urbanization, economic pressures and the
problem of unemployment may all play a part. The main objectives of my Ministry in the plan
period will be:

(1) to reduce the extreme overcrowding at Lobatse Mental Home,
(2) integration of mental health services into basic health services and setting up of
psychiatric units and outpatient facilities in district hospitals;

(3) training of more psychiatric nurses and increasing the number of psychiatrists to
two by 1981;

(4) to develop a programme for the prevention of mental disease and improvement of

mental health in an over -rapidly changing society.
Finally, it gives me great pleasure to be able to express my country's gratitude to our

numerous friends present here who have assisted us in our health programmes, either directly
or indirectly, through bilateral arrangements with the Government of Botswana or through
multilateral arrangements like the World Health Organization. To mention but a few, we have
obtained a lot of assistance from the World Health Organization, UNICEF, UNFPA, UNDP, the
International Planned Parenthood Federation, the Norwegian Agency for International Development,
the Danish International Development Agency, the Canadian University Service Overseas, the
British Government, the United States Agency for International Development and many inter-

national voluntary agencies.
In conclusion, Mr President, may I take this opportunity to congratulate you on your

elevation to the presidency of the Twenty -ninth World Health Assembly, May I also congratu-
late the Director -General on his Annual Report on the work of WHO for 1975 and for his moving

and stimulating address on social perspectives in health.
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Mr CHIDZANJA NKHOMA (Malawi):1

Mr President, honourable delegates, ladies and gentlemen, I would like to thank you,
Mr President, for giving me the opportunity to address this distinguished Assembly on behalf
of my Government, the Government of the Republic of Malawi. It is indeed a great pleasure for
me to do this. I would like to congratulate you on your election to the office of President
of this Assembly. You have a difficult task ahead of you but I trust that you will do it well.

Mr President, I have read with great interest the Annual Report of the Director -General
(WHO Official Records No. 229, 1976), on the work of WHO during the year 1975. I was
particularly impressed with the emphasis placed on the improvement of health conditions in
developing countries by the high priority accorded to the prevention of disease and malnutri-
tion. In this respect the Director -General referred to the resolution of the United Nations
General Assembly calling for the setting -up of what was termed a New Economic Order for inter-
national cooperation which specifically calls for intensification of the international effort
by WHO. Furthermore, the intensification of this effort extends to maternal and child health
and family welfare. I agree, Mr President, with the emphasis which has been laid on the
requirements of the millions of people in developing countries. It is by a combined approach
linking health and economic and social development in urban and rural areas that we can hope
for a chance of success in these difficult times.

Mr President, the Director -General has reiterated that the Constitution of the World
Health Organization implies the creation and maintenance of a health service available to all
the citizens of each country and recognizes the need for trained men and women willing and
able to make the service effective and acceptable to the community they serve. I wish to
acknowledge the work of WHO to promote the training and use of medical assistants and primary
health care workers as members of an integrated system that will eventually provide health
care for the entire population.

WHO's main preoccupation in the pursuit of knowledge and the development of techniques to
improve health and protect the health of women and children at greatest risk is greatly
appreciated. The multidisciplinary approach which is being developed for nutritional surveil-
lance and food and nutrition planning in cooperation with UNICEF, FAO and IBRD, and other
interested bilateral agencies will be very welcome. I go along with the Director -General's
contention that charity has no place in long -term efforts to eliminate chronic hunger and can
lead only to the perpetuation of an untenable situation. This is very true, Mr President.

It was gratifying to note from the Director -General's Report that during 1975 the smallpox
eradication programme celebrated its most significant achievement to date when, in November,
the continent of Asia was declared free of smallpox, and only one country in the world was
still infected by the disease. Notwithstanding the fact that the transmission process of
smallpox is considerably less complex than that of other diseases, the achievement is worth
noting and certainly, as the campaign draws to a close, more vigilance and reliable surveillance
systems will be needed.

Mr President, coming from a tropical country, where the devastating effects of endemic
malaria are responsible for the high morbidity and mortality of large sections of the popula-
tion, I am not amused by the failures of the malaria eradication programmes, the setbacks or
slow progress experienced. Malaria is a major public health problem needing a practical
solution. The problem must be faced full square and WHO must play its leading role. There
is no time to wait.

WHO's increasing awareness of the need to stimulate research in all aspects of tropical
diseases and its efforts to interest the developed countries in contributing to their control
are to be commended. Particularly the special programme, which will be concerned with malaria,
schistosomiasis, filariasis, trypanosomiasis, leishmaniasis and leprosy, is a step in the right
direction. It will work through multidisciplinary task forces of scientists from all parts of
the world who will carry out research in an international network of laboratories in industria-
lized countries in close collaboration with institutions in the tropical countries where all
six diseases are rampant.

Mr President, the problem of providing an adequate supply of the most useful drugs and
vaccines and of ensuring that the products are accessible and effectively administered to
those who need them is a real one. WHO's role in giving priority to making these essential
products available and to promoting the development of better ones, while being instrumental
in promoting a dialogue between government and the pharmaceutical industry and multinational
companies, would be of great benefit to many developing countries which depend on foreign
interests for finished products, or for raw materials for local production of drugs.

Concerning the noncommunicable diseases, which are increasing with the increase of the
population of middle -aged and elderly people - while, with higher standards of living and
improved medical care, the incidence of certain infectious diseases is reduced - the warning

1 This speech was submitted by the delegation of Malawi for inclusion in the verbatim
record in accordance with resolution WHA20.2.
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is well taken on the need to resist the temptation to introduce sophisticated medical practices
into the less privileged parts of the world where they are irrelevant when viewed against a

background of much more urgent health problems.
Mr President, I wish to conclude by agreeing with the Director -General that the aim of

the Organization must be to work with all concerned to attain an acceptable level of health
for all the people of the world, not merely those living in the comforts of affluent cities
but also those existing and toiling in far -flung rural areas. This is a noble aim,

Mr President, and we are all bound to play our part in its fulfilment.
I would like to convey to the World Health Organization, through you, Mr President, the

appreciation of my Government, the Government of the Republic of Malawi, for the assistance

which it continues to receive from the Organization. This assistance, combined with our own

efforts, is of considerable help in the improvement of primary health care and I do hope that
the Organization and all other friendly governments and organizations will continue to assist

us in this field.

Mr CAJINA (Nicaragua) (translation from the Spanish):1

Mr President, the delegation of Nicaragua has pleasure in congratulating you, Sir Harold,
on your election to the presidency of the Twenty -ninth World Health Assembly, the five Vice -
Presidents on their well- deserved election, and all the officers of the Assembly. On my own

behalf and that of the Government and people of Nicaragua I wish to convey our cordial greet-
ings to the distinguished ministers, all the delegations and the members of the international
organizations present here, with whom we share a mutual desire to attain better health and
wellbeing in order to create more favourable conditions for the progress of our countries.

I have pleasure in congratulating Dr Mahler, who has brilliantly set forth the progress
made in public health and the acute need to bring about a better distribution of the health
services in order to enable wide sections of the population to improve their living conditions
and to participate happily and prosperously in the development of their communities.

I wish to take this opportunity of telling this august assembly that the national health
policy of Nicaragua fits into the modern framework established by the World Health Organization
and that our public health strategy forms an integral part of a plan of social and economic
development that is closely linked with the processes of education and production, particularly
in agriculture, which is the most important economic activity in our country.

The exchange of experience in regard to new trends in public health was furthered by the
holding in Nicaragua last year of the meeting of the Ministers of Public Health of Central
America and Panama, at which recommendations were adopted for providing health care at levels
where it would improve the coverage of sections of the population with slender resources and

the people in the rural areas by means of a better distribution of basic facilities and the
development of manpower and material resources adapted to the conditions of life at the various
levels of care and integrated nationally into referral and coordination systems. A sectoral
analysis allowed health problems to be identified more concretely and a national health plan
to be drawn up which provides for a gradual decentralization of disease prevention, health
promotion and care activities involving all population groups and giving preference to rural

areas. Community participation in health programmes is part of the development philosophy of
Nicaragua, a policy of our Government, a strategy to promote a change in people's outlook and a
working method which will help to achieve the goals set and hence to attain a higher level of

prosperity for the whole population.
The decentralization strategy which the Government has been promoting since the earth-

quake which destroyed the capital, Managua, in December 1972 is giving satisfactory results
with the rapid reconstruction of the city of Managua and a more equitable distribution of
commercial and industrial activities and of social services such as health, education and

social welfare throughout the country.
Thus in the field of health the city of Managua has new health centres and three con-

veniently situated modern hospitals with a bed complement equivalent to that destroyed in the
earthquake and extending their activities to the community through preventive and curative
outpatient support services in health centres and health posts situated on the periphery of

the new Managua.
The National Institute of Social Security, which is developing medical care programmes to

serve insured workers and their families, is building up the hospital system that it lost

through the earthquake. A children's hospital is also being built, in view of the priority

given by the Government to child development, through the National Board of Social Assistance

and Insurance. At the national level, health strategy is based on new projects duly inte-
grated in the programme being carried out by the Institute of Rural Welfare with the joint aim
of improving living conditions through the granting of credit facilities to encourage the

1 This speech was submitted by the delegation of Nicaragua for inclusion in the verbatim
record in accordance with resolution WHA20.2.
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cultivation of cereals and food crops, combined with campaigns for training in agricultural
activities and health education and health care programmes.

The aims of the national health system sponsored by the Ministry of Public Health and
the other institutions in this sector are to achieve the active, conscious and organized
participation of the community as an essential means of attaining better health conditions
through objectives which include inter alia the following:
- coverage by the health services of all population groups, preference being given to rural
areas and deprived groups;
- organization of the community with a view to obtaining its active participation in inte-
grated campaigns of public health, disease prevention, health promotion and restoration, re-
habilitation, etc., carried out at all levels;
- improvement of the infrastructure of the services at all levels so that they can supply
adequate health care;
- development of the systems for referring patients from the more peripheral levels to central
institutions;

- improvement and standardization of the quality of medical care by strengthening the hospital
centres in selected regions so that they can deal with referrals;
- rationalization of investments in health by strengthening the medical care support services;
- development of a policy of timely maintenance and repair of health facilities in order to
increase their efficiency and achieve optimum productivity;

- improvement of statistical facilities through a centralized and accurate system, with a view
to formulating suitable programmes and detecting problems;
- establishment of a network of communications and transport between the different establish-
ments and levels of care in the health system;
- improvement of the administration of the hospitals through the drawing -up of organizational
and procedural manuals for all branches of medicine and areas of study;
- development of systems of motivation and education to ensure the participation of the com-
munity.

The structure of this health system has been based on levels that make it possible to
give rational and graduated health care with a view to providing coverage with efficient health
services for the majority of the population over the greatest possible area of the country, the
programme being first launched in the regions where the Institute of Rural Welfare is operating.

At the meeting of the Ministers of Public Health of Central America "level of health care"
was defined as "the greater or lesser technological and organizational complexity of the sum of
the resources permanently and conveniently available in a community for meeting its health

needs." It was recommended that regionalization should be strengthened by means of a system
of graduated care with different levels of complexity and a two -way referral procedure to meet

the requirements of the population. These concepts are embodied in the health system which

is being developed in Nicaragua. In addition to this innovative programme being launched by
my Government, noteworthy efforts have been made in the health field through: (a) mass vaccina-

tion campaigns using the electoral districts as vaccination centres; this has enabled us to
increase substantially the level of immunization against diseases that can be prevented by
vaccination, and has been done in addition to the permanent vaccination services provided at

health centres; (b) intensive environmental health programmes, involving the provision of

drinking -water supply, sewerage services and latrines; (c) improvement of health manpower

resources at the professional and technical levels and for staffing the primary levels in the

rural areas; (d) strengthening of medical care programmes with emphasis on maternal and child

care; (e) the launching of planning activities in the nutritional field with a view to draw-
ing up a permanent programme focused on the rural population and with particular emphasis on

children.
This is, in outline, the health policy designed for the rural population and lower income

groups that has been put forward by the Government of His Excellency the President of the
Republic, General Anastasio Somoza Debayle, which is aiming at developing the rural sector by

means of integrated campaigns for health, education and the development of agriculture and
livestock rearing, thus raising the standard of life and working capacity of the people of

Nicaragua.
I wish to express my Government's continuing gratitude to and confidence in the World

Health Organization and the Pan American Health Organization, which have always been ready to
contribute to activities designed to obtain a better standard of life for the people of

Nicaragua.

Dr DIAS DA GRAÇA (Sao Tome and Principe)1 (translation from the French):

Mr President of the World Health Assembly, Mr Director -General, honourable delegates, your

Excellencies, ladies and gentlemen, comrades, the long and difficult struggle by the people of

1 This speech was submitted by the delegation of Sao Tome and Principe for inclusion in

the verbatim record in accordance with resolution WHA20.2.
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the islands of Sao Tome and Principe against Portuguese colonialism to recover their freedom
and human dignity finally led to our national independence on 12 July last year.

Our liberation struggle is much less well known that that of the other countries colonized
by Portugal (Angola, Mozambique, Guinea -Bissau and Cape Verde) and there are two main reasons
for this: the first relates to the small area and population of our islands; the second con-
cerns the absence of any armed conflict in the course of our struggle for liberation. The

Democratic Republic of Sao Tome and Principe is in fact a small country consisting of two
islands with a total area of 1000 km2 and a population of 80 000 inhabitants, and we were
unable to engage in armed warfare for geographical reasons. These facts explain why our
liberation struggle has made so little impression on international public opinion.

Throughout five centuries of colonial domination our people always struggled with courage
and self- denial against the oppression and exploitation to which they were subjected; this is

borne out by our history, strewn with heroic episodes of revolt and resistance against the
colonial forces.

1960 saw the founding of the Sao Tome and Principe Liberation Movement (MLSTP), which
reflected the deep aspirations of our people to win their national independence so as to build
a free, just and prosperous society from which exploitation of man by man would be banished for
ever. Despite ferocious repression by the Portuguese political police, the MLSTP was able to
establish clandestine networks within the country in order to mobilize and politicize the
masses, while at the same time intense diplomatic and political activity was conducted abroad
from our headquarters in Libreville, Gabon.

Following the revolutionary coup d'état in Portugal on 25 April 1974 our people were
finally able to demonstrate publicly their massive support for the MLSTP by organizing large -
scale demonstrations in Sao Tome and Principe to claim immediate and full independence. In
the face of the unwavering desire of our people, the Portuguese Government was forced to
negotiate with our Liberation Movement, and this led to the signature on 26 November 1974 of
the Algiers Agreement, fixing the date of our independence as 12 July 1975 following a period
of joint transitional government.

Last year, therefore, we attended this Assembly as observers representing a liberation
movement. This year, after our admission to membership of the United Nations on 16 September
1975 and the deposit by our country of the instrument of acceptance of the World Health
Organization's Constitution on 23 March 1976, we are attending and taking the floor as a
Member of this Organization.

Although fruitful collaboration between WHO and the Democratic Republic of Sao Tome and
Principe was already established prior to our independence and our admission to membership, we
take this opportunity to express our great satisfaction that we shall from now on be part of
the large family of Member States of WHO and to state our hopes regarding the benefits we
expect for the health of our people.

Right from the founding of the Liberation Movement we have been concerned about the health
status of our people. In our programme drawn up in 1960, we affirmed the determination, as
soon as we were freed from the colonial yoke, to work towards the "preparation and implementa-
tion of health activities that will provide free and effective medical assistance for the
entire population of Sao Tome and Principe ".

In the health field as elsewhere, the colonial heritage is a heavy burden. We are con-
fronted with a health situation that is causing much concern. This is most clearly reflected
by infant mortality, which is around 80 per 1000. In order to improve this situation we be-
lieve that stress must be placed on preventive medicine and health education. Without this,
we are convinced we shall never be able to make any far -reaching change in the health status

of our people. In the activities we conduct in the public health field we consider it essen-
tial to see that the population is motivated and sensitized by this struggle against disease.
Without this integrated approach the health services will be unable to bring their complex and
uplifting task to a successful conclusion.

I should like very briefly to run through the most important problems confronting us at
present, which because of their public health implications require energetic and swift measures.

First of all, malaria is a priority problem. We are currently conducting a campaign for

the distribution of antimalarials to the whole population throughout our two islands. WHO has
been asked to assess the malaria control campaign already undertaken, and we are awaiting the
arrival of an advisory mission to study the implementation of a malaria eradication campaign in
our two islands.

Waterborne diseases also have a high incidence (gastroenteritis, hepatitis, dysentery,

intestinal parasitic diseases). The situation regarding excreta disposal is disastrous. The

urgent implementation of a programme of latrine construction in order to control excreta -borne
diseases is essential, and here we can already count on financial assistance granted by UNICEF.

Another priority problem concerns infant mortality. We have concentrated on organizing an

effective maternal and child health service, and WHO has sent us a medical officer specializing

in this field. In view of the high incidence of infectious diseases, especially measles in
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children, we have initiated an intensive vaccination campaign for which the vaccines are pro-
vided by WHO and UNICEF.

The shortage of medical staff (we have at present only seven physicians, made up of four
nationals, two Portuguese and one Romanian) is a difficulty that will shortly be solved through
substantial assistance from the People's Republic of China.

Besides these urgent problems, we have to consider reforms in the administrative structure
of our health services. We have inherited health structures that were designed from a

colonialist viewpoint and do not therefore suitably guarantee the right of the people to proper
medical assistance. The plan of operations for the development of health services in the
Democratic Republic of Sao Tome and Principe, drafted with WHO assistance, provides for the
reorganization of those services so as to ensure the implementation of a well- defined pro-
gramme in rural areas. A mechanism for the harmonious integration of the various activities
of the Ministry of Health will be set up in order to achieve greater effectiveness through the
extension of teamwork and the more rational utilization of the available resources. We shall
have to abandon the concept of individual curative medicine as a priority tool of health
activities. Prevention and education, with active involvement of the population in the de-
fence of their own health - that is the main route that we shall follow.

The United Nations is trying to define a new world economic order that will govern the
attainment of a better state of health by underprivileged peoples. It must never be forgotten
that, as the Director -General of WHO commented in tackling the topic of "Health for all by the
year 2000 ", health activities must be seen within the context of socioeconomic development and
the eradication of "social poverty ".

The PRESIDENT (translation from the French):

Ladies and gentlemen, we have now reached the end of a day that promised to be long but
which, thanks to a little cooperation and understanding, is already over. The discussions on
the Annual Report of the Director -General and on the work of the Executive Board - items 1.9
and 1.10 - have now been completed. In accordance with tradition and convention I shall ask
Professor Kostrzewski if he has anything to add after listening to all these relevant and con-
structive contributions.

Professor KOSTRZEWSKI (representative of the Executive Board):

I don't think I have any comment to make at the present time. Thank you.

The PRESIDENT (translation from the French):

Thank you, Professor Kostrzewski. I shall ask the Director -General if he has any other
comments to make or anything to add.

The DIRECTOR- GENERAL:

Mr President, I shall be extremely short. On behalf of the whole Secretariat I want to
express our sincere thanks for all the comments that have been made on the work of your
Organization - but, much more, for the kind of guiding principles you have been laying down,
directly or indirectly, as to the future of that work. These guiding principles, I am per-
sonally convinced, will require profound changes in what I would call "the WHO culture ".
That culture exists at country level, where we still have a long way to go - away from frag-
mented WHO project monologues into a genuine, coherent health dialogue. These changes have to
take place at the Regional Committee level, where the interaction between the Organization and
yourselves has to become increasingly constructive and productive. They have to take place
increasingly at Executive Board level and indeed, I think, there are very many signs that this
is happening. I think this Health Assembly too is yet another step forward in giving precise

directions to your Organization: where you want it to go, rather than where you see it drift.
Of course it is very easy for people to throw stones - but when you live in such a beautiful
glass house as WHO headquarters, I don't think you ought to throw stones, and therefore that
change of culture is particularly important inside the WHO Secretariat itself. At all these
levels, whether at country level or inside the WHO Secretariat, there are many cynics, many who
like to say "plus ça change, plus c'est la même chose ". Let us kill these cynics by proving
them wrong.

Development consists of two parts in the equation - motivation and knowledge. You can
make up for lack of knowledge by motivation, but you cannot make up for lack of motivation by
more knowledge. This question of motivation I think can be formulated in a simple question:
"Will our solidarity stand the acid test of an equalization process in health between rich and
poor, inside countries and between countries." Many cynics do not believe in that. I think,
however, that in this hall, including our President, there are those who still have faith in
people and in people's insight, which is much greater than we normally think. People are pre-
pared to make much larger sacrifices than we think, if they can see a reason for making these
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sacrifices. Let all of us who work in the health field provide them with the reason. I

think all of you have been contributing during these discussions to trying to give the world a
reason for these sacrifices. (Applause)

The PRESIDENT (translation from the French):

Thank you, Mr Director -General. The applause speaks for itself. I am fully in agree-
ment with you: there are prophets of doom who would like to see the end of all that has been

built up with so much trouble, care and patience. However, nine times out of ten these pro-
phets of doom who are waiting to hear the Requiem sung for certain organizations soon realize
that it is the Te Deum that is being sung.

Mr Director -General, after these discussions it seems quite clear that the Annual Report,
submitted to the Assembly for examination by the microscopic eyes and incisive minds of the
delegates, has passed these tests and meets with universal approval; it should therefore be
accepted and we should note our satisfaction with what has been done. Accordingly, now that
we have heard 104 speakers, I ask the Assembly to adopt the following resolution:

The Twenty -ninth World Health Assembly,

Having reviewed the Report of the Director -General on the work of the World
Health Organization during 1975,

1. NOTES with satisfaction the manner in which the programme was planned and
carried out in 1975, in accordance with the established policies of the Organization;

2. COMMENDS the Director -General for the work accomplished.

I would ask you to adopt this by acclamation, as this is the simplest way. (Applause)

Thank you. The resolution is adopted.1
Now as regards the reports of the Executive Board, I should like to thank Professor

Kostrzewski for his presentation of them, for his work, and for the skill and subtlety with
which he guides the Board. I myself have experience of this, having attended two or three
sessions of the Executive Board myself. It is a credit to the Organization to have such a
man at the helm of the Executive Board. The consideration of these reports will be completed
by the main committees, and I propose that the adoption of a resolution noting the reports of
the Executive Board should be postponed until a later date.

I thank you for your patience and ask your indulgence if I have occasionally been a little
impatient while conducting the discussions. Please believe that it is not easy to avoid it
when the ten minutes are exceeded and when you know how much work is still to be done. I

thank you from the bottom of my heart and hope that our work will continue in this same
harmonious spirit. The meeting is adjourned.

The meeting rose at 6 p.m.

1 Resolution WHA29.2.
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Tuesday, 11 May 1976, at 11.30 a.m.

Acting President: Dr A. R. AL AWADI (Kuwait)

1. FIRST REPORT OF COMMITTEE B

The ACTING PRESIDENT (translation from the Arabic):

I declare the meeting open. We shall start by considering the first report of
Committee B, which appears in document A29/55 and Corr.l. In accordance with Rule 52 of the
Rules of Procedure this report will not be read aloud. As you know, the report contains
15 resolutions, and we shall have to deal with them rather rapidly. I shall ask the Assembly
to be kind enough to adopt them one by one.

Does the Assembly wish to adopt the first resolution, entitled "Financial Report on the
Accounts of WHO for 1975 and Report of the External Auditor, and comments thereon by the
Ad Hoc Committee of the Executive Board "? Are there any comments? I see none; the
resolution is therefore adopted.

Does the Assembly wish to adopt the second resolution, entitled "Status of collection of
annual contributions and of advances to the Working Capital Fund "? Are there any comments?
I see none; the resolution is adopted.

Does the Assembly wish to adopt the third resolution, entitled "Members in arrears in the
payment of their contributions to an extent which may invoke the provisions of Article 7 of
the Constitution "? Are there any objections or observations? I see none; the resolution
is adopted.

Does the Assembly wish to adopt the fourth resolution, entitled "Assessment of new
Members and Associate Members (Comoros) "? Are there any comments or objections? I see
none; the resolution is adopted.

Does the Assembly wish to adopt the fifth resolution, entitled "Assessment of new Members
and Associate Members (Cape Verde) "? Are there any comments or objections? There are none;
the resolution is adopted.

Does the Assembly wish to adopt the sixth resolution, entitled "Assessment of new Members
and Associate Members (Sao Tome and Principe) "? Are there any comments or objections?
There are none; the resolution is adopted.

Does the Assembly wish to adopt the seventh resolution, entitled "Assessment of new
Members and Associate Members (Surinam) "? Are there any comments or objections? There are
none; the resolution is adopted.

Does the Assembly wish to adopt the eighth resolution, entitled "Assessment of new
Members and Associate Members (Papua New Guinea) ", with the correction indicated in document
A29/55 Corr.l? Are there any objections or observations? There are none; the resolution
is adopted.

Does the Assembly wish to adopt the ninth resolution, entitled "Assessment of new Members
and Associate Members (People's Republic of Angola) "? Are there any comments or objections?
There are none; the resolution is adopted.

Does the Assembly wish to adopt the tenth resolution, entitled "Assessment of the
Republic of South Viet -Nam "? Are there any comments or objections? There are none; the
resolution is adopted.

Does the Assembly wish to adopt the eleventh resolution, entitled "Assessment of
Namibia "? Are there any comments? I see none; the resolution is adopted.

Does the Assembly wish to adopt the twelfth resolution, entitled "Assessment of
Bangladesh "? Are there any comments or objections? There are none; the resolution is
adopted.

Does the Assembly wish to adopt the thirteenth resolution, entitled "Assessment of
Grenada, Guinea- Bissau and Tonga "? Are there any objections or comments? I see none; the
resolution is adopted.

Does the Assembly wish to adopt the fourteenth resolution, entitled "Scale of assessment
for 1977 "? Are there any comments or objections? I see none; the resolution is adopted.

Does the Assembly wish to adopt the fifteenth resolution, entitled "Working languages of
the World Health Assembly and of the Executive Board - Use of Chinese "? Are there any
objections or comments? I see none; the resolution is adopted.

We now have to agree on the report as a whole, so I ask whether there are any objections
or comments relating to the first report of Committee B. I see none; the report is
approved.1

1 See p. 643. - 213 -
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2. AWARD OF THE DR A. T. SHOUSHA FOUNDATION MEDAL AND PRIZE

The ACTING PRESIDENT (translation from the Arabic):

We now move on to agenda item 1.14, "Award of the Dr A. T. Shousha Foundation Medal and
Prize ". The Committee has before it the financial report on the Dr A. T. Shousha Foundation
Fund, document A29/4, and the report of the Dr A. T. Shousha Foundation Committee (document
A29/5). We must first consider the financial report contained in document A29/4. Are there
any comments or objections? I see none, and therefore take it that the Assembly notes the
report.l We now come to the report of the Dr A. T. Shousha Foundation Committee contained in
document A29/5, and I call on Professor Kostrzewski, the Chairman of the Dr A. T. Shousha
Foundation Committee, to introduce the report.

Professor KOSTRZEWSKI (Chairman of the Dr A. T. Shousha Foundation Committee):

Mr President, distinguished delegates, the report of the Dr A. T. Shousha Foundation
Committee:

The Dr A. T. Shousha Foundation Committee met on 23 January 1976. The Committee
reviewed the replies received to the Director- General's letter of 20 October 1975 regarding
nominations from the Member States of the geographical area in which Dr A. T. Shousha served
the World Health Organization and from the former recipients of the prize and examined the
documentation received in support of the proposed candidates. It decided not to consider the
nominations received after 15 December 1975, the closing date given in the Director -General's
letter. The Committee decided to recommend to the World Health Assembly that the
Dr A. T. Shousha Foundation Prize for 1976 be awarded to Dr N. Ramzi, Vice -Minister of Health
of the Syrian Arab Republic.

A specialist in public health and social medicine, Dr Ramzi has devoted his career to the
development of public health and preventive medicine in his country. Being particularly
concerned with the development of basic health services and primary health care, he contri-
buted to making this health policy a feature of the third five -year plan for Syria, 1970 -1975.
He has been closely associated with the implementation of this development plan. Dr Ramzi's
unremitting efforts in the control of communicable diseases are particularly noteworthy. At
the regional level, Dr Ramzi has placed his experience, especially in cholera and malaria
control, at the service of the countries of the Eastern Mediterranean Region. At the inter-
national level, Dr Ramzi has been an active spokesman for the health interests of his Region
and for the cause of international cooperation.

The Committee also reviewed the reply received to the Director -General's letter of
20 October 1975 dealing with the nomination for the granting of the Dr A. T. Shousha
Fellowship, as provided in the revised Statutes of the Foundation. The Committee decided to
grant the Fellowship to Dr Mohammed Ibrahim Mohammed Al- Laithy of Egypt for study at the
London School of Hygiene and Tropical Medicine during the academic year 1976/77 to obtain the
diploma in tropical medicine and hygiene.

The ACTING PRESIDENT (translation from the Arabic):

I thank Professor Kostrzewski. Are there any comments or observations? I see none,
and will therefore ask Dr Lambo to be kind enough to read out an appropriate draft
resolution.

The DEPUTY DIRECTOR- GENERAL:

Award of the Dr A. T. Shousha Foundation Medal and Prize:

The Twenty -ninth World Health Assembly

1. NOTES the reports of the Dr A. T. Shousha Foundation Committee;

2. ENDORSES the proposal of the Committee for the award of the Dr A. T. Shousha
Foundation Medal and Prize for 1976;

3. AWARDS the Medal and Prize to Dr N. Ramzi;

4. PAYS TRIBUTE to Dr N. Ramzi for his most significant contribution to public health
in the geographical area in which Dr A. T. Shousha served the World Health Organization.

1 See WHO Official Records, No. 233, 1976, Annex 4.
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The ACTING PRESIDENT (translation from the Arabic):

I thank Dr Lambo. Are there any comments or observations on the draft resolution?
I see none; the resolution is therefore adopted.1

I shall now ask Mr Fedele to invite Dr Ramzi to step up to the rostrum.

Dr Ramzi took his place on the rostrum.

The ACTING PRESIDENT (translation from the Arabic):

On the occasion of the award of this Prize, I should like us to pay tribute to the memory
of Dr A. T. Shousha, whose leadership and farsightedness left a permanent imprint on public
health in the Eastern Mediterranean Region. The wise policies he pursued during his term of
office as Regional Director still make their effect felt on health developments in the
countries of the Region to this day. For those unacquainted with the late Dr Shousha, I may
say a few words about the special personal bonds that linked me to that great man. Dr Shousha
was a spiritual father to all those who worked in the field of public health in our Region.
His love for this Organization, his selflessness and his nobility of character can only be
described as exemplary. It was, I remember, his constant wish that this Organization should
be a leader of thought and opinion, in the vanguard of the world's approach to health problems;
that instead of being simply an intergovernmental assembly, it should take the lead in putting
our definition of the word "health" into practice. As it happens he died here in Geneva, in
1966. I remember that I was attending a meeting of the Executive Board at that time and one
day, when we were talking together over coffee, I asked him what his ambition was, and he
replied that his only ambition was to be near the Organization when he died. And on the very
next day he did die, and thus this great man's aspiration, which flowed from his love for our
Organization, was fulfilled.

I am particularly pleased that this year's Prize is being awarded to Dr Ramzi, who is
a dear friend and colleague whom most of us have known for a number of years as an active
member of the World Health Assembly, the Executive Board and the Regional Committee for the

Eastern Mediterranean. He has rendered outstanding services to the cause of public health in
the Syrian Arab Republic in his capacity as Vice -Minister of Health and official in charge of
public health and preventive medicine. It was largely on his initiative that the development
of basic health services and primary health care became one of the principal features of the
third five -year plan covering the period 1970 -1975. The programme implemented under his
close supervision and in cooperation with WHO and UNICEF led to the establishment of a network
of 240 health centres covering the urban and rural areas of Syria. Each of these centres
provides health services for 25 000 people and the centres are planned in a way that allows
the local community making use of their services to receive integrated preventive and curative
health care, including health education and family planning. During the outbreaks of cholera
in Syria in the years 1970, 1972 and 1975 and of smallpox in 1972, Dr Ramzi personally took
charge of the situation and his efforts to control the outbreaks were crowned with success.
He is also the originator of Syria's national vaccination programme, under which half a million
schoolchildren are vaccinated each year against various communicable diseases.

At meetings of the Regional Committee, Dr Ramzi has been generous in placing his
experience in the field of public health, especially in cholera and malaria control, at the
service of his colleagues. He has been an able exponent of the regional viewpoint at the
international level, having attended the last ten sessions of the World Health Assembly and
served as a member of the Executive Board from 1971 to 1974 and as its Chairman during the
period 1973 -1974. Dr Ramzi gained his doctorate of medicine at the University of Damascus in
1950, and then commenced practice as a surgeon in a provincial hospital in Syria. He never
ceased to study, however, and after five years he joined the University of Paris, where he
obtained a specialist diploma in general surgery. On returning to Syria, he was appointed
Regional Director of Health Services and served in this capacity for nearly seven years, up to
1964. In the following year he once again resumed his studies, joining the University of
Brussels, where he obtained a diploma in public health and a diploma in social medicine, both
of them summa cum laude. In 1966 he became a member of the Supreme Scientific Council of
Syria, and since 1969 he has been his country's Vice -Minister of Health. It gives me the
greatest pleasure to award the Dr A. T. Shousha Foundation Medal and Prize to Dr Ramzi and
I now invite him to accept it.

Amid applause, the Acting President handed the
Dr A. T. Shousha Foundation Medal and Prize to Dr Ramzi.

1
Resolution WHA29.18.
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Dr RAMZI (Syrian Arab Republic) (translation from the Arabic):

Mr President, distinguished delegates, allow me to express to you my sincere thanks and

gratitude for the high distinction you have conferred on me. It is in truth a great honour

for my country, Syria, and an implied recognition of all that it has done for me, first by
facilitating my studies at all levels and later by appointing me to the highest levels of
responsibility in the Ministry of Health, where I have had the opportunity to do instructive
and useful work and to acquire experience in the national and also in the regional and inter-
national fields - where pride of place belongs to the World Health Organization, which, with

its wealth of knowledge and human experience, is the symbol of international cooperation and

coordination in the field of health.
My predecessors in this honour have all been men of the highest distinction, conspicuous

for their learning and wisdom, their breadth of vision and their outstanding devotion to duty.

It is a source of great pride to me to be linked with them.
The Prize, which the Foundation has now been awarding for nearly a decade, is intended to

honour the memory of Dr A. T. Shousha, a great man and an inspiration to all of us in the
field of public and social health through hisperseverance and dedication in the service of the

noble ideals of the World Health Organization in the Eastern Mediterranean Region, where he
was the first Director, and the founder, of the Organization's activities.

I cannot refrain on this occasion from expressing my gratitude to all the distinguished

teachers who were responsible for my instruction at the University of Damascus, where
I obtained my doctorate of medicine, at the University of Paris where I obtained my diploma
of specialization in general surgery, and at the University of Brussels where, with the aid of

a WHO fellowship, I obtained my diplomas in public health and social medicine.
Mr President, I should like on this happy occasion to say a few words about what the

Ministry of Health in Syria is doing to provide the best and most appropriate health services

for our citizens. Every effort is being made to develop a system of basic health services
designed to provide integrated preventive and curative health care for the vast majority of

the country's population at three levels: central (the central administration), intermediate
(the health directorates in the fourteen provinces) and in the field (240 centres each covering

the health needs of 25 000 people).
Perhaps it will be useful for me to mention two major obstacles impeding this development,

since I believe that they exist in varying degrees in all developing countries and that WHO
has an important part to play in seeking ways of overcoming them. The first of these
difficulties is the reluctance of physicians to specialize and work in the various branches of

public health on account of the unlimited material incentives offered by clinical specializa-

tions. This results in a serious shortage of public health officers to work in the Ministry

and especially at the central and intermediate levels. Our Organization should, I think,
consider whether there might not be some appropriate way in which it could urge health

ministries to issue legislation that would motivate and encourage physicians to specialize in

the various fields of public health.
The second difficulty, which is even more important, is that up to now we have been

unable to extend health services to many localities and villages in the depths of the country-
side and in the areas within the scope of health centres although their inhabitants are
precisely the people who need this type of service most. This failure is due to various
causes, of which the main one is the general reluctance of physicians to work in rural areas.

This subject, as you know, is scheduled for consideration and debate by our Organization
under the heading "promotion of national health services ", together with certain proposed

solutions.

I will not disguise from you that we in Syria are at present hesitating about the
appropriate solution to adopt, because of the heavy moral responsibilities which this decision
involves. We ask ourselves whether allowing certain medical services to be supplied to the
inhabitants of these areas by health assistants would really be the best solution we could

offer them after their long period of deprivation and expectancy.
Mr President, the Ministry of Health is also endeavouring, on the basis of its own

experience and that of others, to perfect its programmes for the control of communicable and
endemic diseases. Our malaria eradication programme has almost reached the eradication stage;
our tuberculosis control` programme has made tangible progress; while in the case of
schistosomiasis we have established, in collaboration with WHO, a preventive project against
this disease in the Euphrates basin following completion of the great dam on that river.
I should like here to dwell for a moment on our cholera control programme. As you know,
Syria suffered three minor epidemics of El Tor cholera in 1970, 1972 and 1975, and this disease
has constituted a considerable challenge to us and to the other countries of our Region during
the past decade. We have learnt a great deal from this and gained valuable field experience,
on the basis of which we have reached the following conclusions:
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First, priority must be given to ensuring that the country's existing health system is
properly equipped in the techniques of epidemiological observation and surveillance and early
case -detection. In this connexion our efforts have not been confined to the central level but
extend efficiently beyond it, to the intermediate level, with the result that the provincial
directorate of health in each of the country's 14 provinces now has the necessary experience in
this field.

Secondly, it is necessary to concentrate on the intensification of basic environmental
sanitation activities in population centres instead of casting haphazard accusations against
others and squandering our efforts on secondary measures that do not strike at the root of the
problem.

I must confess that at the outset - that is to say, ten years ago - our measures and
reactions were not at that level of objectivity, when the spectre of the seventh pandemic of
El Tor cholera coming from the Far East loomed over the Near and Middle Eastern region. At
that time we held urgent consultations with the health authorities of neighbouring countries
as a result of which a number of stern and indeed Draconian decisions were taken, in particular
the decision to bring all motorized vehicles, railways, shipping and air traffic to a stand-
still. This over -reaction was perhaps due to the fear that our countries were about to be
smitten by a dreaded disease which they had not known for many years, and to our ignorance at
that time of many of the secrets of its epidemiology.

Today we maintain a strictly objective attitude and are guided by the International
Health Regulations and the spirit of international cooperation and coordination - and here
I cannot refrain from alluding to the positions adopted by the Syrian delegation to the World
Health Assembly, where Syria was among the first countries to press for the international
regulations on cholera to be amended so as to remove any restrictions on international travel
and transport.

Mr President, I should like to add that in recent years the Ministry of Health in Syria
has been implementing a national programme of immunization against endemic and communicable
diseases, using most vaccines with known efficiency and recommended by the World Health
Organization. We have achieved almost complete vaccination coverage of the school and post -
school age groups, and are endeavouring to overcome the gaps in our coverage of the pre-
school age group.

Mr President, permit me, finally, to add that the field of public health was and still is
one of the fields served by persons who have devoted their lives to public service, who put
the interest of their fellow citizens before their own material benefit, and who have
sacrificed dearly in order to achieve the goals of public health as a mission that has the
greatest significance and distinguished idealism. We have to confess that this is usually
faced with many challenges, among which are the economic aspects, and the regional and inter-
national political disturbances. It is therefore essential that those serving in this field
should be aware of the nobleness of their mission and the eminence of their goals, and do
their best to safeguard public health from the results of such disturbances. In my opinion,
the greatest challenge is to let public health launch on a new stage in which we try to detect
disease in its early stages, to remove the causative factors from the home and working
environments, and to educate the new and future generations from early childhood on the basis
of these principles. I am also confident that realization of the social essence of health
services is one of the most important principles for the promotion of public health and the
provision of assistance to those who are deprived of these services.

Mr President, distinguished delegates, I thank you for your attention and assure you that
as long as I live I shall cherish the confidence you have so generously reposed in me and
endeavour to prove myself fully worthy of it. Thank you. (Applause)

The ACTING PRESIDENT (translation from the Arabic):

I thank Dr Ramzi for his valuable remarks and once again congratulate him most warmly.
The meeting is now closed.

The meeting rose at 12.15 p.m.
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Thursday, 13 May 1976, at 9.30 a.m.

President: Sir Harold WALTER (Mauritius)

1. SECOND REPORT OF THE COMMITTEE ON CREDENTIALS

The PRESIDENT:

The Assembly is called to order. I would like to apologize for my absence, but the
arcana imperil stopped me from being here. As you all know, the main business today will be
the election of Members entitled to designate a person to serve on the Executive Board
(item 1.12 of the agenda). Of course, bearing in mind that time should not be wasted during
the counting of the votes, we shall hear the report by the General Chairman of the Technical

Discussions and thereafter consider the first report of Committee A and the second report of
Committee B.

Before taking up item 1.12, however, we shall consider the second report of the Committee
on Credentials, and this Committee met this morning. I invite Mr Kloutsé fo Kodjovi,
Rapporteur of the Committee, to come to the rostrum to read the report.

Mr Kloutsé fo Kodjovi (Togo), Rapporteur of the Committee on Credentials, read out the
second report of that Committee (see page 640).

The PRESIDENT:

Ladies and gentlemen, are there any comments? I see none and I hear none. The report
is therefore approved. I thank Mr Kloutsé for his report.

2. ELECTION OF MEMBERS ENTITLED TO DESIGNATE A PERSON TO SERVE ON THE EXECUTIVE BOARD

The PRESIDENT:

The next item on the agenda is item 1.12 - Election of Members entitled to designate a
person to serve on the Executive Board. Document A29/58, which was distributed more than
24 hours before this meeting, contains the report of the General Committee, giving the list
of 11 Members drawn up in accordance with Rule 99 of the Rules of Procedure of the Assembly.
In conformity with the same Rule, the General Committee has recommended, from the 11 Members
nominated, those 10 Members which, in the Committee's opinion, would provide, if elected, a
balanced distribution of the Board as a whole.

Are there any comments? I give the floor to the delegate of Cuba.

Dr AZCUY (Cuba) (translation from the Spanish):

Mr President, fellow delegates, Cuba explained in the Region of the Americas its
legitimate reasons for wishing to be a member of the WHO Executive Board. These reasons were
as follows: firstly, the fact that for 22 years Cuba has not been on the Board; secondly,

Cuba's conciliatory action in favour of regional solidarity, as shown by its standing down in
two consecutive years in favour of other countries; furthermore, the active and positive
participation of our country in the Region. Finally, we alluded to our achievements and
experience in the field of health, which would make the presence of Cuba in the Executive
Board of value.

These arguments perhaps go beyond the limits of the Region and would explain why in the
last few days we have received the unrestricted sympathy and support of a considerable number
of countries, subregions and regions, a gesture which we greatly appreciate and which puts us
in a very good position.

Nevertheless, two other countries in the Region have also advanced good arguments.
Consequently, and so as not to cause an embarrassing situation to any country, the Cuban
delegation has decided to postpone its candidature. Another reason for our decision is our
consciousness of the historical legacy left us by the great José Marti-when he said "From the
Rió Bravo to Patagonia, a single nation: America."

Fellow delegates, this decision should be interpreted purely and simply in the manner we
have explained it, and in no other way.

1 See p. 641.
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Mr President, may I take advantage of the presence of Cuba at this meeting to convey to
the delegates our deepest gratitude and also to wish this Twenty -ninth World Health Assembly

every success.

The PRESIDENT:

I should like to thank the delegate of Cuba. Democracy being what it is, I admire you,

you are a sportsman. Your generous gesture is greatly appreciated.
I would like to remind the Assembly of the names of the 10 Members whose terms of office

are expiring: in the African Region: Malawi; in the Region of the Americas: Guyana and

the United States of America; in the Eastern Mediterranean Region: Democratic Yemen and

Iran; in the European Region: the Federal Republic of Germany, Poland and Switzerland; in

the Western Pacific Region: China and Japan. There is no outgoing Member in the South -East

Asia Region.
I have now to draw your attention to the Articles of the Constitution and Rules of

Procedure which relate to this election and to the voting procedure. These are Articles 18(b),

24 and 25 of the Constitution, and Rules 97, 99, and 100 of the Rules of Procedure of this
Assembly.

To avoid misunderstanding, ladies and gentlemen, I should like to emphasize that the list
which contains the 10 names has got to be voted. This is the procedure. You have Fiji,

Greece, Honduras, Pakistan, Peru, Philippines, Qatar, United Kingdom of Great Britain and

Northern Ireland, Czechoslovakia and Zambia. You will appreciate that the withdrawal of

Cuba makes our task easier.
As I was telling you, ladies and gentlemen, there remain 10 names, the 10 countries.

But as I told you earlier on, democracy being what it is, you still will have 11 names on

your list, because the General Committee has put 11 names on. However you have to vote for

10 and it is as easy as this; we are not asking you to put a square peg in a round hole,
but we have got to go through this procedure.

Now I draw your attention to Rule 74 of the Rules of Procedure, whereby "no delegate
shall interrupt the voting except on a point of order in connexion with the actual conduct of

voting ".

I would request that the ballot papers now be distributed. While this is being carried
out I will try to make it easier for you. The ballot paper indicates, in the French alpha-
betical order, the list Members as established by the General Committee. The 10

Members whose names are underlined are those which, in the opinion of the Committee, would
provide, if elected, a balanced geographical distribution of the Board as a whole. You are
requested to indicate your vote by placing a cross in the appropriate square. Here, perhaps,
it is good that there is an innovation. The rules of jurisprudence, both English and French,
make it clear that if there is not a cross, but a distinguishing mark which does not identify
the voter, it counts as a vote, so for those who cannot make a cross, you can put a tick.
You should vote for 10 amongst the 11 Members, not more and not less. Any ballot paper which
has more or less than 10 countries indicated by a cross or a little tick, or which contains
any country not included in the list of 11 drawn up by the General Committee, will be null and

void. In other words, ladies and gentlemen, you have got to vote for 10 by a cross or a
little tick, but it must not reveal your identity, and any name of any country added to the
list which is before you will render the vote null and void.

The delegations will be called to the rostrum in the French alphabetical order. I shall

now draw the letter indicating the delegation with which voting will begin. Letter "D ".

We shall start with Denmark.

I shall have to designate two tellers. May I ask Miss von Grunigen of Switzerland
and Dr Nath of India to kindly accept this task and come up to the rostrum.

The two tellers took their place on the rostrum.

The PRESIDENT:

Ladies and gentlemen, have all delegations received their ballot papers? Now is the
time, or never. Those who have not received their ballot papers please indicate by raising
their cards.

We shall now call the delegates in turn, as I said earlier, to vote by secret ballot.

A vote was taken by secret ballot, the names of the following Member States being

called in the French alphabetical order, beginning with Denmark:
Denmark, Egypt, El Salvador, United Arab Emirates, Ecuador, Spain, United States of
America, Ethiopia, Fiji, Finland, France, Gabon, Gambia, Ghana, Greece, Guatemala,
Guinea, Guinea -Bissau, Guyana, Haiti, Upper Volta, Honduras, Hungary, India, Indonesia,
Iraq, Iran, Ireland, Iceland, Israel, Italy, Jamaica, Japan, Jordan, Kenya, Kuwait,
Lesotho, Lebanon, Liberia, Luxembourg, Madagascar, Malaysia, Malawi, Mali, Malta,
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Morocco, Mauritius, Mauritania, Mexico, Monaco, Mongolia, Mozambique, Nepal, Nicaragua,
Niger, Nigeria, Norway, New Zealand, Oman, Uganda, Pakistan, Panama, Papua New Guinea,
Netherlands, Peru, Philippines, Poland, Portugal, Qatar, Libyan Arab Republic, Syrian
Arab Republic, Central African Republic, Republic of Korea, German Democratic Republic,
Democratic Republic of Viet -Nam, Lao People's Democratic Republic, Republic of South
Viet -Nam, Democratic People's Republic of Korea, United Republic of Tanzania, United
Republic of Cameroon, Romania, United Kingdom of Great Britain and Northern Ireland,
Rwanda, Western Samoa, Sao Tome and Principe, Senegal, Sierra Leone, Singapore, Somalia,
Swaziland, Sudan, Sri Lanka, Sweden, Switzerland, Surinam, Chad, Czechoslovakia, Thailand,
Togo, Tonga, Trinidad and Tobago, Tunisia, Turkey, Union of Soviet Socialist Republics,
Uruguay, Venezuela, Yemen, Democratic Yemen, Yugoslavia, Zaire, Zambia, Afghanistan,
Albania, Algeria, Federal Republic of Germany, Saudi Arabia, Argentina, Australia,
Austria, Bahrain, Bangladesh, Barbados, Belgium, Benin, Burma, Bolivia, Botswana, Brazil,
Bulgaria, Burundi, Canada, Cape Verde, Chile, China, Cyprus, Colombia, Comoros, Congo,
Costa Rica, Ivory Coast, Cuba.

The PRESIDENT:

Have all the delegations been called to the rostrum? Afghanistan. United Republic of

Cameroon. One last time, have all the delegations been called to the rostrum? It looks as

if everyone has been called.
In accordance with Rule 76 of the Rules of Procedure, I shall ask Dr Hiddlestone,

Vice -President, to supervise the counting of the votes, and thus we shall be able to proceed
with our work whilst this operation is in progress in Room VII. May I recall that

delegations have access to that room; anybody can go and see the counting.
Before the tellers leave the Assembly Hall, it will be necessary for them, in our

presence, to ensure that the total number of ballot papers received corresponds with the
number of delegates who came to the rostrum to deposit their ballot papers. Will the tellers
therefore verify the number of ballot papers.

The tellers counted the ballot papers.

The PRESIDENT:

I have just had a report from the Vice -President who is supervising the counting of

votes. The votes tally. So, as everything is in order, the tellers may proceed with the
counting of the votes in Room VII under the supervision of Dr Hiddlestone. Will
Dr Hiddlestone and the two tellers leave the room.

Now, ladies and gentlemen, whilst waiting for the counting of the votes let us make
maximum use of the minimum time left.

3. REPORT BY THE GENERAL CHAIRMAN OF THE TECHNICAL DISCUSSIONS

The PRESIDENT:

The next item on our agenda is a report by the

Discussions. We have had, as you know, as General
this year, Dr Mihail Aldea, Vice -Minister of Health

clear, decisive, and capable manner in which he led
constructive part that he personally played in it.

General Chairman of the Technical
Chairman for the Technical Discussions
of Romania, and we owe him much for the
the debate and for the substantial and
I shall call Dr Aldea to the rostrum.

Dr ALDEA (General Chairman of the Technical Discussions) (translation from the French):

Mr President, ladies and gentlemen, this year's Technical Discussions on the subject of
the "Health aspects of human settlements" - a veritable curtain -raiser to the United Nations
Conference on Human Settlements (Habitat), which is to take place in Vancouver - have
revealed the special interest taken in this problem by Member States of WHO and by other
organizations. This is amply borne out by the high number of participants (255) and, in
particular, by their active contribution to the discussions.

The far -reaching economic and social changes that have occurred all over the world, the
extremely rapid population growth, the cultural awareness and advance of the peoples, and the
psychosocial changes in attitudes towards life, combined with the breath - taking advances in

technology, which can be both beneficial and harmful, are profoundly affecting the way of life,
working conditions and aspirations of the people who have a legitimate desire to lead a better
and longer life with every guarantee of health.

The tremendous process of urban concentration - which has its advantages but also raises
new health problems - will, according to present estimates, lead to an increase in the number
of cities with more than one million inhabitants. For example, 25 years ago, only 16 cities
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in the developing countries had more than a million inhabitants. Today there are 74 of them
and, if the present trend continues, there will be 276 by the year 2000. It is possible that
by the year 2000, the present total world population of 4000 million will have increased by
3500 million. The serious nature of the new health problems is bound to become even more
apparent in the small towns of today, as they grow uncontrollably. It is estimated that, to
cope merely with the minimum housing requirements of this colossal population growing at an
unprecedented rate will call for the construction of 1400 million apartments between now and
the year 2000, or 47 million per year.

This being so it is not difficult to foresee that the population explosion and the
uncontrolled urbanization taking place before our eyes will continue to exert their negative
influence on the quality of life and on the health status of the peoples, unless the distri-
bution of wealth changes radically within the new world economic order and if resources
continue to be wasted for military purposes at the present rate.

The answers to the questionnaire distributed to help in preparing the working documents,

and the Technical Discussions themselves, have clearly shown the close connexion between
living conditions, different aspects of morbidity - especially from the communicable diseases,
deficiency diseases, mental illnesses and cardiovascular diseases - and general mortality and
especially child mortality, to mention only some of the better -known factors. Indeed, little
is known as yet about the influence of rapid changes in communities on the adjustment of the
population, about the effects of rapid industrialization on ecological imbalance, about the
influence of new microclimatic conditions on health, about changes in diet, food additives,
the extensive use of chemicals in agriculture, and so on, and their possible effects on future
genetic mutations.

These aspects are all the more important in that economic considerations very often take

precedence over social and health considerations whose importance is noticed only when they
increase in magnitude or become particularly severe and considerable expenditure is required
to achieve even a partial solution. Urban pollution and the pollution of rivers are specific
examples of this.

Bearing in mind the special importance of the interdependence of economic, environmental
and health factors as already outlined by WHO: "health -. production -. productivity -.
wellbeing -+ health ", most of the participants in the discussions stressed that health cannot

be dissociated from the economic, social and political context and consequently extends
beyond a strictly medical framework. The discussions also stressed that, in order to avoid
the development of unfavourable conditions as far as possible, there is a need for long -term
planning of community development, based on broad systematic studies that take into account
the basic needs to maintain the ecological balance and the necessary conditions for a normal

life, while keeping strictly within the available human and material resources so as to
prevent the otherwise inevitable appearance of inequalities.

Within this context the health authorities must actively participate in all these
activities, so as to see that priority is given to the requirements of health protection and
promotion, including environmental health, and they must bring their authority to bear whenever
they observe shortcomings. Medical aspects should be taken into consideration in the initial
stages of project planning. Here it is essential for ministries of health, in cooperation
with other ministries concerned, to define the standards and criteria, the legislative
framework, which should govern health protection and promotion in any field of activity.
However, these directives should be kept under constant review so that they can be adapted
to changes in ecological conditions, requirements and techniques. Appropriate measures
should be adopted so that individuals and the community are made fully aware of the
importance of living conditions for the improvement of health, and compliance with the above -
mentioned directives should be closely watched by the health authorities. In order that the
health authorities can act effectively, it is essential to set up suitable systems for the
collection and processing of relevant data concerning the long -term effects on health of
environmental conditions, both physical and mental. Similarly, the health authorities must
continuously evaluate the unfavourable effects of environmental conditions on health so as to
show, when health aspects are neglected, the real losses which may be suffered by the
individual and his family, and so by the economy of the community and of the country.
Moreover, we must always give thought to the training of appropriate multidisciplinary
personnel.

However, nutrition is the main health factor connected with economic development.
Where nutrition is inadequate there can be no health, and malnutrition has now been shown to
be an epidemiological factor favouring the appearance of communicable diseases. It is also
associated with the diseases caused by poverty. Malnutrition, in association with poverty,
is the source of many negative social and medical phenomena. Control of malnutrition calls
for global planning that takes into account the interrelationship of health with the many
other aspects of economic and social development.

Ecological conditions as a whole and the physical environment in particular are of
cardinal importance for health promotion and protection. However, the problem should be
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tackled within its ecological context, as each situation presents specific problems. The
discussion groups stressed the importance of the various aspects of the physical environment,
among which an adequate system for water supply and wastes disposal is of the utmost
importance. In this connexion the groups reviewed a series of aspects whose relative
importance varies from region to region, such as housing structure and planning, the creation
of new towns, the problems of shanty towns, the drift from rural areas to the cities, the
problems peculiar to land settlement, and migration. In many countries the creation of new
agricultural settlements that combine satisfactory living conditions for those who work there
and profitable and efficient agricultural methods can do much to give a new impetus to rural
life, provided that such settlements meet community requirements and nutritional and
economic needs. These measures can reduce the great differences that exist today between
urban and rural living conditions and thus help to slow down the drift towards the cities.
Huge regions of the world are still inadequately provided for in this respect.

Bearing in mind that, despite the preventive measures taken, our planet is often exposed
to natural disasters such as earthquakes and floods, it is absolutely essential to prepare
technical guides and emergency programmes and to see that substantial reserves are built up
in every country, so that human suffering can be reduced and effective care given to the
injured. The need for this is shown by the recent earthquakes in Italy and Yugoslavia,
which claimed so many victims and caused so much damage and, on behalf of all of us, I should
like to express from this rostrum our deep sympathy.

I do not wish to spend too much time here on stressing the absolute necessity of
providing effective health care, particularly as regards primary health care for the popu-
lation as a whole, in line with the principle that the development of health services should
be correlated with and integrated in the overall plan for the socioeconomic development of
the community and the country.

On the whole, the exchange of ideas during the discussions aptly demonstrated the
importance of the aid for research, technical assistance, documentation, aid in defining
standards and setting up health centres as well as in manpower training, and so on, that WHO
is providing, and must continue to provide, for Member countries.

I should like to stress once more the very special interest taken by the Member States
of WHO in this public health problem, which is highly topical and of great importance for the
future, and at the same time to express my personal gratification at the obvious concern for
the environment, for human settlements, and for community living conditions, so that all these
essential factors will help to generate health, to protect and prolong life and to promote
wellbeing.

In concluding I should like to offer sincere thanks to the World Health Assembly for
giving us the opportunity to deal with this subject at Technical Discussions, to the
Secretariat of the Organization which has provided us with every facility for our work, and
in particular to the participants for their invaluable contribution in clarifying the various
topics raised during the discussions in the light of their personal experience. There can
be no doubt that what we have achieved together will be extremely useful as a guide for
future policy in this field, which is an area of decisive importance for the health of our
peoples. Finally, I must express my heartfelt gratitude for the welcome you have given me
and for your aid in accomplishing this very difficult task.

The PRESIDENT:

I thank you, Dr Aldea, and I sincerely hope you will believe me when I say on behalf of
the whole Assembly how much we have admired your leadership and the masterly way in which you
handled the debate. In your opening address, you infused so much enthusiasm into all those
who listened to you; this gave as a result a very high level of discussion, and a discussion
in which practically everybody took part. You have again shown your outstanding ability in
summarizing the work of the Technical Discussions. I am sure that what you have said will
help all the delegates who are going to Habitat, the United Nations Conference on Human
Settlements, to be held in Vancouver at the end of this month.

Naturally, these Technical Discussions, which have been held under the auspices of the
Twenty -ninth World Health Assembly, do not form an integral part of its work, but I am sure
that the Director -General will study the possibility of placing at the disposal of governments
the result of those Technical Discussions. I suggest that we take note of the report and
that we again thank all those who have contributed to the discussions, particularly the
Chairmen and Rapporteurs of the various groups. Does this suggestion meet with your
approval? As there are no comments, I take it that you approve the suggestion that I have
made, that the Health Assembly takes note of the report. It is done accordingly. I should
like, once again, to thank Dr Aldea for his invaluable contribution to the success of the
Technical Discussions.
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4. INTERNATIONAL CONFERENCE ON PRIMARY HEALTH CARE: CO- SPONSORSHIP BY UNICEF AND WHO

The PRESIDENT:

You will recall, ladies and gentlemen, that a representative of UNICEF addressed us from

the rostrum some time last week. You have heard that the representative of the Executive
Board, when he presented the Board's report to the Health Assembly, referred to the valuable
and laudable cooperation that exists between UNICEF and WHO. You have also heard the
distinguished representative of UNICEF and, if you recall, he said that the Executive
Director would favourably consider other possibilities for UNICEF cooperation, and particularly
that of co- sponsoring with WHO the International Conference on Primary Health Care, if this
was indeed the wish of the Health Assembly; and that he would, in that connexion, submit at

an early date proposals to the Executive Board of UNICEF. In view of the fact that the
Executive Board of UNICEF will be meeting soon, I think we should not delay the Health
Assembly's response to this generous offer, since there is no doubt that UNICEF's co-
sponsorship would greatly contribute to the success of the International Conference on Primary

Health Care, which will be organized by WHO in 1978. I therefore submit to the Health
Assembly the following draft resolution:

The Twenty -ninth World Health Assembly,
Having listened with interest to the report of the representative of the Executive

Board on the steps taken to implement the decision of the Twenty- eighth World Health
Assembly regarding the holding under WHO auspices of an international conference on the
development of primary health care as part of national health services;

Having heard with equal interest the statement made by the representative of the
United Nations Children's Fund;

1. NOTES with appreciation the arrangements made for the International Conference on
Primary Health Care which will be held in the Union of Soviet Socialist Republics during
the second half of 1978;

2. WELCOMES the possibility of the United Nations Children's Fund co- sponsoring the
International Conference on Primary Health Care.

In other words, ladies and gentlemen, all we are doing by this resolution is to accept
with open arms the generous offer made by UNICEF. Is this Health Assembly willing to adopt
this resolution? I see no objection; the resolution is adopted.1

5. FIRST REPORT OF COMMITTEE A

The PRESIDENT:

We shall now proceed with the consideration of the first report of Committee A, as
contained in document A29/60. In accordance with Rule 52 of the Rules of Procedure, this
report will not be read aloud. Three resolutions are contained in this report, which I
shall invite the Health Assembly to adopt one by one.

Is the Health Assembly willing to adopt the first resolution, entitled "Sixth General
Programme of Work covering a specific period "? Any objection? I see none; the resolution
is adopted.

Is the Health Assembly willing to adopt the second resolution, entitled "Psychosocial
factors and health "? Any objections? I see none; the resolution is adopted.

Is the Health Assembly willing to adopt the third resolution, entitled "Report on the
world health situation "? Are there any objections? I see none; the resolution is adopted.

We now have to approve the report as a whole. Are there any objections to the approval
of the first report of Committee A? I see none; the report is approved.2

6. SECOND REPORT OF COMMITTEE B

The PRESIDENT:

We shall now consider the second report of Committee B, as contained in document A29/61.
In accordance with Rule 52 of the Rules of Procedure, this report will not be read aloud.
It contains seven resolutions, which I shall invite the Health Assembly to adopt one by one.

Is the Health Assembly willing to adopt the first resolution, entitled "Assistance to
newly independent and emerging States in Africa "? Are there any objections? I see none;

the resolution is adopted.
Is the Health Assembly willing to adopt the second resolution, entitled "Special

assistance to Cambodia, the Democratic Republic of Viet -Nam, the Lao People's Democratic

1 Resolution WHA29.19.

2 See p. 641.
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Republic, and the Republic of South Viet -Nam "? Are there any objections? I see none; the
resolution is adopted.

The third resolution is entitled "Supplementary budget for 1976 ". I would recall that,
under Rule 70 of the Rules of Procedure, a decision on the supplementary budget for 1976 shall
be made by a two -thirds majority of the Members present and voting. I shall therefore put
this resolution to the vote. All those in favour of the resolution, please raise their cards.
Now those who are against. Thank you. Any abstentions?

Ladies and gentlemen, the number of Members present and voting is 112. The two - thirds

majority required, therefore, must be 75; votes in favour, 104; against, 8; abstentions, 6.
Therefore the resolution is adopted.

Is the Health Assembly willing to adopt the fourth resolution, entitled "Working
languages of the World Health Assembly and of the Executive Board: use of Arabic "? Are
there any objections? I see none; the resolution is adopted.

Is the Health Assembly willing to adopt the fifth resolution, entitled "Review of the
Working Capital Fund "? Are there any objections? I see none; the resolution is adopted.

Is the Health Assembly willing to adopt the sixth resolution, entitled "Real Estate
Fund "? Any objection? I see none; the resolution is adopted.

Is the Assembly willing to adopt the seventh resolution, entitled "Use of the Executive
Board Special Fund "? Are there any objections? I see none; the resolution is adopted.

We now have to approve the report as a whole. Are there any objections to the approval
of the second report of Committee B? I see none; the report is therefore approved.1

7. ELECTION OF MEMBERS ENTITLED TO DESIGNATE A PERSON TO SERVE ON THE EXECUTIVE BOARD
(resumed)

The PRESIDENT:

The results of the voting are not yet in. We have two possibilities: one is to give
you a break, and the other is that the General Committee meets immediately and I adjourn the
meeting until 2.30 p.m. But I can take the second course only if I have the full cooperation
of the floor, because it constitutes a continuing process for the secrecy of the vote. So I

am in your hands. If I hear nothing, I shall understand that you agree that we adjourn
until 2.30 p.m., but that the main committees can resume their work.

I understand that, as no one has spoken, you wish to resume your work in the main
committees, A and B, and we shall meet here at 2.30 p.m., when the results of the voting will
be communicated to you. Thank you very much, ladies and gentlemen. The meeting is

adjourned until 2.30 p.m.

The meeting was suspended at 11 a.m. and resumed at 2.30 p.m.

The PRESIDENT:

The meeting is called to order. I shall now announce the result of the voting for the
election of Members entitled to designate a person to serve on the Executive Board. It is

as follows: number of Members entitled to vote, 141; absent, 10; abstentions, 0; papers

null and void, 6; number of Members present and voting, 125; number required for simple

majority, 63. Ten Members have obtained this majority and are elected. These Members are:

Philippines, 125 votes; Qatar, 125 votes; United Kingdom of Great Britain and Northern

Ireland, 125 votes; Zambia, 125 votes; Greece, 124 votes; Pakistan, 124 votes;
Czechoslovakia, 124 votes; Fiji, 121 votes; Peru, 118 votes; Honduras, 116 votes.

The Assembly is now invited to adopt the following resolution:

The Twenty -ninth World Health Assembly,

Having considered the nominations of the General Committee,

1. ELECTS the following as Members entitled to designate a person to serve on the

Executive Board: Czechoslovakia, Fiji, Greece, Honduras, Pakistan, Peru, Philippines,
Qatar, United Kingdom of Great Britain and Northern Ireland, and Zambia;

2. REQUESTS the Members so elected to pay due regard to the provisions of Article 24
of the Constitution when appointing a person to serve on the Board.

Are there any comments on the resolution? I see none. It is adopted.2
I should like in the same breath to thank Dr Hiddlestone and the two tellers,

Miss von Grunigen and Dr Nath, for the invaluable services they have rendered.

1 See p.'643.

2 Resolution WHA29.30.
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8. TRANSFER OF AGENDA ITEMS FROM COMMITTEE A TO COMMITTEE B

The PRESIDENT:

I wish to inform the plenary that the General Committee at its meeting today at 12.30 p.m.
decided, under Rule 33(d) of the Rules of Procedure of the Health Assembly, to transfer the
following items from Committee A to Committee B: item 2.5.4 - WHO's human health and environ-

ment programme; item 2.5.5 - Community water supply and waste water disposal (mid- decade

progress report); item 2.5.10 - Schistosomiasis; item 2.5.11 - Mycotic diseases; item

2.5.12 - Rheumatic diseases; item 2.5.13 - The need for laboratory animals for the control
of biological products and the establishment of breeding colonies.

I wish to remind you, ladies and gentlemen, that the main committees will resume their
work immediately in their respective rooms. The next plenary meeting will be held on
Monday, 17 May at 11.30 a.m.

The meeting is now adjourned.

The meeting rose at 2.40 p.m.
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Monday, 17 May 1976, at 11.30 a.m.

President: Sir Harold WALTER (Mauritius)

1. THIRD REPORT OF COMMITTEE B

The PRESIDENT:

The Assembly is called to order. Ladies and gentlemen, I hope you have had a very
pleasant weekend and that this morning you are refreshed for the final lap of the conference.

We shall now consider the third report of Committee B as contained in document A29/62.
In accordance with Rule 52 of the Rules of Procedure this report has already been submitted

to you. It contains seven resolutions, which I shall now invite you to adopt one by one.
Are you willing to adopt the first resolution entitled "Voluntary Fund for Health

Promotion "? There does not seem to be any objection; the resolution is adopted.

Are you willing to adopt the second resolution entitled "Organizational study on the
planning for and impact of extrabudgetary resources on WHO programmes and policy "? There

is no objection; it is adopted.
Are you willing to adopt the third resolution entitled "Future organizational study by

the Executive Board "? There does not seem to be any objection; the resolution is adopted.

Are you willing to adopt the fourth resolution, "Report of the International Conference
for the Ninth Revision of the International Classification of Diseases: Manual of the

International Statistical Classification of Diseases "? No objections; it is adopted.

Are you willing to adopt the fifth resolution entitled "Report of the International

Conference for the Ninth Revision of the International Classification of Diseases: Activities

related to the International Classification of Diseases "? There does not seem to be any

objection; the resolution is adopted.
Are you willing to adopt the sixth resolution entitled "Annual reporting by the

Director -General and other documents on the work of WHO "? There does not seem to be any

objection; the resolution is adopted.
Are you willing to adopt the seventh resolution entitled "Amendments to the Rules of

Procedure of the World Health Assembly "? There does not seem to be any objection; the

resolution is adopted.
We now have to approve the report as a whole. Are there any objections to the approval

of the third report of Committee B? I see none; the report is therefore approved.1

2. FOURTH REPORT OF COMMITTEE B

The PRESIDENT:

We shall now proceed with the consideration of the fourth report of Committee B as
contained in document A29/64. In accordance with Rule 52 of the Rules of Procedure this
report has already been distributed to you. Seven resolutions are contained in this report,
which I shall invite the Assembly to adopt one by one.

The first resolution is entitled "Amendments to Articles 24 and 25 of the Constitution:
increase in the membership of the Executive Board ". I would recall that, under Rule 70 of
the Rules of Procedure, a decision on amendments to the Constitution shall be made by a two -
thirds majority of the Members present and voting. I shall therefore put this resolution to

the vote. All those in favour of the adoption of this resolution, please raise their cards.
Thank you very much. All those against. Any abstention? Thank you. The result of the
voting is as follows: number of Members present and voting, 88; majority required, 59;
votes for, 88; votes against, nil; abstentions, 14. The motion is therefore carried.

Are you willing to adopt the second resolution entitled "Coordination within the United
Nations system: general matters - aid to the Sudano -Sahelian populations "? Any objections?
I see none. The resolution is adopted.

Are you willing to adopt the third resolution entitled "Coordination within the United
Nations system: general matters - health and medical assistance to Lebanon "? Any objection?
I see none; the resolution is adopted.

Are you willing to adopt the fourth resolution entitled "Coordination within the United
Nations system: general matters "? Have you any objections? I see none; the resolution
is adopted.

1 See p. 644. - 226 -
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Are you willing to adopt the fifth resolution entitled "Coordination within the United

Nations system: general matters - UNDP- supported activities - financial situation "? Any

objections? I see none; the resolution is carried.

Are you willing to adopt the sixth resolution entitled "International Women's Year "?

Any objections? I see none; it is adopted.

Are you willing to adopt the seventh resolution entitled "Coordination within the United

Nations system: health assistance to refugees and displaced persons in Cyprus "? I see no

objections; the resolution is carried.
We now have to approve the report as a whole. Are there any objections to the approval

of the fourth report of Committee B? I see none; the report is approved.1

3. FIFTH REPORT OF COMMITTEE B

The PRESIDENT:

We shall now proceed to the consideration of the fifth report of Committee B as contained
in document A29/65. In accordance with Rule 52 of the Rules of Procedure this report has
already been distributed to you. The report contains three resolutions which I shall invite
the Assembly to adopt one by one.

Are you willing to adopt the first resolution entitled "WHO's human health and environment
programme "? I see no objection; the resolution is adopted.

Are you willing to adopt the second resolution entitled "Health aspects of human settle-
ments"? I see no objections; the resolution is adopted.

Are you willing to adopt the third resolution, "Community water supply and excreta
disposal "? I see no objections; it is adopted.

We now have to approve the report as a whole. Are there any objections to the approval
of the fifth report of Committee B? I see none; the report is approved.'

4. SECOND REPORT OF COMMITTEE A

The PRESIDENT:

We shall now consider the second report of Committee A as contained in document A29/66.
In accordance with Rule 52 of the Rules of Procedure the report has already been distributed

to you. It contains three resolutions and I am going to ask you to vote them one by one.
Is the Assembly willing to adopt the first resolution entitled "Programme budget policy "?

Are there any objections? I see none; the resolution is adopted.

Is the Assembly willing to adopt the second resolution entitled "Cardiovascular diseases "?

No objections; the resolution is adopted.
Is the Assembly willing to adopt the third resolution entitled "Birth defect surveillance "?

I see no objections; the resolution is adopted.

We now have to approve the report as a whole. Are there any objections to the approval

of the second report of Committee A? I see none; the report is approved.2

5. AWARD OF THE LEON BERNARD FOUNDATION MEDAL AND PRIZE

The PRESIDENT:

We now come to a very pleasant part of this morning's work. It is item 1.13 - Award
of the Léon Bernard Foundation Medal and Prize (reports of the Léon Bernard Foundation
Committee). The Assembly has before it the financial report on the Léon Bernard Foundation

Fund, document A29/2, and the report of the Léon Bernard Foundation Committee, document A29/3.
We first have to note the financial report as contained in document A29/2. Have you any

1 See p. 644.

2 See p. 642.
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observations on this report? I see none and I therefore take it that it is the wish of the
Assembly to note this report.1

We now turn to the report of the Léon Bernard Foundation Committee as contained in
document A29/3 and I invite Professor J. Kostrzewski, Chairman of the Léon Bernard Foundation
Committee, to present this report. Will you please come to the rostrum, Professor.

Professor KOSTRZEWSKI (Chairman of the Léon Bernard Foundation Committee) (translation from
the French):

Mr President, distinguished delegates, ladies and gentlemen, the Léon Bernard Foundation
Committee met on 19 January 1976 in conformity with the Statutes of the Léon Bernard
Foundation, to propose to the Twenty -ninth World Health Assembly a candidate for the award of
the Léon Bernard Prize in 1976. The Committee noted the replies received to the Director -

General's letter of 20 October 1975 requesting nominations, examined the documentation
submitted in support of the proposed candidates and decided not to consider the nominations
received after 15 December 1975, the closing date given in the Director -General's letter.

The Committee decided to recommend to the World Health Assembly that the Léon Bernard
Foundation Prize be awarded in 1976 to Professor V. Ramalingaswami, Director of the All -India
Institute of Medical Sciences, New Delhi.

During his distinguished career extending over 28 years of service,
Professor Ramalingaswami has devoted himself to social medicine and public health as a
physician, research scientist, teacher and humanist. He has been continuously engaged in
the study of some of the major health and nutritional problems of his own country and of
several countries in South -East Asia. In all his work his concern has been two -fold: the

discovery of new knowledge directly relevant to the dominant health problems and the appli-
cation of that knowledge to the solution of these problems within the country's sociocultural
context and the existing availability of resources.

Among his most outstanding accomplishments in the field of social medicine and community
health are those related to the development of strategies for the protection of health and
nutrition of vulnerable population groups in times of disasters and to the control of specific
nutritional diseases within the context of socioeconomic conditions prevailing in India and
South -East Asia. His crusade for relating medical and health education to the provision of
health care facilities to the largest numbers and to underprivileged population groups has
helped to focus attention on the social and community orientation of medical and health
education.

Professor Ramalingaswami is also engaged in the study of the effects on human development
of adverse health and nutritional conditions during the intrauterine and early postnatal
period.

Professor Ramalingaswami has published nearly 150 works dealing with the health and
nutritional problems of India and of countries in South -East Asia, and with the reorientation
of medical education to meet the health needs of developing countries.

The PRESIDENT (translation from the French):

Thank you, Professor Kostrzewski. I fully agree with everything you have said. Are
there any comments? I see none, and I shall therefore ask Dr Lambo to read out the
appropriate draft resolution.

The DEPUTY DIRECTOR- GENERAL:

Mr President, the award of the Léon Bernard Foundation Medal and Prize:

The Twenty -ninth World Health Assembly

1. NOTES the reports of the Léon Bernard Foundation Committee;

2. ENDORSES the proposal of the Committee for the award of the Léon Bernard Foundation
Medal and Prize for 1976;

3. AWARDS the Medal and Prize to Professor V. Ramalingaswami;

4. PAYS TRIBUTE to Professor V. Ramalingaswami for his outstanding contribution to
public health and social medicine.

1 WHO Official Records, No. 233, 1976, Annex 6.
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The PRESIDENT:
1

Thank you, Dr Lambo. Any observations? I see none. It is adopted. I shall now ask
Mr Fedele to invite Professor Ramalingaswami to come to the rostrum.

Professor Ramalingaswami took his place on the rostrum.

The PRESIDENT:

Professor Ramalingaswami, ladies and gentlemen, some years ago, when I had the privilege
of visiting the All -India Institute of Medical Sciences, I was profoundly struck by the perso-
nality of a wise and erudite man who showed extreme interest in and deep knowledge of every

subject we discussed. His breadth of knowledge and sense of imagination displayed boundless
experience and total dedication to the cause he served. This great man was no less a person
than Professor Ramalingaswami, the laureate of today. The circumstances of life linked up
with opportunities which appear natural, if not fateful, lead one to the inevitable
conclusion that human will is powerless against predestination. It is not only an honour and
a privilege for me to be able to award personally the Léon Bernard Foundation Medal and Prize

to the Professor; it is also a consecration of the historical and cultural links which unite
Mauritius and India.

Léon Bernard and his co- founders of the Health Organization of the League of Nations, with
their usual vision and foresight, realized that the fields of medicine and public health under
the influence of the social sciences were destined for great, if not major, changes. This,
they realized, would be conducive to the fact that the relationship between doctor and patient
would not be only one of disease and cure but the consideration of the whole man, as a social
entity and as a member of the community. The validity of this vision had been confirmed
through the decades, and the fact is that the community approach to health promotion is a
reality of today. It therefore appears to me that this year's Léon Bernard Foundation Medal
and Prize could not be more befittingly or appropriately awarded than to this eminent man,
Professor V. Ramalingaswami.

His main preoccupation has been the study of the major health and nutritional problems

affecting the vast masses of that great continent, India, and some other parts of south-
eastern Asia. Eminent in scientific research, he has radiated around him and others that
knowledge which only assiduity and altruism can achieve. He has been instrumental in
developing a new synthesis of laboratory, clinical, and community -based research. Under his
guidance and through his research work, strategies have been developed in India for the
protection of the health and nutritional status of vulnerable populations in times of disaster.
In the 1967 famine in the Indian state of Bihar he was able to demonstrate that victims of
hunger oedema could be successfully rehabilitated by being fed a balanced mixture of locally
available foods, thus making expensive imported vitamins unnecessary. Through his strategy
of setting up institutional therapy centres during the massive influx of refugees into India
in 1971, thousands of lives were saved. It was a triumph of the adaptation of available
scientific knowledge to a situation that had no precedent in its magnitude and complexity.
What a lesson for the developing countries! Professor Ramalingaswami has been closely
associated with the "health package" programme the Government of India developed with the
assistance of UNICEF. He demonstrated that village -level workers could be successfully
trained and utilized to deliver health care, including nutrition, immunization,and primary
medical care. This idea is being extended to India's national programme of integrated child
development in rural areas. Professor Ramalingaswami's work in endemic goitre is inter-
nationally acclaimed. He paved the way to effective control of this worldwide disease.
His pilot study of goitre in the Kangra Valley in India, carried out over a period of 18 years

and covering a population of 100 000, is ranked among the classic examples of contemporary
preventive medicine. Today, goitre in this community is a thing of the past. His study on
nutritional anaemia in pregnant women, conducted over the past 10 years with WHO support, has
led to the identification of the factors responsible for that condition. It has been
followed by a national control programme which provides for a supplement of iron and folic
acid to be given to all expectant mothers. As Director of the All -India Institute of Medical

Sciences, a position he has held since 1969, Professor Ramalingaswami has constantly worked
to make medical education and the training of health auxiliaries relevant to the needs of

society, particularly in its vast underprivileged sections. He has published nearly 150

papers in the form of original articles, reviews, and books dealing mainly with nutritional
problems and reorientation of medical education.

It is my pleasure and privilege now to award the Léon Bernard Foundation Medal and Prize
to Professor V. Ramalingaswami, physician, research scientist, teacher and humanist. The

world today acclaims your dedication to the promotion of the human state of complete physical,
mental and social wellbeing and not merely the absence of disease and infirmity.

1 Resolution WHA29.51.



230 TWENTY -NINTH WORLD HEALTH ASSEMBLY, PART II

Amid applause, the President handed the Léon Bernard Foundation Medal and Prize
to Professor Ramalingaswami.

Professor RAMALINGASWAMI:

Mr President, Director -General, distinguished delegates, ladies and gentlemen, Dr Candau
recently described the Léon Bernard Foundation award as the highest honour to which a health
worker can aspire. In honouring me in this manner, you have honoured my country and my
institute, the All -India Institute of Medical Sciences. As you have described so very kindly,
Mr President, my tools are those of the basic science of pathology; my passion is to teach
(my grandfather was headmaster of a high school); my immediate pursuits relate to nutrition
and human health; and my vision is that of health becoming a major pathway to human
development, both in thought and in action. In 1951, while I was engaged in laboratory
studies in nutrition, I was fortunate enough to receive a fellowship from the World Health
Organization to study the methods of prevention of endemic goitre and this produced a
significant impact on the direction of my future work. As you have mentioned, Mr President,
my colleagues and I soon demonstrated the effectiveness of the fortification of common salt
with potassium iodate in the control of endemic goitre in the Kangra Valley, which is now the
basis of our National Goitre Control Programme in India. At the same time, we were able to
establish the etiology of Himalayan endemic goitre by taking laboratory methods to a field
situation, and also of endemic goitre in other countries of our Region. We were able to
identify the exquisite adjustments that the thyroid gland makes when it is deprived of iodine.
Laboratory studies, clinical studies and field studies have to be a continuum in our work and
one has to strive towards a new synthesis of these. The progression from basic research,
with or without any thought of application, to clinical research to establish diagnosis and
therapy, and then on to research to evolve control measures at the community level is a
classical modality, but there are examples in the reverse direction of studies in the field
opening the floodgates of inquiry at the most basic level. Sometimes the most intensive
basic research is needed to resolve the elementary needs of people. The structure and
function of the apex research body of the World Health Organization - the Advisory Committee
on Medical Research - reflects this philosophy, challenging biomedical science at the raw

edge of knowledge for human good. For example, the new biology and the powerful techniques
of biomedical sciences offer tremendous opportunities for fresh approaches to the control of
communicable diseases, an opportunity which is being exploited by the World Health Organization
in its newly enunciated programme of research into tropical communicable diseases.
Mr President, in health there are truly no more frontiers.

The World Health Organization has been aptly described as the world conscience behind
national action for the betterment of human health and is playing a dynamic and imaginative
leadership role. In doing this, the Organization draws into its fold a fantastic array of
experts from all over the world who, by their exposure to the unresolved problems of mankind,
have deepened their own experiences and have been enabled to enhance the relevance of their
work. As one who has been in this role many times, I know how humanizing and ennobling this
experience is. The bringing together of human capabilities of the highest order, wherever
they may be, to bear upon the health problems of man, wherever they may occur, is one of the
greatest strengths of the World Health Organization.

The predicament in public health today is the vast area of unfulfilled expectations of
people, too vast to be tolerable, in the greater part of the developing world. We live in
a world in which in one part 50% of all deaths occur over the age of 70, and in another
50% of all deaths occur under the age of five. There is a large gap between what medicine
can do and what it is actually doing, between the possession of knowledge and the ability to
translate that knowledge into the reality of the local setting. The former does not mean that
the latter will follow automatically and as a result many proven advances in knowledge are not
being applied. Mr President, you mentioned the question of nutritional anaemia. Anaemias
of nutritional origin are widespread in many parts of the developing world. Vulnerable
groups such as pregnant women, nursing mothers, and young growing children have low levels of
haemoglobin and clearly require more iron in their diet or better availability of dietary iron.
Iron is cheap, yet we have not found a good solution - no acceptable method of increasing the
iron intake of the vast mass of people. We have the knowledge but we do not have the strategy
to translate it into local action at society level. Deficiency of vitamin A leads to
xerophthalmia and keratomalacia. The vitamin has been synthesized, it is produced
commercially, and it is relatively cheap; yet vitamin A deficiency is still very much with us.
Examples like these can be multiplied. The problem is the isolation of health sciences from
social sciences. Application of knowledge is more difficult to achieve than is often
realized. Therapeutic technology is readily imported, easily applied, and not uncommonly
misapplied. Therapeutic work is visible; preventive work is invisible, faceless.
Preventive technology requires a social technology for its application and involves significant
modification of the life -styles of people and of the fundamental roles of doctors.
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There is a deep sense of discontent with the prevalent model of health care, which is
characterized, as we all know, by hospitalized illness care and mass public health, running
largely as two separate streams. In this process, the home and the family have been the

major casualties. Today it is only the rural poor who are born in their homes; today it is
only the rural poor who also die in their homes. Overcentralization of authority and

compartmentalization of services have become obstacles to the provision of comprehensive
health care services. With some variations from country to country, the essence of the model
of health care that is dominant today, I have recently described - in a slightly dramatized

form - as overprofessionalized, overcentralized, overcapitalized, overfragmented, overexpensive
and, if I may borrow your term, Dr Mahler, overmystified. There is clearly need to seek out
alternatives, alternatives related to unfulfilled human needs and not merely alternatives to
western models as a reactionary process out of animus. In seeking alternatives, it is
obvious that these should be better and not worse than the existing solutions. Alternatives
should be evolving, each alternative being better able to deal with the prevailing situation

than the previous one. So inherent in this, is an experimental posture in the design of
alternatives. Today, in the field of health, we are seeking new alternatives to deal with old
problems in the developing world.

Predicament as it is, the present is also a moment of opportunity. Any alternative
approach should be able to tackle the village in its own setting, the villagers in their homes
and farms, so that health care and environmental care are given within an acceptable social
context and illnesses are dealt with largely at their origins. The World Health Organization
has pioneered the movement for a restructuring of health services to provide community -based
health care, and in recent years conscious efforts have been made by governments to extend
the community outreach of preventive and curative care. Sizeable infrastructures have been
built out in the community. Several interesting and innovative models of health care are
being developed in different parts of the world. The pattern that is emerging as suitable
for developing countries at this point is the provision of a wide base of community -level
workers at the grass -roots level, referral to progressively more complex institutions, leading
ultimately to an apex of highly specialized facilities and functions. The need to develop an
integrated approach to the provision of health services not only within the institutional
framework of hospitals but also in health centres and if possible in village homes has been
recognized. A reorientation of medical education, a restructuring of auxiliary cadres, and
the introduction of a new type of community -based health worker constitute some of the
elements of the new order in health care. Utilizing simply trained personnel indigenous to
the rural community, the new order integrates nutrition, fertility regulation, immunization,
and medical care activities at critical life points; it attempts to have access to every
pregnant and lactating mother in the home or in the clinic. Integrated mother and child
health services offer the greatest human opportunity and may yet represent the unfulfilled
destiny of medicine in developing countries. The creation of large bands of paramedical
workers among the community itself who would be close to the people, living with them and
participating in preventive and promotive work, is an important feature of the emerging

system. The discipline, the interrelatedness and the spirit of teamwork that characterize an
operation theatre scene during open heart surgery should now permeate the health team in the
theatre of community health work. Community involvement and mobilization of local resources
are maximized, and we all now recognize that better health care for the developing world will
not depend upon a new therapeutic modality but on the willingness and competence of people to
engage in selfhelp and selfcare.

In this new order, the health auxiliary has come to stay and is being christened in
various ways in different countries. We are indeed in the midst of the boom of the health
auxiliary. Massive efforts are being made by several governments to retrain existing cadres
and to infuse into the services vast numbers of freshly trained personnel. We must, however,
clearly perceive and resolve the problems that coexist with this great opportunity. It is
essential to ensure that this system of community -based health services employing auxiliaries
is not interpreted by the people as providing inferior medicine to the rural poor. We must
ensure that the training given to the auxiliaries moves away from traditional grooves, that
appropriate training programmes are instituted for the teachers of auxiliaries, that
appropriate learning materials designed on the basis of local circumstances are provided, and
that opportunities for upward mobility of auxiliaries are ensured. An auxiliary is a health
educator, a rudimentary physician, a social worker, a preventive person, all in one. Human
relations are her forte, and in the course of her work she develops a distinct personality in
the rural setting. Auxiliaries serve to bridge the catastrophic separation between hospital -
based episodic medicine and mass public health. Their education and training is one of the
most challenging tasks that medicine faces today. The principles of educational science and
technology must be fused into their training programmes. It is on our willingness and on our
ability to experiment with auxiliary training programmes that our chances of success will
depend. The moment modern medicine penetrates the social veil in developing countries, that
is the moment of its triumph, and the auxiliary is an important agent for bringing about this
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transformation. Here is medicine in the raw, medicine rooted in the crucible of the reality
of rural life, medicine that is still firmly based on scientific principles. Hastily
conceived auxiliary -based health -care systems may end up by producing a cadre of undertrained,

undersupported, and undersupervised auxiliaries functioning out on a limb in the community.
Without professional support characterized by sympathy and efficiency from the established
physician- dominated hierarchy, the auxiliary system will soon be rejected by the people as
a deception and as a betrayal. There cannot be two classes of health care. Unless the
doctor himself changes his own outlook and is willing to accept responsibility for the health
of the whole community - a message that this Organization has been spreading for quite a long
time - any developments in the training, retraining,and use of auxiliaries will not produce
the desired results. The professional education of doctors and specialists and the training
of auxiliaries and village -level workers have to be contemporaneous and complementary so that
the health team concept abides both in spirit and in action. The pattern of health care and
the pattern of training of health personnel are very closely interrelated and must be planned

together. Both need to respond to the sociocultural forces that shape the health of
communities. The universities have to make greater efforts than in the past to resolve the
health problems of the societies that support them. The universities in developing countries
in particular must show a twin response: an educational response for training the health team
and a research response for developing appropriate models of health care. As Dr Julius Nyerere
of Tanzania said: "What we expect from a university is both a complete objectivity in the
search for truth and also a commitment to our society and a desire to serve it and I do not
believe that this dual responsibility is impossible of fulfilment ". The health care system

that is developed obviously must be permeated by responsible information and by practical
power; a continuum of skills, attitudes and motivation must permeate the entire edifice of

health services, from the specialist down to the village level worker.
Thus the emerging design for health for developing countries has a rural bias, it uses

local resources, it maximizes community participation, and it uses illness -related curative
activities as an entering wedge for a deep penetration of the community with preventive and
promotive health activities. This design is still incomplete, and will have only a limited
impact unless it is a part of overall developmental activities and linked unmistakably to the
broader strategy of the alleviation of poverty. Our problem here is the low visibility of
the connexion between health and development. The effects of health improvement on the
quality of life of people take time to manifest; they are gradual in onset, often quite
undramatic, and yet, as Dr H. W. Singer said last December in Delhi, there is every reason to
believe that appropriately designed health care systems can bring about another Green Revolution

by improving the health of people without the attendant problems of the present Green Revolu-
tion. Any attack on rural health problems must take into account the social structural

aspects and the class configurations in rural areas. The system should ensure a direct flow
of health resources to the poor. Individuals, groups, whole villages and zones that are at
maximum health risk have to be identified and protected. The essence of rural development is
human growth and self -reliance. Health interventions through non -health agencies have
immense potential not yet fully exploited. Streamlining indigenous channels of community
outreach, including health protective social marketing, needs to be pursued with greater
vigour. The clinic and the community should blend in their activities. Programmes of rural
health and development often flounder on the bedrock of intersectoral integration. The
programme implications of highly commendable policy formulations need to be gone into in
greater detail and with greater pragmatism than in the past. These have to be derived from
defined points in the interface between the various components, not only within but also
outside the health care system. The links between health and socioeconomic sectors have to
be sought after deliberately and strengthened by incorporating health considerations into
overall social and economic plans. It goes without saying that health, education,
agriculture,and other activities must dovetail into one another. National and global food
policies should relate directly to the nutritional needs of the poor. Close coordination
between agricultural production policies and practices and health strategies and the building
of health concepts into education should be ensured. In other words, Mr President, we seek
a design for health for the rural people as a part of a design for rural development which
will deal squarely with the present injustices and inequities. Our vision, as the Indian
social scientist Dr Rajni Kothari said, is that of a decentralized, humane and self -employed
society in harmony with the rest of the creation. A social continuum between the metropolis
and the countryside should replace the present duality and the present parasitism of the city
over the village. The design is basically moral and ethical: it is based on compassion and
equal access to health by all. It envisages a frontal cultural attack on health and develop-
ment problems. It responds to the quivers of social awareness. It is a design in which each
act by members of the health team will reveal them as fully human beings: omnis maximi homínes.
Above everything else, it is a design that will depend critically upon our ability to build
fewer walls and more bridges between the various sectors of rural development and rural health.
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Human energy and human will are going to be the key factors. Mr President, in dedicating
this address to the memory of Léon Bernard, may I ask that we give humanistic meaning and
practical content to his dream of health care for all of humanity. (Applause)

The PRESIDENT:

Thank you very much, Professor Ramalingaswami. May I reiterate my congratulations, praise
and thanks for your very beautiful address. Ladies and gentlemen, the meeting is adjourned.

The meeting rose at 12.40 p.m.



ELEVENTH PLENARY MEETING

Tuesday, 18 May 1976, at 2.30 p.m.

President: Sir Harold WALTER (Mauritius)

1. ANNOUNCEMENT CONCERNING THE ADMISSION OF ANGOLA TO MEMBERSHIP OF WHO

The PRESIDENT:

The Assembly is called to order. Ladies and gentlemen, I have great pleasure in
informing the Assembly that, confirmation having been received from the United Nations of the
deposit by Angola of the instrument of acceptance of the Constitution on 15 May 1976, it is my
privilege and honour in the name of the Assembly to welcome Angola as a Member of the World
Health Organization and to extend a special greeting to its delegation.
(Applause)

2. THIRD REPORT OF COMMITTEE A

The PRESIDENT:

Now, ladies and gentlemen, the only item on the agenda is the consideration of the third

report of Committee A as contained in document A29/67. In accordance with Rule 52 of the

Rules of Procedure, this report has already been distributed to you. This report contains

two resolutions. I shall invite you to adopt them one by one and afterwards to approve the

report as a whole.
The first resolution is entitled "Effective working budget and budget level for 1977 ".

I would recall that in accordance with Rule 70 of the Rules of Procedure any decision on the
amount of the effective working budget shall be made by a two - thirds majority of the Members

present and voting.
I shall therefore put this resolution to the vote. All those in favour of the adoption

of this resolution please raise your cards. Thank you, ladies and gentlemen. All those
against. Thank you, ladies and gentlemen. Abstentions. Thank you, ladies and gentlemen.

The result of the voting is as follows: number of Members present and voting, 87;

majority required, 58; votes for, 81; votes against, 6; abstentions, 4. The motion is

carried.

Mr GONZÁLEZ PALACIOS (Spain) (translation from the Spanish):

My delegation abstained from voting on the draft resolution concerning the effective
working budget and budget level for purely financial reasons which it explained at the time in

Committee A. While reserving our position with regard to the budget, we should like to
express the deep appreciation of our delegation for the excellent work of the Director- General

and the entire Organization in carrying out their difficult tasks.

The PRESIDENT:

Is the Assembly willing to adopt the second resolution entitled "Appropriation resolution
for 1977 "? Any comments? I see none; the resolution is adopted.

We now have to approve the report as a whole. Are there any objections to the approval

of the third report of Committee A? I see none. The report is approved.1
May I remind you that there is a meeting of the General Committee at 5.30 p.m. The

meeting is now adjourned. The work of the main committees will resume immediately. Thank you.

1 See p. 642.

The meeting rose at 2.45 p.m.
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Wednesday, 19 May 1976, at 2.30 p.m.

Acting President: Dr H. J. H. HIDDLESTONE (New Zealand)

1. THIRD REPORT OF THE COMMITTEE ON CREDENTIALS

THE ACTING PRESIDENT:

The meeting is called to order. The first item on our agenda today is the consideration

of the third report of the Committee on Credentials, which met this morning. I invite

Mr Kloutsé fo Kodjovi, Rapporteur of the Committee, to come to the rostrum and read out the

report.

Mr Kloutsé fo Kodjovi (Togo), Rapporteur of the Committee on Credentials, read out the

third report of that Committee (see page 640).

The ACTING PRESIDENT:

Thank you,Mr Kloutsé. Are there any comments? In the absence of any comments or

objections, the report is approved. I thank the Rapporteur for his report.

2. FOURTH REPORT OF COMMITTEE A

The ACTING PRESIDENT:

The next item on our agenda today is the consideration of the fourth report of Committee A,

as contained in document A29/68. This report contains four resolutions, which I shall invite

the Assembly to adopt one by one.
Is the Assembly willing to adopt the first resolution entitled "Smallpox eradication

programme "? In the absence of any objection, the resolution is adopted.
Is the Assembly willing to adopt the second resolution entitled "Smoking and health"?

In the absence of any objection, the resolution is adopted.
Is the Assembly willing to adopt the third resolution entitled "Establishment of a

Portuguese WHO Centre for the International Classification of Diseases "? In the absence of any

objection, the resolution is adopted.
Is the Assembly willing to adopt the fourth resolution entitled "Occupational health

programme "? In the absence of any objection, the resolution is adopted.

We have now to approve the report as a whole. Are there any objections to thelapproval

of the fourth report of Committee A? I see none; the report is therefore approved.

3. SIXTH REPORT OF COMMITTEE B

The ACTING PRESIDENT:

We shall now proceed with the consideration of the sixth report of Committee B, as
contained in document A29/69. This report contains four resolutions, which I shall invite the

Assembly to adopt one by one. Is the Assembly willing to adopt the first resolution entitled

"Schistosomiasis "? In the absence of any objection, the resolution is adopted.

Is the Assembly willing to adopt the second resolution entitled "Mycotic infections "?
In the absence of any objection, the resolution is adopted.

Is the Assembly willing to adopt the third resolution entitled "United Nations Joint
Staff Pension Fund - Annual Report of the United Nations Joint Staff Pension Board for 1974 "?
In the absence of any objection, the resolution is adopted.

Is the Assembly willing to adopt the fourth resolution entitled "United Nations Joint
Staff Pension Fund - Appointment of representatives to the WHO Staff Pension Committee "? In

the absence of any objection, the resolution is adopted.
We now have to approve the report as a whole. Are there any objections to the approval

of the sixth report of Committee B? Isee none; the report is therefore approved.2

1 See p. 642.

2 See p. 645.
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4. REVIEW AND APPROVAL OF THE REPORTS OF THE EXECUTIVE BOARD ON ITS FIFTY -SIXTH

AND FIFTY - SEVENTH SESSIONS (continued)

The ACTING PRESIDENT:

Now we come to the conclusion of item 1.9: "Review and approval of the reports of the
Executive Board on its fifty -sixth and fifty- seventh sessions ". You will remember
that during the discussion on the reports of the Executive Board, it was stated that
an appropriate resolution noting these reports would be presented when the main committees had
finished their consideration of the part of the Executive Board's report which deals with the
programme budget for the financial years 1976 and 1977 (financial year 1977).

We are now in a position to adopt this resolution and I am taking the liberty of suggesting
a text which, I believe, reflects the comments I have heard regarding the reports and the
dedication with which the Executive Board carried out the tasks entrusted to it.

The Twenty -ninth World Health Assembly,

Having reviewed the reports of the Executive Board on its fifty -sixth and fifty -
seventh sessions;

Recognizing the progressive trend towards a more effective role of the Executive
Board in policy- making and assistance to the work of the World Health Assembly;

1. COMMENDS the Board on the work it has performed;

2. REQUESTS the President of the Twenty -ninth World Health Assembly to convey the
thanks of the Assembly to those members of the Executive Board who will be completing their
terms of office immediately after the closure of the current session of the Health
Assembly.

Are there any comments on this resolution? In the absence of any comments, the resolution

is adopted.1 May I once again thank the representatives of the Executive Board for having so

ably presented the reports of the Board to this Health Assembly.

5. TRANSFER OF AGENDA ITEMS FROM COMMITTEE A TO COMMITTEE B

The ACTING PRESIDENT:

I wish to inform the Assembly that the General Committee, at its meeting yesterday,

decided, under Rule 33(d) of the Rules of Procedure of the Health Assembly, to transfer the

following items from Committee A to Committee B: item 2.5.16: "Disability prevention and

rehabilitation ", and item 2.5.17: "Development of the antimalaria programme ". Further, the

General Committee decided that item 2.5.14: "Promotion of national health services relating

to primary health care and rural development ", and item 2.5.15: "Health technology relating

to primary health care and rural development" should be discussed together in view of their

interrelationship.

6. DATE OF CLOSURE OF THE TWENTY -NINTH WORLD HEALTH ASSEMBLY

The ACTING PRESIDENT:

The next item, ladies and gentlemen, is the date of adjournment of the Twenty -ninth

World Health Assembly.
The General Committee, during its meeting today, decided that the Twenty -ninth World

Health Assembly should close on Friday, 21 May 1976. There will be a plenary meeting

tomorrow; the exact time will be announced in the main committees.

7. SELECTION OF THE COUNTRY OR REGION IN WHICH THE THIRTIETH WORLD HEALTH ASSEMBLY

WILL BE HELD

The ACTING PRESIDENT:

The next item, ladies and gentlemen, is the selection of the country or region in which

the Thirtieth World Health Assembly shall be held. I should like to draw the Assembly's

attention to the fact that, under the provisions of Article 14 of the Constitution, the
Health Assembly, at each annual session, shall select the country or region in which the next

annual session shall be held, the Executive Board subsequently fixing the place.
In the absence of any invitation by a Member for the holding of the Assembly elsewhere,

I propose that the Thirtieth World Health Assembly shall be held in Switzerland. Are there

any comments? I see none; it is therefore so decided.

The meeting is adjourned. I recall that the main committees will resume their work

immediately.
The meeting rose at 2.45 p.m.

1 Resolution WHA29.62.
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Thursday, 20 May 1976, at 2.30 p.m.

President: Sir Harold WALTER (Mauritius)

1. FIFTH REPORT OF COMMITTEE A

The PRESIDENT:

The Assembly is called to order. Ladies and gentlemen, the first item on our agenda
is the fifth report of Committee A as contained in document A29/71. This report contains
three resolutions, which I shall invite you to adopt one by one.

Are you willing to adopt the first resolution entitled "Expanded programme on
immunization "? I see no objections; it is adopted.

Is the Assembly willing to adopt the second resolution entitled "Development and
coordination of biomedical research "? I see no objections;. it is adopted.

Is the Assembly willing to adopt the third resolution entitled "Système international
d'Unités - Use of SI units in medicine "? I take it that you have no objection; it is

adopted.
We now have to approve the report as a whole. Are there any objections to the approval

of the fifth report of Committee A? I see none; the report is approved.1 (I am sorry,

ladies and gentlemen, to have to put you through this routine, but unfortunately in these
modern times, routine still seems to be the order of the day.)

2. SEVENTH REPORT OF COMMITTEE B

The PRESIDENT:

The next report to be considered is the seventh report of Committee B as contained in
document A29/72. This report contains four resolutions, which I shall invite you to adopt

one by one.
Are you willing to adopt the first resolution entitled "Rheumatic diseases "? I see no

objections; it is adopted.
Are you willing to adopt the second resolution entitled "The need for laboratory animals

for the control of biological products and the establishment of breeding colonies (nonhuman

primates) "? Have you any objections? I see no objections; it is adopted.
Are you willing to adopt the third resolution entitled "Disability prevention and

rehabilitation "? I see no objections; it is adopted..

The fourth resolution is entitled "Health assistance to refugees and displaced persons
in the Middle East ". A delegation has requested that this resolution be put to the vote.
All those in favour of the adoption of this resolution please raise your cards. All those
against. Thank you. Abstentions. Thank you.

The result of the voting is as follows: number of Members present and voting, 70;

majority required, 36; votes for, 52; votes against, 18; abstentions, 17. The motion is

carried. The resolution is therefore adopted.
We now have to approve the report as a whole. Are there any objections to the approval

of the seventh report of Committee B?

Professor MENCZEL (Israel):

Mr President, distinguished delegates, as we have objected to the resolution on the

refugees in the Middle East, we object also to the report as a whole.

The PRESIDENT:

I take it there are no other comments. The report is approved.

1 See p. 642.
2
See p. 645.
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3. ANNOUNCEMENT

The PRESIDENT:

Before adjourning the meeting I recall that the main committees will resume their work
immediately and I hope that the two committees will make sure that the discussions are
stripped of anything that can prolong the debates. I wish very sincerely, distinguished
delegates, that before 6 p.m. you will report "all clear ".

The next plenary meeting will be held tomorrow morning at 9.30 and the closing plenary
meeting at 11 a.m., subject, of course, to the approval of the General Committee, which will
meet this evening as soon as the main committees have completed their work. Thank you,
ladies and gentlemen; the meeting is adjourned.

The meeting rose at 2.45 p.m.



FOURTEENTH PLENARY MEETING

Friday, 21 May 1976, at 9.30 a.m.

President: Sir Harold WALTER (Mauritius)

1. SIXTH REPORT OF COMMITTEE A

The PRESIDENT:

The Assembly is called to order. Ladies and gentlemen, I believe it is with a sigh of

relief that you see the end of the long day coming. But this meeting is going to be a very

short one. It will be an appetizer to the closure ceremony.
The first item on our agenda is the sixth report of Committee A as contained in document

A29/73. Here I must apologize. There is one resolution short in the Arabic version.

This has been one of the things that has happened in the hurry of printing and sorting out,

but it will be put right before 11 a.m. The report contains three resolutions, which I shall

invite you to adopt one by one.
Are you willing to adopt the first resolution entitled "Leprosy control "? I see no

objection; it is adopted.
Are you willing to adopt the second resolution entitled "Intensification of research on

parasitic and other communicable and tropical diseases "? I see no objection; it is adopted.

Are you willing to adopt the third resolution entitled "Health manpower development "?

I see no objection; it is adopted.
Now we have to approve the report as a whole. Have you any objection? I see none;

it is approved.1

2. EIGHTH REPORT OF COMMITTEE B

The PRESIDENT:

We shall now consider the eighth report of Committee B as contained in document A29/74.
Two resolutions are contained in this report and I will request you to adopt them one by one.

Are you willing to adopt the first resolution entitled "Development of the antimalaria
programme "? I see no objection; it is adopted.

Are you willing to adopt the second resolution entitled "Promotion of national health
services and health technology relating to primary health care and rural development "? I

see no objection; it is adopted.

We now have to approve the report as a whole. Are you willing to do so? I see no

objection; it is approved.2

May I remind you, ladies and gentlemen, that the plenary will be held at 11 a.m. The
meeting is adjourned.

1 See p. 643.

2 See p. 645.

The meeting rose at 9.40 a.m.
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Friday, 21 May 1976, at 11 a.m.

President: Sir Harold WALTER (Mauritius)

CLOSURE OF THE SESSION

The PRESIDENT:

The meeting is called to order, ladies and gentlemen. Without much ado, I am going to
ask the first delegate on my list of speakers representing the Regions to address you.
I shall now call on the distinguished delegate of Singapore, Dr Sivakami Devi, Medical
Superintendent, Outpatient Services, Ministry of Health. She represents the Western Pacific
Region. I have great pleasure in calling her to the rostrum.

Dr DEVI (Singapore):

Mr President, Vice -Presidents, Director -General and his staff, fellow delegates, ladies

and gentlemen, it gives me great pleasure to speak on behalf of my fellow delegates of the
Western Pacific Region at the closing session of the Twenty -ninth World Health Assembly.

Mr President, the year when you addressed the closing session of the Health Assembly on
behalf of the African Region you mentioned that some people are born great and some achieve
greatness, but you identified yourself as an individual on whom greatness was thrust. This
Health Assembly, after observing the manner in which you steered the plenary meetings, would
say that you indeed belong to the category of those who were born great. Apart from the
considerable skill that you showed in conducting the session, the humour that you always
managed to inject into your statements was greatly appreciated. In your absence, Mr President,
your Vice -Presidents performed their duties admirably.

On this occasion, we also wish to express our appreciation of the work of the Director -
General, Dr Mahler, whose now famous phrase "adapt, not adopt" is gaining acceptance in many
countries, for the realization of community health. His sufferings in the cause of
international health have not been in vain and his sincerity combined with his unique, clear
vision will see through, to a considerable extent, WHO's new role in the finding of solutions
to world health problems. To Dr Lambo, the Deputy Director -General, we also express our
thanks for the fine work that he has been doing with sincerity, and we extend our appreciation
to Mr Fedele, whose ability was specially remarked upon at the opening session of this Health

Assembly. The Chairman and the Vice -Chairmen of the two committees have had trying times in
their desire to keep the sessions to schedule. Their patience and tolerance, however, have
allowed lengthy discussions through which delegates were in a position to appreciate the vast
problems many countries are facing. These discussions will provide guidance to WHO in its
future activities. The Directors who summed up after each of the reports had been extensively
debated upon provided a great source of help to us. We should also like to express our thanks
and appreciation to the Rapporteurs, to all the people who work behind the scenes - the
interpreters, translators, and secretaries. Our special thanks go to the secretaries of the
two committees, Dr Christensen and Dr Sacks, for their extremely able guidance in the
committees' proceedings.

The World Health Assembly of 1976 had one great, momentous significance for us:
this was the year when it was publicly proclaimed that we are within months of the global
eradication of smallpox, which has been a scourge to mankind for centuries. This must be
regarded as a great achievement of the efforts of WHO and its Member States.

Lastly, on behalf of my Western Pacific Region colleagues, I should Like to place on
record our sincere appreciation of the leadership provided by our dedicated Regional Director,
Dr Francisco Dy. So, from the Western Pacific Region, our best wishes to those who are
remaining behind, bon voyage to those who are leaving, and till we meet again.

The PRESIDENT:

Thank you, Dr Devi. I have much pleasure now in calling on Dr Chuke, Director of Medical
Services, Zambia, the representative of the African Region. I call him to the rostrum.

Dr CHUKE (Zambia):

Mr President, it is an honour to Zambia to be asked to deliver this concluding speech for
the Twenty -ninth World Health Assembly on behalf of the African Region. This is an honour that

is highly appreciated by my delegation.

In probably less than one hour, Mr President, you will be obliged to invoke your
prerogative to declare this Health Assembly officially closed. The decisions that we have
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taken during the course of this Assembly will, as in previous years, affect the future
activities of our Organization. The full impact of some of our deliberations this year,
however, will only become apparent with time. Nevertheless, at this early stage, it is the
feeling of the African Region that the Twenty -ninth World Health Assembly has been a successful
and a memorable one. The success is not only embodied in the fact that we have finished our
discussionswithin the scheduled time, but is also depicted in the quality, the number, and the
practicability of implementation of the resolutions that we have passed. A significant
proportion of the credit for this success is directly due, Mr President, to the diligence

with which you and your able lieutenants have handled the complex series of meetings that
comprised this Health Assembly.

It has been memorable because the Organization openly discussed its internal contradictions
and has emerged from this severe test with a full conviction of its universality. No opposing
vote was cast against the new budget programme policy. This was to be expected, because in
this era of supersonic travel the physical distances that separate the various States on our
globe have ceased to be an effective cordon sanitaire. Furthermore, diseases do not respect
the artificial boundaries that have been created to designate political divisions. This fact
is tacitly implied in many of our activities in the past, as exemplified by the brilliant,
well coordinated, and successful onslaught against smallpox. Unfortunately, this has not
crystallized into an objective policy that would serve as a guideline for the programmes
undertaken by the World Health Organization. It is obvious that, by concentrating our limited
resources on problems that affect the health of the public in some areas, we are in effect
solving the health problems of the whole of mankind. This is a significant and epoch -making
achievement. The fact that this decision was taken is a testimony to the maturity of our
Organization and the universal confidence that it enjoys. The Director -General, Dr Mahler,
the Deputy Director -General, Dr Lambo, and the rest of the Secretariat deserve our congratu-
lations for the wisdom and foresight that they have displayed in guiding us successfully to
such a historical, crucial, and noble decision.

Under the leadership of the Director -General, it is becoming almost routine each year for
us to make a breakthrough in one or other aspect of the health activities of the World Health
Organization. Last year, it was the restructuring of our policy on research in the form of
resolutions WHA28.51 and WHA28.71. The prompt initiation of action called for in these
resolutions, as expounded in the deliberations of Committee A during this Health Assembly,
typifies the untiring efforts of the Director- General in tackling the urgent health problems
of mankind. Such prompt action is not peculiar to the special programme for research and
training in tropical diseases, but is also shared by many other divisions of the Secretariat.
It is an action that is possible only in an organization with a built -in high level of
efficiency. The African Region is proud to be part of the World Health Organization, for the
problems of this Organization are similar to our own problems in the territory of each Member
State. The most acute of these problems is the development of an efficient mechanism for the
solution of health problems with the minimal financial resources available.

It is with this background in mind, Mr President, that we once again commend Mr Fedele and
his staff on the efficient preparations for and the management of the Twenty -ninth World Health
Assembly, the interpreters for a job very well done, and the other personnel who have
contributed in one way or another to make this Health Assembly a successful one and the yearly
World Health Assembly something we always look forward to.

Finally, Mr President, I should like to take this opportunity to pay a tribute to the
Regional Director for Africa, Dr Quenum, for his commendable efforts to strengthen the
activities of the World Health Organization in our Region. His responsiveness to the basic
and urgent needs of the health services of the Member States, particularly in the fields of
health manpower development and primary health care, is a source of strength to all of us. We
do hope that his present drive for an efficient and active Advisory Committee on Medical
Research will materialize in a coordinated attempt to pool our meagre resources to tackle our
numerous health problems for the benefit of all Member States in the Region.

To all the distinguished delegates and observers to the Twenty -ninth World Health
Assembly, the delegates from the African Region wish a safe journey to their respective homes.
Bon voyage!

The PRESIDENT:

Thank you, Dr Chuke. I now have pleasure in calling upon Professor Oswaldo da Costa,
Director of the National School of Public Health of Brazil, to come to the rostrum and address
us on behalf of the Americas.

Professor DA COSTA (Brazil) (translation from the Spanish):

Mr President, Mr Director -General, fellow delegates, in accepting nomination to speak at
this august Assembly's closing meeting on behalf of the delegations of the Region of the
Americas I regard my task as a pleasant duty both because of the high honour it represents for



242 TWENTY -NINTH WORLD HEALTH ASSEMBLY, PART II

Brazil and because we are carrying out a decision of the American community, even though I am

aware of the enormous responsibility I shoulder in acting as spokesman for 31 countries with
over 600 million inhabitants.

The interest of the countries of the Americas in the gradual improvement of the world
health situation has been demonstrated ever since the first steps were taken to establish our
Organization as an agency, and has been maintained and extended by means of technical and
material contributions which, in a genuine spirit of solidarity, have been given by our Region
to WHO for the development of the activities which the Member States have considered to be of
high priority.

On this occasion, as at the previous twenty -eight Assemblies, important initiatives and
recommendations have been discussed and approved that have been based on the valuable technical
contributions and experience of each of the Member countries, thus making these meetings a real
forum for the exchange of scientific information of the highest quality and topicality. I

should like to emphasize the importance of some of the resolutions just adopted by this Assembly,
from the point of view of the Americas.

In the first place, we note with satisfaction the presence of the delegation of Surinam,
on this occasion as a Member of the World Health Organization. We may congratulate ourselves
on this new and valuable acquisition.

We are pleased that resolution WHA29.20 - on the Sixth General Programme of Work, for the
period 1976 -1983 - gives additional backing to the Pan American Health Organization for
continuing its guidance on the formulation of the medium -term programmes mentioned in the Ten -

Year Health Plan for the Americas for the period 1978 -1980, with such annual adjustments as
are considered necessary and in accordance with the provisions of that resolution.

Again, we are gratified to see reaffirmed in resolution WHA29.22 the need to discuss the
methodology and content of the reports on the world health situation and to help Member States
improve the quality and accuracy of their replies to the questionnaire that is sent them.
These measures will of course require greater care in the collection and processing of
statistics; in some cases they will mean the simplification of the information and they will
without any doubt increase the usefulness of these reports for the purposes of comparison.

In this respect, in view of the number of countries where Portuguese is spoken, we
consider as of great importance the decision to establish a Portuguese - language WHO centre for
classification of diseases in Brazil.

The budgetary adjustments which the Director -General is authorized to make to reimburse
the expenditure incurred for the purchase of supplies and equipment sent to Guatemala on the
occasion of the earthquake that occurred this year in that country reflect the total support of
the Assembly for prompt action by the policy bodies of the Organization in emergency situations.

The Executive Board's next organizational study - on WHO's role at the country level,
particularly the role of the WHO representatives - will be of supreme importance for improving
WHO's role and making it more effective. The changes that are occurring at an ever -increasing
rate in the health sector show the need for structural and functional modifications in the
bodies concerned with meeting the needs of the international community. The studies begun
last year with this same end in view by the Pan American Health Organization may represent an
additional contribution to the development of the work entrusted to the Executive Board.

The resolutions of this Assembly on WHO's human health and environment programme, the
health aspects of human settlements and community water supply and excreta disposal reflect,
in their recommendations to the Member States and requests to the Director -General, a desire

to quickly achieve ecological conditions that are less harmful to human wellbeing and health,
at least in the aspects made most amenable to control by widely applied types of technology.

Even with these restrictions, and presupposing technical concessions that do not
invalidate the purposes of these activities, the volume of financial, human and material
resources needed represents an immense investment, far beyond the reach of the countries and
their internal possibilities. To overcome these difficulties the governments have recourse
to international financial institutions for the granting of loans, which in the Americas
represented a total of US$ 900 million in the period 1961 -1970. To a large extent, this has
been due to the role played by PARO and the technical and administrative support which it has
given to the countries of the Americas.

Emphasis must be laid on the appeal made by this Assembly to the Member States and the
Director -General to direct all possible additional efforts to the control of schistosomiasis
and malaria, diseases which still affect a considerable proportion of the population of our
continent.

The great variety of disease patterns existing in the Region of the Americas, the multi-
plicity of the specific problems and the large areas lacking adequate health services have
impelled governments to consider as an urgent necessity the provision of simplified health
services for the vast rural areas as the only possible way of increasing coverage for rural
populations. In this respect the Americas have gained experience which has enabled us to
agree to the general adoption of these measures, despite the high degree of technological
sophistication that exists in the field of disease prevention and restoration of health.
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These considerations throw into relief the scantiness of the available resources in

relation to the magnitude and variety of the problems and the impossibility of finding solutions
in the short or medium term to those problems, taking into account the technical requirements
and the increasing social demand for health services, which are continuing to increase in cost.

We do not believe that international health bodies can meet the multiplicity of requests
sent to them, since that would require resources greater than those given them by Member States.

The commitment entered into by the Americas to give these bodies all possible support may
usefully be recalled. We may hark back to the decision taken in 1902 to establish an inter-
national health office in the Americas which later became the Pan American Health Organization
and which next year will celebrate its seventy -fifth anniversary. This shows the interest of
the Americas, their belief in participation in the health field on a world scale as well as in
the Region itself, and the help provided by the maintenance of centres for research and manpower
training.

The countries of the Americas are particularly glad that this Assembly has been able to
discuss and adopt resolutions of a technical and administrative nature which the ministers of
health and health professionals and technicians must now implement, with the help of the
Organization, for the benefit of the health of the peoples of the world.

The PRESIDENT:

Thank you, Professor da Costa. I now have much pleasure in calling on His Excellency
Dr Al Awadi, Minister of Public Health of Kuwait, to come to the rostrum on behalf of the
Eastern Mediterranean Region.

Dr AL AWADI (Kuwait) (translation from the Arabic):

Mr President, Mr Director -General, distinguished delegates to the Twenty -ninth World
Health Assembly, it is in truth a great honour for me to represent the Member States of the
Eastern Mediterranean Region on this occasion and to express to you the affection and esteem
which we feel for everyone assembled here. I find it difficult to put the full depth of our
fraternal feelings into words, which must always be an imperfect vehicle for such things,
however carefully one chooses them.

Mr President, the previous speakers have expressed their appreciation to all those working
in the plenary meetings and the main committees; we should like to pause briefly and reflect
on the achievements of this Twenty -ninth World Health Assembly, the importance of which can,
in my opinion, be compared only with that of the First Assembly at which this Organization was
established and its Constitution laid down. Our Organization's philosophy of promoting man's
advancement and enhancing his humanity from the health standpoint also conferred on man a new
dimension in which all aspects of his humanity were harmonized and integrated, and ever since
that day we have been striving on behalf of mankind for the realization of this lofty aspiration
which captured the imagination of the originators of our Organization's philosophy. I am
convinced that the resolutions adopted at the Twenty -ninth World Health Assembly will represent
a great step forward towards the realization of this great aspiration.

Here I feel bound to thank all those who supported us in seeking the adoption of
resolutions calling on the Organization to concern itself with the health conditions of peoples
living under difficult conditions in occupied lands, especially our brothers in the occupied
Arab territories. Mr President, anyone who read the Director -General's Report attentively and

listened to his statement and to the subsequent discussions and who has reflected a little on
the new, truthful values expressed in everything that was mentioned can perceive clearly that
there is a new tendency to bring our Organization back on to the right road in order that it
may achieve its lofty objectives. We ask for a concerted effort to consolidate this new
tendency and we also ask the Organization, through this new initiative, to assume responsibility
for guiding the philosophy of universal health and seeking to apply it. Our Organization
must become a pioneer in the dissemination of this philosophy and do all in its power to
implement it. I believe that in this new spirit the Organization will recapture its original
youth and vigour. The agreement to affirm its universal role and its active participation in
the provision of services and direct technical assistance to its Members realizes in concrete
form the high hopes of those who helped to lay the foundations of this humanitarian Organization.
I join with those assembled here in asking the Director -General, whose absolute dedication and
devotion to the principles of our Organization are familiar to all of us, to do everything in
his power to consolidate this new trend; and I also ask the members of the Executive Board to
be the guiding spirits in bringing about this transformation and to support the Director-

General in his endeavours to ensure a natural birth for the new thinking that must prevail and
which we will in no circumstances allow to miscarry.

Mr President, forgive me if I have allowed my thoughts to stray somewhat in this final
speech; it was simply because I felt that this Assembly was in truth an immensely important
turning point that merited reflection and discussion. I feel inclined to describe it as a
call for an intellectual revolution in the conceptual world of the Organization's Member States,
and your election to the presidency strikes me, Mr President, Sir, as a good omen for the
peoples of the world who stand in need of our dedicated endeavours at this time of crisis.
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In the nature of things, I cannot conclude these remarks without thanking all those who

have contributed to the success of this Assembly, including the persevering and skilful
interpreters. I should like to say a particular word of thanks to the Arabic - language

interpreters - especially since on a number of occasions I have pointed out that the Arabic
interpretation of a discussion was not up to the standard of the interpretations into the
other languages; this was in no way intended to disparage the excellent work of the inter-
preters, but I should like to see still greater efforts made to strengthen the use of Arabic
as a working language of this great Organization. To all those who have participated this
year in the first serious attempt to use Arabic as a working language I offer a thousand
thanks and congratulations. I also thank and congratulate all those in the Secretariat who
do so much to promote the success of our meetings; and our Regional Director, Dr Taba, and
his staff for their splendid and sincere efforts in our Region. May these efforts be redoubled
and concerted still more closely so that health and wellbeing may be achieved for everyone.
Finally, I wish the Organization every success and you, Mr President, health and happiness.
We do not say goodbye but au revoir, since we look forward to meeting again in future assemblies.
I wish everyone here a safe and prosperous return to his home and family and pray that we shall
meet again next year.

The PRESIDENT:

Thank you, Dr Al Awadi. Now I have much pleasure in calling on Professor L. Noro,
Director -General, National Board of Health, Finland, to come to the rostrum on behalf of the

European Region.

Professor NORO (Finland):

Mr President, Mr Director -General, ladies and gentlemen, dear colleagues: it is a great

honour and privilege for me to be addressing the closing session of the Twenty -ninth World
Health Assembly on behalf of the countries of the European Region.

First, I wish to thank warmly the President and the Vice- Presidents for the distinguished

and determined way in which they have conducted our discussions. We are also grateful to the

Chairmen and other officials of the committees and Technical Discussions for the work achieved.
I wish to pay special tribute to the Director -General's Annual Report and especially to

the Director -General's introductory speech, where he, with his outstanding vision and wisdom,
of health policies both in WHO

and in the Member States. In thanking Dr Mahler for his contribution, I also wish to thank his

excellent Deputy, Dr Lambo. Here I should also like to thank the representatives of the

Executive Board, Professor Kostrzewski and Dr Jayasundara. Speaking for the European

countries, I should like to direct my thanks especially to Professor Kostrzewski, who has
carried out his task here and in the Executive Board with exceptional dedication.

Looking back to our work during the last three weeks, one can say that this Health
Assembly has been one of the most important ones to the future of our Organization. The

problems we have discussed and the decisions we have made have really been of basic importance.
The Sixth General Programme of Work and the main subjects of our technical reports are the

central problems in our national work too.
Having been involved in the activities of WHO during the last 26 years, I should like to

say that the quality of our work has improved tremendously during this time and that we now
have an excellent technical staff and machinery, which has made our deliberations easy. The

high- standard background material has been at our disposal in the right place and at the right

time. During this Health Assembly, I have felt also that we delegates have succeeded in

talking more to the point and I hope that the WHO administration and staff have got out of us

what they expected. In the committees, the discussions have been conducted in a very open

atmosphere.
The agenda has been comprehensive. From the European point of view many important

technical matters have been discussed. I should like to mention only a few of them. First,

occupational health, which here in Europe is an old branch of medicine whose father was the

Italian, Bernardino Ramazzini, more than 250 years ago; and, secondly, more modern subjects,

such as road traffic accidents, cardiovascular diseases, and manpower development. These four

subjects are becoming more and more topical also in developing countries, and I only hope that

we, on the basis of our experience, can help our colleagues there.
Speaking for the countries of the European Region, I cannot pass by without mentioning

Professor Leo Kaprio, even though he is my countryman and my old friend from the time when we

entered the faculty of medicine together. I believe I am expressing the views of all the

countries of the European Region in thanking him for his leadership as regards both the health

concerns of the Region and the long -term programmes many of which have an influence that

carries beyond the European Region. As a representative of the host country of the Conference

on Security and Cooperation in Europe, I am particularly pleased to see the smooth development

of European cooperation in the sphere of WHO activities.
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During this Health Assembly we have carried out plenty of work, and for this we have to

thank the effective management of the Assembly. I think that every one of us has felt, behind

this whole machinery, the strong grip of the Director- General, Dr Mahler, and his staff, the

regional offices included. It has been a tremendous effort to prepare all the material needed

and take care that we delegates have got everything possible out of it. I admire the way in

which the staff has taken care of us. Thank you for it. My sincere thanks are directed to

our interpreters, too, who have made our thoughts, and many times our poor language, understan-

dable to our fellow delegates.
May I once more express, on behalf of the delegates of the European Region, our deepest

gratitude to all of you who have made this World Health Assembly a success.

The PRESIDENT:

Thank you, Professor Noro. I now have much pleasure in calling upon Dr Tuchinda, Under -
Secretary of State, Ministry of Public Health, Thailand, to come to the rostrum and speak on

behalf of the South -East Asia Region.

Dr TUCHINDA (Thailand):

Mr President, Mr Director -General, honourable delegates, ladies and gentlemen, it is a
great honour and pleasure to speak on behalf of my fellow delegates of the South -East Asia
Region at this closing session of the Twenty -ninth World Health Assembly.

First, I must pay tribute to you, Mr President, and thank you for the dignity and able
leadership with which you have conducted the Twenty -ninth World Health Assembly.

Next, the countries of the Region take this occasion to express their appreciation to the
Director -General, Dr Mahler, who once worked in our Region for a long time and has intimate
knowledge of the problems and difficulties of the countries of the Region. We all like his
frankness, his courage, his simplicity, and his dynamic and confident personality. We do not
forget the Deputy Director -General, Dr Lambo, who always assisted the Director -General so ably.

Coming to the regional level, I take much pleasure in expressing our gratitude to our
Regional Director, Dr Gunaratne, for the keen interest and enthusiasm which he has shown in
tackling the various problems facing the Region, and hope he will continue his efforts in future
with the same courage.

With regard to the Executive Board, I thank Professor Kostrzewski and Dr Jayasundara, the
representatives of the Executive Board, who have fulfilled their tasks with great ability.

Mr President, the Chairmen of Committee A and Committee B deserve a special mention for
their knowledge and for the patience and diplomacy with which they conducted the meetings and
tackled some of the difficult problems that arose in the committees from time to time. I

should like also to thank, on behalf of the countries of the Region, all the officers, the
Secretariat staff, and those who are behind the scenes, for making this Twenty -ninth World
Health Assembly a great success.

Mr President, a large number of resolutions have been adopted in this Health Assembly.
Of course, all of them are important. The South -East Asia Region is especially pleased with
many of these resolutions, such as those concerning health manpower development; those
relating to primary health care and rural development; and those concerning research on
parasitic and other communicable and tropical diseases. We hope that the Director -General
will find the most appropriate way of putting them into practice.

Finally, Mr President, I wish success to the World Health Organization in its work and
efforts to improve the health of all of the people of the world. Fellow delegates, I wish you
all a good journey home, bon voyage and au revoir.

The PRESIDENT:

Thank you, Dr Tuchinda. And now, ladies and gentlemen, may I call on your patience to
bear with me for my closing address.

Ladies and gentlemen, during the last three weeks we have worked together; we have
established or renewed friendships; we have exchanged ideas and produced what we can safely
claim to be useful work for the better health of mankind. I should like to share with you my
feelings on some of the issues discussed.

We have been pleased to hear Member States pledging themselves anew to achieving as soon
as possible the objectives laid down in our Constitution. The messages from so many countries,
nongovernmental organizations, United Nations specialized agencies, and other bodies, have
enabled us to measure the impact of WHO on the health status of the world. We have just heard
the spokesmen for the various Regions reflecting upon the past, looking forward to the future,
and analysing successes and failures alike.

It is significant that this year - the year of the United Nations' special concern about
the development of international economic cooperation - you should have elected a delegate from
a developing country to preside over this Health Assembly. Our Organization's experience
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points to the inescapable conclusion that aid to the less privileged nations must increase in
quantity as well as in quality, and that a true spirit of cooperation will then blossom. The
international organizations are the ideal instruments for promoting mutual understanding and
bridging the gap between the rich and the poor, regardless of colour or creed. WHO is, of
course, the perfect embodiment of this concept.

In my opening address, I mentioned the seventh special session of the United Nations
General Assembly on the development of international economic cooperation. Economic develop-
ment means socioeconomic development, and health - as was pointed out by all of you - cannot

be dissociated from socioeconomic problems. Our Director- General, in his challenging and
inspiring address, has laid great stress on the social perspectives in health. With your wise
counsel, WHO has taken up the challenge and this Organization will be increasingly involved in

multisectoral social and economic areas. You have gone further: you have laid down that at

least 60% of the World Health Organization's budget should be allocated to programmes and
technical cooperation. This will not be easy but, as in the past, I am convinced that the

Organization will brace itself to the task.
In your deliberations, you have stressed the importance of each country's planning

according to its real needs, according to its resources, and not by conservatism, blind

adoption, or vain prestige. The vast majority of populations here represented are rural and

are desperately short of medical services. The concept and programming of primary health
care have opened new challenges to our Ministries, and the target of health for all by the
year 2000, set by the Director -General, will certainly be achieved if there is the right
motivation in the Secretariat, in the Regions, and in the field, and a close understanding and
collaboration between the Health Ministries of the Member States and the World Health

Organization. The cross -pollinating impetus from all these components of the international
health community can only result in a more effective and richer community. I have no doubt
that, when we gather here next year, we shall have more than nominal advances on record.

Ladies and gentlemen, the Health Assembly has discussed many important problems and, in
particular, has approved the Organization's Sixth General Programme of Work, into which so

much thought and effort have gone. These guidelines will be a sure beacon for our activities

in 1978 -1983. While retaining the flexibility of the current general programme of work, the
next programme presents its objectives in greater detail. It reflects the four major areas of

concern that figure in the fifth programme - development of comprehensive health services,
disease prevention and control, promotion of environmental health, and health manpower
development - and adds two new objectives, namely, the promotion and development of biomedical
and health services research, and programme development and support. Appropriately, and

wisely, the new programme lays more emphasis on the relationship between health and socio-
economic development, and the interaction of health and other sectors. To give substance to
such a programme, you voted many resolutions that will have far -reaching effects on the new

health order of the world.
It is not unnatural, in such an Organization, that some of the resolutions and several of

the discussions should have political implications. Let us not fear this, for the reverse of

what I said in my opening address is, indeed, equally true: freedom from disease, hunger and

poverty is meaningless unless accompanied by political freedom. We can rightly be proud of
the fact that, even when the discussion was most heated, the rules of fair play were rigidly
observed, and mutual respect and harmony always prevailed. In this connexion, I should like

in all humility to leave with this Health Assembly, for reflection and meditation, the famous
statement of Wendell Phillips:

"When you have convinced thinking men that it is right, and humane men that it is just,

you will gain your cause. Men lose half of what is gained by violence. What is gained

by argument is gained forever."

The method of work of our Assembly is improving every year. This is in no mean measure
due to your wisdom, self -discipline, and parliamentary fairness. In past closing speeches, a
recurrent lament was the burden of night sessions. This year, I am proud to say, we have had

none.
In these days of inflation, our Organization is showing great concern for efficiency and

productivity. The subject of our next organizational study will be WHO's role at the country
level, particularly the role of WHO representatives. It is therefore inevitable that we, at
the Health Assembly, should ask ourselves whether we are, in fact, carrying out our duties in
the most efficient and economical way and, if not, whether we could not devise ways and means

to streamline and shorten this three -week marathon. Every day of this Health Assembly costs

a fortune. The world, therefore, has a right to expect from us the same standards of

efficiency and economy as we demand from the Secretariat and the field.

The fight for health, and against disease, cannot be won by individual countries but only
by the world as a team. It is useless to rid one country of all communicable diseases unless
its neighbours are similarly cleared. No customs or police outposts at the frontiers can
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keep mosquitos, tsetse flies, or other vectors out. My wish is, therefore, that while
retaining our right to fight for our political ideologies we should at all times try to make
WHO worthy of its name - an Organization concerned with the health of the world, the whole
world, without exception.

Has one ever analysed and realized how much effort, imagination, good will, and organiza-
tion go into making such a vast forum possible? When everything runs so smoothly, one cannot
but be amazed. The Secretariat, from the Director -General to the invisible secretaries and
typists, to the messengers and drivers, deserves all our congratulations and gratitude. All
of us, chairmen, delegates, observers, have found invaluable help constantly at hand. In
this presidency, I have been supported loyally and continuously by friends and colleagues whose
knowledge, devotion, and experience have made my task so much easier.

The chairmen of the Executive Board, the main committees and Technical Discussions must
be congratulated on the efficient way in which they conducted their meetings. Last, but not
least, fellow delegates, distinguished representatives, I thank you all for your cooperation,
discipline, and understanding. May I wish you godspeed and success in your efforts to make
this world a happier and healthier place to live in.

I declare the Twenty -ninth World Health Assembly closed.

The session closed at 12.10 p.m.





SUMMARY RECORDS OF MEETINGS OF COMMITTEES

GENERAL COMMITTEE

FIRST MEETING

Tuesday, 4 May 1976, at 12.40 p.m.

Chairman: Sir Harold WALTER (Mauritius),
President of the Health Assembly

1. PROVISIONAL AGENDA OF THE TWENTY -NINTH WORLD HEALTH ASSEMBLY

After pointing out that the terms of reference of the General Committee were laid down
in Rule 33 of the Rules of Procedure of the Health Assembly, the CHAIRMAN drew the Committee's
attention to the application for membership of WHO submitted by the People's Republic of
Angola, which the Director -General had received on 2 April 1976 and had transmitted to all

Members on 14 April. The Committee might wish to recommend the Assembly to include that
application in its agenda under item 1.11 "Admission of new Members and Associate Members" as
subitem 1.11.1 "Application for membership by the People's Republic of Angola ".

It was so decided.

Dr MARTINS (Mozambique) stated that his delegation hoped that the application would be

considered by the Health Assembly as soon as possible and suggested that the item be
discussed at the start of the plenary meeting in the afternoon.

Dr BOAL (Guinea -Bissau), Dr VENEDIKTOV (Union of Soviet Socialist Republics),
Professor NATHANIELS (Togo) and Dr BULL (Zambia) supported the proposal.

It was decided that the application for membership by the People's Republic of Angola
would be discussed at the plenary meeting in the afternoon, immediately after the adoption
of the agenda and the allocation of items to the main committees.

The CHAIRMAN pointed out that in the title of item 3.2 "Supplementary budget for 1976
(if any) ", the words "if any" should be deleted, since a supplementary budget for 1976 was

in fact being submitted to the Assembly. The same correction should be made to the title
of item 3.3.3 "Members in arrears in the payment of their contributions to an extent which
may invoke Article 7 of the Constitution (if any)" because that item would have to be

considered by the Assembly.

It was so decided.

The CHAIRMAN drew the Committee's attention to the supplementary item entitled "Use of
the Executive Board Special Fund" under which the Director -General wished to report to the
Health Assembly on the use made of the Special Fund to assist earthquake victims in Guatemala.
The report prepared by the Director -General on the subject would be transmitted to the Assembly

in due course. The Committee might wish to recommend the addition of that item to the agenda

of the Assembly.

-249-
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It was so decided.

The CHAIRMAN suggested deleting, under item 3.5 of the agenda "Working Capital Fund"
subitems 3.5.1 "Advances made to meet unforeseen or extraordinary expenses as authorized by
resolution WHA28.25, Part C, para. 2(1) (if any)" and 3.5.2 "Advances made for the provision
of emergency supplies to Member States as authorized by resolution WHA28.25, Part C,
para. 2(2) (if any)" as no such advances had been made from the Working Capital Fund at the
time of the opening of the Twenty -ninth World Health Assembly.

It was so decided.

2. ALLOCATION OF AGENDA ITEMS TO THE MAIN COMMITTEES

The Committee recommended allocating the agenda items to the main committees as shown
in the provisional agenda drawn up by the Executive Board, on the understanding that items
could subsequently be transferred from one committee to another depending on the progress of
the work of each of the committees.

It was decided to assign the consideration of the supplementary item, "Use of the
Executive Board Special Fund" to Committee B.

It was agreed that subitem 1.11.1 "Application for membership by the People's Republic
of Angola" would be considered at a plenary meeting; the same would apply to items 1.12 to
1.16.

3. PROGRAMME OF WORK OF THE HEALTH ASSEMBLY

Dr MARTINS (Mozambique) urged that in view of its importance item 3.14 "Coordination

within the United Nations system" should be discussed as soon as possible in Committee B, as
it was known that many ministers of health would be unable to stay until the end of the
Assembly's session.

The DIRECTOR- GENERAL stated that it was up to the committee' concerned and not the

General Committee to determine the order in which the agenda items would be considered.
The matter referred to by Dr Martins should therefore be raised in Committee B.

The Committee drew up the programme of meetings for the afternoon. It then fixed the
timetable of meetings for Wednesday 5 May and Thursday 6 May; after being informed that,
already,76 speakers had expressed a wish to take part by Thursday in the general discussion
on items 1.9 and 1.10 of the agenda, and following a long exchange of views, the Committee
decided that the Assembly would hold plenary meetings from 8.30 a.m, to 12 noon and from
2.30 p.m. to 6 p.m. and that speakers wishing to take part in the general discussion would
be called to speak in the order in which they had registered, with no deviation from that
rule.

It was decided that at the plenary meeting on the Thursday morning the President would
invite members to put forward suggestions for the election of Members entitled to designate
a person to serve on the Executive Board.

After a statement by Dr ALDEA, General Chairman of the Technical Discussions, the
Committee recommended that the Technical Discussions on "Health aspects of human settlements"
should be held throughout the day on Friday 7 May and on the morning of Saturday 8 May.

Finally, it was decided that the main committees would meet, as at previous Assemblies,
from 9.30 a.m. to 12 noon and from 2.30 p.m. to 5.30 p.m. The General Committee would meet
either at 12 noon or at 5.30 or 6 p.m.

The meeting rose at 1.30 p.m.
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SECOND MEETING

Thursday, 6 May 1976, at 6.5 p.m.

Chairman: Sir Harold WALTER (Mauritius),
President of the Health Assembly

PROGRAMME OF WORK OF THE HEALTH ASSEMBLY

After listening to Professor RENGER (Democratic Republic of Germany), Chairman of
Committee A, and Dr SACKS (Secretary of Committee B), speaking on behalf of the Chairman of
Committee B, on the progress of the work of their Committees, the General Committee drew up
the programme of meetings for Monday, 10 May, and Tuesday, 11 May.

The meeting rose at 6.15 p.m.

THIRD MEETING

Monday, 10 May 1976, at 12.15 p.m.

Chairman: Dr H. J. H. HIDDLESTONE (New Zealand),
Vice -President of the Health Assembly

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

The CHAIRMAN, after pointing out that the procedure for drawing up the Committee's
proposals for the election of Members entitled to designate a person to serve on the
Executive Board was governed by Article 24 of the Constitution and by Rule 99 of the Assembly's
Rules of Procedure, drew the members' attention to the documents provided, as follows:

(a) a table showing the geographical distribution of the Executive Board by region;
(b) a regional list of the Members of the World Health Organization who were, or had
been, entitled to designate persons to serve on the Executive Board;
(c) a list, in alphabetical order by region, of Members whose names had been suggested
following the announcement made in the plenary meeting by the President of the Assembly
under Rule 98 of the Rules of Procedure of the Assembly;

(d) lastly, a table showing the present composition of the Executive Board, with the
names underlined of those of the Members that had designated a person to serve on the
Executive Board whose terms would expire at the end of the Twenty -ninth World Health
Assembly and who would have to be replaced: China, Democratic Yemen, Federal Republic
of Germany, Guyana, Iran, Japan, Malawi, Poland, Switzerland and United States of
America.

At the request of the CHAIRMAN, the DEPUTY DIRECTOR -GENERAL read out Rule 99 of the
Rules of Procedure of the Assembly.

The CHAIRMAN reminded the meeting that in previous years the General Committee had been
required to transmit to the plenary Assembly a list of twelve Members and then a list of eight
Members - selected from the list of twelve Members - which in the Committee's opinion would
provide, if elected, a balanced distribution of the Board as a whole. Of recent years that
procedure had given rise to difficulties; the number of candidatures put forward had sometimes
not been sufficient to enable a list of twelve Members to be drawn up. The General Committee
had consequently had to propose names itself, which had led to embarrassing situations and
misunderstandings since some regions had already agreed upon their own candidates.

The Twenty- eighth World Health Assembly had accordingly decided to amend Rule 99 of the
Rules of Procedure, which now stipulated that the General Committee was not required to
transmit to the Assembly a list containing more names than there were seats to fill on the

Board. It could now propose either just ten names, if it so wished, or up to fifteen names,
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in which case it was required to recommend the names of ten Members on the list which would
provide, if elected, a balanced distribution of the Board.

In view of the provisions of Rules 79, 80 and 81 of the Rules of Procedure on the
subject of elections by secret ballot, which were based on the principle that in any ballot
the exact number of places to be filled should be determined in advance, the Committee was
unable to vote on an indefinite number of candidates between ten and fifteen. He accordingly
suggested adopting the following procedure, which might also be applied at subsequent
Assemblies: the names suggested under Rules 98 and 99 of the Rules of Procedure and the
names proposed by word of mouth during the meeting should constitute the list of candidatures,
which would be closed at the end of the general debate. If that list contained only
ten names it would be transmitted to the Assembly without a vote, in accordance with Rule 77
of the Rules of Procedure; if it contained between eleven and fifteen names, the Committee
would be required to select those to be placed on the list of ten Members. Lastly, if there
were more than fifteen names on the list, the Committee would first have to draw up a list
of fifteen Members, and then a list of ten Members selected from the list of fifteen.

Dr VENEDIKTOV (Union of Soviet Socialist Republics) said he would prefer the Committee to
follow the procedure previously used, that is to say to vote by secret ballot on the list of
eleven Members whose names had been suggested, leaving it up to the members of the Committee
to add any names they wished, which would prevent lengthy discussions devoted to the oral

presentation of candidatures. When that vote had been taken the candidates receiving the
fewest votes would be eliminated, and the Committee would then draw up a list of ten Members
selected from those on the first list.

Professor AUJALEU (France) considered that members of the General Committee should have
complete freedom to put forward candidatures as provided for in Rule 99 of the Rules of

Procedure. When all the names proposed were known, a trial vote should be taken to provide

the necessary guidance.

Mr GUTTERIDGE (Director, Legal Division) observed that the members of the Committee
should take into account the purpose of the changes made in the election procedure laid down

in the Rules of Procedure. Previously the Committee had been required to put forward a
greater number of candidates than there were seats to fill, even if it had to propose the
names of Members which had expressly stated that they did not wish to be candidates. Moreover,

the number of candidatures had been unlimited. Under the new procedure suggested by the

Chairman, on the other hand, the exact number of candidates would be known before the vote was
taken, since the only names considered would be those contained in the list submitted to the

General Committee and those suggested during the meeting.

Dr VENEDIKTOV (Union of Soviet Socialist Republics), raising a point of principle, felt
that the right of members of the Committee to put forward candidatures should not be restricted.
He pointed out that the regional groups did not always reach unanimous decisions as to the
choice of candidates for their Regions. If the General Committee should select the name of
a Member which did not wish to be a candidate, that Member would be quite at liberty to inform
the plenary Assembly that it did not wish to stand.

Professor SULIANTI SAROSO (Indonesia) pointed out that at the present Assembly the
regional groups had designated candidates after lengthy discussions, and wondered whether the
General Committee could go against decisions taken by those groups and present new candidates.

Professor AUJALEU (France) proposed that members of the Committee should present candida-
tures orally, after which the list should be closed and a trial vote taken. It was likely

that at the present Assembly the candidates would not number more than fifteen, but if in
another year more names were to be put forward, the usefulness of a preliminary ballot would be

obvious.

Dr VENEDIKTOV (Union of Soviet Socialist Republics) was not opposed to the Committee
taking a trial vote, although he did not see the need for it. However, he could not agree to
the list of candidates being closed before the vote. Members of the General Committee had
always had the right to put forward candidatures either orally or during the first ballot,
and the same procedure applied to the Assembly during the election of senior officers of the

Secretariat.

Sir Henry YELLOWLEES (United Kingdom of Great Britain and Northern Ireland) suggested that
members of the Committee might add names in secret to the list of suggestions received under
Rule 98 of the Rules of Procedure, to which the names proposed orally would also be added.
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Mr GUTTERIDGE (Director, Legal Division) took the view that new candidatures could be
put forward either orally during the discussion or in secret (during a secret ballot or in the
manner described by the United Kingdom delegate). The rules governing Assembly elections did
not generally set any limit to the number of candidates; nevertheless, the Committee could
decide in advance to confine the vote to the candidatures already proposed.

Professor AUJALEU (France) stressed that if names were to be added during a secret ballot
an exploratory vote would be essential.

Professor DOGRAMACI (Turkey) commented that only a small number of Member States were
represented on the Committee and it was difficult to know whether or not countries were
willing to stand as candidates. If the principle of secret selection of the names put forward
were to be retained, it would be appropriate to hold a trial ballot, which could prove

indispensable at future Assemblies.

Dr VENEDIKTOV (Union of Soviet Socialist Republics) considered that the proposal of the
United Kingdom delegate was not acceptable from the legal point of view. The Committee was
required, however, to draw up a list of candidates. It could take a trial vote on the eleven
names proposed, then a definitive vote, and after that draw up a list of ten Members selected
from the previous list.

Dr EHRLICH (United States of America) asked how the Committee would be informed of the
number of candidates under consideration at the trial vote.

Mr GUTTERIDGE (Director, Legal Division) stated that a problem did indeed arise if the
vote were to take place before the members of the Committee knew the number of candidates.
The main function of the trial vote was to provide guidance for the definitive vote; if more
than fifteen names were selected in the preliminary vote, the list would then have to be
reduced to fifteen names.

Dr VENEDIKTOV (Union of Soviet Socialist Republics) pointed out that in the preliminary
ballot the number of names to be selected was fixed between ten and fifteen, so that any
ballot paper containing fewer than ten or more than fifteen names would be regarded as null
and void. At the next ballot, the members of the Committee would be required to draw up a
list of not less than ten names and not more than fifteen names in the light of the results
of the first ballot. Lastly, in the final vote, the Committee would draw up a list of ten
Members whose names would have to be selected from the previous list.

In reply to a question by Professor SULIANTI SAROSO (Indonesia), Mr GUTTERIDGE (Director,
Legal Division) explained that members of the Committee were not bound by the trial vote.
In the first ballot proper, only candidates which obtained the required majority would be
selected. If there were not more than ten, a fresh vote would not be required; otherwise
a further vote would be taken.

Dr LEÓN (Argentina) stressed the need to take into account an equitable distribution of
seats on the Executive Board during the voting.

Dr VENEDIKTOV (Union of Soviet Socialist Republics) supported Dr León's statement. He

was surprised that Mr Gutteridge had referred to the "required majority" at the first defini-
tive ballot. It would seem to be sufficient to eliminate the names which came after the
fifteenth on the list.

Dr MARTINS (Mozambique) agreed with the delegate of Argentina. The problem seemed to
him simple: it would be sufficient to select ten names from the eleven names suggested,
taking geographical distribution into account, and to transmit them together with the eleven
names to the Health Assembly, which would decide as it thought fit.

Mr GUTTERIDGE (Director, Legal Division) explained that the required majority was in the
case in question a simple majority of votes cast. That rule was difficult to apply if there
were more than ten candidates. The Committee had to decide whether it would transmit a list
of more than ten names to the Assembly. If ten candidates obtained the majority of votes,
only those ten names would appear on the list. Otherwise it would be necessary to make an
exception to the rules governing the election.

Professor AUJALEU (France) pointed out that the Committee was required to draw up a list
of ten Members, taking into account an equitable distribution of seats on the Executive Board,
but it was also required to submit to the Assembly the names of further candidates, up to a
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maximum of fifteen, from which the Assembly could choose if it so wished, as had occurred in
the past.

Dr VENEDIKTOV (Union of Soviet Socialist Republics) thought that in the first definitive
ballot - the sole purpose of which was to draw up a list and not specifically to designate
candidates - the fifteen countries receiving the largest number of votes should be regarded
as selected. However, if when the list of ten names was drawn up some countries should fail
to receive enough votes, further votes would have to be taken until all the seats were filled.

Mr GUTTERIDGE (Director, Legal Division) pointed out that the purpose of the amendments
to the election procedure was to reduce the number of Members proposed. If the list drawn up

in the first definitive ballot contained more than ten names, the names of up to five Members
coming after the tenth would also have to be transmitted to the Assembly, it being understood
that Members could withdraw their candidature before the Assembly if they wished.

Sir Henry YELLOWLEES (United Kingdom of Great Britain and Northern Ireland) said he took
it that, under the new procedure, the fifteen names proposed would represent a definite wish
of the General Committee, and not, as previously, a choice of convenience.

Mr GUTTERIDGE (Director, Legal Division), summing up the procedure proposed, explained
that the Committee could start with a general discussion during which new names could be
put forward, after which a trial vote would indicate the general pattern of thinking and
possibly bring to light new candidatures; then the definitive vote would be taken. If ten

candidates obtained a majority of votes they would be regarded as selected and the Committee
would transmit their names to the Health Assembly.

Dr VENEDIKTOV (Union of Soviet Socialist Republics) thought it would be difficult to
secure an equitable distribution of seats on the Board if the candidates accepted in the
definitive ballot had to obtain the "required majority ".

Mr GUTTERIDGE (Director, Legal Division) stressed that the trial vote would enable a list

to be drawn up by secret ballot; if there were fifteen or fewer names on the list it would
then be necessary to draw up a list of ten names, and if there were more than fifteen names
on the list the Committee would have to draw up a new list of fifteen names, followed by a

list of ten names.

Dr EHRLICH (United States of America) remarked that the actual selection could not be
made until after the trial vote.

Mr GUTTERIDGE (Director, Legal Division) confirmed that interpretation: the basic

purpose of the trial vote was to restrict the number of candidates.

Dr CHUKE (Zambia) also stressed the need to take into account an equitable geographical

distribution when the lists were drawn up.

After a further exchange of views, it was decided that after a general discussion during
which new candidates could be put forward, a trial vote would be taken, it being understood
that members of the Committee would be able to include in the list the name of any Member of

their choice. The Committee would then draw up a list of not more than fifteen Members and
not less than ten Members in the light of the results of the trial vote, and disregarding the

"required majority" rule. Finally it would draw up a list of ten Members, chosen from the
previous list, which would provide, if elected, a balanced distribution of seats on the

Executive Board.

Mr KLOUTSE FO KODJOVI (Togo) announced that the African group of countries had decided in

favour of the candidature of Zambia.

The CHAIRMAN invited Professor Sulianti Saroso (Indonesia) and Mr Kloutsé fo Kodjovi

(Togo) to act as tellers.

A trial vote was taken by secret ballot.

Dr MARTINS (Mozambique) and Dr BOAL (Guinea- Bissau) reminded the Committee that the African

group of countries had declared its support for the candidature of Zambia.

Professor AUJALEU (France) and Professor DOGRAMACI (Turkey) said that the European Region
group of countries had decided to support the candidatures of Czechoslovakia, Greece and the

United Kingdom of Great Britain and Northern Ireland.
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Dr AGUILAR PAZ (Honduras) announced that the Central American group of countries had
decided to support the candidature of Honduras.

Dr FARAH (Tunisia) announced that the group to which most of the countries in the
Eastern Mediterranean Region belonged had decided to support the candidatures of Pakistan and

Qatar.

Professor SULIANTI SAROSO (Indonesia), on behalf of the countries of the South -East, Asia
Region, thanked those members of the Committee who had voted for India, but pointed out that
at the present Assembly the South -East Asia Region was not seeking a seat on the Board.

The Committee took a further vote by secret ballot to draw up a list of not more than
fifteen and not less than ten Members which would be transmitted to the Health Assembly.

2. PROGRAMME OF WORK OF THE HEALTH ASSEMBLY

After Dr AGUILAR PAZ (Honduras), Chairman of Committee B, and Professor RENGER (German
Democratic Republic), Chairman of Committee A, had reported on the progress of the work of
their Committees, the General Committee confirmed the programme of meetings for Tuesday,
11 May, and drew up a provisional timetable of meetings for Wednesday, 12 May, and Thursday,

13 May.

3. PROPOSALS FOR THE ELECTION OF MEMBERS ENTITLED TO DESIGNATE A PERSON TO SERVE ON THE
EXECUTIVE BOARD (resumed)

The CHAIRMAN announced that the following eleven countries had obtained a substantial
majority: Pakistan, Zambia, Czechoslovakia, Fiji, Greece, Philippines, Qatar, United
Kingdom of Great Britain and Northern Ireland, Honduras, Cuba and Peru. The two last -named

had obtained an equal number of votes.
Six other countries followed with a considerably smaller number of votes. A gap of eleven

votes separated the first two of them from the last two countries listed above.

After an exchange of views on whether the Committee should transmit to the Assembly a list
of eleven, thirteen or fifteen Members, it was decided to transmit to the Assembly the list of
eleven countries given above.

The CHAIRMAN reminded the Committee that only names appearing in the list of eleven
Members could be included in the list of ten Members.

A vote was taken by secret ballot to establish the list of ten Members which, in the
Committee's opinion, would provide, if elected, a balanced distribution of seats on the
Executive Board as a whole.

The following countries (in the French alphabetical order) were selected: Fiji, Greece,
Honduras, Pakistan, Peru, Philippines, Qatar, United Kingdom of Great Britain and Northern
Ireland, Czechoslovakia and Zambia.

The CHAIRMAN read out the Committee's report containing the names of the eleven Members
proposed, accompanied by the names of the ten Members which, in the Committee's opinion,
would provide, if elected, a balanced distribution of seats on the Executive Board as a whole.
The report would be distributed on Tuesday, 11 May, and could thus be submitted to the plenary
Assembly on Thursday, 13 May.

The meeting rose at 3.50 p.m.
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FOURTH MEETING

Tuesday, 11 May 1976, at 5.35 p.m.

Chairman: Dr A. R. AL AWADI (Kuwait),

Vice -President of the Health Assembly

PROGRAMME OF WORK OF THE HEALTH ASSEMBLY

After hearing statements by the Chairmen of the main committees on the progress
of the work of their committees, the General Committee confirmed the timetable of meetings
for Wednesday, 12 Njay,and fixed a new programme of meetings for Thursday, 13 May.

The meeting rose at 5.50 p.m.

FIFTH MEETING

Thursday, 13 May 1976 at 12.35 p.m.

Chairman: Sir Harold WALTER (Mauritius),
President of the Health Assembly

1. ALLOCATION OF AGENDA ITEMS TO THE MAIN COMMITTEES: TRANSFER OF ITEMS

After listening to the Chairmen of the main committees on the progress of the work of
their Committees, the General Committee decided under Rule 33(d) of the Rules of Procedure of
the Health Assembly to the transfer from the agenda of Committee A to that of Committee B
items 2.5.4 "WHO's human health and environment programme ", 2.5.5 "Community water supply
and waste water disposal (mid- decade progress report) ", 2.5.10 "Schistosomiasis ", 2.5.11
"Mycotic diseases ", 2.5.12 "Rheumatic diseases" and 2.5.13 "The need for laboratory animals

for the control of biological products and the establishment of breeding colonies ".

2. PROGRAMME OF WORK OF THE HEALTH ASSEMBLY

The Committee fixed the programme of meetings for Friday, 14 May, Saturday, 15 May, and

Monday, 17 May.

The meeting rose at 12.45 p.m.

SIXTH MEETING

Monday, 17 May 1976, at 5.40 p.m.

Chairman: Sir Harold WALTER (Mauritius),
President of the Health Assembly

PROGRAMME OF WORK OF THE HEALTH ASSEMBLY

Dr TUCHINDA (Thailand), Vice -Chairman of Committee A, and Dr P. S. P. DLAMINI (Swaziland),
Vice -Chairman of Committee B, reported to the General Committee on the progress of the work

of their committees.

The Committee drew up the programme of meetings for Tuesday, 18 May, and Wednesday,
19 May.
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It was agreed that at its next meeting the Committee would fix the date of closure of
the Health Assembly.

The meeting rose at 5.50 p.m.

SEVENTH MEETING

Tuesday, 18 May 1976, at 5.35 p.m.

Chairman: Sir Harold WALTER (Mauritius),
President of the Health Assembly

1. ALLOCATION OF AGENDA ITEMS TO THE MAIN COMMITTEES: TRANSFER OF ITEMS

Dr P. S. P. DLAMINI (Swaziland), Vice -Chairman of Committee B, and Professor RENGER
(German Democratic Republic), Chairman of Committee A, reported to the General Committee
on the progress of the work of their committees.

After an exchange of views the Committee decided to transfer items 2.5.16 "Disability
prevention and rehabilitation" and 2.5.17 "Development of the antimalaria programme" from the
agenda of Committee A to that of Committee B.

2. PROGRAMME OF WORK OF THE HEALTH ASSEMBLY

The Committee broadly outlined the programme of meetings for Thursday, 20 May.
In order to speed up the work it was suggested that items 2.5.14 "Promotion of national

health services relating to primary health care and rural development" and 2.5.15 "Health
technology relating to primary health care and rural development" should be considered

together.
It was agreed that the chairmen of the main committees could decide, in consultation

with the President of the Assembly, to convene their committees for night meetings if the

pressure of work so required.
Finally, following an exchange of views, the Committee decided to fix the definite date

for the closure of the Assembly at its meeting on the following day.

The meeting rose at 5.55 p.m.

EIGHTH MEETING

Wednesday, 19 May 1976, at 12.35 p.m.

Chairman: Sir Harold WALTER (Mauritius),
President of the Health Assembly

1. DATE OF CLOSURE OF THE HEALTH ASSEMBLY

Professor RENGER (German Democratic Republic), Chairman of Committee A, and
Dr Z. M. DLAMINI (Swaziland), Vice -Chairman ad interim Committee B, reported on the progress

of the work of those Committees.

After an exchange of views, the General Committee decided to fix the date of closure of

the Assembly for Friday, 21 May.
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2. PROGRAMME OF WORK OF THE HEALTH ASSEMBLY

The General Committee drew up the programme of meetings for Thursday, 20 May.

It was decided that the main committees should meet from 8.30 a.m. to 1 p.m. and from
2.30 to 6 p.m.; a plenary meeting would be held at a time to be decided upon later.

The meeting rose at 12.45 p.m.

NINTH MEETING

Thursday, 20 May 1976, at 6 p.m.

Chairman: Sir Harold WALTER (Mauritius),
President of the Health Assembly

1. PROGRAMME OF WORK OF THE HEALTH ASSEMBLY

Professor RENGER (German Democratic Republic), Chairman of Committee A, and Dr SACKS
(Secretary of Committee B), speaking on behalf of the Chairman of Committee B, informed the
General Committee that the committees had completed their work.

The Committee drew up the programme of meetings for Friday, 21 May.

2. CLOSURE

After the customary exchange of courtesies, the Chairman declared the work of the
Committee at an end.

The meeting rose at 6.10 p.m.



COMMITTEE A

FIRST MEETING

Wednesday, 5 May 1976, at 2.30 p.m.

Chairman: Professor F. RENGER (German Democratic Republic)

1. ELECTION OF VICE - CHAIRMAN AND RAPPORTEUR

The CHAIRMAN drew attention to the third report of the Committee on Nominations
(see page 641),in which Dr Tuchinda (Thailand) had been nominated for the office of

Vice - Chairman and Professor Sadeler (Benin) for that of Rapporteur.

Decision: Dr Tuchinda and Professor Sadeler were elected Vice - Chairman and

Rapporteur respectively by acclamation.

2. ORGANIZATION OF WORK

Agenda, 2.1

The CHAIRMAN said that the Committee had a heavy programme to go through and he
recommended that it should begin with item 2.3, go on with item 2.4 and then approach the many
technical subitems in item 2.5 in the order indicated in the agenda. Item 2.2 would be

taken when Committee B,had completed its consideration of items 3.2, 3.3, 3.4 and 3.11 and
submitted its reports to Committee A on the relevant items.

It was so agreed.

3. SIXTH GENERAL PROGRAMME OF WORK COVERING A SPECIFIC PERIOD: 1978 -19831 Agenda, 2.3

Professor KOSTRZEWSKI (representative of the Executive Board) said that the Executive
Board at its fifty -fifth session had set up a Working Group to prepare the Sixth General

Programme of Work.2 A Secretariat working group had also been set up and an unparalleled

effort had been made. The Board's Working Group had met four times in 1975 and early 1976. It had

sought to define the role and function of WHO for the period under consideration and had taken
long -term trends into account for the first time.

The Executive Board's study had revealed profound changes in the world since the
inception of WHO, including important changes in the relationships between countries and
considerable strengthening in the cooperation between them. The implementation of the Sixth
General Programme of Work would depend on such cooperation. It was among the challenges of
the period to provide a speedy and widespread application of scientific discoveries and to
ensure a proper contribution of health to social development. To achieve that it was
essential that the health care services should be closely associated with other social

services. For the integration of health development with economic and social development
realistic and flexible intersectoral planning processes were required. Only in that way
could the gap between needs and resources be filled.

The Executive Board believed that comprehensive national health services and
a comprehensive system were required in delivering health care, especially primary health care.
The participation of the community was essential for that purpose. Into such a national
health system other forms of health care, such as disease control, could be integrated in order

to provide essential care to all in need.
Another challenge to WHO was to ensure that the health aspects were taken into account in

all matters concerning the environment. A prominent place had been given to the promotion
and development of biomedical and health services research, which was essential in enabling
WHO to give advice on the appropriate methods of dealing with health problems. Much
prominence was also given to health manpower development. Yet another important point that
came under scrutiny was methods of financing programmes and services. The Organization's role
and functions had varied at different periods during its history in response to the world

health situation; in the draft Sixth General Programme of Work they were once again defined.

1 WHO Official Records, No. 233, 1976, Annex 7.

2 For membership, see WHO Official Records, No. 224, 1975, p. xx, No. 228, 1975,

p. 34 and No. 232, 1976, p. 11.
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The programme criteria and the various areas in which WHO should be involved were set out

clearly in the draft before the Committee, and he would merely stress the Organization's
coordinating role. The section on the medium -term implications of long -term trends only gave
a first glimpse of what WHO could do in the future. In that respect, the work on public
health forecasting would become a permanent part of WHO's work, and it was to be hoped that
the pattern of the health services and of health service manpower until the end of the century
could be forecast.

The major field and directions for WHO programme activities in the period 1978 -1983 would
be a blend of country, intercountry, regional, interregional and worldwide activities that
derived from the unique position of WHO as well as from its statutory, financial and other
possibilities. A number of major areas of concern were set out in the draft Programme of Work
and subdivided into other objectives. Emphasis had been placed on the definition of output
indicators, since only at the country level could programmes be quantified in that way.
Another important emphasis was on inbuilt evaluation of programmes. National needs and
priorities needed to be carefully determined, for on their basis regional priorities and
global priorities could be determined. An essential part of all programmes was that the
actual achievement should be compared with what had been planned, and the section on evaluation
was a new one reflecting the views of the Executive Board (resolution EB57.R17).

The Sixth Programme of Work was a great step forward and its implementation called for
a spirit of cooperation among Member States.

Dr ALAN (Turkey) said that the draft Sixth General Programme of Work was very well
prepared. He did not wish to discuss it in detail, but he thought that the question of the
training of teachers should be provided for within it, since it was teachers who would in turn
train the personnel and help build the health infrastructure within countries.

Professor SCEPIN (Union of Soviet Socialist Republics) said that the draft Sixth General
Programme of Work as presented in the document contained valuable proposals and provided a
logical and comprehensive approach to the problem. It contained a good assessment of the
world health situation, but it was important to realize that insufficient information was
available to provide a complete assessment, and was therefore merely a starting point for more
complete assessments in the future.

A successful attempt had been made, in section 5, to forecast trends, taking into account
information obtained from individuals, groups, countries and regions. WHO should continue to
collect data from all possible sources, for it was only on the basis of such information that
it could establish the future trends of its own activities.

The objectives, as set out in section 9, were well defined, and the indication of methods
and approaches for implementation at the global, regional and country levels made the
Programme more specific than previous General Programmes of Work. The introduction of output
indicators for most activities was to be welcomed; perhaps they were not all very specific,
but it was a first attempt, and represented an important step forward. Similarly, the
section on evaluation was not very precise; but evaluation was a difficult subject, and a
beginning had been made.

The Sixth General Programme of Work seemed to be in line with the interests of all
Member States. Its successful implementation, however, would largely depend on a number of
additional steps to be taken by the Organization- in particular, those outlined in the draft
resolution contained in resolution EB57.R45 and now before the Committee. Those steps
included annual reviews of the Programme, in -depth studies and evaluation of particular
programmes, and continuation of the study of long -term trends.

Dr MIRAMS (New Zealand) said that the range of problems in the important document before
the Committee was daunting. The economic constraints on WHO and its Member States were
unlikely to disappear in the near future and, in spite of WHO's resources and dedication, it
might not be practicable to carry out the entire Programme as it might be wished. It was

essential therefore to establish priorities in order to ensure that what resources were
available were effectively deployed. The kind of thing that could be done was indicated by
the smallpox programme.

Professor MECKLINGER (German Democratic Republic) felt that the draft Sixth General
Programme of Work reflected the development of WHO activities. He especially approved of the
aim to establish national health services: an aim which had been implemented in his country
over the past three decades, although some problems still remained. In the German Democratic
Republic, the planning of health services formed part of overall socioeconomic planning, with
particular emphasis on coordination and discussion at central and local levels. The
experience gained, as well as the trained experts available, could prove useful to WHO.



COMMITTEE A: FIRST MEETING 261

Dr KHALIL (Democratic Yemen), referring to the proposed aim of developing an information
system, asked what steps had already been taken and what the future targets were.

Sir Henry YELLOWLEES (United Kingdom of Great Britain and Northern Ireland) welcomed the
new orientation of WHO activity as set out in the draft Sixth General Programme of Work and
supported the delegate of USSR in his approval of the proposals on evaluation. He felt that
the interrelationship of social, economic and health factors was well recognized and that
government and community policies should balance those factors, bearing in mind their
particular needs and resources. He noted the clear indication of the responsibility of
governments for the development of programmes applicable to their individual needs and within
the resource capabilities. The emphasis on primary health care programmes and thus on
maternal and child health, nutrition and communicable disease control was welcomed. The
United Kingdom supported, in particular, the priority given to biomedical research, especially
on developing preventive and therapeutic measures against tropical parasitic diseases. The
method by which WHO could maintain coordination through its WHO representatives gave it
a unique opportunity to assist in the aims of the programme.

Dr FUNKE (Federal Republic of Germany) welcomed, in particular, the proposals on the
promotion and development of biomedical and health services research (section 14) and those on
programme development and support (section 15). The introduction of the integration of
continuous evaluation as a topic on its own was a valuable change. She felt that linking
health with socioeconomic and other factors reflected an approach which took into account
changing conditions throughout the world. Although the delegate of New Zealand had suggested
a ranking of priorities, Dr Funke felt that such a ranking would reduce the flexibility of the
programme on a global scale. The needs of developing countries should be met, although it was
also true that the problems of industrial countries became, in time, those of developing
countries.

Dr CUMMING (Australia) supported the delegate of the Federal Republic of Germany in
thinking that the proposals should remain flexible and form a framework to be adapted to suit
individual countries or regions. He also welcomed the proposals on the promotion and
development of biomedical and health services research and those on programme development and
support, which he felt, would benefit both developing and developed countries. The
introduction of evaluative measures into the programmes was to be welcomed. WHO should be
involved in programmes where its unique position was an advantage but avoid programmes which
could as well be carried out by national or other bodies.

Dr EHRLICH (United States of America) drew attention to paragraph 2,subparagraphs (a),
(b) and (c) of the draft resolution contained in Executive Board resolution EB57.R45 which, he
felt, were of major importance in implementing the Programme. He therefore urged support for
that draft resolution.

Dr KLIVAROVA (Czechoslovakia) supported the draft Sixth General Programme of Work; it

formed a sound basis for future work in the field of health, the principal objectives covering
the major health questions concerning the Organization as a whole, the individual regions and
countries. The proposals represented maximum aims for some countries, whereas in others, many
of the proposed programmes were already being implemented and considerable experience had

already been acquired - for example, in Czechoslovakia.
The section on evaluation (section 16) - which had not been included in previous General

Programmes of Work - called for a more detailed and specific definition of programmes,
indicating the time limits within which the various parts of the programmes should be imple-

mented; such a study of the effectiveness of proposed programmes should lead to a higher
quality of work and more effective use of budgetary resources.

It was important that the Programme should take into account the socioeconomic conditions of
the individual countries, bearing in mind the fact that the different levels of socioeconomic
development affected the medical services, the health status of the population, and demographic

indices. Those aspects should be taken into consideration in drawing up the long -term global

programmes, the regional programmes and the country programmes. Regular review and evaluation

of the global long -term and medium -term programmes were essential.

Section 11, on disease prevention and control, did not lay sufficient stress on cancer

(in line with resolution WHA27.63), or cardiovascular diseases. Czechoslovakia attached

great importance to oral health, but it could hardly merit the same emphasis.
Czechoslovakia was prepared to assist in working out the details of the medium -term and

long -term programmes and in their implementation, to provide consultants, and assist in the

training of personnel (as outlined in section 13, on health manpower development).
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Professor LEOWSKI (Poland) welcomed the draft Sixth General Programme of Work. Although
"In most cases regional and global targets have been difficult to define" (section 16, second

paragraph), the success with smallpox showed that targets could be achieved. The development
of epidemiological surveillance services was proposed: but there might be other approaches
through research and community studies of health problems leading to the development of new
strategies which were easier to implement, especially in developing countries.

Dr OBIANG -OSSOUBITA (Gabon) approved the draft Sixth General Programme of Work, which was
flexible enough to be adapted to different countries.

Referring to the diseases dealt with under section 11 on disease prevention and control,
he drew attention to the importance of sickle -cell disease, for which there was no effective
remedy at the present time but only such symptomatic treatment as blood transfusion or
analgesics. He would like to see, as in the case of cancer, an institute for research on
sickle -cell disease, sponsored by WHO. If there were such institutes in the developed
countries, he would be grateful to hear of them.

He also emphasized the importance of occupational health in the developing countries.
Even though there might be little industry, those countries - to close the economic gap -
were obliged to exploit to the utmost their available manpower, and to employ workers already
suffering from malnutrition or parasitic diseases, as indicated in the draft Sixth General
Programme of Work. Moreover, medical facilities at factory level were often insufficient in

the developing countries. The problem was one that required a special approach.

Dr TOTTIE (Sweden) endorsed many statements already made, especially those by the
delegates of the Federal Republic of Germany and the United Kingdom. The importance of
primary health care had rightly been stressed in the draft and by several speakers in plenary.
The further development of the nutrition programme was of particular importance and could be
encouraged by front -line health workers. Another essential point in the implementation of
the Sixth General Programme of Work was the recognition that psychosocial factors were of
growing importance to health throughout the world, both inside and outside the working environ-

ment. The development of health programmes must form part of a country's social and economic

development. In general his delegation endorsed the proposed Programme of Work.

Dr CASSELMAN (Canada) said that a review of the documents concerning WHO's General
Programmes of Work covering Specific Periods showed a remarkable evolution, culminating in the
draft before the Committee.

Using the Sixth General Programme of Work as a basis, countries could develop more
specific plans appropriate to their needs, whether on a global, regional or country basis.
At times, Canada, like New Zealand, had been seriously concerned at the lack of clearly defined
priorities and specific evaluation criteria. Those were of great importance when dealing with
financial matters, the allocation of resources and the measurement of the effectiveness of a
programme, as well as when dealing with bilateral and multilateral aid agencies which were so
important with regard to extrabudgetary resources. Nevertheless, his delegation recognized
the importance of the flexibility provided by the present programme of work. The validity
of any general programme of work was proved by what was made of it. In that connexion, his
delegation supported the draft resolution proposed by the Executive Board.

Dr VILCHIS (Mexico), said that the 10 -year national health plan in his country covered 20
different areas which could fit into the six principal objectives set forth in the Sixth
General Programme of Work, which was flexible enough to be adapted to the needs of every

country. It listed first of all the problems common to all countries, then the main public
health sectors to be dealt with according to their importance in each country, and lastly the

ways in which WHO could help countries to attain those objectives. His delegation therefore

supported the draft Sixth General Programme of Work.

Professor WU Chieh -ping (China) said that health work affected not only the health of the

masses, but also national prosperity and economic development. His delegation consistently

held that the existing problems such as poverty and shortage of doctors and medicines in many
countries, particularly those from the Third World, was caused by the long -term aggression and
exploitation of imperialism, colonialism, neo- colonialism and hegemonism, which must be
conquered and national independence safeguarded before the health situation of a country could

be changed. China was pleased to note that the Third World countries, whilst struggling
persistently to maintain their national independence, were overcoming all obstacles in the way

of progress and developing their national economy, culture and health work.

The Sixth General Programme of Work should find its expression in that international

situation. The activities and manpower, material and financial resources of the Organization
should be directed primarily to meeting the health needs of the Third World countries. Upon
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the request of the countries concerned, and respecting their independence and sovereignty,
WHO should help them independently to develop their national health work, particularly in

rural areas. WHO's programme must be carried out in accordance with the specific conditions

of the particular country. In the training programme for health personnel, priority must be
given to those at the basic level. The masses must be actively mobilized to improve environ-
mental sanitation and to control disease vectors, with particular emphasis on immunization

campaigns. Physical culture should be developed to build up people's health. Local

resources must be fully used in the prevention and treatment of frequently occurring diseases.
In scientific research, theoretical study must be related to actual practice and field
investigation strengthened to meet health needs at the basic level.

Professor SULIANTI SAROSO (Indonesia) said that the draft Sixth General Programme of Work
covered not only all aspects of health problems but also the approaches and activities needed
to solve them. However, to guide the Organization, it must study priorities in order to make
best use of the limited resources available. It had been generally agreed that smallpox
eradication had been a well selected priority. Similar priority programmes were necessary
steps in attaining the goal of health for all by the year 2000. WHO should therefore assist
countries by providing essential appropriate technology and biomedical and health services
research and by training health personnel.

She realized that health priorities varied with the countries concerned. For instance,
cancer and cardiovascular diseases were more important in the industrialized countries than
communicable diseases. On the other hand, every country could adapt the Sixth General
Programme of Work to suit its own needs. She therefore urged the World Health Assembly to
think about clearly selected priorities which could have a practical application and then
select suitable activities to attain those objectives.

Dr THOMPSON (Nigeria) said that he considered the draft Sixth General Programme of Work

flexible and comprehensive enough for countries to set their own priorities according to their
level of development. For instance, in its Third National Development Plan 1975 -1980,

Nigeria was to increase its medical and health care coverage from 25% to 60% through integrated
health care services in which both curative and preventive services would be available.
However, the basic difficulty was manpower development. That important issue was referred
to in section 9 of the document, but management principles and administration should be
taught to health workers at all levels according to their level of education and responsibili-
ties in order to enable them to appreciate the cost /benefit ratio of their expenditure and to
be in a position to persuade finance ministries to approve their advance proposals and use
the limited financial resources in the most economic way.

Dr GOEL (India) welcomed the interest shown in the draft Sixth General Programme of Work
in many fields of special concern to his country. Its flexibility was particularly appropriate
because each country could work out is own solutions in the light of its national priorities
and economic and social situation. The list of priorities laid down by his Government could
be fitted into the six main areas listed in the draft. He wished, however, to emphasize the
overriding importance of population dynamics in relation to total health care and the social
and economic development of many countries. His country for one had recently instituted a
new population programme.

Mr CABO (Mozambique) said that his delegation endorsed the priorities set forth but
wished to point out that for the programme to be successful, all peoples must be committed
to its implementation. He therefore stressed the importance of health education and the
mobilization of the public to that end, which were the determining factors in the success of
any health programme.

Dr BORGONO (Chile), said that his delegation approved the draft Programme of Work, which
was flexible enough for each country to adapt it to its own situation and needs. However,
precise priorities should be set in line with the extent of the problems and the real possi-
bility of solving them. Without such priorities, no evaluation would be possible. There
were two basic elements in the health programme: first trained personnel so distributed that
they covered the whole country, and secondly adequate financing without which even the best
programme could not be successful. All the objectives could therefore not be attained at the
same time and the rational use of valuable resources was essential to success in the short and
medium term. International coordination was also important to avoid duplication between the
work of multinational agencies and that covered by bilateral agreements between countries.

Dr VIOLAKI- PARASKEVAS (Greece) endorsed the Sixth General Programme of Work, which was
presented in a new form and provided an appropriate policy framework. Thanks to its
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flexibility it could be adjusted at the local, national, regional and international levels.
The glossary of terms appended helped in understanding the text.

Dr KEITA (Mali) said that the sixth of the principal objectives in the draft Sixth
General Programme of Work (section 9) unlike the first five, which were all true objectives,

seemed to describe the means to be adopted in order to attain those objectives through
cooperation with international institutions or the integration of health programmes in social

and economic development plans. He would like clarification of why that point had been

included in the objectives.

Professor ORHA (Romania) said that a problem of major importance connected with the
Sixth General Programme of Work was the institution of basic medical assistance throughout the

world, where at present it varied so much in quality and quantity. His delegation particularly

appreciated the realistic approach of the draft Programme, which recommended that WHO's efforts
should be concentrated on the development of primary health care through the strengthening of

national health services. His delegation would prefer to revert to the subject again under

agenda item 2.5. Romania's health policy over the past 30 years had been based on that very
concept of a comprehensive policy, covering all aspects of health and not merely those of

medical and personal services.
With regard to the role and functions of WHO during the period 1978 -1983 (section 4), the

major objective of the Organization should be to help Member countries in analysing and
evaluating the principal health problems and their scope, trend and importance in the general

social and economic context of the country concerned; working out and instituting long -term,

short -term and annual programmes integrated in the country's general development plan and
evaluating their possibilities of success in the light of the situation in the country and the

cost /benefit obtainable.
Lastly, since nothing could be achieved without considering the human factor, it was

important to provide national health structures and infrastructures suited to the stage reached
and capable of gradual improvement as new categories of personnel were trained.

Dr ALFA CISSE (Niger) said that every region and every Member country would find matter
for reflection and pertinent suggestions in the draft Sixth General Programme of Work.
However, even the best programme depended on those who had to implement it. Earlier Programmes
which had probably been just as farseeing as the present one, had had to be abandoned or sub-
stantially amended in certain regions due to human factors which had hampered their execution.
Although the problems of developing countries were accentuated by lack of resources, very

often, when they requested aid from governmental or nongovernmental organizations, they were
frustrated by the apparent lack of understanding of those responsible for granting that aid.
Such considerations should be borne in mind in the implementation of the Sixth General

Programme of Work.

Professor DAVIES (Israel) said that the comprehensive nature and adaptability of the
draft Programme of Work had been proved by the comments made during the discussion. Almost

every specific problem which had been brought forward could be incorporated into the Programme

and had been dealt with in one of the sections. His delegation therefore supported its

adoption.

Replying at the CHAIRMAN'S request to the points raised during the discussion,

Professor AUJALEU (France), Chairman of the Working Group on Preparation of the Sixth General
Programme of Work, said that three general matters had been raised in several statements.
First, the Secretariat would note the advice given by the delegates and the relative importance
to be attached to different activities and would take them into account when implementing the

programme. It would also call upon governments which had offered help in certain sectors.

Secondly, the number of lines devoted to different sections of the draft Programme should not
be understood as indicating their relative importance. Lastly, many delegates had referred

to priorities. That matter had not escaped the notice of the Working Group since one of the
criticismsmadeof the Fifth General Programme of Work had been that it did not define priorities

clearly enough. On the other hand, many delegates would have been very critical if strict

priorities had been given to the different sections. A certain amount of flexibility was

therefore essential. On the other hand, it could not be said that no priorities were indicated.

They were implied under section 6 on programme principles and even more clearly stated in the
six principal objectives listed in section 9. He had been pleased to note that several
speakers had declared that the priorities already established in their own plans and programmes
could easily be fitted into the broad lines of the Sixth General Programme of Work as proposed.

In reply to specific questions, the Turkish delegate had said that enough attention had
not been given to the training of teachers. That matter was dealt with in section 13.2.2.
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The comments made by the delegates of New Zealand, the Federal Republic of Germany,
Australia, Canada, Mexico and Indonesia, had mainly concerned priorities.

The delegate of the German Democratic Republic seemed to think that the document was a
plan rather than a programme, in which view he was quite correct, but the word "programme" had
to be used because it appeared in Article 28(g) of the Constitution of the Organization.

In reply to the inquiry of the delegate of Democratic Yemen, he said that section 15.1.2
of the draft dealt with the development and application of efficient managerial information
and evaluation systems for the planning and operation of health programmes.

He agreed with what the Australian delegate had said about evaluation and wished to
reiterate that the criteria for programme selection were mainly a question of priorities.

The United States delegate had laid greater stress on the draft resolution contained in
resolution EB57.R45 than on the Programme itself. Everyone must bear in mind that the imple-
mentation of the Sixth General Programme of Work was a continuous process which would probably
have to be amended in the light of developments in medical science and the social or economic
development of different countries.

The Czechoslovak delegate had expressed her regret that cancer and cardiovascular diseases
had not been given more emphasis than oral health. In fact, all those activities had been
placed on the same footing in the document so that individual countries could decide how much
importance to give to each.

He welcomed the references by the Polish delegate and others to flexibility of approach
since that had been the aim of the Working Group. As regards targets, many activities were
unlike smallpox eradication and it had proved impossible to define them in numerical terms.
With regard to that delegate's comments on epidemiological surveillance, the section on
research contained various references to new strategies and their adaptation not only to
objectives, but also to the local situation in each country or region.

The delegate of Gabon would realize sickle -cell disease was difficult to define since
although it was transmitted as a disease of genetic origin, it was not a classic communicable

disease. It was not specifically mentioned but was covered under the section on maternal and
child health (section 10.3) and could be considered under that on noncommunicable diseases

(section 11.2.3).
With regard to the Nigerian delegate's remarks concerning management training, it had been

decided to include all training in a special section. The same principle had been followed in

the case of research.
In reply to the delegate of India, the importance of the population problem had not been

overlooked and it was included in the section on maternal and child care.
If the reference in the document to health education and mobilization of the population

was not clear enough, the remarks of the delegate of Mozambique would have clarified the

matter for the Secretariat.
Although the delegate of Mali had said that the question of programme development and

support constituted a means rather than an objective, every means was in fact an objective

and every objective a means for improving world health.
He believed that the comments by the delegate of Romania on the role and functions of WHO

were reflected in the draft, although the Working Group had had to respect the resolution of

the World Health Assembly defining those functions. The importance of the human factor and

of structures and infrastructures had been treated at length in the draft.
With regard to the Programme's dependence on those who implemented it (referred to by the

delegate of Niger), emphasis had been laid in the draft Sixth General Programme of Work on

personnel questions because that had been one of the criticisms made concerning the Fifth

General Programme of Work. Human behaviour was always a difficult matter, but every effort

should be made to prevent it hampering the implementation of the programme.

Dr QUENUM (Regional Director for Africa) said that sickle -cell disease, along with other
haemoglobinopathies was a major concern in many African countries and, within the regional
network of biomedical research centres, he intended to establish a number of sections to deal

with that very important problem. The possibility for activities on these subjects already

existed in Abidjan.

The meeting rose at 5.45 p.m.



SECOND MEETING

Thursday, 6 May 1976, at 2.30 p.m.

Chairman: Professor F. RENGER (German Democratic Republic)

1. SIXTH GENERAL PROGRAMME OF WORK COVERING A SPECIFIC PERIOD: 1978 -1983 Agenda, 2.3

(continued)

The CHAIRMAN drew the Committee's attention to the draft resolution proposed in
Executive Board resolution EB57.R45, paragraph 3.

Decision: The draft resolution proposed by the Executive Board in resolution EB57.R45

was approved.1

2. REPORT ON THE WORLD HEALTH SITUATION Agenda, 2.4

The CHAIRMAN said that since the item had received considerable attention at the fifty -
seventh session of the Executive Board, he would ask Professor Kostrzewski to inform the
Committee about the conclusions reached by the.Board.

Professor KOSTRZEWSKI (representative of the Executive Board) said that in response to
resolution EB55.R18, the Director -General had submitted to the fifty- seventh session of the

Board a report on the purposes and use of the report on the world health situation, alter-
native standards for those reports, detailed proposals for the content of future reports,
frequency of publication, the mechanism of their preparation and the languages of issue.
A timetable had also been given for the preparation of the sixth report, as well as approxi-
mate production costs. The Board, following a debate of some length of the various issues,
had adopted resolution EB57.R46 and requested the Director -General to submit a report on the
subject to the Twenty -ninth World Health Assembly.

Professor SCEPIN (Union of Soviet Socialist Republics) said that in recent years
discussions at the World Health Assembly and the Executive Board had shown that delegates of
practically all Member States recognized the great information value of the periodic reports
on the world health situation, which provided a rare opportunity to obtain a global picture

of the health situation. Although there were sometimes certain deficiencies in the infor-

mation provided, its significance could not be overestimated. The reports not only helped
health workers in Member countries with comparative analysis, but were also of great value
for planning and evaluating WHO's activities in the various countries. Moreover, the
request to countries to provide statistical data for inclusion in the reports served as a
form of catalyst for the development of information sources.

With regard to the recommendations made by the Executive Board at its fifty- seventh
session, his delegation considered that, although the prior review of the report by the
World Health Assembly entailed certain additional costs, it enhanced the significance of the

report, and the practice should not be abandoned. He welcomed the proposals that the reports

should include a critical evaluation of major health programmes, as well as a separate section

on biomedical research. His delegation also agreed that WHO should cease the present prac-

tice of issuing supplements. It supported the suggestion that, for the preparation of future
reports, various sources of information should be used, including information amassed by WHO -

but only after consultation with the Member States concerned. In the past, the information
had been obtained mainly from answers to questionnaires, but unfortunately many Member States

did not reply. WHO should therefore work out an appropriate methodology for collecting
information from countries on the health situation, on the basis of such questionnaires.
To facilitate the task of governments, WHO should, as far as possible, pre- answer the question-
naire, as suggested in section 6.5 of the report of the Director -General - government
authorities being requested to confirm, correct or complete, as necessary.

1 Transmitted to the Health Assembly in the Committee's first report and adopted as
resolution WHA29.20.
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Dr CUMMING (Australia) said that his delegation welcomed the proposal to rationalize the
approach to governments for the completion of questionnaires collecting information for the
report on the world health situation, in view of the difficulty of preparing replies to the

many repetitive and complicated questionnaires received from a number of different inter-
national agencies. Australia was willing to submit and update relevant information but found
it difficult to ensure accuracy in view of the frequent requests and sometimes poorly defined
questions. That must be even more true of countries with smaller public services.

The report itself should contain more information on the way in which health services
were delivered in each country, for example, whether health care was predominantly delivered
through private practice, government health services, or a combination of the two. His
delegation, however, strongly supported the proposal that in future the report should place
more emphasis on the analysis and evaluation of information regarding the status of health in
the different countries rather than be purely descriptive. It would also support a more
detailed assessment of significant health trends in the world as a whole and in individual
countries.

The main source of information for the report must naturally be Member States themselves.
The stimulus of gathering and preparing information for the WHO questionnaire should be a

strong encouragement to countries to develop adequate systems for the collection of the basic
health data, upon which effective forward health planning must be based, and perhaps for them
to seek WHO assistance in that area. His delegation supported the proposal that the report
should, as in the past, contain a global review and country reviews. The suggestion that it
should be produced as a separate publication rather than in the Official Records series would
lead to wider distribution and greater use. That would also enable it to be published some
six months earlier than before so that it would be less out of date. The Australian
delegation also supported the proposal that the report should be published at intervals of
six years in order to fit in with the General Programme of Work of the Organization; that
would also be less costly in terms of staff time and finance than a four -yearly report.

Professor DAVIES (Israel) said that his delegation in general welcomed the proposals set
out in the Director -General's report. It supported the recommendations to proceed with a
global review and country reviews which would permit analysis and comparison of the health
indicators of different groupings of countries and not only those with geographical juxta-

positions. As outlined section 6.2 of the report, the best way to obtain reliable basic
data was to encourage Member States to develop a health information system for their own use.
His delegation, therefore suggested that special efforts should be made to assist them, where
necessary, to develop data collection systems and establish a health information division in
each ministry of health. The content and comprehensiveness of such information would
naturally vary, but an effort should be made to standardize methods and definitions in order
to facilitate international comparison.

In view of the emphasis laid by the Director -General in his opening address and by the
Chinese delegate at the previous meeting of the Committee on the importance of viewing health
service as an integral part of social progress, his delegation suggested the incorporation
into the report of a number of indices of social organization, welfare and progress in order
to permit the analysis of their interaction with health indicators under different circum-
stances. Often the indicators available were not particularly reliable and it would be
desirable to use the data gathered for the report as a basis for detailed analysis and

intersector correlations in an attempt to generate new measurements. Earlier information and
different methods of prediction could also be tested against subsequent progress. That was,

of course, a major research undertaking extending the general scope of the biomedical research
programme, but its results might be important to all Member States in planning and evaluating
their own health services. In order not to be a burden on the budget provided for the
preparation of report, outside funds might be sought for that purpose.

Dr SILVA (Nigeria) welcomed the proposal that the report should be published every six
years which would give developing countries more time to collect the information required.
In order to ensure that more countries replied to the questionnaire, WHO must give more
assistance to developing countries in the field of health and vital statistics.

As political developments in many countries had a profound bearing on health developments
throughout the world, it would be valuable to include that point in the questionnaire as well
as socioeconomic factors. Increased involvement of the regional offices and WHO representa-
tives in the exercise would ensure improved coverage. The regional offices should also send
reminders to Member States between the end of September 1977 and February 1978 to encourage
health ministries to complete the questionnaire ahead of the deadline.

Dr FUNKE (Federal Republic of Germany) welcomed the new type of annual reporting suggested
in section 6.8 and agreed with the recommendations concerning the structure, content and
frequency of publication. Her delegation was also in favour of separate publication without
submitting a draft to the World Health Assembly, which would save time and thus ensure more



268 TWENTY -NINTH WORLD HEALTH ASSEMBLY, PART II

up -to -date information. Within the country reviews, it would be an improvement for the users
to have more interpretation and analysis on the state of health of populations in the context
of social and economic development, as well as a more detailed assessment of health trends in

the world. It should, however, be borne in mind that the quality of the report would largely

depend on the statistics and comments provided by Member States. Greater efforts were

required to achieve better comparability of health indicators and statistics. She agreed
with the delegate of Australia that the relevance of the report was not limited to information

purposes, but that it served as a continuous incentive for each Member State.

Dr BONDZI -SIMPSON (Ghana) agreed with the general recommendation that the report should
be presented as a global analysis and assessment of the world health situation, together with
country reviews, which would enable changes in the health status of countries to be assessed.
In order to facilitate statistical data compilation, it might be more appropriate to put
forward a standardized reporting format to be used by all Member countries. His delegation
also agreed with the Board's recommendation that the report should be published every six
years without prior review by the World Health Assembly, thus saving money in days of rising
costs.

Dr ALFA CISSÉ (Niger) suggested that the report should be in two parts, one analytical,
reflecting the information provided by each country in the region, from the WHO regional

offices, and a synthesis prepared by WHO headquarters. That would entail a double compila-
tion of data, firstly by the regional offices through regular consultations between governments
and regional offices which would enable them to give headquarters an objective evaluation of
the health situation of each country, and if necessary advice concerning the aid required by

the region or by the individual countries. Subsequently, headquarters would establish, with
the help of the regional experts, an approved version of the report. In that way, the world
health situation and the objectives arising from it would be assessed in a continuous manner
and those important points requiring urgent consideration which were of concern to a group of
countries or the world could be more rapidly recognized. To achieve this, WHO headquarters
would need to prepare a plan to ensure that the collection, analysis, synthesis and evaluation
of data should be uniform and accessible to all, whatever their level of economic development.

His delegation had reservations on the suggestion concerning the use of unofficial data
made in section 4.7 of the Director -General's report, which appeared to contradict the recom-
mendation in the preceding section that data should be cleared by the government concerned.
He felt that the latter was a wiser approach, especially in view of the out -of -date information
contained in the programme budget for 1977.

Dr BANAROVA (Bulgaria) said that the report on the world health situation was a very
important document because it showed the development of health systems throughout the world
and indicated differences between them. WHO should carry out a thorough analysis of the
trends in different countries and the solutions applied in a constantly changing situation.
The report should be presented in a more condensed form, illustrating not only the differences
between the health systems, but also the similarities and differences between the objectives
pursued and the methods used to attain them.

The Executive Board should study ways of improving the efficacy of the report, since
the present system of analysis by regions did not provide a clear idea of the health situation
in individual countries because of the differences in political and social systems; perhaps
the situation could be analysed by similar groups of countries and the information used as a
basis for devising practical measures to solve health problems. The period covered in the
review might include legislative measures that had been adopted in different countries but not
reflected in previous reports. Her delegation endorsed the Board's recommendation that the
review should cover a longer period, but in that case an annual supplement should be published
to show changes in the different countries. In principle, it supported the resolution
adopted by the fifty- seventh session of the Board, but considered that when presenting short
reports, the country concerned should be consulted.

Dr KLIVAROVÁ (Czechoslovakia) said that the report on the world health situation was
useful, not only to public health organizers, but also to scientific workers. She supported

the suggestion that the sixth report should be published in the six working languages and
should be prepared according to the outline appended to the report of the Director -General.
Her delegation also welcomed the suggestions made concerning the questionnaires and supported
the suggestion of the delegate of the Soviet Union that before publication the report should
be considered by the World Health Assembly. It would also be useful for the periods covered
to coincide with those covered by the Organization's General Programme of Work.
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Dr ALAN (Turkey) said that national administrations were inundated with questionnaires
and would tend only to answer those for which they felt that their replies would serve some

useful purpose. In that connexion, his delegation endorsed the opinion of the delegations
of Australia and the Federal Republic of Germany. The report should not merely provide
information, but should also reflect analysis of the health situation both in the world as a
whole and in the different countries. By comparing two previous reports and analysing what
had happened in the interim, it might be possible to obtain an idea of the value of the
publication.

With regard to the unofficial sources of information mentioned in section 4.7 of the
Director -General's report, he would like clarification from the Secretariat concerning all the
types of sources that were meant. If they were newspapers or magazine articles, the opinions
expressed were purely those of the authors. In all its other publications, the Organization
pointed out that the opinions expressed were those of the author; it should be equally prudent
in the case of the report on the world health situation when using information obtained from
unofficial sources. His delegation supported the suggestion that the periodicity of the
world health situation report should correspond with that of the General Programme of Work.

Dr VIOLAKI - PARASKEVAS (Greece) said that her delegation welcomed the new type of report
and the suggested frequency of publication, but had some reservations about the accuracy and
completeness of the information to be obtained. However, a very detailed questionnaire with
standardized contents might produce positive results. She welcomed the statement in the note
at the end of the Director -General's report that the outline of the contents of the global
analysis of the health situation would be further developed together with appropriate guide-
lines by a Secretariat working group.

Dr KALISA (Zaire) said that the advantage of the questionnaire system was that it was
possible to give more or less standard replies which were short and easy to interpret.
However, these could not give complete information unless the questions were very detailed.
Where necessary, WHO should help certain countries to organize a health statistics service
to establish a data compilation system which would serve to evaluate health activities and
therefore provide the Organization with official data on the health situation in the country

concerned. His delegation endorsed the opinion of the delegate of Niger concerning the use
of unofficial sources of information and would like further clarification in that respect.
He thought it preferable for WHO to publish only data obtained from responsible authorities.

Professor CANAPERIA (Italy) welcomed the proposals on the preparation, compilation and
publication of the report and felt that the improved presentation would help avoid earlier
pitfalls of incomplete or non -comparable data and delays in disseminating information. An

analysis of health throughout the world reflected the situations in different regions and

countries. The questionnaire was of vital importance. There was a substantial difference
between the outline of a questionnaire and its detailed elaboration; but this very elaboration

could provide the basis for the collection of comparable data. Not only health factors

affected the health situation. Agricultural development, urban and rural development,
economic and social development, to name but few, all were relevant to the health situation.
But it would be desirable to avoid making the questionnaire too cumbersome. Information

could also be obtained, perhaps, from other United Nations sources. Bearing in mind the
substance of the report, Professor Canaperia felt that a time scale of six years was suitable.

Dr NATH (India) was in favour of the suggestions contained in the Director -General's

report. In many developing countries it was difficult to obtain accurate and comparable

mortality and morbidity statistics: it was therefore necessary to obtain those data from lay

reports. India had had wide experience in lay reporting on cause of death and the resulting

statistics had been found to be sufficiently reliable.

Professor HALTER (Belgium) found that the proposals on the report on the world health
situation marked a significant progression from earlier practice. His previous experience
has often shown such reports to be of limited use because of unsuitable, incoherent or non -
comparable data. It seemed, according to the timetable for the preparation of the sixth
report, that by about 1980 there would be some useful data to work on. It might be possible,
over a two or three year period, to prepare data on some agreed health indicators either on a
global or regional basis.

Questionnaires in general tended to be rather daunting. Perhaps national authorities
could cope more easily with parts of the information required under the "Tentative outline of
contents of global analysis of health situation ", rather than with all of it. A report on the
world health situation would be of great importance to public health authorities, not least
in helping them to avoid errors made in other countries. Taking a long -term view of the
proposals, could the Secretariat consider the possibility of having an official in each region
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whose job it would be to collect all necessary data? Of course there were difficulties in

collecting data but it should be borne in mind that there were also problems in using them.

Dr CORNEJO- UBILLÚS (Peru) noted that the worldwide scope of the proposed structure of

the report on the world health situation and its six -year periodicity took into account the

heterogeneous nature of the world at global, regional and country levels. The information

which the report would contain would be of major importance. Countries already supplied

that type of information to WHO as well as to other bodies: some information was needed on

a weekly basis, some monthly and so on. Would it be possible to work out a system for

sending in information? Could WHO divise a structured method for providing data in the

categories listed in the "Tentative outline of contents of global analysis of health

situations "? The questionnaire would have to be elaborated, striking a balance between

obtaining higher quality data by means of a detailed questionnaire and making it difficult for

countries, especially those with limited facilities, to provide information precisely because

of the detail required. In some instances, e.g. epidemiology, it would be valuable not only

to have recent information but also historical data which could provide the basis for

projections to the year 2000.
It would be interesting to know how health indicators could be obtained in a homogeneous

manner in a country such as Peru. Different levels of indicators were needed, from broad

indicators of general use, to specialized indicators relevant to particular health problems.

On the positive side, it would be useful to see results, e.g. in epidemiology, the result of

treating an area with insecticide.

Dr JOSHI (Nepal) agreed with the comments made by the delegate of India concerning
morbidity and mortality statistics. In his country it was not mandatory to report deaths.
He therefore suggested that statistics derived from information on hospital mortality would be
the most reliable.

Dr OBIANG -OSSOUBITA (Gabon) was unwilling to accept as final the attitude expressed in
the Director -General's report (section 5.6) to the effect that although up -to -date informa-

tion was desirable, there should not be an undue effort and expense to obtain it. The
population of Gabon had virtually tripled since the last official figure of 1960 which was
still used in United Nations publications. In some cases, it was useful to have figures over
a longer time -scale, in order to establish trends; but a sudden event, such as war or earth-
quake, could cause an immediate and significant change. In his opinion, in order to avoid
the expense of annual questionnaires, the decentralization of WHO could create a situation where
WHO staff members could collaborate with governments, not in filling in the questionnaires,
but in facilitating the background work.

Dr DOLGOR (Mongolia) felt that the significance and importance of the report on the world
health situation was self- evident. He felt that the six -yearly period corresponded well to

the programme of work envisaged but hoped that publication delays could be avoided, so that
data were available before they became obsolete. With regard to the questionnaire, he felt
that further work was needed in elaborating the layout under the various headings. Admini-
strations were flooded out with questionnaires, but if the WHO questionnaire were properly
designed, it would claim a high priority. The value of the report to individual countries
should be emphasized and WHO might prepare guidelines both for filling in the questionnaire
and for collecting data. Data should be obtained from governmental sources to ensure their

accuracy. The report itself should either be discussed at the World Health Assembly, or, if
that proved too time -consuming, at regional committees. Dr Dolgor hoped that the report
would become an encyclopaedic source for information on the status of health in the world and
in individual countries.

Dr AL- DABBAGH (Saudi Arabia) welcomed the Director -General's report. He felt that
efforts should be made to standardize health information collected from different regions of
the world. In some cases difficulties arose in dealing with health indicators. Those
difficulties were often caused by the lack of trained personnel. As health data were used
for research purposes, every effort should be made to ensure their accuracy. WHO could play
a valuable role both in the standardization of data and in the provision of training courses
for personnel.

Dr SERRY (Egypt) agreed with the proposals in the document, which would serve to make the
report on the world health situation a valuable basis for the analysis and evaluation of data
on health. The questionnaire, however, required revision, since only 60% of Member States had
been able to complete it,but it was obvious that as many Member States as possible should
complete it, if the report was to benefit the entire world. Similarly, certain categories of
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health data were absent, and clearly all the health data had to be there to make the report

adequate.
It seemed to him that the controversy on the question of unofficial information was

pointless, since governments would express their views on what data should be included. The

information required should be furnished periodically at not too short intervals, perhaps

every five or six years. It should not be forgotten, too, that data on health services

were required; those services were changing rapidly not only in relation to numbers of staff

but also in relation to structure. In sum, however, his delegation thought that the approach

set out in the report was a positive one.

Professor KOSTRZEWSKI (representative of the Executive Board) said that the Director -

General's report to the Executive Board had presented a timetable for the preparation of the

world health situation report. The timetable had been drawn up to allow for the submission
of a document to the Health Assembly, but on the assumption that the Health Assembly would
wish to review the draft report in English and French only, the reason being that the
exigencies of translation into Arabic, Chinese, Russian and Spanish would be such that the
report would have to be finalized in the original language some nine months before the Health
Assembly met if both global and country reviews were required. Accordingly, governments
would have to be asked to return the completed questionnaire before the period under review
had ended or, in the alternative, if the questionnaire was returned after that period the
document would have to be presented to the Health Assembly a year later than hitherto, with a
delay in publication and a considerable loss in its currency. The Board therefore recommended
that the report should be submitted to the Health Assembly as a draft in English and French
only, or that it should no longer be submitted as a draft for the Health Assembly's review but
be published as early as possible, in the same manner as, for instance, the World Health

Statistics Annual. It should be mentioned that, although the Health Assembly customarily
reviewed and noted the draft report, it was not constitutionally obliged to do so.

Another point that the Board had taken into account was that it had a large number of
documents before it and it was concerned about the possibility that the Health Assembly would
also be at risk of being overwhelmed with documentation.

Mr UEMURA (Director, Division of Health Statistics) said that the Secretariat would start
detailed planning for the next report within a few weeks and would take the valuable comments
and suggestions made into account during that process.

In relation to the comments on the questionnaire, the Secretariat fully recognized that
the questionnaire presented difficulties to countries, but an effort would be made to increase
its validity and make it as simple and as appropriate as possible for the subject; duplication
would be avoided. The questionnaire would also be so designed in future reports that the
information, already available to the Secretariat and relevant to the questions asked, would
be shown and governments would only have to confirm, correct or complete it. An attempt
would also be made to increase the coverage of countries through closer collaboration and
communication, and maximum use would be made of information provided by the United Nations and
other international organizations.

In relation to unofficial information, it was proposed that for the global analysis use
should be made of the considerable information on health and matters related to health that WHO

had amassed or to which it had access, without explicit identification of countries fbr which
such unofficial data were used. Such information would not be used for country reviews. A
draft version of these would be submitted to countries for approval.

The Secretariat's programme to develop and promote better health information systems was
being redirected so that the Secretariat would be more helpful to Member States. Emphasis
was being placed on closer links between producers and users of statistical information, and,
particularly, direct collaboration was being stimulated between statisticians and decision -

makers

The subject of social indicators was of great interest to international organizations, and
WHO was collaborating with other United Nations organizations in seeking more useful and more
meaningful indicators. He hoped to intensify the work being done in that respect.

Concerning the possibility of updating the report annually, the Executive Board had come
to the conclusion in January that to do so would mean additional permanent staff at head-
quarters to collect and analyse the data and bring them up to date, and that updating annually
was accordingly too costly.

Professor KOSTRZEWSKI (representative of the Executive Board) said that, in view of the
differences in opinion in the Committee, as in the Executive Board, the Committee might wish to
set up a drafting group to consider a suitable draft resolution. He would be very happy to
help such a group.
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Dr ALAN (Turkey) asked for an assurance that the Secretariat would verify the accuracy of
unofficial information before sending it to governments for approval. While he appreciated
the reasons for not submitting the report to the Health Assembly for consideration, he pointed
out that in the past many delegations had asked for corrections in relation to the information
given on their country. Accordingly, if it was decided that the Health Assembly should not
discuss the report, it was essential that before it was published countries should have an
opportunity to see all the information related to them.

Mr UEMURA (Director, Division of Health Statistics) provided the reassurance that Dr Alan
requested: country reviews would go to countries for their approval before publication. He
added that, in the interval between the provision of information and final publication, the
Secretariat would endeavour to incorporate any significant new information so that the report
was as up to date as possible.

The CHAIRMAN said that a working group would be set up to prepare a draft resolution on
the item before the Committee. It would consist of the representative of the Executive Board

and members of the delegations of Australia, Belgium, Bulgaria, Czechoslovakia, the Federal
Republic of Germany, Ghana, Mongolia, Nigeria, and the Union of Soviet Socialist Republics.
The rapporteur was also invited to attend and any other delegation interested was welcome.

(For continuation, see summary record of the sixth meeting, section 1.)

3. REPORTS ON SPECIFIC TECHNICAL MATTERS Agenda, 2.5

Psychosocial factors and health Agenda, 2.5.1

Professor KOSTRZEWSKI (representative of the Executive Board) said that the subject of
psychosocial factors and health was an extremely important and complex one and had occasioned
extensive discussion at the Executive Board. The report before the Committee proposed a
multidisciplinary programme to apply existing knowledge to improve health care, to develop
methodologies in collaboration with countries, and to acquire new knowledge on which health
action should be based, particularly concerning the needs of uprooted people and changes in
family functioning in conditions of rapid social change.

WHO would have to be selective in its approach to cooperation with countries, to determine
where best to apply knowledge in country programmes; to achieve that objective the proposal was
that there should be a psychosocial input into selective programmes, appropriate education and
training, and coordination and stimulation of research to increase the research potential of
developing countries. The Board had approved the report and invited the Health Assembly to
consider adopting the draft resolution contained in resolution EB57.R22.

Dr CUMMING (Australia) said that the field of psychosocial factors was so complex and
trained manpower so scarce that the pragmatic approach in the report deserved full support.
In essence, the programme aimed at applying available knowledge to projects at the country
level and in WHO, an approach that was very sound as, in that field as in others, the main
problem now was not to acquire new knowledge but to apply knowledge already in existence.

A minor criticism of the report was that in its study of the range of psychosocial factors
affecting health it did not differentiate to any great extent between developing and developed
countries. The assumption that factors affected developing and developed countries in much
the same way and to much the same degree was erroneous. A further weakness was that the
report did not pursue at length the question of the development of a closer relationship
between health personnel and welfare personnel. In general, however, the approach was logical
and sensible, and his delegation felt that the subject was one in which WHO could play a useful
role without the expenditure of any considerable amount of money. It could be said that every
health programme in every country contained a psychosocial element, and its effectiveness would
be increased if due attention was given to the psychosocial aspects. In supporting the
programme, his delegation emphasized the wide -reaching benefits of a small investment by WHO in
such a programme.

Dr GOEL (India) also stressed the importance of psychosocial factors in health activities.
In his country community medicine had become of increasing importance, and the active participa-
tion of the community was being encouraged. The health system, however, had been based on the
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British health system, in which no stress had been placed on the behavioural sciences. The

curriculum was now being changed, but more information on the subject was needed and trained

personnel was lacking. In his view WHO should set up in each region research and training

centres in relation to psychosocial factors.

Dr LANDMANN (German Democratic Republic) said that the report provided a good basis for
international discussion of the subject of psychosocial factors and health. It should also
stimulate international cooperation in the study of those factors, in relation, for example,
to the effect of the social structure on human personality. In his view there were three
groups of psychosocial factors: those of significance in the formation and differentiation of
human personality; those, which might be characterized as negative, favouring or causing
pathological phenomena; and those compensating or promoting rehabilitation after disease.
Those factors were being studied intensively in his country, and his Government would be glad
to place experts at the disposal of other countries to help them with their problems.

Dr TOTTIE (Sweden) said that psychosocial factors were of great importance and influenced
health activities in every country and at every level. They had been the subject of an
interesting discussion at the Executive Board. In his view the most important point about
them was not that there should be a programme on them but that they should be treated as an
integral aspect of all programmes and projects. In his country there was a research and

training centre that had been designated as a WHO collaborating centre dealing with psycho -
social subjects. The number of experts was very limited, and it was hoped to organize a
training course at that centre in order to introduce, particularly in developing countries, a
proper awareness of and some capacity for dealing with psychosocial factors.

In his view the draft resolution contained in the Executive Board's resolution EB57.R22
was satisfactory, but he thought that an additional paragraph should be added at the end
requesting the Director -General to report on developments at a subsequent Health Assembly.

The meeting rose at 5.30 p.m.
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Monday, 10 May 1976 at 9.30 a.m.

Chairman: Professor F. RENGER (German Democratic Republic)

REPORTS ON SPECIFIC TECHNICAL MATTERS

Psychosocial factors and health (continued)

Agenda, 2.5

Agenda, 2.5.1

Dr FUNKE (Federal Republic of Germany) said that psychosocial factors entered into all
aspects of health, as the report before the Committee showed. Health care was becoming
more complex, and its effectiveness was being subjected to more critical scrutiny. Doctors
and other health workers still took psychosocial factors too little into account, with the
result that other workers dealt with psychosocial problems without consultation with the
health agencies. That created a potential danger, and it was therefore essential that there
should be more people in the health field who had the necessary training and experience and
who adopted an integrated approach. The training of doctors and health workers must be
modified so as to improve their knowledge and their attitudes towards their patients. Text-
books on the subject of psychosocial factors were lacking, and WHO should review the situation
throughout the world and perhaps consider having a number of textbooks translated for the
benefit of health workers. There should also be close cooperation between the health
services and social and other services, in much the same way as WHO collaborated with ILO,
UNESCO and UNHCR. In view of the small amount of money provided for the programme, there was
little hope of its making a brilliant financial start, consequently the emphasis had to be on
cooperation and on a limited number of priorities. In her view the stress should be on high -
risk populations, particularly on migrant workers. It would be of great value to know how
migration affected mental and somatic health and whether some countries were more successful
in integrating migrants than others; a comparative study of migrant populations and of con-
trols in their home country might perhaps be carried out. The subject received priority in
her country and her Government offered its cooperation to WHO in any programme it proposed to
undertake. It also supported the draft resolution proposed by the Executive Board.

Dr HASSOUN (Iraq) said that the aftermath of rapid industrialization and urbanization in
Iraq was social disorganization and the disruption of family life. On the one hand, they
brought slums, pollution, disease, malnutrition and an increase in the accident rate; and on
the other, an increase in aggressivity, crime, suicide and alcoholism. As in most countries,
psychiatric care lagged behind other forms of health care. The planners in his country had
from the beginning stressed the integration of mental health care with other forms of care,
and his Government would welcome advice that would help it to improve its health care delivery
to communities faced with rapid social change, particularly in relation to training and to
preparation for research.

Dr VILCHIS (Mexico) said that his Government had always regarded psychosocial factors as
important, and that it had changed the curricula of the medical schools so as to give them due
consideration. Psychosocial factors were coming to the fore as a result of modern life and
modern civilization, and they played an important part in disease. The reason for the non -
utilization of the services resided in the gulf between the public health personnel and the
people receiving the services as well as the latter's mental condition. The report before
the Committee deserved support for its approach to the problem.

Professor SENAULT (France) approved of the proposal in the report that existing knowledge
in the psychosocial field should be applied to improve health care. Psychosocial factors had
been neglected until recently, and they formed a new phase in WHO's work. It was essential
that there should be collaboration between the health services and the social services, and such
collaboration should take place from the lowest level so that support could be given to
families and individuals.

In relation to the application of existing knowledge, evaluation was difficult but an
essential part, not only for technical reasons but also for economic and social reasons. New
information would improve scientific knowledge and also help improve the teaching of psycho-
social factors in the medical schools, but because it involved considerable expense its

-274-
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acquisition was justified only if it lead to action. His delegation supported the report and
the draft resolution. Member States should look favourably upon the programme, since it
would help the health services to be aware of the importance of psychosocial factors and
thereby improve the conditions of life for individuals and communities.

Sir Henry YELLOWLEES (United Kingdom of Great Britain and Northern Ireland) said that
psychosocial factors affected all individuals and all aspects of health. Because countries
were individual, methodologies could not be easily transferred from one to another. In his

view it was essential to improve basic training in the importance of psychosocial factors for
all disciplines in a way that would be suitable for each country and lead it to take due
account of such factors in planning all its health programmes. An important question was
which of existing or planned programmes would benefit most from knowledge about psychosocial
factors. Fresh knowledge was obviously required, hence he approved of subparagraph (3) of the
operative paragraph of the draft resolution. The programme was an important one, but he
doubted whether it should be given overriding priority.

Dr ABDELLAH (United States of America) said that her delegation supported the draft resolu-
tion prepared by the Executive Board. The field was complex, and it was difficult to define
psychosocial factors with specificity and identify WHO's role. It was essential to continue
to seek greater clarity in identifying the mechanisms through which psychosocial factors were
linked with physical and mental illness. Her delegation particularly approved of the creation
of a data bank and information centre.

Dr VIOLAKI - PARASKEVAS (Greece) said that many of the health problems facing countries had

been largely overcome, but in their place had come diseases of civilization, diseases
associated with living and working conditions. She approved of the contents of the report.
It would be an excellent thing if Member States, under the guidance of WHO, could initiate

programmes of the type mentioned in the report, integrating psychosocial factors into the
existing health services but taking into account the scarcity of trained staff and resources.

Dr OSMAN (Sudan) said that in his country, as in other developing countries, social and
economic development, urbanization and natural catastrophes such as drought created large -
scale migration of people and considerable disruption of the kind that other delegates had
mentioned. It appeared that mental disturbances occurred in migrants to an extent twice or
three times as great as in people in the areas from which they came. The programme was
therefore to be welcomed, since all knowledge obtained would be of value in countries in which
industrialization was growing. One problem however that should engage the attention of the
Health Assembly was the migration of doctors and other health workers, since it affected the
public health situation.

Dr KLIVAROVÁ (Czechoslovakia) said that psychosocial factors played an important part in
the incidence, course and treatment of many diseases, particularly the so- called "diseases
of civilization ". She agreed with the definition of psychosocial factors as those stemming
from the psychology of the individual and the structure and function of social groups;
however, she would stress the fact that they were also closely linked with the socio- political

system. In Czechoslovakia this system was conducive to social wellbeing: its Constitution
guaranteed the right to work and to education; the State played an important role in ensuring
the welfare of the family, particularly families with children; medical services were free
and no one needed to fear the social consequences of illness. In any country without a

satisfactory overall system the effects of psychosocial factors on health could be dealt with
only partially.

The Czechoslovak health services had recently undertaken a series of measures of
particular social importance, including campaigns against tuberculosis and venereal diseases.
Czechoslovakia, of course, had health problems - ischaemic heart disease, cerebrovascular
diseases, mental illness and hypertension, for example. It would be pleased to cooperate
with WHO in studies to establish the causes of those illnesses, to determine the role of the
psychosocial factors concerned, and to find means of primary prevention and control. It had
already collaborated with the Organization in the international study on schizophrenia (which
had been completed the previous year with the publication of the final report), a study on
the biosocial development of children born as a result of unwanted pregnancies, and a study on
the role of psychosocial factors related to alcoholism.

The importance attached by Czechoslovakia to the psychosocial aspects of health and the
primary prevention of psychological disturbances was demonstrated by the fact that a federal
plan of research had been adopted for the years 1976 -1980; it included research on the
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psychological problems of certain groups of the population, on the role of negative psycho-
logical effects of social and economic factors in cases of family conflicts, on alcoholism,
and on the causes of mental illness leading to disability.

Her delegation supported the draft resolution.

Dr BACVAROVA (Bulgaria) also stressed the link between the economic and social system
and psychosocial factors. Bulgaria had achieved considerable success with malaria eradication
and the control of a number of parasitic and other communicable diseases; there had been a
striking reduction in the incidence of tuberculosis and infant and child morbidity and
mortality as a result of health education, improvement in the general education of the.popula-
tion had helped to overcome superstitions and cultivate a positive attitude towards the health

services.
Activities in the field of prophylaxis, which formed the basis of Bulgaria's health

policy, included particular emphasis on psychosocial aspects - for example, with regard to
cardiovascular diseases, mental health, alcoholism, and maternal and child health. Attention
was being given to improvements in the training of medical and, especially, auxiliary health
personnel, and to the intensification of research on such subjects as the effects of rapid
industrialization and the specifically protective measures appropriate to a socialist society,
the role of demographic and economic conditions in relation to mental health, hypertension,
infarctus, and vascular diseases of the central nervous system.

As stated in the report before the Committee, more attention should be given to psycho -
social factors in planning and in assessing the effectiveness of health measures. Her

delegation supported the proposals regarding WHO's role in the training of health workers and
administrators concerning psychosocial factors and health, in the establishment of a methodo-
logy for collecting timely and adequate information on the subject, and in the intensification
of research in this field.

Professor SIASSI (Iran) said that in his country, as in many others, the medical
profession had received much of its training in Europe and America, where until recently
psychosocial factors had been neglected. Also the curricula in the medical schools of the
developing countries often imitated those of Europe and America, and therefore did not pay
adequate attention to the countries' specific psychosocial problems. The first essential
therefore was that more attention should be given to those factors in the medical and public
health curricula. As an aside, it was essential that medical schools in Europe and America
should not give higher qualifications to students from the developing countries studying there
unless they deserved them. There were too few highly qualified personnel in the developing
countries and they therefore had to be true experts, whether in dealing with health in general
or with psychosocial factors in health. He disagreed with the delegate of the United Kingdom
in relation to the priority of the programme under discussion; in his view psychosocial
factors were so important that no other programme could be more important. His country was
planning a survey of mental health and it would be glad to receive the help of WHO and of any
country that would be willing to help.

Dr GÂACS (Hungary) said that his country was seeking to study the psychosocial factors
influencing health by concentrating on those endangering pregnant women, the newborn, people
about to retire, those who had just retired, and those moving from rural to urban areas. It

was carrying out research into the psychosocial factors in disease, among sick and elderly
people left alone during the day while members of their family were working, and it was seeking
to find solutions to the problems thus created.

Dr THOMPSON (Nigeria) pointed out that four out of 10 beds in some countries were
occupied by mental health cases. Rapid development, population increase, migration and other
problems in developing countries created stresses and mental disturbances, and there an early
preventive approach was mandatory. All psychiatric care units in Nigeria had been taken over
by the Federal Government in order to improve mental health care, and the Government was
extending such care as widely as it could. The report before the Committee was therefore
of great importance.

Dr KIVITS (Belgium) referred to the statement made during the third plenary meeting by

Mr de Saeger, the Belgian Minister of Public Health and Family Welfare, in emphasizing the
importance which his country ascribed to psychosocial factors in community health. Collective
cultural ideas and opinions, as well as individual attitudes, were sometimes unfavourable to
health programmes. If those factors were not taken into account when the health programme
was being devised, then the population affected might prove to be unreceptive to it: pro-

grammes to change dietary habits could be cited, among others, as examples of that problem.
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Research was therefore necessary to determine in the population the attitudes which influenced
the success of health programmes. His country would, thus, support any proposals for research
on psychosocial factors and health.

Dr AL- DABBAGH (Saudi Arabia) felt that the complex problem of the interrelationship of
psychosocial factors and health required further study and analysis. He therefore hoped that
WHO would accord priority to that area. Countries should study the various factors affecting

the health of their populations, with particular emphasis on psychosocial factors. The latter
could be seen as a cause of some noncommunicable diseases such as heart diseases. In his
country, assistance in that field was provided to promote the health and welfare of the

population, and to rehabilitate the handicapped.

Dr QUAMINA (Trinidad and Tobago) welcomed the report on psychosocial factors and health,
which had great relevance to her country. Primary care facilities in Trinidad and Tobago had
been redesigned following WHO guidelines: it was now time to investigate and revise the
orientation, attitudes and training of health workers, especially psychosocial workers.
Trinidad and Tobago would welcome assistance in devising inservice training courses for those
personnel and in establishing criteria for the selection of student nurses. It was well
stated in the Director -General's report that the psychosocial characteristics of health
workers were an important factor in the success of health programmes. A recent study
in the Caribbean area showed that the contact between hospital staff and child patients was

minimal. Trinidad and Tobago, with a population of one million, comprised three ethnic groups
and three religions: consideration of psychosocial factors was thus of major importance.
For example with the rapid population increase, investigations of the most appropriate and
effective contraceptive advice were undertaken. It would also be worthwhile to look at the
psychosocial factors associated with diabetes mellitus and hypertension. The present doctor/
patient relationship did not sufficiently take into account social background factors.
Trinidad and Tobago would participate in the programme on psychosocial factors and health, and
endorse the draft resolution.

Dr STEENFELDT -FOSS (Norway) endorsed the remarks made by the delegate of the Federal
Republic of Germany. Owing to increasing progress in the technical -biological field, the
medical profession had moved away from problems of a psychosocial nature, with the
that non -medical professionals took over responsibility for patient groups, thereby creating
a risk of the multidimensional approach, including genuine medical factors, not being taken
sufficiently into account.

The importance of psychosocial factors in medicine was certainly not a new discovery;
it had always been implicit in the earlier days of medical practice, e.g. under the old
family doctor system in Norway. Psychiatrists and specialists in psychiatric nursing were
at present under constant challenge, as to their role, from other members of the multi -

professional team, who wanted them to play a more biologically- oriented advisory role. The
medical profession however had certainly more than that to offer in the mental health field.
He stressed the importance of doctors and nurses clarifying their professional identity and
of a clear definition of their role in taking in responsibility for the patient's total
situation, in cooperation with the other members of the team. This required a strengthening
of the training aspects in this field. Based on a variety of high -level cross -cultural
studies on the impact of psychosocial factors on health (among others, excellent studies by
the Deputy Director -General of WHO, Dr Lambo, and Professor Leighton of Harvard University),
a body of knowledge and tested methodologies was already in existence. A main first task
for WHO in implementing the present resolution would be to ensure sufficient coordination of
existing projects, based on priorities and evaluation.

The decision by WHO to press for progress in the psychosocial field showed great and
inspiring political courage, since the consideration of the psychosocial and sociocultural
characteristics of a country went to the heart of its political and economic structure.

Norway was pleased to endorse a draft resolution on a specific programme in this field.
However, he warned against polarizing priorities between programmes on biological and those
on psychosocial factors. The success of any public health programme depended on a thorough
understanding of the sociocultural and psychosocial structure of the society it was to serve,
and that required close community participation. It should be made clear that the adoption
of a special WHO programme in this field must be regarded only as a procedure to redevelop,
recover, and increase awareness of the constant dynamic interaction between man and his
environment.

In fact, no public health programme should be introduced before a solid sociodynamic
assessment had also been made of the degree of sociocultural integration and of the presence
and distribution of social stress in the community the programme was to serve. Such a survey
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should be an integral part of the traditional public health approach of defining needs through
morbidity screening, identification of risk groups, etc.

To conclude, the delegation of Norway wished to compliment the Director -General, the
Deputy Director -General, and the Office of Mental Health on the valuable report they had

presented. In adopting the draft resolution, WHO would give a new and hopeful perspective
to future challenging tasks in a world in continuous social change.

Dr OBIANG- OSSOUBITA (Gabon) approved the report on psychosocial factors and health. The

complexity of the problem meant that progress would be difficult but the suggestions made by

the delegate of France were particularly apposite. He felt that it was especially in the area
of mental disorders that traditional African medicine was achieving success, and rather the

question whether research on that subject be coordinated. The personality, cultural level

and, above all, the traditional beliefs of the patient played an important role in his cure.

Turning to the subject of abusive or negligent hospitalization of persons with mental
illness, Dr Obiang -Ossoubita asked whether WHO could not attempt to regulate current practices.

Enforced hospitalization could be justified where the behaviour of the patient might be
dangerous to himself or to society and where there was a particular pathology; those conditions

were both indispensable. In many countries, hospitalization was enforced solely on the
criterion of the patient's behaviour, thus infringing the liberty of the individual: it should

be possible for the individual to have recourse to review by a higher authority. In other

countries, especially in developing countries, many patients suffering from evident mental

disorders wandered at large, as psychiatric hospitals were often substandard. Could WHO
recommend that Member countries regulate their hospitalization practices for mental disorders,
humanize their psychiatric hospitals and help certain developing countries to obtain chemo-
therapeutic remedies to deal with grave mental disorders?

Professor SCEPIN (Union of Soviet Socialist Republics) said that the subject under
discussion involved a series of problems on which, as yet, insufficient information was
available; for example, there were several different theories regarding the effects of
psychosocial factors on health. WHO, with the collaboration of the world's leading experts
in social health and in the philosophical problems of medicine, could make a useful contribu-
tion to the establishment of a really scientific basis for the subject, making a classification
of the psychosocial factors concerned and underlining those calling for priority attention.

In planning and implementing its activities in this field - covering such problems as
alcoholism, the abuse of drugs, sexually transmitted diseases, environmental health, and health
services for children and the aged - it was important to bear in mind the fact that the same
psychosocial factors manifested themselves in different ways, according to the social and
economic systems and specific national characteristics of the various countries. That aspect
should also be taken into consideration in the establishment of research centres. Stress

should be laid on securing the cooperation of both the health personnel and the population in
controlling drug abuse, alcoholism and sexually transmitted diseases, and on the effective use
of the mass media for the promotion of health education.

His delegation supported the proposals of the Executive Board, as contained in the draft
resolution before the Committee, but would emphasize that the proposed activities should be
limited to the medico -social field.

Dr JOSHI (Nepal) pointed out that psychosocial factors were not a health problem in his
country, perhaps for cultural or developmental reasons. For example, although marijuana
addiction was experienced on a massive scale in the western world, there had been no signifi-
cant increase in such addiction in Nepal. He suggested that WHO investigate that positive
situation in his country, with a view to helping the rest of the world.

Professor LEOWSKI (Poland) said that the importance of psychosocial factors was recognized
in his country, as throughout the world. It had been attempted, in Poland, to apply existing
knowledge to present problems but it was not always known how to implement effective preventive
action throughout the population as a whole.

Dr WADE (Senegal) recognized the importance to his country of the report on psychosocial
factors and health. In Senegal the problem was being approached through training and health
education. For example social workers were being trained to work with psychologists. Both
preventive and curative treatments were being attempted, as far as possible allowing the
patient to remain in his own social setting. The Senegalese delegation supported the draft
resolution.

Dr BARREIROS E SANTOS (Portugal) supported all the proposals contained in the report on

psychosocial factors and health. He drew attention to the plight of migrant workers who had

to face difficult new situations without psychosocial support they needed.
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Dr DERBAN (Ghana) generally agreed with the points raised in the report on psychosocial
factors and health. In particular, he emphasized that psychosocial problems required an
interdisciplinary approach and suggested that WHO could help in compiling suitable training
manuals: since methodology must be based on local conditions, countries might be provided
with technical help to collect information on such conditions. Ghana would be interested in
having this type of technical assistance. He noted that although onchocerciasis was receiving
attention, other major problems (schistosomiasis, mental disorders, tuberculosis, drug and
alcohol dependence, sexually transmitted diseases) remained.

Dr SARTORIUS (Office of Mental Health) pointed out that, perhaps even more than

in other programmes, a programme in the field of psychosocialfactorsand health depended on a
continuing dialogue and collaboration with countries and he was therefore encouraged by the
expressions of many delegations of willingness to work with WHO. He thanked the delegates

for their appreciative comments on the programme and that acknowledgement of the Deputy
Director -General's personal contribution to its initiation. The psychosocial programme should
be a continuous process of examination of health actions to determine how the input of psycho -
social knowledge would make such actions more effective. He fully agreed with the many
delegates who had stressed the need for the close integration of the programme with other WHO
priority programmes. Further specific activities would only be developed with the help of
countries. The present level and content of training and the scarcity of adequately trained
manpower showed that training should be given priority, both as to quantity and quality. A
workshop planned for October 1976 and organized in collaboration with the Government of Sweden
and the WHO collaborating centre on psychosocial factors and health in Stockholm would pay
particular attention to the issue. He was pleased to learn from the delegate of France of
his interest in Nancy hosting a similar workshop. As mentioned by a number of delegates, WHO
hoped to develop research and training centres in all regions. On the question of textbooks,
he felt that although WHO could provide technical assistance, each country should evaluate the
suitability of the textbooks to local needs and adapt them as necessary. It was therefore
essential that local expertise be developed.

He thanked the delegates of Bulgaria, France, Ghana, Mexico, Nigeria, Poland and the USSR
for their comments on and support of the programme. The support for the whole area of
collection and dissemination of information, first mentioned by the delegate of the
United States of America, was very welcome. the field there were, however,
difficulties concerning definitions and misunderstandings had in the past prevented adequate
collection and utilization of data. It was thus necessary to develop standardized definitions
and methods of measurement for the collection of information. The Secretariat had proposed
two priorities for research and he was pleased that the delegates had supported both of them,

particularly the proposal concerning migration which had been remarked on especially by the
delegates of Hungary, Portugal and the Sudan.

He thanked the delegate of Czechoslovakia for her comments and for the support the
Secretariat had received over the years in its collaborative efforts with specialists from
that country. The definition of psychosocial factors that the delegate of Czechoslovakia had

mentioned was recognized in the paragraph on definitions in the Director- General's

report, where the interdependence of psychosocial factors and their relationship to the
overall framework of the sociopolitical system was stressed.

He thanked the delegation of Belgium for their support and for the Belgian delegate's
excellent presentation in a plenary session in which the attention of the Secretariat had been
drawn to the specific priorities that should be tackled. He also thanked the delegates of
Belgium, Czechoslovakia, France, German Democratic Republic, Federal Republic of Germany,
India, and Trinidad and Tobago who had offered help in the development of the programme.
The delegate of Norway had reminded the Committee of the existence of the family doctor and
in fact, the focus of the psychosocial programme was to redevelop "the other side of medicine"
that was needed to complement the advances in technology.

Replying to the delegate of Gabon, he acknowledged the need for further work on
traditional medicine and added that a programme had been started that would be considered
later in the Health Assembly during the discussion on health manpower development. In

relation to his second point, Dr Sartorius said that WHO had initiated an international survey
of legislation concerning the mentally ill and he would be pleased to provide delegations

with further information. Regarding chemotherapy, he said that the Secretariat considered
it a priority field and work was in progress to develop lists of the drugs that were most

useful.
In reply to the delegate of Nepal, who had raised the issue of why drug dependence was not

a problem in his country, he said that increased emphasis was needed on research concerned
with the positive and supportive elements of different cultures that could prevent the
occurrence of certain conditions.
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Professor KOSTRZEWSKI (representative of the Executive Board) thanked all the delegates
who had commented on the Director -General's report and thanked all those who supported the
draft resolution proposed by the Executive Board. The delegate of Sweden, Dr Tottie, had
proposed an amendment to the draft resolution which he supported.

The CHAIRMAN then asked the Committee to consider the draft resolution, as proposed by
the Executive Board and amended by the delegate of Sweden by the addition of a paragraph 2
which would read:

2. REQUESTS the Director -General to report to a subsequent Health Assembly on the

developments in this field.

Decision: The draft resolution proposed by the Executive Board in resolution EB57.R22,

as t1us amended, was approved.1

Prevention of road traffic accidents Agenda, 2.5.2

Professor KOSTRZEWSKI (representative of the Executive Board) said that the prevention of
road traffic accidents was a subject of increasing concern and resolution WHA27.59 requested
the Director -General to report on the matter to the Executive Board and to the Twenty -ninth

World Health Assembly.
The Director -General's report reviewed the activities undertaken by WHO in collaboration

with intergovernmental and nongovernmental organizations, including the development of medical
standards for the licensing of drivers, educational programmes, promotion and coordination of
research on the human and medical factors involved, and the influence of alcohol and psycho -
tropic drugs on drivers' skills and traffic accidents. The Regional Offices for the Americas

and for Europe had developed programmes in that field.
The Executive Board had discussed thoroughly the problem of road traffic accidents, which

were related to road conditions, vehicles and man. It had been pointed out that the

areas for action in the prevention of road traffic accidents covered a wide range, from town
planning and vehicle design, to education on road safety, and the development of appropriate

medical standards and services. The Executive Board had also considered in broad outline a

possible future programme for the prevention of road traffic accidents. The main lines would

cover: (1) public health; (2) medical standards; (3) safe design of cars; (4) alcohol and

drugs - their interaction with traffic accidents; (5) human and psychosocial aspects of

accidents; (6) education and information; and (7) close coordination with intergovernmental

and nongovernmental organizations.

While the Executive Board had agreed on the importance of the subject, and had found
acceptable the broad outline of a future collaborative programme for the prevention of road
traffic accidents, it felt that the Organization should now make an attempt to define more

clearly its role and the specific activities that it should undertake. Accordingly, the

Executive Board, in resolution EB57.R30, had requested the Director -General to develop the
Organization's programme in the field of prevention of road traffic accidents, taking into

account the comments and suggestions of the Executive Board.

Dr KAPRIO (Regional Director for Europe) said that the Director -General's report was an
enlarged version of the report presented to the Executive Board in January. The comments of

the Executive Board had been taken into account, and the additions to the document were to be

found in the sections on the epidemiological appraisal of the problem and foreseeable trend,
regional activities, the proposals and the programme structure. The original document had

been a direct reply to resolution WHA27.59 concerning several specific questions but the
Executive Board had felt that a more general approach should be developed. Although much

additional information was still required, especially in relation to developing countries,
clear objectives could now be presented within the framework of the Sixth General Programme of

Work. The four main objectives of the programme would be:
(1) to stimulate the awareness of Member States of the increasing public health
implications of road traffic accidents, and to assist public health authorities and other
concerned agencies in the promotion and development of comprehensive traffic safety

policies and of national programmes;
(2) to obtain, analyse, and disseminate information in the field of traffic safety;

1 Transmitted to the Health Assembly in the Committee's first report and adopted as
resolution WHA29.21.
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(3) to promote, through appropriate coordination mechanisms, concerted planning and
action between intergovernmental and nongovernmental organizations active in this field;
and

(4) to promote research in the prevention and control of accidents.

In order to achieve those objectives a programme structure had been proposed in the
report. That programme concentrated on two important areas, the reduction of incidence of
road traffic accidents and the reduction of the consequences of accidents.

He assured delegates that the Director -General was giving much attention to the problem
and that the point had been reached when the past experience of the European and American
Regions could be used in a practical way and adapted to other areas. In the European Region
there had been a conference on the epidemiology of road traffic accidents in Vienna in
November 1975 that had been supported by the Government of Austria. That meeting had
emphasized the need for continuing cooperation within the United Nations system and with other
organizations such as the International Association for Accident and Traffic Medicine. In

order to establish a solid base for preventive action more meetings were planned in the
European Region in 1976. It was clear that WHO should deal not only with the curative aspects
but should also be concerned with improving and developing traffic policies,for the prevention
of traffic accidents.

Dr LEPPO (Finland) said that the problem of road traffic accidents was of paramount
importance to health authorities in the industrialized countries, and was increasingly
affecting the developing countries also. In many industrialized countries, the elimination of
traffic accidents as a cause of death would increase the average life expectancy more than the
elimination of all deaths due to all forms of cancer. Although the total number of deaths due
to traffic accidents was much smaller than the number due to cancer, the age- incidence of
traffic accidents was concentrated in much younger age groups who should otherwise have had
long healthy lives ahead of them. The severity and long duration of the handicaps produced by
traffic accidents meant a heavy burden on health and rehabilitation services, and the deaths and
disabilities together represented a huge loss of working capacity in the society. Most
important of all, there was also a tremendous amount of human suffering among the victims and
their families.

To use further the analogy with cancer - experts had stated that about 80% of cancer was
caused by environmental factors, and that that had important implications for cancer control.
They said that priority should be given to prevention, to controlling the environmental risk
factors, such as tobacco smoking. But this had not been the usual path followed by govern-
ments and health authorities. Instead, the response to the challenge had been exactly the
kind of capital- intensive and labour- intensive technology referred to by the Director -General
in his address to the Health Assembly as placebo technology, or at best, palliative technology.
The analogy with road traffic accidents was clear. The response to the growing challenge
among the health professions had primarily been intensified development of curative services,
first aid measures, and high - technology traumatological units. That was not enough, the
real solution lay in prevention.

However, it was essential to ask "What were the causal factors involved and what were the
preventive measures to be taken ?" Even when the etiological agent was recognized, however,
the means of controlling or eliminating it were not similar to the ones the health professions
were accustomed to dealing with. As regards the prevention of road traffic accidents it was
known that the increasing worldwide incidence of road traffic accidents, which had reached
pandemic proportions, was caused by one major factor: the huge increase in road traffic and
the kind of transportation technology involved. Just as the lung cancer epidemic was caused
by one modern habit, tobacco smoking, so the traffic accident problem was caused by an essential
feature of modern societies, the exponential increase in motor vehicle traffic in an environ-
ment where safety measures had not been given sufficient attention.

What could be done? Traffic policy was not the mandate of health authorities, and the
whole field was related to such powerful economic and other interests that it would be naive
and unrealistic to imagine that rapid and once - for -all solutions could be found. The problem
was embedded in the essential structures and ways of living of modern societies. However,
the health professions had an obligation to point out the gravity of the traffic accident
problem from the health angle and to influence the decision -makers to give more value to human
lives and people's health in their policy choices. Wide publicity should be given to the
Scientific evidence about the effects of simple preventive methods such as speed limits, safety

belts, urban planning, road construction and vehicle design. To say that those problems did
not belong to the mandate of the medical profession or WHO, would be as absurd as to say that
housing was not related to tuberculosis in spite of its direct relevance to the problem, or to
say that combating smoking was a separate problem because medical cancer control techniques
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could not solve that problem. Just as malaria control involved vector biology, entomology,
and social ecology, so the structure and function of traffic systems was of direct concern to
the health professions in the prevention of road traffic accidents.

The responsibility of the health professions must include awareness -promotion and exerting
an influence on those social sectors whose activities were relevant in determining the priority
health problems. WHO should use all the knowledge available and all its authority in the
fight for prevention of road traffic accidents. Authoritative statements on the association
between various traffic safety measures and mortality, disability, and the health of
populations could have a far -reaching social impact by alerting national and international
opinion to health- oriented traffic safety measures, just as they had done in the case of the
health consequences of smoking.

During the recent fuel shortage when mandatory speed limits were introduced for
purely economic reasons, there had been a remarkable drop in road traffic accidents and
especially in deaths and serious injuries. If the scientific evidence based on that experience
was not used as a basis for health- oriented traffic safety measures, there was only one

conclusion to be drawn: that the societies in question were more concerned about saving money
than saving human lives.

When the Director -General's report on road traffic accidents had been examined in the
January session of the Executive Board, it had been criticized mainly on the grounds that it
did not state clearly enough the characteristics and determinants of the problem nor present a
clear conception of WHO's role in the field and that it was lacking an explicit policy geared
towards priority problems in that area. That discussion was fully reported in the summary
records of the Executive Board (Official Records No. 232, pages 269 to 277).

The report had been revised since January and now contained an epidemiological appraisal
of the situation and a new presentation of the programme structure. His delegation welcomed
these improvements, and it seemed that the future programme would be on the right track. Some

matters, however, such as medical examinations of drivers were being given too much attention
compared with their potential impact on solving the real problems.

His delegation fully agreed with the proposals and future programme structure outlined in
the Director- General's report, because they clearly reflected the broader approach towards the
problem that was called for by the Executive Board. That was a good beginning. Here the
problem was completely man -made and was not a natural scourge. Therefore in principle it
could easily be affected. In practice, however, it would require the same philosophy and
the same courage as combating smoking in cancer control: an effective combination of various
educational, technical and restrictive measures.

A good practical starting point for the programme envisaged in the Director -General's
report would be a comprehensive review of public health consequences of alternative traffic
policies, in collaboration with other relevant international bodies. An expert committee
could then be appointed to clarify WHO's role with regard to certain issues concerning the
health aspects of traffic safety. An extremely useful and important step would be the
preparation of a manual on road traffic accident prevention with the specific objective of
helping developing countries to formulate their traffic policies so that they would not repeat
the mistakes of affluent countries.

The meeting rose at 12 noon.



FOURTH MEETING

Monday, 10 May 1976, at 2.30 p.m.

Chairman: Dr P. TUCHINDA (Thailand)

REPORTS ON SPECIFIC TECHNICAL MATTERS Agenda, 2.5

Prevention of road traffic accidents (continued) Agenda, 2.5.2

Dr HASSOUN (Iraq) said that during the period 1953 to 1970 the number of road accidents
in Iran had more than doubled and the number of deaths from such accidents had more than
tripled. The accidents occurred mainly in the large cities and in the roads leading to them.
Among the leading causes of death, road accidents now ranked fifth, the most vulnerable groups
of the population being the aged, the young, and the handicapped. Between 1960 and 1969 the
number of privately owned motor vehicles in the city of Baghdad had increased from 64 000 to
112 000, and in the five -year period 1970 to 1975 it had doubled again. His delegation fully
supported the proposals for the prevention of road traffic accidents put forward in the
Director -General's report.

Dr TAJELDIN (Qatar) said that the mortality from road traffic accidents had tripled in
his country during the past few years and now headed the list of causes of death together with
cardiovascular diseases, whereas communicable diseases had taken third place. One person in
three now had a car, and the legislation that had been promulgated had not put an end to
traffic accidents. The report of the Director -General emphasized the need for the

cooperation of all Member States to control this epidemic, and he thought that WHO should
initiate an international campaign for this purpose as soon as possible.

Mr BERNHARD (Economic Commission for Europe) thanked WHO for the valuable contribution it
had made to the work of the subsidiary bodies of the Inland Transport Committee's Working
Party on Road Traffic, mainly to the group of experts on the construction of vehicles and the
group of experts on road traffic safety. The first group dealt with all questions related to
the homologation of vehicles, their equipment and accessories, and drafted regulations, under
the 1958 convention, on the construction of vehicles. WHO had made a helpful contribution on
all questions related to the human element and to health problems. The group of experts on
road traffic safety dealt especially with problems related to the rules and regulations set
down in the 1949 and 1968 conventions on road traffic. Among the subjects currently on its
agenda were the possible unification of general speed limits, the compulsory use of seat -belts,
and reflectorized licence plates. Here, too, WHO played a very important role, and recently
a list of the minimum contents of a first -aid kit to be placed in motor vehicles had been
drawn up with the help of a joint committee. Agreement had also been reached on minimum
requirements for the issue and validity of driving licences, taking into consideration such
medical problems as vision, hearing, and the psychological and moral suitability of drivers.

Subjects directly related to traffic medicine included driver vision, effect of alcohol
and drugs on drivers, first aid at the scene of an accident, education of road users, and
accident statistics. Standard definitions were being sought for death and for serious and
light injuries, so as to permit comparability of statistical data. He stressed the
importance of further close collaboration so that solutions could be found to what were now
universal problems.

Dr BORGOÑO (Chile) said that in his country road accidents were responsible for 3% of all
deaths and constituted the fifth most important cause of death. He believed, however, that
it was also important to consider the problem from the point of view of the injuries and
incapacity caused by the accidents. Only in this way would it be possible to obtain a
complete epidemiological picture, as well as an idea of the economic consequences, since
accidents habitually occurred among the young and gainfully employed. A multidisciplinary
and multisectoral approach was therefore essential, involving such aspects as the issuing of
driving licences and vehicle permits, road maintenance, and the inculcation in the public -
preferably commencing in primary school - of the need to respect the rules of the road and the
rights of other road users.

From the point of view of the health services, several important features should be
stressed. First, local conditions should be taken into consideration: in the developing
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countries motor vehicles - particularly public transport - tended to be older and in a poorer

state of repair than in the developed countries. Secondly, in the coordination and promotion

of multisectoral programmes, the health and wellbeing of the population should be the keynote.

Thirdly, any attempt at accident prevention should take account of social as well as health

factors. Alcoholism - a major cause of traffic accidents in his own country - was a case in

point, as was the consumption of pharmaceutical and other drugs. An important requirement

was the provision of speedy and efficient medical care for the injured, in order to avoid

subsequent complications and incapacity.
Lastly, the evaluation of traffic accident prevention programmes should elicit wide

participation. The epidemiological approach, using the criteria established in the Sixth

General Programme of Work, could be of great value in achieving the ends outlined in the

report of the Director -General, whose findings his delegation strongly supported. For several

years now, Chile had been carrying out a control programme, in accordance with standards laid

down by WHO and PAHO.

Dr KRAUSE (German Democratic Republic) reported that in his country also the number of
road accidents had increased during the last few years. However, the number of fatal acci-
dents had remained constant at 2000 per year as a result of systematic efforts to improve

road safety. He drew attention to three measures of medical significance. (1) All persons

who applied for or who already possessed a driving licence were obliged to undergo a medical

examination. Professional drivers had to be examined by physicians of the transport medical

services. (2) Traffic education of preschool children and schoolchildren was particularly

important. In the kindergartens, which were at present attended by 80% of children of pre-
school age, elementary instruction was given in the skills necessary to enable the children

to go to school safely alone. This training was continued in the schools as an integral
part of the normal curriculum, as well as in specific working groups of pupils. (3) The

system of medical emergency services was being continuously enlarged, the aims being:
qualified first aid at the place of the accident; safeguarding of the vital functions of the
severely injured during transportation to hospital; and immediate hospitalization of the

severely injured in selected emergency centres for medical treatment.

He fully approved the resolution adopted by the Executive Board.

Dr TOTTIE (Sweden) said that the lessons about road accident prevention that had been
learned in the more developed countries must be adapted to the developing countries so that
they would not repeat the same unfortunate experiences.

In spite of the extensive literature emphasizing the multifactorial nature of accidents,

too little definite epidemiological information was available. It was important to study
accidents in a limited geographical area to discover the factors that would make it possible
to plan preventive measures. He suggested that a study should be made of the learning
process with reference to behaviour in traffic and the inculcation of a sense of responsibility.

The knowledge thus acquired should be used in educational programmes for children, starting
with the preschool age. Medical aspects were important but were only a part of the whole
problem of prevention. Improvements in vehicle design could help to reduce the severity of

injuries. Furthermore, it might be useful to compare the value of a single medical examination
by a physician with a simple screening procedure built into the school health services and
carried out by auxiliary personnel in combination with a questionnaire completed by the
applicant; if anything abnormal was found, a medical examination would be required. It was

important to develop cooperation between city planners, road constructors, and lighting
specialists in devising measures to prevent accidents.

The Swedish delegation approved the resolution adopted by the Executive Board.

Mr MEZEVITINOV (Union of Soviet Socialist Republics) thought priority should be given to
the medical aspects of road traffic accidents and to a careful study of the experience accumu-

lated in this field. In the USSR the law did not permit the consumption of any alcoholic
drink before driving, since even small amounts of alcohol in the blood could be dangerous.
If a driver who had been drinking had an accident, he was deprived of his licence and sub-
jected to administrative or criminal sanctions, depending on the nature of the accident.
The law stipulated complete temperance, and the breath test, rather than the blood test,

was used. The screening of professional drivers before they started their journeys had
proved to be a fully justified measure; since its introduction, there had been no cases of
alcohol having been taken before driving, and the procedure also made it possible to prevent
anyone in a doubtful state of health from driving. Those who were under medical treatment
involving the use of psychotropic drugs were put on paid sick leave. A list had been

prepared of the diseases that should be regarded as contraindications for the granting of a

driving licence; the list was regularly reviewed and amended. There should be no slackening
in the medical and other requirements for the delivery of licences to the drivers of private
cars - a means of transport that was being increasingly widely used.
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Dr SILVA (Nigeria) thought that the discussion on traffic accident prevention was
opportune, at a time when many young, qualified people were being killed or injured daily.
In her country the problem was of great concern to the health authorities and she was glad

that WHO was giving priority to its public health aspects. The main causes of traffic

accidents were excessive speed, lack of training of drivers, traffic congestion, alcohol

consumption, and drug abuse. Education in road safety should be given to all sectors of

the community, from schoolchildren to the aged. Efforts were being made in Nigeria to issue

licences only to literate drivers. There was moreover a need for simple road signs that

could easily be understood by all road users. Attention was also being given to the cons-

truction of new highways and to proper maintenance of roads. More education for road users

was needed, and training in first aid should be intensified. Health education of the young
in the risks of alcohol consumption and drug abuse could also help to reduce accidents; in

Nigeria a multidisciplinary committee had been set up to organize educational programmes

along those lines. In addition emergency facilities needed to be improved, since in many

health centres and hospitals they were inadequate to cope with accident cases. Transport

to hospital also needed to be improved. She therefore proposed that Member States should

be urged to foster action that would provide better facilities for dealing with the victims
of accidents when they arrived at hospitals or health centres for emergency treatment.

Dr TRAZZINI (France) said the report was a very interesting synthesis of the factors
involved in the etiology of accidents, whether associated with the individual or with his

environment. His delegation particularly welcomed the aim of improving coordination
between the different international bodies concerned with research in this field. It

supported the proposed programme of work and particularly emphasized the importance of epi-
demiological studies (which would necessitate the drawing -up of a standardized questionnaire),
and the need for the education of road users and the general public, especially young people.
Experience in France had shown that such educational programmes aroused great interest among
young people and led to excellent results.

Dr FLEURY (Switzerland) said that among the useful measures adopted by certain countries,

limitation of speed was particularly important; he regretted that no mention of this was made

in the report. A study had been made in Berne of the speed limits and blood alcohol limits
imposed by 12 countries, classified according to mortality from road accidents. Sweden

headed the list with the lowest number of deaths (118 per 100 000 inhabitants). The speed

limits in that country were 50 km per hour in built -up areas, 70 km per hour on ordinary

roads and 110 km per hour on motorways. Switzerland was seventh in the list, with nearly

twice as many deaths as Sweden. It had just introduced speed limits of 60 km per hour
in built -up areas, 100 km per hour on main roads, and 130 km per hour on motorways. Since

then a reduction of more than 20% in the number of deaths has been noted and the figure was

still declining. As it was found that about half the accidents took place in built -up
areas, a further reduction in the speed limit to 50 km per hour in these areas was under

consideration. The maximum permissible level of alcohol in the blood had been fixed at 0.8 g

per litre, and the possibility was now being considered of reducing it to 0.5 g per litre. At

the beginning of 1976 a new measure had been introduced, namely, the obligatory wearing of

seat -belts; the results already appeared to be encouraging.
While supporting all the measures for prevention of road accidents outlined in the

report of the Director -General, his delegation would have liked to see more importance given

to the question of speed limits.

Dr SAIED (Panama) likewise emphasized the importance of limiting speed. He considered
that it played a bigger role in traffic accident prevention than the condition of the roads -
in fact, more accidents occurred on better roads because people drove faster. Alcohol con-

sumption was another important factor, and the combination of alcohol and speed almost inva-

riably led to an accident. Road accidents took a heavier toll of men than of women and of

young people than of old; a large number of accidents occurred to young people studying at
university thus tragically depriving the country of the graduates it so badly needed.

Traffic education was very important. He recalled the tendency of manufacturers to

present their motor vehicles as symbols of power, speed and force: as soon as the driver of
a motor vehicle took the wheel he was conscious of this and his aggressive instincts took over.
An indirect element of education would therefore be to convince manufacturers of motor
vehicles to advertise their product as a means of transport and not as a symbol of power.
In Panama there were 30 fatal accidents for every 10 000 motor vehicles, or 2 deaths for every

10 000 inhabitants. These were high figures, and his delegation was very appreciative of any

attempt by WHO, together with other organizations of the United Nations system, to find effec-

tive measures for preventing traffic accidents. As the delegate of the German Democratic

Republic had said, hospitalization was of vital importance - but the developing countries with
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their other pressing health problems, could not afford expensive treatment installations. On

the average every hospitalized accident victim spent 30 days in hospital, and this represented

a tremendous cost to the health services.

Dr BACVAROVA (Bulgaria) recalled that the Twenty- seventh World Health Assembly had
stressed the importance of road traffic accidents as one of the leading causes of death, and

outlined measures that might be taken with the cooperation of international organizations
and regional and local health services.

Epidemiological studies on the causes of traffic accidents had shown that the human ele-

ment was more important than all the other factors combined. The physiological, psychological and

pathological factors relating to road users should therefore form the basis of any preven-

tive measures. An effective programme of prevention could be established only on a complex
scientific and social basis, with immediate and long -term objectives. The introduction of

speed limits and restrictions on the use of petrol during the petrol crisis had resulted in a
reduction in the number of accidents and deaths, but such measures could hardly be considered

a basis for a preventive programme.
The role of health authorities and institutions should not be strictly defined, but there

were two basic aspects: the role of the health services with regard to medical examinations
for the delivery of driving licences and the detection of individuals representing special

risk; and the timeliness and adequacy of medical aid in the case of traffic accidents.
The system of examination that had been used up to the present in order to exclude those

who represented a special risk seemed inadequate, bearing in mind the difficult conditions of
intensive and fast traffic that were now so common. Considerable emphasis had been placed
on drunkenness, and sight tests were still carried out, but many other conditions - such as
mental disturbances, diabetes and epilepsy - remained undiscovered.

In view of the high death rates, the serious effects on the working capacity of the
population and the economic losses involved, the health services should include the preven-
tion of traffic accidents amongst their priorities. In the planning of a systematic preven-
tive programme, consideration should be given to the following: (1) the provision of accurate
and detailed information on the nature, scale and distribution of traffic accidents according
to sex, profession, age and other indications concerning the victims and population groups
representing special risk (in that connexion, consideration should be given to the experience
gained in the compulsory notification of acute infectious diseases); (2) legislative measures,
the training of drivers, education of the public, technical improvements in vehicles and in

protective measures.

Dr GREVILLE (Australia) said that road accidents were due to failures in the operation
of the interacting components of a complicated transport system involving the vehicle, the
road, the environment, the road user, and the latter's social environment. A reduction in
accidents and their effects could be achieved only through efficient management of the

system. This in turn depended on the quality of the information available to describe the
operation of the system, to identify its failures, and to evaluate the effectiveness of

measures to overcome them.
There was a great need to improve information on accidents. In Australia a research

project on the human element in road accidents was examining specific types of accident
as related to road user behaviour and trying to identify those related to the characteristics
of the individual and those related to the vehicle and the traffic system. He drew attention

to three matters: (1) Early attention should be given to studying the problems of developing

countries with rapidly increasing rates of vehicle ownership, and relatively less attention
to the existing problems of already motorized nations. (2) One initiative that WHO might

take would be to recommend that, in planning programmes to assist developing countries in
extending facilities for road transport through the building of roads and so on, a defined
proportion of the aid should be earmarked for reducing the number of road crashes. The

present situation was that, as funds were made available for transport, the number of road
crashes increased and attempts were made only subsequently to reduce the accident rate.
(3) Attention should be given to the need for wearing seat -belts.

Dr BALL (United States of America) commended the Finnish delegate on his excellent

review of the problem. He emphasized that proper criteria were needed for licensing of
drivers and that increased education from school age onwards had an important role to play.
Research into the human and medical factors involved would also be useful. One problem was

that, whereas simple and reliable tests were in existence for determining the concentration

of alcohol in the blood, no such tests seemed to be available for psychotropic drugs.
There appeared to be a steady increase in the speed at which motor vehicles were being

driven in most countries. In the United States of America, the simple act of lowering the
Kneed limit and enforcing that limit had resulted in a significant reduction in the number of



COMMITTEE A: FOURTH MEETING 287

traffic accident deaths. He wondered whether consideration should not be given to making
the use of crash helmets mandatory for motor cyclists. Here, again, the need for coordination
was apparent.

Professor DAVIES (Israel) said that more information of an epidemiological nature was
required on people involved in road accidents. The kind of information obtained by the
police did not reveal behavioural characteristics. Road accidents were not a problem solely
for developed countries: it was possible that developing countries had in general a higher
accident rate per thousand vehicles. In the licensing of drivers there was room for psycho-
logical tests as well as for tests of visual acuity and driving ability. Israel had one of
the highest road accident rates in the world, although alcohol and drugs contributed virtually
nothing to it. One area worth investigating concerned the norms of behaviour that were
expected by the community, since there was a tendency for drivers to adjust their own behaviour
to match that expected of them.

Dr FUNKE (Federal Republic of Germany) said that 92% of all accidents were due to human
and psychological factors, yet most preventive work had concentrated on the technical aspects
of vehicle design and road improvement. It was necessary to prevent the developing countries
from repeating the mistakes of the developed countries by providing them with all available

information. Uniform definitions of injury and fatality and the identification of meteoro-
logical factors would greatly help in the comparison of data. Once public health services
became involved in road accidents a wide field would be open to them. That was also true of
the family doctor. A general road accident education campaign could reduce traffic accidents
by 12 %.

Dr GOEL (India) said that in his country road accidents were confined to the large cities
and the newer industrial towns. He believed that much could be done by more stringent
licensing procedures and speed limits. More than 30% of accidents were caused by overcon-
sumption of alcohol, and he felt that the development of simple methods of determining the
alcohol level in the blood would be very useful.

Dr VIOLAKI -PARASKEVAS (Greece) thought that the problem of road accidents could be solved
only by a multidisciplinary approach. Little was known about the behaviour of drivers, and
attention should be given to the human and environmental factors influencing the risk of
accidents for all categories of road users. Medical tests for the granting of driving
licences were most important, as was the education of the public from school age onwards. In
Greece, road accidents were the fourth leading cause of death, with the young forming the
group at highest risk. First -aid kits were now compulsory for all types of vehicles.

Professor ONGOM (Uganda) was disappointed to see that WHO had done little about road
accidents in the African Region, since quite a number of African countries had considerable
accident rates. He suggested that new models of cars should have a better shock -absorbing

structure, and that a breathalyser unit should be installed in them so that the engine would
automatically switch off if the alcohol level exceeded a certain figure. The proposed
medical test for drivers as a condition for licensing should be followed up.

Dr BONDZI- SIMPSON (Ghana) viewed the proposal to introduce medical standards for the
licensing of drivers with some misgiving. The problem of basic health services was so great
in the African Region that few resources would be available to undertake new schemes for some
time to come. The value of educational campaigns was beyond doubt. One such campaign had
been undertaken in Ghana prior to the change to driving on the right -hand side of the road
in 1974; the incidence of road accidents had fallen as a result and had remained low.

The question of substandard vehicles was most important. Ghana had made it obligatory
to have a roadworthiness certificate, which had to be renewed every six months. Ghana had
also established a Highway Authority to improve the state of the roads, and a National Road
Safety Committee to coordinate the efforts of the various agencies.

Dr OSMAN (Sudan) reported that the road accident situation in his country was serious.
Hospital services were becoming paralyzed owing to the number of casualties. The Government
had established various programmes to cope with the problem. Legislative committees had
been set up to deal with accidents as a whole, including road accidents. Training programmes
were required for the prevention of accidents. Workers had asked for road accidents to be
considered as an occupational hazard. The development of major highways might itself be a
cause of accidents. He believed that the WHO programme should be given a high priority.
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Dr M'BAKOB (United Republic of Cameroon) said that his country was much concerned about
the problem of road accidents, for which only fragmentary data were available. He regretted
that WHO had not given much attention to that problem in the African Region, but he was in
agreement with the Organization's programme.

Dr OBIANG- OSSOUBITA (Gabon) stressed the relationship between road accidents and
occupational accidents. Regulations were needed for the transport of workers, to ensure that
vehicles were safe and were not overcrowded. He was sorry that WHO did not plan to carry
out any road accident prevention activities in the African Region. Attention should be paid
to the proper construction of roads to prevent certain contractors from providing substandard
roads in order to obtain further business from their repair. Action was also needed to
prevent accidents caused by alcohol. A further problem in his country was that lack of
public transport forced people to buy cars that they could not really afford; they were then
unable to maintain them in a proper state of repair. The solution lay in the provision of
more public transport services.

Dr VILCHIS (Mexico) considered that his country provided a good example of the way
psychosocial factors influenced road accidents. The car was a status symbol and the number
of old cars on the roads was enormous. Moreover, as in other parts of the world, drivers
would not admit the right of another driver to overtake - an attitude that was conducive to
accidents. It was essential to teach the right attitudes in school, but there the problem
arose that the parents often set a bad example out of school. While uniformity of indices
was essential for the comparison of statistical and epidemiological data, other kinds of norm
were also valuable, e.g. standardization of speed limits, and standardization of road
characteristics.

Dr ALDEA (Romania) stressed the need for strict legislation to protect road users. It

was essential to standardize traffic regulations all over the world so that no one could be

ignorant of the rules in any country. The training for all types of medical personnel

should include first aid; and the efficiency of ambulance services should be increased, with
a corresponding development of traumatology and neurology services. The efforts made with
education of the public in Romania had led to a decrease in the road accident rate.

Dr AVILES (Nicaragua) described the paradoxical situation in his country in which all the
resources possible were mobilized against poliomyelitis and none against road accidents,
although the latter claimed many more victims than the former. It might be said that traffic

accidents, not being amenable to prevention by vaccination, constituted a scourge that could

not be eradicated. Yet he believed that it was possible to control the epidemic, and to

minimize its effects. Regulations existed but were all too frequently ignored: the

question was not so much what regulations should be enforced but how to enforce them.
Education had been advanced as the basis of road accident control, and he agreed with that

argument; but he also endorsed the comments of the delegate of Mexico that the teaching of
good road manners to schoolchildren was undermined by the driving behaviour of the parents.
WHO would perform a valuable service if it could determine a strategy for ensuring that

regulations were observed. He recommended that the Organization play a more active role at

country level.

Dr N'DA (Ivory Coast) said that his country had the highest number of accidents in Africa
and came high on the list of the countries with the greatest number of accidents in the world.
The principal victims were young drivers on major roads and pedestrians and cyclists in towns,
and the results were costly both in terms of human lives and from the economic point of view.
The causes were partly the increase of the number of vehicles in relation to the road network
(over 1000 new vehicles were licensed each year), but above all human and mechanical factors.
People leaving the country sold their cars, after many years' hard use, without the slightest

concern for the future user. Studies were being made to establish the relative importance of

the different causes of traffic accidents. The situation was of great concern to his Govern-
ment, which had instituted extensive measures concerning road safety surveillance and urgent
medical aid to those injured in road accidents, and was applying preventive and educational

methods tried out in other countries. Since the results were still unsatisfactory, his delega-

tion would strongly support any resolution concerning the new threat to human life.
Local conditions appeared to be a fundamental cause of accidents. Since speed

restrictions seemed to have given satisfactory results in many countries, it might be a solu-

tion to limit the power of newly constructed vehicles.

Dr HIDDLESTONE (New Zealand) said that, like all Member States, his country was deeply
concerned at the progressive carnage on the roads. In addition to its own extensive study
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and research, New Zealand was vitally interested in work done in other countries and would
give careful attention to any recommendation resulting from the present discussion. At a
recent seminar held in New Zealand, the head of the United Kingdom accident investigation
division had claimed that 60% of road accidents could be prevented if substantial improvements
were made to roads, cars and road -user habits. Although many accidents were caused by the
driver's lack of skill, engineering improvements could often counter human failings. Proven

remedial measures for roads, including improvements in design, road surface, lighting, and
traffic management in urban areas, could prevent 20% of potential road accidents. As regards

the vehicles themselves, tyres and brakes could be better maintained and seat -belts improved

to prevent mistakes in use. Higher priority could be given to features of car design that
protected the pedestrians and the inhabitants of vehicles on impact. Safety features already
sufficiently developed for use within a few years could reduce casualties by 5% to 10%, and
in the longer term accident casualties could be halved.

Influencing the road user was the most difficult safety measure to effect, but it could

have the most dramatic results. In New Zealand, the Ministry of Transport had recently up-
dated the traffic safety education programmes which had been in existence since the early
1930's, and in the current year traffic education had been integrated with the regular school

curricula. The country had a standard driving test which could be toughened or relaxed by
raising or lowering the required pass mark. The changes in the systems of driving tuition
recommended by the Parliamentary Select Committee on Road Safety would probably be implemented

in 1976. The Ministry of Transport maintained close liaison with health education officers
and the medical fraternity.

Safety standards for motor vehicles (also recommended by the Select Committee) were being
adopted, and the Ministry of Transport was cooperating with the Board of Health to implement
the provisions of the Clean Air Act. Current and proposed traffic safety programmes were
either being or would be evaluated by a Traffic Safety Research Unit within the Ministry of
Transport and a Traffic Safety Research Council outside it. Medical standards for driving
licences had recently been reviewed, and the booklet Medical Aspects of Fitness to Drive had
been adapted for New Zealand conditions.

The National Safety Council of America's "defensive driving" programme, adapted for
New Zealand conditions, was constantly being revised and evaluated and seemed to be proving

effective. The Medical Research Council of New Zealand was also involved in research on
traffic safety and was represented on the Traffic Research Council. In addition to providing
financial compensation to accident victims, the Accident Compensation Commission had interpreted
its statutory role in accident prevention to include the financing of traffic safety and traffic
education programmes. It too had a seat on the Traffic Safety Research Council. The Minister
of Transport was currently conducting and evaluating a socially- oriented "drinking driver"
campaign, and several projects were under way or were planned to identify and offer counselling
or treatment to driving offenders with alcohol problems. Apart from the synergism of a combina-

tion of alcohol and drugs, on which the Department of Scientific and Industrial Research was
working, drugs did not appear to be a major driving problem in New Zealand.

There had been a substantial and continuing reduction in traffic accidents, mortality and
injuries since December 1973, the major factors being the international fuel crisis, the
substantial increases in the price of fuel, the consequent change in social attitudes to
driving and vehicle usage, and the imposition of an 80 km per hour speed limit on New Zealand's
roads. Other contributory factors were the seat -belt law, introduced in 1965 and gradually
extended since that time, and the law making the wearing of crash helmets compulsory for motor-
cyclists, which had also been substantially extended.

Sir Henry YELLOWLEES (United Kingdom of Great Britain and Northern Ireland) said that
section II of the Director -General's report - General WHO activities - seemed to put too much
emphasis on the importance of medical conditions that could be identified by routine medical
examinations when a driver applied for a licence. The term "medical ", used in a wide sense,
included behavioural and psychological factors, as well as driving under the influence of
alcohol or drugs. Many other factors were involved, as had been emphasized by previous
speakers. The work being done in the United Kingdom (referred to by the New Zealand delegate)
had shown that medical conditions in the narrow sense were responsible for less than 1% of
accidents.

Untrained, amateur first -aid to accident victims should be discouraged. It was better
to concentrate on reducing the time the emergency services took to reach the site of the
accident.

At present there was no reliable method of correlating the existence of defects in the
field of vision with the occurrence of accidents. The report of the Vth International
Conference of the International Association for Accident and Traffic Medicine (referred to
in the report) had not established the case for the institution of standards for field of
vision, nor did a study based on a sample of 52 000 drivers in North Carolina. On the other
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hand, most authorities seemed to agree that static evaluations of visual parameters should
give place to dynamic tests of vision, e.g. threshold angular movement and threshold movement
in depth. His delegation agreed that the existing standards for visual field were not satis-
factory, not because they were not strict enough, but because there was no true scientific
basis for the type of tests used. The evidence available at present suggested that some
countries might wish to consider relaxing their current colour vision and visual field standards.

His delegation strongly supported the programme put forward by WHO and would be glad to
share its own experience with other countries.

Dr AKALAY (Morocco) said that his country had adopted a number of accident prevention
measures that had been fairly satisfactory, although they had not solved the problem. For
instance, for the past three years there had been a compulsory medical examination for all
driving licence candidates, carried out by doctors approved jointly by the Ministry of Public
Health and the Ministry of Public Works. The severity of that medical examination had been
increased and it now had to be taken every two years by drivers of heavy lorries and public

transport. The examination was intended to detect not only deterioration of visual acuity
but also illnesses such as diabetes, high blood pressure and heart disease. The first
licence was valid only for one year and could only be renewed if the driver had not caused

a serious accident. The blood group had to be entered on the driving licence, a measure that
incidently provided many blood donors. The speed limit was 90 km per hour for new drivers

for the first year. Helmets must be worn by motor -cyclists. There was a compulsory
technical examination every two years for public transport vehicles and lorries over 10 years

old.

Dr SETIADI (Indonesia) agreed that road traffic accidents were no longer the monopoly of
the developed countries. In Indonesia, for instance, such accidents had increased from
23 294 (with 3364 deaths) in 1971 to 42 281 (with 6659 deaths) in 1975, thus making them one
of the leading causes of death in the country, together with cholera, malaria and other

communicable diseases. However, little had been done so far to tackle the problem.
Although it was a multifactorial problem, health authorities should take the lead in trying to
solve it by instituting epidemiological studies to find out details of places and times of
accidents and the type of driver involved.

He noted with regret that, according to the report, no activities had been initiated
in the South -East Asia Region. WHO could do a great deal in bringing the problem to the
attention of governments and of people at large, for example by making the prevention of road
accidents a theme for World Health Day.

His delegation approved the Executive Board's resolution on the subject.

Dr ALAN (Turkey) endorsed the opinions expressed by previous speakers and the content of
the report before the Committee, Accidents however could be prevented only if drivers were
prudent, patient and careful; that was why young drivers caused more accidents than older
drivers. As the United Kingdom delegate had said, attention must be paid to visual acuity,
but it was even more important, before granting a driving licence, to ensure that the driver
was capable of driving prudently, patiently and carefully.

Dr 6LAFSSON (Iceland) said that the prevention aspect should be stressed just as much in
the case of road traffic accidents as in the case of disease. The risk factor was also very
important.

Dr LE6N (Argentina) said that, in his country, road accidents accounted for 2% of total
deaths and were the major cause of death for those between 5 and 24 years old. Disability
resulting from road accidents was also very high. In March 1974, the National Commission for
Road Accidents had been established, under the chairmanship of the Secretary for Public Health.
It was responsible for finding a solution to the problem and for implementing the
recommendations made in the Ten -Year Health Plan for the Americas, prepared at the III Special
Meeting of the Ministers of Health of the Americas in October 1972.

The complexity of the matter and the interaction of the factors likely to cause accidents
called for an integrated investigation of road accidents. The first factor to be taken into
account was the human factor, which included mistakes by the driver and by other persons.
Mistakes by the driver could be caused by lack of experience, slow reactions - which might be

due either to congenital incapacity or to the effect of alcohol or drugs - and failure to
comply with road traffic regulations; mistakes by other persons could involve pedestrians or
other drivers, for instance those who parked their vehicles in dangerous places. There were
also factors attributable to the vehicle or to the roads in addition to meteorological
factors. Research should cover all those factors.
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Dr del CID PERALTA (Guatemala) said that one point had been given little attention either
in the report or by previous speakers, namely the conflicting interests of health and of
commercial considerations. On the one hand, health authorities were trying to prevent road
accidents. On the other, car manufacturers were decreasing the quality of their product
and increasing its quantity; and producers of alcohol were using the mass media to increase
sales. It was useless to pass laws making safety belts compulsory if they were worn in
a vehicle made of low -quality materials. In earlier days, when vehicles were better built,
back -seat passengers and children not wearing safety belts were safer than in modern cars.
It was very difficult to control the action of individuals, and governments should first pass
strict laws to protect persons travelling by public transport.

Dr LANDMANN (German Democratic Republic) said that not enough attention had been given
either in the report or by previous speakers to another important matter, namely the influence
of smoking on road accidents. First, the action of lighting a cigarette and of smoking
distracted the driver's attention; and secondly, the toxic substances in tobacco smoke reduced
the oxygen flow to the brain and could therefore lead to accidents. In his country, the
National Committee for Health Education recommended that people should not smoke in taxis and
in cars, at least in heavy traffic in towns, or in closed cars.

Mr ALLEY (International Civil Defence Organization), speaking at the invitation of the
CHAIRMAN, said that his Organization, which was concerned with disaster management by State
civil defence organizations throughout the world and especially in developing countries,
considered that the problem of road traffic accidents, as illustrated in the third paragraph
of section I,A of the report, constituted one of the major disasters of the technological age,
especially where children were concerned. Consequently, his Organization emphasized the need
for road safety education as a major contributory factor to reducing that toll on human life.
Improvements in vehicle engineering or stringent law enforcement were useless without education.
Although he agreed that the causes of road accidents were multifactorial, the major cause was
the human factor, which accounted for 82% of accidents, whereas 4% were due to environmental
factors, 4% to vehicle factors, and 2% to other causes.

Since the highest priority must be given to the needs of children, ICDO believed that
training and education must start at the earliest possible age, continue throughout school
life, and follow on into adult life. Such training must be part of the school curriculum
and integrated into the syllabus. It had been proved that such integrated training could
reduce the toll of child life by between 5% and 157,. From 1976, ICDO had included in its

international specialized instructor course a programme for education and training in road
accident prevention and was encouraging all countries to include such courses in their disaster
training programmes. ICDO would be pleased to consider favourably all possible cooperation
with WHO, its regional bodies and other relevant agencies, and gave its full support to all
such programmes.

Mr ANDREASSON (International Association for Accident and Traffic Medicine), speaking at
the invitation of the CHAIRMAN, supported the proposed programme outlined in the report.
The statements by various delegates had shown the magnitude of the problem and had highlighted
important aspects of the prevention of road traffic accidents. It was naturally impossible to
discuss all aspects of the problem in detail in a short document; many of them deserved further
study in depth.

The medical factors were only part of a traffic safety programme. The whole system
represented by man, the vehicle and the environment must be studied, since an accident was
rarely caused by one single factor. However, the experience and knowledge of the medical
profession was required when studying the factors included under those three main components.

IAATM was organized in seven regions identical with those of WHO, except that the
Americas were divided into North America and Latin America because of language difference.
He was therefore able to offer worldwide IAATM service and collaboration. The IAATM Executive
Board looked forward to further and closer cooperation with WHO, in the regions and at head-
quarters. Some of their joint activities were already reflected in the report.

The current IAATM programme included the following items: jointly with the European
Centre for Human Ecology, it was organizing the first international course in traffic medicine
(Geneva, summer of 1976), which would form the basis for similar courses in the regions; a

programme for the developing countries on traffic medicine and traffic safety in general was
in preparation and before 1978 it would be discussed at an IAATM seminar in the African region;
an international conference on the effect of seat -belt legislation would be held in Australia
at the beginning of 1977; and various books on the subject were to be published during 1976.

The Association did not wish to isolate traffic medicine as a medical exclusivity, but it
wanted all those concerned with traffic safety to profit from the medical profession's know-
ledge. As the topic was a multidisciplinary one, it was important to attack the problems in
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collaboration with different groups. IAATM cooperated with such international bodies as the
Prévention Routière Internationale, the League of Red Cross Societies, the International
Pedestrian Federation, and the European Centre of Human Ecology. It hoped that the
coordination mentioned in point 3 of the programme structure outlined in the report

could be realized. The representative of the Economic Commission for Europe had referred to
plans for a joint programme on the prevention of road traffic accidents, and for closer
collaboration between WHO, the United Nations as represented by ECE, and intergovernmental and

nongovernmental organizations. There seemed to be a need for a clearing -house for exchange of

experience. However, the nongovernmental organizations' resources were limited, and he hoped
that WHO could clarify what it wished such an organization as IAATM to do.

IAATM, in collaboration with the European Centre for Human Ecology, intended to invite
members of the World Health Assembly and the Executive Board and other interested parties to
a meeting on the prevention of road traffic accidents, with the emphasis on traffic medicine,
to be held on Tuesday, 18 May 1976.

The meeting rose at 5.35 p.m.



FIFTH MEETING

Tuesday, 11 May 1976, at 9.30 a.m.

Chairman: Professor F. RINGER (German Democratic Republic)

REPORTS ON SPECIFIC TECHNICAL MATTERS Agenda, 2.5

Prevention of road traffic accidents (continued) Agenda, 2.5.2

Professor KOSTRZEWSKI (representative of the Executive Board), commenting on the dis-
cussion on road traffic accidents at the fifty- seventh session of the Executive Board, drew
attention to the summary records of that meeting, contained in Official Records No. 232,
Part III, pages 269 to 277. Those records showed that the discussions in the Executive Board
had been similar to the discussions in the present Committee. In conclusion, one member of
the Executive Board had mentioned that operative paragraph 2 of the draft resolution being
considered by the Board appeared to imply that the Board approved of the programme of work
detailed in the report, whereas many members had said that the programme was not well defined.
Another member of the Board had suggested that the point might be met if the operative para-
graph indicated that Board members' comments would be taken into account in pursuing the
programme. The Executive Board had finally agreed to draft operative paragraph 2 of the
draft resolution along those lines. He emphasized that the remarks of members of the present
Committee would also be taken into consideration in implementing the programme.

As regards the manner in which the item concerning road traffic accidents had been intro-
duced to the Committee on the previous day, he mentioned that at the fifty- seventh session of
the Executive Board the item had been introduced by Dr Pavlov, Assistant Director -General, and

that during the discussion the Regional Directors for the Americas and for Europe had
addressed the Board. That represented a new way of developing WHO programmes; the two
Regions in question had initiated programmes on road traffic accidents and continued to
stimulate and guide the overall programme of the Organization in that field. However, the
Executive Board understood that the programme would not be limited to those two Regions, and
that full use would be made of their experience in expanding the programme to all other

From the comments made, in delegates from the African Region, it was
clear that there was an urgent need to develop programmes on road traffic accidents in the
African Region; and, as indicated by the delegate of Australia, there was also interest in
the Western Pacific Region.

Dr KAPRIO (Regional Director for Europe) thanked the delegates from the thirty -five
Member States and the representatives of the Economic Commission for Europe and of the
governmental and nongovernmental organizations for their contributions to the discussion. He

explained that the Director -General was trying to decentralize certain programme areas, and
that in the case of road traffic accidents the two Regional Offices mentioned and several
divisions at headquarters had formed a task force to develop the programme.

He noted that the proposed programme structure was generally supported, although certain
details in the report had been criticized by some delegates. In order to clarify why

certain important factors had been omitted, he explained that the report consisted of two
parts: first, responses to the points raised in discussions at previous Health Assemblies;
and, second, the programme structure that was being considered for approval by the Director -
General before application in all regions. The report might therefore show a lack of

balance, and later a more comprehensive document would be prepared.
Summarizing some of the comments of delegates, he said that it was interesting to note

that many countries already had road traffic accident problems and were rightly very alarmed
at the situation, not only from the preventive point of view but also as regards hospitaliza-
tion and medical care of the victims. As regards prevention, some countries had put more
emphasis on education programmes, for example, France, Mexico and the United States of America,
while legislation had been stressed by Romania and the USSR. One of the organizations had
emphasized the importance of enforcement, education, and engineering.

There was clearly a need for a comprehensive programme involving action, evaluation, and

research. Some countries already had comprehensive programmes and those could perhaps be

modified and used as examples in other situations. It was promising to note that four

-293-
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countries - the German Democratic Republic, the Federal Republic of Germany, New Zealand, and

Sweden - had been able to reduce the number of fatal accidents. That was the major purpose

of all public health programmes - to reduce mortality and morbidity. WHO was, of course,

only one of a number of organizations involved in the field of prevention of road traffic

accidents, but it could play an important promoting role.

The CHAIRMAN said that no draft resolution had been proposed in connexion with the

Director -General's report on road traffic accidents. As the Executive Board had already

adopted resolution EB57.R30 it was perhaps unnecessary for the Committee to approve another

resolution.

It was so agreed.

Occupational health programme Agenda 2.5.3

The CHAIRMAN drew the attention of the Committee to the following draft resolution
proposed by the delegations of Australia, Bahrain, Democratic Yemen, Ethiopia, Finland,
German Democratic Republic, Ghana, Guinea, Iraq, Philippines, Portugal, Qatar, Somalia, Sudan,
Sweden, Syrian Arab Republic, Union of Soviet Socialist Republics, Venezuela and Yemen:

The Twenty -ninth World Health Assembly,
Having considered the report by the Director -General on the occupational health pro-

gramme, and bearing in mind earlier resolutions on the subject by the Health Assembly
and the Executive Board;

Reaffirming that occupational health is a component of public health that should be
closely coordinated with or integrated into national health and industrial development
programmes;

Aware of the pressing demands for adequate occupational health services in a large
number of Member States;

Conscious that there is a lack of information on the type and magnitude of the
health problems of workers in developing countries;

Stressing the fact that, despite the outstanding need for Member States to develop
effective occupational health programmes, WHO has so far played a rather limited role in
this field;

Alarmed by the fact that there are large numbers of working populations throughout
the world, including workers in agriculture, transportation, construction work, services
in small industries and office work, who are left without preventive occupational health
care to control their various health problems;

Emphasizing the need to improve the present knowledge of the preventive aspects of
occupational health, particularly where new industrial technologies are being introduced;

1. URGES Member States:

(1) to promote and carry out field investigations of the health problems of
workers in different occupations as a guide for the planning and implementation of

comprehensive health programmes for workers;
(2) to consider the health of the working population an integral part of public
health, particularly when developing country health programmes or establishing new

industries;

(3) in developing occupational health manpower, to take into account the needs of
those groups of workers to whom health services are not available, and to utilize
health personnel in industry for carrying out comprehensive health care services to

the working population;

(4) wherever possible, to undertake occupational health monitoring with a view to
detecting workers' health problems at an early stage, instituting control measures

and evaluating the effectiveness of such measures;
(5) to give special attention to vulnerable groups of the working population such
as young, female, elderly and handicapped workers, workers affected by communi-
cable diseases and simultaneously exposed to work hazards, migrant workers, miners,
and transport workers, especially seafarers;
(6) to report annually on occupational diseases and sickness absenteeism within the
framework of health statistics in a standardized health reporting system;

2. REQUESTS the Director -General:

(1) to implement the programme outlined in his report and to introduce the new
elements it contains into the medium -term activities of the Organization;
(2) to give occupational health a high priority and the new orientation recommended
in his report, particularly in areas emphasizing collaboration with countries that
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are rapidly being industrialized and in the development of applied research in pre-
ventive health care to workers;

(3) to assist Member States in acquiring systematic information on the health
problems of the working population and in promoting and organizing occupational

health monitoring;

(4) to collaborate with countries in developing the appropriate services, legis-
lation and institutions concerned with workers' health, and in intensifying training
in occupational health, reporting on the progress of this programme to the Thirty -
second World Health Assembly;
(5) to maintain close coordination with all international agencies and regional
organizations concerned with occupational health; and

(6) to account for this development in occupational health in the programme of the
Organization in preparing the programme and budget proposals for 1978 -79 and to seek
and encourage extrabudgetary contributions for developing this programme;

3. REQUESTS the regional committees to discuss the subject of occupational health, with
a view to its effective implementation and active development.

Dr EL BATAWI (Office of Occupational Health), introducing the item, said that the subject
was one of increasing concern to health authorities in industrialized and developing countries.
The Director -General's reportl on the occupational health programme fell into three main

sections. First, a statement on the health conditions of workers in the world today that
provided some statistical information on occupational diseases and injuries in a number of

Member States; second, an account of work -related diseases most of which could be controlled

by occupational health programmes; and third, a statement of needs in developing and
industrialized countries, with proposals for a new programme orientation and for WHO's future
programme of action.

The statistical information contained in the report was based on reports provided by
countries at the request of the Director -General and on information obtained from technical
publications prepared by occupational health institutions working in collaboration with WHO.
The data had certain shortcomings: the information was limited and some of the statistics
were presented as absolute numbers of cases rather than as prevalence and incidence rates,
since it had not always been possible to carry out field investigations or to enumerate the
populations at risk. Thus the data should not be used for intercountry comparisons.
However, it was of value to note that WHO had started collecting information that would serve
as a basis for programme planning at all levels. The data had been selected for their

reliability and as far as possible taking account of geographical distribution. There had

recently been an encouraging development in some countries in that data on occupational
injuries and diseases was no longer considered secret.

Important occupational health sectors in the developing countries, including agriculture
and small industries, were considered in the report, the need to associate industrial develop-
ment with occupational health services being stressed, so that those countries could avoid
some of the mistakes committed by industrialized countries in the past. There was reliable

evidence that workers' health problems were increasing in an alarming manner in countries
undergoing rapid industrialization and thus that vigorous action was required on the part of

WHO.
A second part of the report dealt with a number of work -related health problems often

connected with inadequate working conditions. Brief examples were given of the relationship

between work stresses and diseases of multiple causation. Many of those diseases could be

prevented by modern occupational health intervention, but there were still gaps in knowledge

and more research was required. A brief account of the health of migrant workers was

presented, as requested by the Twenty- eighth World Health Assembly.
More countries were becoming aware of the importance of preventive programmes in occu-

pational health and there were signs of a trend to comply with previous Health Assembly
recommendations concerning the integration of occupational health into national health

services. The Director -General realized that better collaboration between countries was
required in face of the increasing needs and that there was a long way to go even in identi-

fying those needs.
A third part of the report contained proposals for a new programme of action for the

Organization. There were proposals for new programme areas, identifying objectives, approaches,

and outputs, and the main emphasis was on collaboration with Member States in investigating
their needs and in strengthening workers' health services and the training of health personnel.

1
An article based on this report is published in WHO Chronicle, 30: 318 (1976).
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The methods used in industrialized countries should be adapted for use in developing countries.
Those methods concerned the detection, estimation, and control of occupational hazards, the

early detection of disease, the study of new toxic substances, and the establishment of norms
and standards particularly with regard to combined exposure to multiple stresses.

It was realized that in some countries the priority to be accorded to workers' health
programmes was a matter for discussion and that the place of occupational health in public
health was also under consideration. An attempt was made in the report to clarify those

issues.

Professor VON MANGER -KOENIG (Federal Republic of Germany) said that during the first days
of the Twenty -ninth World Health Assembly much stress had been given to the interdependence
between health, health care, and its effectiveness on the one hand, and economic and general
national development on the other. That was particularly evident in the field of workers'

health. The delegation of the Federal Republic of Germany had given its full support to
resolution WHA28.73 at the Tkaenty- eighth World Health Assembly and now welcomed the Director -

General's report.
It was, however, disappointing to find in the report certain data and comments which his

delegation could not accept. He appreciated Dr El Batawi's comments on the limitations of
the data, but nevertheless there was no proof of some of the assertions made - and the reader
should have been informed at the outset that the validity of the data varied. Referring to
the report itself, he said there were very few results to justify the relationships adduced
between occupational conditions and the diseases referred to. As regards hypertension and
coronary heart disease, much of what was presented was still speculation; and pulmonary heart
disease, arthritis, and locomotor disorders were not the classic examples of work -related

diseases that the report indicated. The statement relating to physicians in industry (in the
section on occupational health manpower of the chapter on the present state of occupational
health services in different parts of the world) was not convincing unless the reader was told
what those physicians actually did. In some countries their activity was considered an
integral part of primary health care, whereas in others it was not. The employment of
physicians and other health personnel by industry was not necessarily of doubtful value as the
report suggested, nor did intervention by the government necessarily guarantee an improvement
of working conditions. The influence of trade unions and works councils on employment
conditions should have been emphasized more in the report.

The statistical data contained in the annexes to the report presented a distorted picture.
The figures in the tables relating to suspected cases of occupational diseases would not lead
to objective and internationally comparable findings - for that, data on confirmed cases,
collected by similar methods, were required. In reply to the questionnaire distributed by
WHO, his own Government had supplied adequate and precise information for the years 1972 -1974
on confirmed cases of occupational diseases such as silicosis and hearing impairment due to
noise, but those figures had not been included in the document under consideration. It was

not possible in that way to obtain an objective survey of the problems of occupational diseases
and occupational health care in Member States.

The figures in the table showing occupational intoxication (cases reported as occupational
diseases) in eight industrial countries were misleading: the number of cases shown covered all
cases notified, i.e. even suspected cases. The figures for confirmed cases in the Federal
Republic of Germany were considerably lower than those given. For example, in relation to
carbon monoxide the number of confirmed cases was 13 instead of 483; in relation to lead the
number of confirmed cases was 10 instead of 311; and in relation to halogenated hydrocarbons
the number of confirmed cases was 17 instead of 288.

In conclusion, he suggested that in future all statistical. data should be collected with

the accuracy required for purposes of comparison. Otherwise any report would be misleading

and would not serve the cause to which all were committed, namely, the improvement of health

protection for the workers.

Dr TAJELDIN (Qatar) said that the report indicated the need in developing countries for

WHO help so as to promote industrial development in the best possible conditions. Occupational

health care was essential, since industrialization could not be adequately carried out unless

the workers were in good health. His delegation therefore supported the proposals in the

report, its only criticism being that they represented the bare minimum. He hoped that the

proposals for the future would be on a more adequate scale.

Dr OSMAN (Sudan) said that the report was in line with the Sixth General Programme of

Work, which laid down among the main detailed objectives in promoting the health of workers

the control of occupational health risks and promotion of the humanization of work. In his

country, as in other developing countries, increasing emphasis was being placed on industria-

lization, the mechanization of agriculture, and the increased use of pesticides and other
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agricultural chemicals. Those developments created problems, and occupational health and
safety were consequently considered of great importance. Indeed, it was even felt that they
might provide a core for other health programmes. Occupational health was linked with mental
health, psychosocial factors, and such questions as that of special allowances for dangerous

employment.

The report mentioned silicosis, but there were many other conditions that needed study,
such as occupational dermatitis, the zoonoses, and the effects of vegetable dusts. The report
was comprehensive, but its proposals fell short of expectations, given the importance of the
subject. The amount of money granted to the WHO collaborating institution was insignificant
in comparison with what was required. Moreover, while the report said that occupational health
manpower was in short supply throughout the world, it contained nothing about interregional
training. Nevertheless, it opened up possibilities for a more vigorous development of
occupational health services; his delegation was therefore a co- sponsor of the draft resolution
before the Committee.

Dr HASSOUN (Iraq) said that occupational health problems, both general and specific,
were to be found in his country as in other developing countries. The Regional Office for
the Eastern Mediterranean had been very cooperative in providing a consultant on occupational
health, who had advised on the establishment of a teaching and research unit and a training
programme for technical staff. Further assistance would be appreciated on the organization
and conduct of a survey of occupational health problems in the country, the design of a
notification system, the improvement of legislation, the strengthening of teaching and training
at various levels, the setting up of a pilot occupational health centre, the establishment of
threshold values for pollutants in industry, and the creation of a radiation protection service.

Dr GÁCS (Hungary) said that little attention was given to the incidence of disease in the
working environment, and yet it was of great importance. WHO should therefore stress the
value of epidemiological methods. The report showed a high incidence of silicosis and other
respiratory conditions in industrialized countries, and it followed that there should be
periodical medical checks of workers.

In relation to organizational weaknesses in occupational health services, it was desirable
that WHO should study the systems in existence and disseminate information about them.
Socialist countries had great experience of occupational health, and the occupational health
services there formed an integral part of the national health services. Information should
also be gathered throughout the world on new chemical substances introduced into industry and
the appearance of new occupational diseases, as well as on the results achieved in prevention
and treatment. The introduction of new knowledge and of modern methods would have the effect
of improving the occupational health services, and for that reason the health services should
cooperate to provide the knowledge and the methods.

Dr THOMPSON (Nigeria) said that 30% of the working population in Nigeria were in the
agricultural sector, but there was a rapid growth of industry, both large and small. More
pesticides and fertilizers were being used, and machines were being imported that only too
often provided inadequate protection. Although a factory inspectorate and an occupational
health unit had been created, there were few industrial health professionals in the country,
there was little or no examination of workers before employment, and routine health care of
workers was lacking; consequently there was little opportunity to practise a preventive

approach. There was a need for the planning and organization of occupational health services,
for the enforcement of legislation protecting workers, for a survey of problems in the country,
and for facilities to monitor the health of workers. WHO should collaborate with ILO to help
in the standardization of requirements for factories, occupational health clinics and

occupational health services. It should also organize regional training centres, possibly on
the basis of health teams.

He supported the draft resolution before the Committee.

Dr KRAUSE (German Democratic Republic) said that the report provided an account of the
occupational health situation in the world and indicated the need for WHO to collect more
information as a basis for strengthening occupational health services, particularly in

industrializing countries. In his country occupational health care was an integral part of

the medical system and about 70% of the working population received such care. The coverage
and reporting of occupational diseases were used to gauge the effectiveness of the occupational
health services, and in that respect he mentioned noise- induced hearing loss, which was
recognized as an occupational disease when the impairment was 20 %, that is, of social

significance.
His delegation would welcome future studies by WHO on selected problems in epidemiology,

carried out by a standardized methodology. It would also be useful if WHO could give
attention to the standardization of occupational health norms and maximum permissible values.
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WHO should pay attention to research on the health problems of the workers in different
occupations, prepare guidelines for the organization of occupational health services, educate
and train medical and non -medical personnel, and hold international meetings on the subject.

Dr SENCER (United States of America) said that the report should have spelt out in greater
detail the limitations of the data on occupational diseases in the world, since readers might

easily be misled. The report suggested that the integration of occupational health with the
general health services was the most effective approach. It had been found, however, that in
some cases the allocation of responsibility for occupational health research and standard -
setting to agencies primarily responsible for public health, and responsibility for applying
those standards to the agencies primarily responsible for the work places, was the most
effective method of protecting workers' health. The report also paid too little attention to the

role of worker groups, committees and unions in developing sound occupational health programmes.
Finally, it paid undue attention to such so- called work -related diseases as coronary disease;

in his view, however, occupational health workers should concern themselves with greater
priorities. It was essential that in the whole programme there should be strict priorities
and that the Organization should not duplicate work being done elsewhere.

Dr FREY (Switzerland) noted that the report said that the health services at the plant
level left a great deal to be desired in some industrialized countries. In that respect, he
could say from experience that both in his and other countries large enterprises had excellent
working conditions and well organized occupational health services. The same could not be
said for small enterprises and agriculture. Perhaps it was intended to say in the report
merely that large enterprises in industrialized countries confined their occupational health
care to the workers and did not care for the workers' families. The health care system
employed was different, but it did not mean that the quality of the service was defective.

Switzerland had considerable experience of migrant workers, and it confirmed what was
said about them in the report. A frontier health control had been established which
included X -rays of workers entering the country. The statistics showed that the incidence
of tuberculosis in migrant workers was higher than in Switzerland, and there was the danger
of the disease becoming reactivated because of the change in climate, working conditions
or perhaps psychosocial factors.

While silicosis had practically disappeared from Switzerland because of the strict
measures taken against it, there was a growing danger of chronic diseases and intoxications,
arising from the introduction of new substances and new techniques. The study of the
problems arising - medical and epidemiological or in relation to accidents and to ergonomics -
was being actively pursued in specialized university circles, and WHO's work was important
in relation to the continuation of such study.

His delegation supported the report in principle and would collaborate with WHO as far
as it could.

Professor SENAULT (France) said that the report was opportune, since the increase in
industrialization throughout the world emphasized the need for occupational health services.
The report, however, had some gaps. In relation to dust diseases of the lungs, for example,
it did not mention the work being carried out by the European Coal and Steel Community, which
had been going on for some considerable time.

In relation to migrant workers, the report said that highly industrialized countries
imported labour from abroad in order, inter alia, to lower production costs by paying low
wages to foreign workers. That was untrue, for in France and in other industrialized
countries the same salaries were paid to workers with the same qualifications, whether
indigenous or migrant. Among the important measures that were required in dealing with the
problem of migrant workers was the provision of health education for them; that was not an
easy task but it was essential.

No mention was made in the report of the work of OECD in relation to working conditions;
that too had been going on for some years. Finally, the tables annexed relating to reported
occupational accidents and compensation payment in five countries, and to medical practitioners
and some other health personnel working with industry were not very convincing. Comparative
figures of the kind given in those tables had to be exact and significant. What, for example,
was the significance of "part- time" in -plant physician in the second of the tables? A
physician working for between one and five or six hours per day was a part -time worker just
as much as one working between one and four days per week.

Dr COLE (Guinea) said that occupational health had been a major preoccupation in his
country for several years, since the increase in the numbers of multinational companies
(bauxite, aluminium and iron) had shown the need for occupational health services. Smaller
enterprises (textiles, plastics, etc.) had also been established; and agriculture had been
mechanized. Although the multinational companies provided some facilities, they had no
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real programme for the prevention of occupational hazards, no qualified safety technicians,
and no monitoring equipment. Moreover, initial recruitment was made without pre -employment

medical examination. It was impossible for the Government of Guinea to keep a check on the
import of industrial chemicals, which might have noxious or carcinogenic effects. Machinery,
bought from abroad for the medium -sized factories, was often old and lacking in safety
devices.

The occupational health programme was based, first, on a survey to evaluate risks and the

means of preventing them; and, secondly, on systematic medical examination of mine workers.
Although the dust of open -face mines had a low silicon content, the dust from surrounding
construction, roadworks and granite quarries might have a more dangerous composition. In

addition, endemoepidemic diseases affected factory workers, as they did workers in all pro-

fessional categories. The medical services vaccinated against tetanus those workers at risk.

On the subject of agriculture, he noted that an investigation among workers on rice or
pineapple plantations had revealed a high prevalence of intestinal parasitoses and more than
a 60% incidence of ankylostomiasis in the rice- growing area of Koba. Although the zoonoses

did not seem to be an important problem there were numerous cases of pesticide poisoning.
Guinea had two textile factories, but there was no major problem with organic dust; on the

other hand, there were cases of asthma caused by allergy, especially to tobacco dust.
Agricultural workers formed 10% of the work force although the number would grow, since
students now spent two years on the land. Small industries (those with less than 100
employees) accounted for 46.3% of the work force. Their workers received curative medical
attention from local dispensaries, whereas occupational health workers with basic training
were responsible for preventive medicine and safety enforcement: but this was only in a few

large towns. Occupational diseases certainly existed, and more case detection was required, e.g.

in a large printing works in the capital, punctuate basophilia was known to be present.
Psychosocial factors were important in industry and in the mines. In one large multi-

national company there was an abnormal incidence of behavioural problems, either provoked
by accident or by the accelerated working pace and the high level of noise and movement.
Tensions were also caused by work or family problems, transport difficulties, etc. The

isolation of mine sites often provoked nervous disorders in expatriate workers.
WHO could provide valuable assistance in the setting up of a national occupational health

service. The Organization had already enabled a doctor from Guinea to go to France to study
occupational cancer. Could similar help be provided for the study of sickle -cell disease?

The Organization of African Unity had recommended that this disease be particularly studied

in relation to aviators.
Many accidents at work were not recorded, therefore the statistics did not present a

realistic picture. A production unit committee had been set up, whose social section dealt
with occupational accident prevention and health education in the factory. Many work -related

diseases had been detected by regular medical examinations. Could WHO establish inter-

national norms for the permissible levels of certain substances? That would help developing

countries to fix their own norms.
The Government of Guinea intended to set up an institute of occupational medicine and

three regional centres. UNDP had agreed to finance their equipment but assistance was slow

in coming. WHO had provided a specialist in occupational health and given funds for research

into working conditions. Taking into account the grave problems caused by occupational
disease (absenteeism, among others) he hoped that WHO could give priority in this area to

developing countries. In particular, Guinea had urgent need of an industrial hygienist and

a toxicologist.

The meeting rose at 11.20 a.m.
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1. REPORT ON THE WORLD HEALTH SITUATION (continued from the second meeting, Agenda, 2.4

section 2)

The CHAIRMAN drew the Committee's attention to the draft resolution prepared by the

working group and called on the chairman of that group to introduce it.

Professor HALTER (Belgium) said that the working group had rapidly reached a consensus on

the following draft resolution:

The Twenty -ninth World Health Assembly,
Having considered the report of the Director -General on the report on the world

health situation;
Reiterating the need for the Organization to publish, in conformity with resolution

WHA23.59, an analysis and evaluation of information on the state of health of the world

population and on environmental health;
Recalling resolution WHA27.60, in which mention was made of the need to rationalize

the collection and presentation of information on the health situation in the world and

in individual countries;
Recognizing the need to improve the analytical content, coverage and timeliness of

the report on the world health situation;
Mindful of the importance of discussion of the world health situation among Member

States;
Concurring in the Executive Board's recommendations as contained in resolution

EB57.R46;

1. RECOMMENDS that the future reports on the world health situation:

(1) should comprise a global analysis along with country reviews, published by

headquarters, as in the previous reports;

(2) should be published every six years, in accordance with the major programme
cycle of the Organization, namely the General Programme of Work, with the exception
of the sixth report which should cover the five years 1973 -1977, corresponding to

the Fifth General Programme of Work;

(3) should be published in Arabic, Chinese, English, French, Russian and Spanish,
without prior review by the World Health Assembly;

(4) should, at a subsequent Health Assembly, be the subject of discussion bearing

particularly on their methodology and content;

2. RECOMMENDS further that the other proposals contained in the report of the Director -
General be implemented, particularly with respect to the mechanism for the preparation of

the report on the world health situation;

3. INVITES the Director -General to consider every possible means of assisting Member
States in improving the quality and accuracy of the answers to the questionnaire addressed

to them for the preparation of the report;

4. REQUESTS the Director -General to prepare the future reports on the world health
situation accordingly and taking into account the discussions at the Twenty -ninth World

Health Assembly.

He drew the Committee's attention to two points which had been added to those contained
in resolution EB57.R46. The first was paragraph 1(4) because it had been generally felt that
the World Health Assembly should give the opportunity to Member countries to discuss at length
the content of the report and also the method by which it had been prepared. The second was
set out in paragraph 3, which invited the Director -General to assist Member countries in
providing more accurate figures to be included in the report. The working group had thought

-300-
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that, with these two additions to the draft resolution, the quality of future reports could

be improved.

Decision: The draft resolution was approved.
1

2. REPORTS ON SPECIFIC TECHNICAL MATTERS Agenda, 2.5

Occupational health programme (continued) Agenda, 2.5.3

Dr KHALIL (Democratic Yemen) said that the report of the Director -General showed the

constraints facing the promotion of the health of working populations, the economically pro-

ductive sector in all developing countries. Attention had already been drawn to the under-

standable deficiency in the statistical data when the report was introduced. It should be

remembered that the criteria for diagnosis of occupational diseases varied with countries, as

stated in the report.

It was hoped that WHO could play a useful role with regard to the health of workers in
agriculture and small industries by undertaking surveys and research work on the health problems

involved and their prevention. Though the health problems of such workers were not restricted

to developing countries, in some of the latter these workers were the only productive sectors
and therefore essential to the economic development of the nation.

He welcomed the section of the report, concerning work - related diseases. The World

Health Assembly should ask the Secretariat to collaborate with Member States to start the

studies mentioned.

With regard to migrant workers, their problems should be dealt with in depth, especially
the occurrence of occupational diseases among them. That subject constituted a challenge to

Member States.
He agreed with the report that fragmentation and overlapping of services for working

populations would lead to low effectiveness and that such problems could be solved through
coordination and the development of new strategies. WHO should be able to provide relevant
guidelines for that coordination within the framework of the available services. The

Organization's action to promote the development of workers' health services was highly
appreciated, but it should also encourage countries to give equal attention to workers in
agriculture and small industries, seafarers and miners, in all areas of the national health
services down to primary health care units.

He agreed with the Director - General that some countries were still using occupational
health legislation dating from colonial times. WHO should provide guidelines to help them
to revise and update their legislation to conform with present advances in research and adapt
it to the specific needs of the countries concerned.

The proposed WHO programme on workers' health committed countries to various objectives
in collaboration with the Organization. In view of the essential nature of that programme to
the working population of all countries, that collaboration should be very close but he
wondered how the Secretariat could accomplish as much work as it had done in the past with a
marginal budget, as could be seen from the proposed programme budget for the financial years

1976 and 1977 (Official Records No. 220). He would appreciate knowing how they had achieved

that feat in the past 5 years.
His delegation was a sponsor of the draft resolution to which the Chairman had already

drawn attention (see page 294).

He recommended that the World Health Assembly should appeal to the Director -General to

pave the way for a more vigorous development and effective implementation.

Professor VUYLSTEEK (Belgium) drew attention to two specific points which had not been

sufficiently emphasized in the report. The first was that it should mention the important

work done by the European Coal and Steel Community (ECSC) on pulmonary diseases caused by dust,
not merely silicosis but, more especially, chronic aspecific respiratory diseases. Many

Belgian university teams had contributed to that work, the results of which were available at

the ECSC headquarters. Secondly, with regard to the preventability of occupational diseases

the consequences of impregnation by certain new chemical products used in industry very often
only become apparent after some time, even after the worker had left the industry concerned.
It was therefore sometimes difficult to distinguish the cause of a possible occupational
disease. He recommended that Member countries should provide in their occupational health
legislation for the application of an occupational technique including analysis and systematic

1 Transmitted to the Health Assembly in the Committee's first report and adopted as

resolution WHA29.22.
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follow -up concerning the morbidity and mortality of all those professionally in contact with

new chemical substances. Collection by WHO of data from several countries, perhaps annually,

might provide a means of alerting the medical services of Member States to the possible danger

of the chemicals concerned.

Professor MATEJIfEK (Czechoslovakia) said that his country which was a highly industria-

lized one, was particularly interested in WHO's activities regarding occupational health; as

part of its constitutional commitment WHO gave guidance to Member countries, on a systematic
and scientific basis, concerning their programmes in this field.

The experience of the Czechoslovak socialist health system over the past 25 years showed
that investment in the protection of the working environment and the control of occupational

diseases was well rewarded. However, despite considerable efforts and success in that field,

there was still a need to improve the services for the working population. WHO was making

great efforts in that respect, but an acute need had arisen for scientific analysis, particu-
larly concerning ergonomics, the maximum permissible concentration of toxic substances and the

health effects of psychosocial stress in the working environment. Czechoslovakia, like other

Member States, was anxious to ensure reliable and effective health protection for its working
population, and would welcome an intensive long -term programme of WHO activities in this field.

However, despite the fact that such a programme had been constantly supported by Member States
over the past years, its content still needed further development. All that was provided was

incomplete information to the effect that in most regional institutions there were no
specialized technical personnel to deal with that particular problem or to find solutions at

the regional level.
It was important that WHO's activities regarding occupational health should be intensified,

and they should be financed from the funds available - if necessary, through internal

redistribution. Czechoslovakia was making a maximum effort in the field of research in order
to contribute effectively towards the development of such a programme.

Dr BORGOÑO (Chile) said that the occupational health programme in his country had existed

for 15 years and was integrated into national health services. It had achieved some important

success such as the almost complete disappearance of silicosis in the copper mines and a

significant decrease in occupational accidents.
In developing countries, priority should be given to the occupational health problems of

agricultural and mine workers since they formed the overwhelming majority of workers. In the

first place, attention should therefore be given to problems such as the use of chemicals, the

zoonoses and other communicable diseases. Secondly, WHO could play an important role in the

training of personnel which was of the utmost importance since they were sadly lacking in the

field of occupational health throughout the world. In that respect, the Organization could be

extremely helpful. Thirdly, in view of the extensive building programmes in many developing
countries and the lack of qualified building workers, the accident rate among those workers was

particularly high - in some countries it was the highest for all occupational accidents.
Fourthly, the participation by employees and workers in those occupational health programmes,
together with that of health authorities, was essential in order to improve health education.
Lastly, he admitted that his own country's health services had no occupational health programme
for health workers in hospitals and outside clinics or for public health workers.

Professor ONGOM (Uganda) said that an occupational health programme was becoming more and
more important in meeting health requirements, mainly in industrialized countries. In the
developing world, little manpower could be spared for such a specialized field. In most
countries with an agricultural economy largely dependent on subsistence farming, occupational
medicine was mainly concerned with agricultural accidents, the use of pesticides, and mycotic
diseases. Because of relatively few industrial health problems and lack of medical manpower,
Uganda was concentrating on broadening the undergraduate curriculum to include items on local
problems of occupational health, which enabled medical graduates to deal with common
occupational diseases wherever they might be posted. The diploma of public health covered a
wide occupational health field, both theoretically and through field visits.

Poisoning by pesticides in the African Region was a major occupational hazard, mainly as
a result of lack of advice on the handling of chemicals from agronomists. With appropriate
advice from the supplier or distributor of the pesticide on its proper use, such poisoning was
preventable. WHO should therefore collaborate more closely with FAO on that matter.

WHO assistance in offering fellowships to train occupational health consultants and
hygienists to man new occupational health units was essential and should be given full support.

Dr MONTESINOS DE PARRA (Venezuela) said that her comments would be particularly pertinent
to non -medical professional health workers. In the prevention of occupational diseases and
accidents, control of the working environment, which was exercised by environmental health
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professionals and auxiliaries rather than medical and paramedical personnel, played an essen-

tial role. That fact was not generally appreciated. Both medical and non -medical workers

were essential for the prevention of occupational diseases and all those concerned with that

work should form a harmonious team. The professions of public health engineer, environmental

engineer or sanitary engineer were never mentioned in the report and hygienists only twice.

However, although it did not mention those professions, the report did refer to the value of

environmental control technology in decreasing the frequency of dust diseases of the lungs.

In view of the need to integrate the different disciplines which should contribute to attaining

a common objective - the health of the working population - each profession should be given

the importance it deserved.
As regards parasitic diseases and the migration of workers between neighbouring countries

with similar climatic conditions, serious health problems could arise in countries where con-
trol and eradication programmes were more advanced than in the migrant workers' country of

origin.
Her delegation supported the draft resolution being in agreement with it in principle,

although she noted that it contained the same philosophy as the report. Despite the constant

progress of technology, a complete knowledge of the influence of many substances and processes

on man's health was still not available. However, existing knowledge should be used to the

maximum to control the working environment before it had adverse effects on workers' health.
The draft resolution should therefore lay particular stress on the control of that environment,
mentioning its physical, chemical and biological aspects rather than merely referring to the

control of workers' health.

In May 1972, a national committee on pneumoconiosis and other occupational respiratory

diseases had been established in Venezuela. That committee included representatives of the

Ministry of Health, the Ministry of Labour, the social security services and the Ministry of

Development. It was to carry out epidemiological surveys of the workers in occupations

which carried the risk of pneumoconiosis and other occupational respiratory diseases.

Mrs KUO Shan -hu (China) said that occupational health and the prevention and treatment
of occupational diseases should occupy an important place in the work of WHO. China's medical

and health workers - under the guiding principles of "serving the workers, peasants and
soldiers, putting prevention first, uniting doctors of traditional Chinese medicine and those
of western medicine, and integrating health work with mass movements" - had been making efforts

in that field and had achieved certain results. They had put forward the necessary health

requirements in industrial construction and production and had formulated national health

standards for harmful substances. They also attached importance to the handling and integrated

re -use of waste water, gas and residues. They mobilized and depended on the broad masses of
workers and peasants for voluntary observance of various preventive and protective measures
and were bringing their creativity into full play in the establishment and improvement of such

measures. They were also actively engaged in research on occupational diseases. WHO should

increase its work in that field and work out more specific programmes.

Dr HIDDLESTONE (New Zealand) said that his country had been active in the field of
occupational health. Its programme covered the provision of occupational health centres
operated by the department of health with financial assistance from other agencies, of
occupational health services by private industry and of advice and assistance to government
departments and industry on health and safety aspects.

There were five occupational health centres to service waterfront and nearby industry
and eight centres in industrial areas. Four other centres were being built in industrial
areas. The Auckland Waterfront Occupational Health Centre, which had a full -time medical
practitioner and physiotherapy services, was also serving as one of the two pilot WHO seamen's

centres. The occupational health centres were established according to the following

criteria: there must be a number of industries in an area, the majority employing 50 or

fewer persons and therefore unable to provide their own occupational health services; they

must be some distance from hospital or medical services or such services must be
insufficient; the concentration of workers within half -a -mile radius of the centre should
be more than 2000. All the centres were staffed by occupational health nurses, five had
part -time attendance by registered medical practitioners and one also provided a physiotherapy
service. They provided two services, namely the treatment of injury or illness occurring
on the job and visiting factories to give management advice on safety and health aspects.

A number of larger industries employed their own nurses or medical practitioners on a
full or part time basis. They provided first aid treatment only and in some cases smaller
surrounding industries could avail themselves of the service. A government subsidy
covered 60% of the medical practitioners' salaries.

Advice and assistance to government and industry was carried out by officers of the
Departments of Health or of Labour. It was a legal obligation to notify the Department of
Health of any injury or illness arising from occupation. Such notifications fell under
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five basic categories: skin diseases, diseases due to dust, fumes or gases, diseases due
to physical agents, permanent damage to vision due to accident and diseases due to
infectious agents. Four - fifths of notifications in the last category were due to lepto-
spirosis found mainly in farmers, farm workers or their families.

New Zealand had no evidence to show that certain ethnic groups were more prone to
injury due to poorer command of the main language of the country.

Dr FETISOV (Union of Soviet Socialist Republics) said that the report gave a sufficiently
detailed account of occupational hazards in agriculture and small industries, of a number of
occupational diseases, and occupational accidents; it included an analysis of the activities
both of countries and of WHO in the field of occupational health, and drew attention to the
difficulties arising in the implementation of programmes - in particular, the lack of informa-
tion and trained personnel, the use of dangerous new substances, and changes in industrial
technology; finally - the most important aspect - it contained a series of proposals aimed
at increasing the effectiveness of the programme and ensuring that WHO's objectives in this
field for the period 1978 -1983 were met. He fully agreed that measures such as the systematic
collection of information, adequate training of medical and nursing personnel, the establish-
ment or strengthening of the relevant services, the development of systems for regular medical
examination of workers, and research would help to enhance the effectiveness of the occupational
health programme. He supported the methods described for meeting the objectives.

Many of the recommendations were also of significance for the developed countries,
particularly the study of interrelated effects of harmful factors in the occupational environ-
ment and the early detection and prevention of occupational diseases.

There remained numerous complex problems, and the only way to solve these was by the
pooling of efforts and exchange of information. One of WHO's most important functions was to
promote such exchange of information. In the socialist countries the occupational health
services were integrated into a single health system; the supervision of health standards
in industry and agriculture was the task of institutions dealing with environmental health
problems, whilst the medical services were responsible for organizing systematic medical
examinations, with the aim of early detection and treatment of illness. There was also a
network of occupational health laboratories and research institutes studying the problems of
optimizing the occupational environment from a health point of view. These laboratories also
undertook the health assessment of new substances and new processes to be used in industry and
agriculture, including the assessment of long -term effects. His delegation supported the
draft resolution.

Sir John BROTHERSTON (United Kingdom of Great Britain and Northern Ireland) said that
looking through the wide- ranging contents of the report he was reminded of the great need to
determine priorities for occupational health and to concentrate the limited resources on these.
The first priority, he believed, should be the surveillance and prevention of specific occupa-
tional hazards. In the section on workers' health services in industrialized countries, the
report referred to the arrangements for occupational health in the United Kingdom. He pointed
out that government intervention in occupational health matters dated back 150 years in his
country and perhaps for this reason there had been a continuing tradition of this responsi-
bility being undertaken separately from the main stream of public health. In 1974 the
responsibilities of the service had been revised and extended to cover all aspects of health
and safety at work. The close association with the wider issues of environmental monitoring
enabled the occupational health service to form an important link between the National Health
Service and the total services for environmental control. The emphasis was on surveillance
and prevention. Some countries had placed great emphasis on combined preventive and
therapeutic services for industry. In the United Kingdom however, the National Health
Service had been created to provide medical care for all citizens. The provision of a
second service of therapeutic care in the context of industry would be a double provision
that few countries could afford. Furthermore, experience suggested that when arrangements
for therapeutic and preventive services were combined, therapeutic services sometimes tended
to receive more attention than prevention. He believed that the vital activities of
surveillance and prevention should be the first priority.

Dr OBIANG- OSSOUBITA (Gabon) said that although his delegation approved the Director -

General's report as a whole, it would like to have seen some mention made, in the section
on coordination, of collaboration with the Organization for African Unity. The first problem
in Gabon at present was the lack of specialists in occupational health. Progress in
industrialization had not been accompanied by an increase in the number of occupational
medical practitioners. In view of this lack of occupational health physicians, the
Government had authorized industrial establishments to conclude contracts with private
physicians and with hospitals, but it was opposed to the awarding of contracts to Government
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health service physicians. There was also a lack of occupational nurses and industrial
establishments were obliged to employ nurses without any proper training in this field.
He hoped that WHO would help by training industrial physicians, by providing information
on occupational health for physicians, or by training or retraining nurses for occupa-
tional health work. He also emphasized that, because of Gabon's spectacular industrial

development, its occupational health needs were very great. At the present time, it was only
possible to undertake the detection of severe work incapacity and a minimum surveillance of
the health of workers. It would be some time before his country could interest itself in
ergonomics. The new social security code of Gabon provided for activities to prevent the
development of occupational diseases, but as yet no safety officers or engineers were
available. A recent development was the creation of a joint social and economic activities
committee which would have several commissions, such as a commission for hygiene and safety,
in the factories. The Government attached particular importance to the organization of
seminars, conferences and radio and television programmes to provide health education for the
workers.

Dr DERBAN (Ghana) said that in his country 70% of the population were in rural areas and
involved in agriculture. The health of agricultural workers was of great importance to the
government. The main method of reaching the population was through the integrated rural

health services. A major problem was the shortage of health manpower properly trained and
equipped to provide the occupational health services. The Ghana delegation was therefore
happy to note the importance being placed on primary health care, for the effective delivery
of such care in the rural areas would play an important part in controlling and preventing
occupational diseases. Another important occupational group mentioned in the Director -
General's report was workers in small industries, for whom little or no medical attention

was often available. Ghana welcomed the efforts being made by WHO to prepare guidelines for
health care in small industries. It had been found that cooperative schemes among employers,
trade unions and the health ministry had been most effective in providing regular health
services for small work places and the health ministry encouraged small industries to set up
clinics on a group basis. He suggested that WHO should pay special attention to short -term
in- service training programmes in developing countries to improve the quality of the health
personnel in the field of occupational health. The Ghana delegation approved the proposed
future WHO programme on occupational health and supported the draft resolution.

Professor MARTINS AYRES (Portugal) stressed several points in the Director -General's
report. First, the great need for research, especially epidemiological studies, on the

subject in both industrialized and developing countries - such studies should receive high
priority in WHO's future programme; secondly, the need for occupational health services to
be integrated in the general health services and to comprise both the curative and preventive

aspects - in Portugal, it was intended to integrate the occupational health services into
the national health service, which was in the process of organization; thirdly, the need
for the living conditions of immigrant workers (housing, nutrition and education) to be given
proper attention as part of occupational health programmes.

Dr BA6VAROVA (Bulgaria) said that the remarks made by the delegates of the German
Democratic Republic, Hungary, Czechoslovakia, and the Soviet Union applied equally to Bulgaria.
She greatly appreciated the importance of the WHO programme and supported the draft resolution.

Dr MUREMYANGANGO (Rwanda) said that 90% of his country's population were poor peasants.
Unfortunately those people were unprotected against the weather and without security. They
were constantly menaced by respiratory diseases, tetanus, injuries and infections. Efforts
should be made to improve their condition by providing protective clothing and vaccinating

them against tetanus. Workers in the mines were liable to injury from rock falls as well as

to silicosis. The preventive measures undertaken were periodic screening and requesting the
employers to provide supplementary rations. Certain accidents were related to alcohol abuse,
particularly the consumption of banana wine, since the people did not realize that their
reactions were slowed by alcoholic intoxication. Unemployment was also a cause of illness.

It induced people to leave rural areas for towns, looking for better conditions, but finding

they could obtain nothing without money they became discouraged and frustrated. They then
began to take drugs, which led them into a life of crime. These facts showed that in a

developing country, occupational diseases were inseparable from underdevelopment. The help

of the international community in solving those problems would be welcome. The people of
his country wanted to work but credits were needed to start up small agricultural industries
and cooperative enterprises, to expand the road system, and to develop the tourist industry.
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Professor PACCAGNELLA (Italy) said that in Italy the demand for services to protect the
health of workers was strongly supported by the trade unions and had high priority. A recent
law, called "the Statute of the Workers ", provided for the direct participation of the workers
in health protection activities. The approach to the occupational problems was separate from
the global approach to public health and the occupational health services were therefore
separate from the public health services. They were, however, going to be rapidly integrated
at the local level. Workers were now asking for more health protection and health promotion.
The logical consequence was that there was a need to improve the epidemiological knowledge of
the cause /effect relationships between the working environmental factors and the health of the
workers. What was emerging was a unique approach to environmental problems of all kinds by
means of teams comprising physicians, psychologists and social workers, working together with
engineers, chemists etc. from the public health laboratory service or with agricultural experts.
The activities and suggestions of the technical teams were continuously discussed and evaluated
with the direct participation of the workers' representatives. He stressed the importance of
the multidisciplinary approach, which could help to avoid bias and loss of time and money due,
for example, to interpreting as somatic effects those due to psychosocial causes and vice versa.

Mr HAVLOVIC (Austria) said some delegates had discussed the problem of the distortion of
statistical data concerning their countries in the figures given in the Director -General's
report. In the table showing the number and percentage of medical practitioners and some
other health personnel working with industry, 200 physicians were shown as working full time in
factories in Austria, representing 1.4% of all the physicians in the country. This suggested
that the occupational health service in Austria was poorly developed. In fact this figure of
200 physicians referred only to physicians working full time in large industrial plants.
Medical practitioners who were only engaged part -time in occupational health, particularly in
smaller plants, were not included in the figure, since their participation was not registered.
Furthermore, full -time industrial physicians in Austria were responsible for the general and
preventive aspects of occupational health, including industrial hygiene. They did not
undertake curative medicine, which was reserved for practising physicians.

Professor CAPELI (Albania) said that in Albania rapid industrial and agricultural develop-
ment was accompanied by a strengthening of occupational health services, and all necessary
measures were being taken to prevent occupational hazards and diseases. Their control was
regarded as being not only a health problem but also a state, economic and social problem, and
there was clearly defined legislation on the subject. Medical services had been organized in
all industrial enterprises in the country, and they had at their disposal all the necessary
supplies and laboratory equipment. Recently a special training programme had been introduced
to acquaint occupational health workers with the health problems associated with the various
industries in the different parts of Albania. The main objectives of the occupational health
measures were the provision of a safe working environment, free from hazards, and the regular
prophylactic screening of workers.

It was pointed out in the report that occupational diseases were not always officially
recorded. That obviously militated against the carrying out of preventive measures. In

Albania that problem did not arise because socialist production relationships had been
established, and the workers' health was a matter of concern to all.

In Albania the two main tasks were to improve the qualifications of medical personnel so
as to ensure early and accurate diagnosis of occupational diseases, and to educate workers so
that they were aware of the risks involved and knew what protective measures they should take.

Dr FJAERTOFT (Norway) underlined the importance of reaching international agreement on the
methodology for establishing maximum permissible limits of exposure to harmful agents. A WHO
data bank on potentially harmful agents and on monitoring methods would be of great value and
should be established in cooperation with other United Nations agencies. Such a data bank was
about to be established in Norway, starting with carcinogens. He also emphasized the need for
occupational health programmes to be an integral part of the general health services so as to
secure a rational utilization of health personnel and to avoid a resource -wasting competition
between different sections of health work.

Dr FAKHRO (Bahrain) agreed with the general lines of the excellent and comprehensive
report submitted, particularly on the need to bear in mind the desirability of adopting an
integrated approach for occupational health within the public health services. The approach
should take into account the environment as a whole, although naturally paying particular
attention to special problems arising out of the nature of various occupations. While the
process of industrialization had made workers into a separate category in terms of health
activities, the health of those workers was also governed by other factors affecting the
population as a whole. It was important that countries in the process of recent industriali-
zation should be able to avoid the mistakes made by the developed countries at the various
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stages of the industrial revolution. WHO could play an extremely valuable part by assisting
in the preparation of standard methods for measuring certain chemical compounds and their
maximum permissible density, as in that way the lowering of standards resulting from rapid
industrialization and the consequent adverse effects on the health of workers could be avoided.
While industrialization gave rise to great benefits, they should not be at the expense of

health.

He had been surprised to hear some delegates question the value of the statistics con-
tained in the report, since they had after all been compiled by the competent governmental
services of each country concerned. If necessary, those data could be revised in consulta-
tion with the national authorities which had prepared the figures. He concurred with the
important role played by ministries of health generally in regard to occupational health
activities. It was essential, however, that every endeavour should be made to prevent
duplication of work.

He agreed with the view expressed in the report to the effect that the health of workers
called for high priority in the work of WHO which should also seek to avoid any possibility of
duplication with the work of other international bodies. It was to be hoped that due
attention would be given to the needs of health work in respect of small industries and
agriculture, both of particular importance to developing and smaller countries, which would
appreciate the help of WHO in organizing the requisite services. Heavy industry had already
received a good deal of attention in the past.

Professor LEOWSKI (Poland) commended the considerable work accomplished in the preparation
of the occupational health programme.

He fully agreed with those previous speakers who had drawn attention to the lack of
comparability in the data presented in the report on occupational diseases and accidents.
Those data should rather be taken as illustrating the scope of the problem of occupational
diseases within the individual countries, and should not be used as a basis for comparison at
the international level.

In his own country, occupational health had been considered a priority health problem
over the past thirty years, during which time a fully comprehensive occupational health
service, covering the entire working population in industry, had been totally integrated
within the general health services. Almost 15% of the national total of 58 000 physicians
were employed as industrial medical officers, their duties taking in the full range of health
care activities, i.e. preventive- curative, and rehabilitation. Since that industrial health
service, being part of the general health service, was independent of industrial authorities,
it was competent to represent the interests of the workers in relation to all considerations
which might influence their health. Over the past decade, on the initiative of the
industrial health service, teams had been set up in nearly all branches of industry with a
view to influencing working conditions. A long -term programme in occupational health for

the period 1976 -1990 had been prepared and discussed, and a precise plan for the first five
years of that period had been approved. Aspects which the long -term programme would take
into account were: further development of resources concerning occupational and work -related
diseases and disability, especially the development of epidemiological investigation;
development of operational resources concerning the industrial health service itself;
development of occupational health monitoring; further development of medical, occupational
and social services at all places of work where those needs existed; further development of
occupational counselling for the young; and constant evaluation and modernization of post-
graduate training programmes in occupational health.

He stressed his country's interest in international cooperation in exchange of information
on occupational health, and indicated its willingness to make available its own experience in
more specific detail if needed.

Dr DUENAS (Colombia) considered that the exchange of experience in the present discussion
constituted a most valuable addition to the comprehensive report submitted by the Director -
General. If those two aspects could be combined in a single document, Member States would
have a sound basis on which strategies could be developed for meeting the problems arising
in connexion with occupational health.

Occupational health represented a serious problem in his own country. Accordingly, steps
had been taken first of all to define priority groups.. Activities were undertaken in
occupational health which could be expanded to cover the family unit as a whole and could
serve the cause of economic and social development. To that end, an occupational health
division had been set up within the framework of public health services and action had been
undertaken by means of decentralized offices and on an intersectoral basis. Technical
personnel was being trained by means of short -term courses at two regional centres in Colombia.
The method being followed, which aimed at making the best use of human resources, at educating
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workers and the community in general, and at ensuring the maximum coordination, should result
in considerable progress in improving occupational health conditions.

Professor NORO (Finland) wished,in view of the considerable discussion which had already
taken place on the report, to add only a few comments on specific portions. With regard to
the chapter on workers' health problems in today's world, he considered that, while com-
prehensive information had been provided on "classical" occupational health problems, little
reference had been made to such aspects as transportation and construction work, etc., that
type of health problem having received scant attention hitherto. In respect of occupational
accidents, he would welcome information as to the future action being planned by WHO in that
field and the coordination being arranged with ILO. Reference was made in the report to work -
related diseases. Most diseases were work -related and consequently that future approach by
WHO was of interest. It was also important to consider the connexion between work and
diseases such as the cardiovascular, pulmonary and gastrointestinal diseases etc. in etiology
and prevention, especially taking into account also the total social environment connected
with particular occupations.

He drew attention to two important general problems which seemed insufficiently dealt
with in the report. First, sickness absenteeism among workers, which represented a
considerable problem in the industrialized countries, appeared definitely to be on the
increase. Secondly, there was also apparent a marked upward trend in the proportion of the
working population with disability pensions. Both those factors clearly had repercussions on
national economies. It was therefore appropriate for further study to be undertaken with a
view to building up the necessary preventive, curative and rehabilitation measures for the
population of working age.

The new place of the Office of Occupational Health within the WHO structure might afford
greater possibilities for developing the medical aspects of that programme in collaboration

with other departments. However, many problems in occupational health were closely connected
with environmental factors, and an overall approach, in cooperation with those working in
environmental health, was desirable.

In commending to the Committee the draft resolution of which his delegation was a joint
sponsor, he emphasized the fact that workers and organized labour were calling for more
vigorous action in developing preventive measures to combat the health risks encountered in
rapidly growing industries and for an improvement in occupational health services generally.
WHO had taken limited action in assisting Member States in that field and in coordinating
research and stimulating training. The draft resolution appealed to Member States to
intensify their efforts in recognizing and controlling health hazards of workers in different

occupational sectors, particularly the vulnerable groups whose health problems might become
aggravated by hazards at work. The draft resolution also requested the Director -General to
implement the programme proposed in his report, which would give occupational health a new
orientation and high priority. Emphasis would be laid on collaboration with countries, as
well as on developing applied research to enhance knowledge in preventive occupational health
practice. His delegation particularly supported the need for development of an occupational
health information system and the institution of occupational health monitoring.

The present measures would constitute an attempt to approach occupational health problems
in an effective manner. It would be noted from the programme budget for the biennium
(Official Records No. 220) that the amount of funds allocated for occupational health in 1976
and 1977 was relatively small. While he realized that there were budgetary limitations for
the Organization as a whole, there should be ways and means whereby the proposed programme
budget for 1978 and 1979 could supplement the funds for the occupational health programme,
which represented a new sphere in which WHO should make a more vigorous impact.

Dr DJORDJEVIC (International Labour Organisation), speaking at the invitation of the
CHAIRMAN, said that he was convinced that the report, in spite of the shortage of data on
health conditions and occupational hazards of workers, constituted a valid basis for
formulating the goals and strategies of a future programme.

Reference had already been made to the coordination existing between WHO and ILO with
regard to occupational health activities, and he drew particular attention to the work done,
since its inception in 1950, by the Joint ILO/WHO Committee on Occupational Health in
improving the safety and health of workers throughout the world. A further example of that
collaboration could be found in the joint WHO/ILO projects in developing countries. ILO
envisaged particularly close cooperation with WHO in future in connexion with occupational
cancer, maximum permissible limits of exposure to noxious substances in the atmosphere,
statistics of accidents at work and occupational diseases.

He had noted with great interest the valuable programme drawn up by the Director -General
in regard to occupational health, which would no doubt contribute considerably to improving
health conditions of workers. ILO was pursuing its constitutional function of protection
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of workers against occupational diseases and accidents, and it was therefore essential to
avoid all possibility of overlapping of activity.

With regard to the point made by the Belgian delegate concerning the delayed effects of

certain noxious substances, he recalled that the fifty -ninth session of the International
Labour Conference in 1974 had adopted Convention No. 139 and Recommendation No. 147 on
prevention of occupational cancer, provision being made for follow -up surveillance of the
workers' health after retirement.

Dr EL BATAWI (Office of Occupational Health) thanked all delegations who had participated
in the discussion for their valuable comments and constructive criticism, which would be most
useful to the Secretariat in future action and in the preparation of further reports. He
also expressed appreciation for the statement made by the representative of ILO.

He drew attention to an error in the table relating to the number and percentage of
medical practitioners and some other health personnel working with industry, where the entire
line relating to Hong Kong should be deleted.

Replying to the various points raised, he explained, first with regard to the presenta-
tion of statistics, that it had never been anticipated that the task of establishing such data

on a global basis would be an easy one, particularly in view of the differences in the
criteria on definition of occupational diseases, as well as on evaluation for purposes of

reporting and compensation. He stressed the fact that all the figures had been based on

official data provided by governments. It had been recognized in the report that there was
an urgent need for more epidemiological data. He drew attention to the statement contained
in the report to the effect that comparisons between countries were not possible and that no
true assessment of the real magnitude of occupational hazards in a country could be based
solely on reported conditions. The data had been presented because it had been requested by
a specific resolution and also to show that occupational diseases could still occur in spite
of advanced technology. It should always be borne in mind that, since occupational diseases
were preventable, even the occurrence of a single case should be of concern. Every endeavour
would be made in further reporting to make the data more comparable, and to intensify
epidemiological research.

Reference had been made to work -related diseases which were frequently diseases of multiple

causation. He, of course, fully appreciated the desirability of considering occupational
health hazards within the context of the health problems of workers as a whole. The

important point was that occupational health action provided an opportunity for the detection
of cases and early care and rehabilitation. Certainly, all the relevant information had
not yet been compiled on work -related diseases and gaps in knowledge existed particularly
on the role played by occupational exposure in their causation.

He fully agreed as to the desirability of a multidisciplinary approach to occupational
health training. The points made regarding the particular hazards facing certain categories
of workers had been duly noted. He assured the Committee that the Secretariat was fully
aware of the need for cooperation with all other organizations engaged in similar activities
and that coordination was already being pursued with a number of bodies, for instance, with
ILO in connexion with the standard accident reporting system as well as many other issues.
He also agreed with the importance attached to participation of workers and trade unions.

The CHAIRMAN said that the Committee would take action on the proposed draft resolution
at a future meeting.

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

The meeting rose at 5.30 p.m.



SEVENTH MEETING

Wednesday, 12 May 1976, at 9.30 a.m.

Chairman: Professor F. RENGER (German Democratic Republic)

1. FIRST REPORT OF THE COMMITTEE

Professor SADELER (Benin) , Rapporteur, read out the draft first report of the Committee.

Decision: The report was adopted (see page 641).

2. REVIEW OF THE PROGRAMME BUDGET FOR 1976 AND 1977 (FINANCIAL YEAR 1977) Agenda, 2.2.1

Dr CHRISTENSEN (Secretary) read out the following statement by the delegation of the
Republic of South Viet -Nam, to appear in extenso in the Official Records of the proceedings
of the Twenty -ninth World Health Assembly:

The Delegation of the Republic of South Viet -Nam to the Twenty -ninth World Health

Assembly has requested the Director -General to inform the Assembly that the statement
concerning Viet -Nam on pages 764 to 768 of Official Records No. 220 (Proposed programme
budget for the financial years 1976 and 1977), reflects the situation in that country
at the time of printing and publishing the document at the end of 1974 and therefore
before the present government assumed the responsibility for conducting the affairs of
the Republic of South Viet -Nam. The Delegation of the Republic of South Viet -Nam
therefore considers the statement relating to Viet -Nam in Official Records No. 220 as
being of historical value only.

The CHAIRMAN said that in 1975 the Committee had thoroughly examined the programme budget
proposals for 1976 and 1977 and that their present task was to examine the budgetary factors
relating to 1977 and the report by the Director -General, "Review of the proposed programme
budget for 1976 (financial year proposals"
(Official Records No. 231, Part II, Appendix 1), which had been examined by the Executive Board
at its fifty- seventh session in January 1976.

Professor KOSTRZEWSKI (representative of the Executive Board) stated that the Executive
Board, in accordance with Article 55 of the Constitution of the World Health Organization, had
examined the revised programme budget proposals made by the Director -General for the financial
year 1977 and, in accordance with resolution WHA5.62, had considered other important matters
relating to the programme budget for 1977. He drew the attention of the Committee to the
Executive Board "Report on the proposed programme budget for 1976 -1977 (financial year 1977)"
which appeared in Official Records No. 231, Part II.

Appendix 1 of the report contained the revised programme budget proposals as submitted by

the Director -General. The Board had already examined the programme proposals for the
biennium 1976/1977, the emphasis of the Board's review at its fifty- seventh session was thus
on budgetary and financial aspects of the proposals for 1977 and on important programme
changes which had taken place or were required in the development of programmes for 1976 and
1977.

Chapter I of the Board's report contained a detailed examination of the revised programme
budget proposals for 1977 as presented by the Director- General. The main features of the
revised proposals for 1977 and the major items accounting for the increase over the level for
1976 were outlined. The Board's review of regional matters and of certain selected programme
areas was described.

Chapter II referred to other important matters relating to the programme budget for 1977.

The CHAIRMAN noted that this was the first time that the World Health Assembly had
considered the second year of a biennial budget cycle after the detailed consideration of
both years of the cycle at the previous World Health Assembly. To expedite matters, he
suggested that discussion be mainly concerned with Chapter I of the Board's report, Detailed
Examination of the Revised Programme Budget Proposals for 1977, which reflected the Board's
review of the Director -General's revised programme budget proposals (Appendix 1 to the Board's
report).

-310-
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The Chairman further suggested that several paragraphs might be considered together
where they dealt with one subject and that delegates might simultaneously consider corres-
ponding paragraphs in the report by the Director -General. He felt that discussion on this
agenda item might fall under three headings: first, the main changes proposed to the programme
budget for 1977 and the major items which accounted for the increase as compared with 1976;
secondly, the Board's review of regional activities on a region by region basis; and
thirdly, the Board's review of a number of other programme related matters.

Professor SCEPIN (Union of Soviet Socialist Republics) felt that the Chairman's
suggestion that the Committee discuss only the proposed changes to the programme budget for
1977 (changes proposed by the Executive Board at its session in January) might contradict
Articles 55 and 56 of the Constitution, stipulating that the Director -General should prepare
and submit annual budget estimates, and that the Health Assembly should review and approve

those estimates. He drew attention to the plight of small delegations, who would have
difficulty in coping with the mass of documentation that would have to be examined and com-
pared. It seemed that, in practice, the Assembly was considering the subject in accordance
with a biennial budget cycle, although the constitutional amendments concerning the intro-
duction of that cycle had not yet actually come into force. He suggested that a study should
be made - perhaps by the ad hoc committee that was to meet immediately following the fifty -
eighth session of the Executive Board - of the whole question of improving the form of
documentation presented to the Assembly, especially the financial documents. He pointed out,
in particular, that Official Records No. 231 contained many tables which, for clarity,
required further textual description. It was sometimes hard to grasp the orientation of

WHO's activities from figures alone.

The DIRECTOR- GENERAL stated that as the Director -General had prepared and had submitted
to the Executive Board his programme and his budget, in accordance with Articles 55 and 56 of
the Constitution there would be no constitutional conflict.

He felt that the Chairman had intended to promote a fruitful discussion on the Director -
General's programme budget for 1977 as commented on by the Executive Board. The Board had
been free to comment on proposed programme budgets, to choose other forms of documentation
or to follow different procedures, as it wished.

Professor SCEPIN (Union of Soviet Socialist Republics) felt that the Director -General had
answered some of his comments. However, he would ask what action was proposed in order to
improve the form of documents presented in future, and the procedure for their review.

The DIRECTOR- GENERAL felt that the criticism regarding the huge amount of documentation
was valid. The Executive Board had been trying to rationalize procedures and the Director -
General was to present suggestions to the Executive Board at its forthcoming session with
a view to improving the situation. Proposals from delegates were, therefore, particularly
welcome. In this particular case, the Chairman had suggested a method of tackling the
discussion, although of course the Committee was free to proceed as it chose.

Professor SCEPIN (Union of Soviet Socialist Republics), following the explanation given
by the Director -General, agreed to support the method suggested by the Chairman for considering
agenda item 2.2.1.

It was agreed that agenda item 2.2.1 would be discussed along the lines suggested by
the Chairman.

The CHAIRMAN drew the attention of the Committee to Official Records No. 231: the
"Report on the Proposed Programme Budget for 1976 -1977 (Financial Year 1977) ", Chapter I,

Detailed Examination of the Revised Programme Budget Proposals for 1977, paragraphs 1 -22
(pp. 125 -129) and Appendix 1, section 1, Report by the Director -General (pp. 143 -149).

Dr EHRLICH (United States of America) stated that his delegation had reviewed the Board's
report together with the explanation of changes from 1976. The adjustments summarized in
section 2.7 of the Director -General's report were fully explained in the Board's report and
the explanations, as well as their impact on the distribution of resources, were fully
acceptable.

Mr WIRTH (Federal Republic of Germany) noted with satisfaction that the revised proposed
programme budget for 1977 did not exceed that decided upon by the Twenty-eighth World Health
Assembly for the biennium 1976/1977 except for the increase of US$ 2 million caused by the
implementation of resolution WHA28.76. This resolution was designed to extend technical
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assistance, though the amount of money involved meant that only some problems could be tackled.
However, bearing in mind the financial situation of WHO and of Member States, US$ 2 million
was the maximum sum which could have been provided within the 1977 budget. His country was
prepared to contribute towards that amount.

He noted that the increase of 7.15% over the 1976 budget was acceptable, taking into
account general financial considerations.

Professor JAKOVLJEVIC (Yugoslavia) felt that the revised programme budget reflected the
new strategies necessary to close the gap between developed and developing countries. It had
been proclaimed that international cooperation should help the developing world tackle its
social and economic problems. This indicated the direction which United Nations activities
should take and the organizations of the United Nations system should adapt their programmes
accordingly. The Twenty- eighth World Health Assembly had thus adopted resolutions WHA28.75,
WHA28.76 and WHA28.77; the aim of WHO to ensure the highest possible level of health implied
that its main efforts should be directed to the developing world. The report by the Board
and the budget proposals by the Director -General had seriously taken into account those three
resolutions. The Director -General had emphasized the importance of resolution WHA28.76 in
sections 2.6 and 3.1 of his report. Resolutions WHA28.75, WHA28.76 and WHA28.77 were basic
to the future policy of WHO and should direct the preparation of the programme budget, its
examination by the Executive Board and its review and adoption by the World Health Assembly.

Some Member States had generously offered to accept a reduction in WHO cooperation in
favour of countries in more difficult economic situations (section 3.3 of the Director -

General's report). Professor Jakovljevié applauded their contribution to international

solidarity. He also approved the proposals for Regional Directors' Development Programmes
and for technical cooperation activities relevant to the needs of developing countries

(section 3.6). His delegation fully supported the revised programme budget proposals.

Professor HALTER (Belgium) supported the Director -General's revised proposals, which aimed
at assisting those countries in greatest need. His Government intended to supplement its
own participation, as it had done in recent years. The amendments for 1977 were reasonable.
He then referred to the draft resolution on programme budget policy that was to be proposed
by the delegation of Afghanistan and others,/ which referred to general principles for drawing
up the budget. It was clear that the Director -General's programme budget contained a large
number of important activities and posts that might seem rather ambiguous in nature. He was

surprised and disturbed to see that a large number of Member States felt obliged to question
the distribution of WHO's funds. It appeared that there was need for information that would

enable delegates to determine the true distribution of funds between headquarters and the
different regions. That was particularly important in view of the biennial programme budgets
that now had to be approved. What was needed was an annex containing a concise but exact
identification of the ultimate destinations of budgetary allocations. Such a document would
facilitate a discussion of a possible reorientation of activities. He hoped that the draft
resolution to be proposed by Afghanistan and other delegations would be provisionally
withdrawn and presented at the next Health Assembly when the document he had called for might

be available.

Dr CHEN Ke -chuan (China) believed that in preparing the Organization's programme budget .

the principle of practising economy should be implemented, unnecessary administrative expenses
should be reduced and manpower, material, and financial resources should be devoted primarily
to meeting the health needs of countries of the Third World. The economy, science, technology,
culture, education and health in those countries had been seriously undermined by imperialism,
colonialism and hegemonism. The Organization should listen to the views of those countries,
formulate practical programmes of assistance, and help them to develop their national health
work on a basis of independence and self -reliance.

Mr BRECKENRIDGE (Sri Lanka) said that although the draft resolution referred to by the
delegate of Belgium had not been formally introduced he felt that some response was required
to the remarks that had been made. His own delegation was one of the sponsors of the
resolution. Its main purpose was not to differentiate between expenditures at headquarters
and those in the regions but rather to reduce administrative expenditure. If the resolution
was implemented one of the Director -General's first tasks would be to provide documents and
explanations in line with the wishes of the Belgian delegate. The question of extrabudgetary
finance was also of great importance because those sources made up a significant part of the
total expenditure in the regions, sometimes being greater than the regular budget allocations.

1 See opposite page.
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Any variation in extrabudgetary sources, such as the funds available from UNDP, would have a

serious effect on the work in the regions. Fluctuations would be less serious if regular

budget allocations were greater.

Mr SOOD (India) said that his delegation was also a sponsor of the resolution. What
that resolution expressed was basically a new philosophy for the international organizations.
In future the funds contributed to those organizations by Member States should be spent on
assistance programmes and not on the Secretariat staff. Expenditures should be readjusted

so that 60% of the regular budget would be allocated to aid programmes by 1980.

Dr KILGOUR (United Kingdom of Great Britain and Northern Ireland) supported the
recommendations made by the Director -General, which showed a significantly increasing propor-
tion of the budget being devoted to technical cooperation. He felt that the draft resolution

to be proposed by Afghanistan and other delegations showed that there was some confusion over
the nature of technical cooperation. The proportion of the regular budget spent on technical
assistance was 51.2% and that figure did not include the US$ 2 million special funds or the

money available from extrabudgetary sources. It was therefore likely that the total amount

spent on technical assistance was already well over the 60% mentioned in the draft resolution.
Percentages should not be regarded as sacrosanct and they tended to produce rigidity in

programmes. He suggested that it would be better to amend the draft resolution so that it
called for an increase in the trend of devoting WHO's resources to real outcomes in terms of
technical cooperation in countries of greatest need.

Professor VANNUGLI (Italy) said that he understood the feelings and philosophy behind the

draft resolution to be proposed by Afghanistan and other delegations but pointed out that the
Director -General had already taken important steps in the implementation of the requirements of
that resolution, including economies in expenditure at headquarters. He shared the United

Kingdom delegate's dislike of quoting percentages. The draft resolution mentioned 60%, but

why not 70 %? The problem was also raised of how one could define the usefulness of work at

headquarters, much of which benefited all countries. He reminded the Committee that there was

no relationship between the cost of a piece of work and its importance. He believed that the

Health Assembly should ask the Director -General and the Executive Board to study the question.
With regard to the programme budget before the Committee, he wished to know why the

additional requirement for salaries and allowances, effective from 1 January 1975, had not been

included in that budget.

Professor BÉDAYA -NGARO (Central African Republic) considered that the resolution to be
proposed by the delegate of Afghanistan and others represented an important new philosophy

and orientation. It would be fully discussed when it had been formally introduced.
With regard to the agenda item under discussion he said that a country such as his own,

faced with the effects of inflation, had great difficulties to overcome, and he wondered
whether the increased assistance proposed would be sufficient to close the inflationary gap.
His delegation was prepared to accept the Director -General's recommendations, but he would
have another opinion to put forward when the draft resolution was discussed.

Mr FURTH (Assistant Director- General), replying to the question asked by the delegate of

Italy, said that the proposed programme budget for 1976 -1977 (Official Records No. 220)
had been prepared in the course of 1974 and had been published on 1 December 1974. The

decision of the General Assembly of the United Nations to grant an interim increase in the
salaries and allowances of professional staff had been taken only during the month of

December 1974. Although the Director -General had been aware that the General Assembly might

take a decision on salaries and allowances he could not at that time include the new figures.

Dr TORRES NAVARRO (Bolivia) introduced the following
delegations of Afghanistan, Algeria, Bangladesh, Bolivia,
India, Indonesia, Kuwait, Mauritius, Nepal, Panama, Papua
Surinam, Thailand, Yemen and Yugoslavia. The resolution
Group of 77. It read:

draft resolution on behalf of the

Botswana, Brazil, Cuba, Egypt, Fiji,
New Guinea, Peru, Romania, Sri Lanka,
had the full approval of the

The Twenty -ninth World Health Assembly,
Aware of the solemnly proclaimed determination of the United Nations to intensify

international cooperation for the solution of the socioeconomic problems of the developing

world;
Concerned with the widening gap between the health levels of the developed and

developing countries;
Recalling resolution WHA28.76 on programme budget policy with regard to technical

assistance to developing countries;



314 TWENTY -NINTH WORLD HEALTH ASSEMBLY, PART II

Considering the action initiated for its implementation in 1976 and 1977 and the
relevant comments of the Executive Board at its fifty- seventh session;

Aware of the crucial role the programme budget and technical cooperation play in the
achievement of this goal;

Noting with deep concern the increasing allocation of resources of the Organization
towards establishment and administrative costs;

1. REQUESTS the Director -General:

(1) to reorient the working of the Organization with a view to ensuring that alloca-
tions of the regular programme budget reach the level of at least 60% in real terms
towards technical cooperation and provision of services by 1980, by

(a) cutting down all avoidable and non -essential expenditure on establishment
and administration, both at headquarters and in the regional offices;
(b) streamlining the professional and administrative cadres;
(c) phasing out projects which have outlived their utility;
(d) making optimum use of the technical and administrative resources available
in the individual developing countries;

(2) to submit a report to the Thirtieth World Health Assembly on the progress made
in implementing this resolution and resolution WHA28.76, and to ensure that this is
reflected in the proposed programme budget for 1978 -79;

2. REQUESTS the Executive Board in its future reviews of programme budgets to pay
special attention to the reorientation of programme budget policy necessary to give full
effect to resolution WHA28.76 and this resolution.

Professor SENAULT (France) said that his delegation would vote in favour of the budget

proposals.
In relation to the draft resolution, he thought it undesirable that a fixed percentage

should be given without a study of the question and he therefore proposed that the beginning
of sub - section (1) of operative paragraph 1 should read:

(1) after studies, particularly in the Executive Board, to do everything possible to
see that from 1980 onwards the ratio of establishment costs to programme expenditure in
budget allocations is such as to ensure optimum achievement of the Organization's
objectives, particularly by:

Professor MEPIN (Union of Soviet Socialist Republics) said that the draft resolution
contained many provisions that would improve the effectiveness of WHO's work - in particular,
those concerning the reduction of administrative expenditure at headquarters and in the regional

offices, the phasing out of projects that had outlived their usefulness, and the further
improvement of professional and administrative cadres. On the other hand, it contained a
number of proposals that required further study, particularly the setting of a fixed percentage
for technical cooperation and provision of services. WHO had always attached great importance
and devoted considerable extrabudgetary resources to technical assistance, and the Twenty- eighth
World Health Assembly, in its resolution WHA28.76, had called for "a substantial increase, in
real terms, of technical assistance ". But the allocation of fixed percentages was a difficult

operation; the recruitment of staff, for example, was closely related to the implementation of
programmes. WHO had already made attempts to define the various components of technical
assistance, but as yet the position was not clear. Consequently, a full study should be made
of the subject, particularly from the legal point of view in relation to the functions of WHO
as an international body coordinating work in the field of health. The present task was to
find a way of achieving successful implementation of the programmes planned, rather than to
consider a complete reorientation that would necessitate revision of those programmes. The
question should not come before the Health Assembly until it had been fully studied by the
Executive Board or some other body.

Dr GANGBO (Benin) considered that the draft resolution should be discussed at the same
time as the Director -General's budgetary proposals. While he understood the concern of
delegations about a fixed percentage, it seemed to him that there was little reason for it
since, if the Director -General found the percentage unrealistic, he could approach the Health
Assembly at its next session, as was provided for in the resolution. Certainly it was not
easy to apportion expenditure under different heads, but the draft resolution merely asked for
a beginning to be made. He thought that it should be made at once.

Expressing her approval of the new programme budget review procedures,

Professor SULIANTI SAROSO (Indonesia) said that, in relation to the Director -General's
budgetary changes, it was desirable that there should be a table indicating clearly what
changes were being proposed in the budget approved in the previous year. In that respect,
all the papers for the Assembly relating to administrative costs should be sent to remote
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countries like her own in sufficient time to enable them to be properly considered; as it

was, her delegation only received them when it arrived in Geneva.

Dr ALAN (Turkey) thought that the measures proposed in the draft resolution were unexcep-
tionable. The question of a fixed percentage might be left to the Director- General and the
Executive Board to study, or perhaps it might be left unspecified and some such words as
"optimum level" might be used.

Introducing a draft resolution on birth defects, Dr EHRLICH (United States of America)
said that as a result of technical advances new substances were being introduced into the
environment and new diseases were appearing that were associated with those defects. Nor
were the pharmaceutical preparations that were coming into the market likely to reveal their
potential for causing birth defects by prior testing. New methods for standardizing and
coordinating work on the subject were needed, and he consequently introduced the following
draft resolution, proposed by the delegations of Belgium, Canada, Federal Republic of Germany,
Finland, Poland, United Kingdom of Great Britain and Northern Ireland, and his own:

The Twenty -ninth World Health Assembly,
Noting that:

(a) birth defects are a significant cause of morbidity and mortality in the
perinatal period in all countries, and in some countries surpass that caused by
infectious disease;
(b) epidemics of birth defects have occurred caused by infectious agents, toxic
substances and drugs not previously recognized as hazardous;
(c) although epidemiological surveillance of birth defects is being undertaken
in some countries, there is need for coordination of information, standardization
of terminology and techniques, and provision of technical assistance;

Recognizing that the Organization has developed networks of collaborating centres in
other disease areas that very effectively serve the purposes mentioned above at minimal
expense to the Organization,

REQUESTS the Director -General:

(1) to examine the feasibility of:
(a) designating certain epidemiologic organizations as collaborating centres
for birth defect surveillance;
(b) coordinating information from these centres;

(2) to report his findings to a subsequent Health Assembly.
1

In relation to the draft resolution on programme budget policy introduced by the delegate
of Bolivia, he said that he sympathized with the intention but was concerned about the idea of
a fixed percentage, which suggested a dichotomy between programmes at headquarters and in the
field. WHO's programmes were unified, and to break them up under various headings was
difficult and could give rise to misconceptions. That was not to say that the programmes
could not be carried out more efficiently and effectively. Another objection to the draft
resolution was that it paid no attention to the quality of programmes, which should be an
overriding consideration in determining the distribution of resources; there should not be
an arbitrary allocation based on mistaken assumptions. There was, moreover, no unanimity
of opinion on the definition of technical cooperation; the Secretariat had made a considered
attempt at defining it in 1975, but it was not necessarily an accurate definition. In his
view a universal definition was not possible, and any attempt at separating technical
cooperation from other aspects of WHO's programme tended to reinforce the idea of a dichotomy
between work at headquarters and in the field. In any case, the Director -General could now
make adjustments in programmes flexibly; the formula suggested in the draft resolution for a
fixed percentage would lead to arbitrary, poorly conceived schemes that would detract from
the Organization's effectiveness. Finally, the resources of WHO were limited. Centralized
efforts to attract other resources increased the amount available at the country level. The
proposal for a fixed percentage might conceivably lead to a reduction in the other resources
available, and that could not be in the interest of the developing countries. He conse-
quently proposed that the subject should be considered by the Executive Board at its next
session and that the Board should report to the Thirtieth World Health Assembly.

Dr ROASHAN (Afghanistan) said that in any organization the programme required periodic
reorientation in order to keep the organization alive and active. The draft resolution gave
the Director -General until 1980 to ensure that allocations of the regular budget should reach
the level of at least 60 %. It also requested him to report to the Thirtieth World Health

1 For the discussion of this draft resolution, see p. 349.
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Assembly, when the picture would be clearer. It was consequently only a start towards
reaching the target. In his view it met the requirements that had been expressed by the
various delegations.

He did not accept the amendments proposed by the French delegate, since he felt that
action should be taken at once. If the only question at issue was the percentage, a
working group could be set up to work out a formula of agreement.

Dr DAVIES (Sierra Leone) also supported the establishment of a working group to reach
agreement on the relatively minor differences between delegates.

Professor HALTER (Belgium) approved of the ideas behind the draft resolution submitted
by the Afghan and other delegations but thought that the fixing of a percentage might lead

to difficulties. He proposed, however, that the second preambular paragraph could be
omitted, since it was not essential and it was by no means sure that, given the present
difficulties in developed countries, there was a widening gap between the health levels of the
developed and developing countries.

In relation to the French delegate's proposed amendment, he thought that it should be
reworded to request the Director- General to submit a report to the Executive Board and then
to the Thirtieth World Health Assembly on the question of allocations towards technical

cooperation and the provision of services. As so modified, the draft resolution was
acceptable to him.

Dr DAVIES (Sierra Leone) thought that the discussion should stop and that a working group
should consider the draft resolution and the amendment.

Professor HALTER (Belgium) considered that if the draft resolution had to be revised,
delegates should express their views before the working group met.

Mr SOOD (India) agreed with Professor Halter, on the ground that the subject required
full discussion.

Mr WIRTH (Federal Republic of Germany) said that the proposal in the draft resolution
that allocations towards technical cooperation should reach the level of at least 60% by 1980
was of fundamental importance in relation to WHO's programme policy and could not be accepted
before the question had been carefully studied by the Director -General and the Executive
Board. In any case, the real meaning of 60% was far from clear. The resolution otherwise
really followed in the wake of resolution WHA28.76, and its proposals should be discussed
when the Director -General submitted his programme budget proposals in 1977; if delegations
thought those proposals unsatisfactory, they could then discuss the proposals made in the
draft resolution. His delegation accepted the budgetary proposals made by the Director -

General.

Dr KALISA (Zaire) supported the draft resolution and considered that action should be
taken on it as quickly as possible. In his view 60% was a minimum percentage; it might well
be more.

Dr TARIMO (United Republic of Tanzania) said that resolution WHA28.76 called on WHO to
provide more technical assistance to developing countries, and the draft resolution before
the Committee was a logical follow -up of that resolution. It was, however, essential to set
targets, and 60% was the target decided upon on the basis of the information available. The
question whether the target was realistic or not was one for discussion; if it were found to
be too ambitious the Health Assembly could revise it. It was insufficient merely to say
that the Director -General should do everything possible, for there was no way of measuring
what was possible. From that point of view the amendments proposed by the French and
Belgian delegates were inadequate. As regards the United States delegate's criticism that
the draft resolution contained no mention of quality or effectiveness, if it was difficult
to fix a percentage for the allocation of funds to technical cooperation, how much more
difficult it would be to decide on quality and effectiveness. He therefore supported the
draft resolution.

The meeting rose at 12.35 p.m.
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Chairman: Professor F. RENGER (German Democratic Republic)

REVIEW OF THE PROGRAMME BUDGET FOR 1976 AND 1977 (FINANCIAL YEAR 1977) Agenda, 2.2.1

(continued)

The CHAIRMAN invited the Committee to continue its discussion on the draft resolution
on programme budget policy submitted at the previous meeting by a number of delegations,
and to which an amendment had been proposed by the French delegation. Following such
discussion, he proposed if necessary to set up a working group to consider the matter further.

Professor BÉDAYA -NGARO (Central African Republic) believed that the draft resolution
submitted was fully in keeping with the spirit of the action taken at the sixth special
session of the United Nations General Assembly - in resolutions 3201 (S -VI) and 3202 (S -VI) -

regarding the establishment of a New International Economic Order; and that it afforded an
excellent opportunity for putting the principles enunciated by the United Nations into
practice and for establishing what in effect could be a New International Health Order.

Emphasis had been laid on the universal and coordinating character of WHO. The present
draft resolution did not at all detract from that concept but rather provided ways and means
of carrying out WHO's functions in the most appropriate manner. In view of the resolution
approved by Committee B, implying a certain disequilibrium in the Organization's budget
between expenditure on programmes and on staff costs, it was essential that action on the
point at issue should not be deferred until the following year. The developing countries
were faced with immense needs, which in turn called for immense resources, and action should
be immediate so that the situation could be remedied with the minimum delay.

He emphasized the fact that it was the responsibility of the Health Assembly itself to
define a new philosophy and reorientation of action, the Director -General, the Executive
Board and the regional offices then implementing the guidelines decided upon. The reference
in subparagraph (1) to a level of at least 60% in real terms towards technical cooperation
and provision of services by 1980 should be taken as reflecting a gradual process leading
towards a goal that was imperative in view of the urgent needs of the developing countries. The

allocation of funds within that general level would be the responsibility of the Director -
General, advised by the Executive Board and taking into account the views expressed by the
various regions.

Dr LOEMBÉ (Congo) emphasized the importance of the subject under discussion, which would
lead to a decision constituting a landmark in the history of the Organization.

There was no disagreement either as regards the general appreciation of the efforts of
the Director -General and his staff or the aims in view. The amendment of the delegation of
France was not fundamentally opposed to the spirit of the original draft resolution. But
he could not agree with the deletion of the second preambular paragraph as suggested by the
delegate of Belgium, since that paragraph went beyond a merely formal statement and reflected
the very real concern regarding the widening gap between the health levels of the developed
and the developing countries that had been voiced by a number of speakers. He did not think
it desirable to postpone adoption of the draft resolution in order to include additional
indications as to the type of activity to be undertaken: that could be left to the Director -
General and his staff. It should also be clearly understood that it was not the intention
of the sponsors of the draft resolution to fix a rigid percentage figure which the Director -
General would have to follow, but rather to provide general guidelines for gradual evolution
of activities to meet the desired goal.

His delegation would vote in favour of the draft resolution submitted by the twenty -three
countries of the Group of 77, which it considered the minimum acceptable.

Dr WRIGHT (Niger) said that the importance of the present debate was apparent to all,
since the subject related to the very substance of the philosophy of WHO's programme. It

was essential to be clear as to the basic issues involved. Consequently, the second
preambular paragraph, referring to the widening gap between the health levels of the developed
and developing countries, should be retained. The draft resolution proposed the gradual
achievement of a level, for technical cooperation and services, of 60% of the regular budget
in real terms. The aim was twofold - both qualitative in improving technical cooperation,
and quantitative in increasing the number of field projects in developing countries. When
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one realized that almost the entire increase of $ 2 million for technical cooperation in 1977
would go towards increases in staff costs, the discrepancy between the funds available and
the needs was all the more striking. Indeed, the biennial system of budgeting had not been

entirely successful from a practical viewpoint. It was those same delegations that had
advocated biennial budgeting that were now opposed to taking an immediate decision on the
substance of the draft resolution. In fact, if the percentage aimed at in the draft
resolution were to be reached before 1980, it might be appropriate to ask for an even higher
proportion for technical cooperation, since the inflationary pressures on developing countries
in connexion with WHO activities were partly due to headquarters expenditure.

His delegation would vote in favour of the draft resolution without amendment.

Mr UPINDI (Malawi) believed that it should be possible for the Committee to arrive at a
speedy conclusion on the draft resolution, since a difference of opinion existed only with
regard to the first three lines under subparagraph (1) of operative paragraph 1. Since it

was evident that any savings resulting from the procedures described under (a) to (d) in
subparagraph (1) would be used for technical cooperation and provision of services, the draft
resolution should be adopted as it stood. The philosophy it embodied was acceptable to all.

Professor REXED (Sweden) proposed, on behalf of the delegations of Norway, Denmark and
Finland as well as his own, a new preambular paragraph, intended to strengthen the background

to the draft resolution, and reading as follows:

Aware of the necessity of continued collaboration with UNDP as well as with other
sources of funds providing extrabudgetary resources for health activities;

His delegation consistently supported all efforts on behalf of the developing countries
aimed at improving health conditions,-and would therefore support all proposals made within
WHO which had that objective in mind. He hoped that the small working group which might
be set up on the question would make it possible to reach a unanimous decision on the present

draft resolution.

Mr SOOD (India), speaking as one of the delegations sponsoring the draft resolution before
the Committee, said that the resolution was basically aimed at achieving a new orientation
and direction for WHO's activities. Thirty years had passed since the inception of WHO,
but an immense amount remained to be done. The time had therefore come to go beyond the
mere initiation of further studies and to arrive at a definite plan of action for the

Organization. So many diseases had still to be fought that it was a matter of urgency to
agree on that new direction rather than let WHO slide into an ever -growing bureaucracy,
whatever the difficulties that had to be faced.

An examination of the programme budget showed that, in addition to certain increases
arising out of currency devaluation and higher postal costs, as well as an increase of only
some $ 2 million relating to technical cooperation for developing countries, the estimates for
staff costs had risen by nearly $ 10 million for 1977 as compared with 1976. He strongly
urged that additional funds should go towards the betterment of living conditions of the
people in Member States rather than to improving the conditions of the international civil
servants themselves and maintaining a top -heavy Organization. That situation was not of
course unique to WHO but prevailed among international organizations as a whole, as was shown
by a recent statement by the Director -General of FAO, who had said that some 90% of the FAO
regular budget went on headquarters expenditure. It was essential that that type of

administrative expenditure should be cut down, especially when one thought of the needs of the
suffering masses, for instance, of the blind and the lepers in his own country. He did not

understand why the Belgian delegate wished to delete the second preambular paragraph of the
draft resolution, since it reflected the real situation in the world. WHO was a worldwide
Organization and should look after the needs of the world as a whole, and not of a select few

of its own officials.
He stressed that the draft resolution was, as stated in its third preambular paragraph,

fully in keeping with the spirit and the letter of resolution WHA28.76, on programme budget
policy with regard to technical assistance to developing countries. It should furthermore be

noted that, in aiming at the achievement of a new direction for WHO action, the draft resolution
did not issue any instructions to the Director -General but rather requested him to reorient the

working of the Organization. Originally the Group of 77 had considered the possibility of

asking the Director - General to undertake a comprehensive review but had decided upon the use

of the word "reorient ", so that it was clear that action rather than further study was called

for. The proportion of 60% had been arrived at as a compromise of the various figures

discussed when drafting the proposal. It was essential to realize what could be done by

individual countries with their share of any such increase: in his own country, for example,
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a sum of, say, $ 500 000 could provide an appreciable amount of vitamin enrichment to prevent
blindness.

It seemed to him that there could not be any misunderstanding as to what was intended by
the term "technical cooperation ". It covered what used to be meant by "technical assistance ",
i.e. the provision of funds, equipment and services to the developing countries. That in his
view, was the basic call on any additional funds - not an increase in the living standards of
staff at headquarters and the regional offices. It was impossible to compromise on that
general point any longer. However, it was clear from the draft resolution that the Director -
General was free to utilize the remaining proportion of 40% as he saw fit.

There could be no objection to the reference, in subparagraph (1)(d) of operative
paragraph 1, to "making optimum use of the technical and administrative resources available in
the individual developing countries ". He had himself noted a tendency, where projects in his
own country had been concerned, for staff and equipment to be brought in from abroad when

adequate equipment and qualified personnel, costing less, were available on the spot.
He stressed the full confidence the Group of 77 placed in the Director -General who would,

under the terms of the draft resolution, report on the situation to the Thirtieth World Health
Assembly. The draft resolution left it to the Director - General to do what he could on the
basis of the guidelines it provided; but it was important not to defer action. In any case
the Health Assembly would have the opportunity the following year of studying a report by the
Director- General on the developments in the situation.

He was unable to agree with the amendment proposed by the French delegation, which seemed
to him largely a question of semantics. The time had come to implement objectives rather
than engage in yet more studies. The Group of 77 had approved a carefully considered draft
and would wish it to be accepted as it stood, without amendment and without the setting up of
a working group.

Dr CORNEJO- UBILLUS (Peru) supported the draft resolution because it expressed to a great
extent the doctrine and philosophy of the institutions concerned with social and economic
development. There was general agreement on the urgent need for an immediate improvement in
the condition of developing countries, which could not be attained by words alone. Immediate
action was necessary, and methods of satisfying world concern about the development process
already existed. The content of the draft resolution was in accordance with the policy of the
United Nations for solving the economic and social problems of the developing world and with
that of WHO for promoting the health programmes of the developing countries. The purpose of
the draft resolution was to set forth a policy for the financing of technical cooperation
programmes; it was based on principles and facts recognized by the Organization and by other
international or regional institutions. It tried to simplify procedure at the different
levels of technical and administrative work and to set priorities - in the world, in the
poorest countries, in specific programmes, and at all levels - in order to achieve a better
distribution of technical and administrative resources. Apart from certain semantic details,
everyone appeared to agree with that policy of developing programmes and suitably distributing
resources. The 60% target set in the draft resolution as a minimum was to be reached over a
certain number of years; and the Director -General and the evaluation services should

constantly analyse its progress to see that the policy was being rationally, justly and
humanely applied.

Dr SATED (Panama) saw no dichotomy between the Organization's functions and its
administration, which formed a single whole. What was needed was a machinery that would use
the Organization's resources to further its objectives, namely the health of all peoples of the
world. The draft resolution was not intended to direct the work of the Director -General,
because there was no discrepancy between his policies and the objectives of the Organization.
On the contrary, he was making every effort to ensure that the programmes reached not only the
countries concerned but everyone within those countries. The purpose of the draft resolution
was to provide the Director -General with a weapon to enable him to institute reforms and
reorganizations in order to attain these objectives. The Director -General's recognition of
world problems and his desire to improve the distribution of budgetary resources were shown
not only in his opening statement to the current session, but also in the Board's report on the
proposed programme budget for 1976 -1977 (Official Records No. 231, Part II, Chapter I,
paragraphs 7 -10), which showed his concern for the implementation of resolution WHA28.76, and
above all for an improved distribution of resources in favour of country programmes. He had
stressed that all such activities were the fruit of cooperation and solidarity among countries
and not assistance or charity, because all countries had equal right to benefit from the
Organization's resources.

The problem now was that, instead of the Organization supporting the health development of
countries, there were a large number of poor countries that could no longer support the cost of
the Organization. The only way to change that situation was to redirect budgetary expenditure.
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The figure of 60% mentioned in the draft resolution might have to be changed in the course of
the years. However it was essential to set a definite target and not, as the French amendment
did, make vague statements about the ratio of establishment costs to programme expenditure.
Nor was it possible for WHO, as suggested in that amendment, to wait until 1980 before changing
its policies. His delegation therefore opposed the amendment, proposed by the French
delegation. With regard to the Belgian amendment, he wondered if that delegation would agree
to the deletion of the word "widening" instead of the whole of the second preambular paragraph.

There were many ways of improving the budgetary situation. For example, one of the main
points of discussions throughout the world, including the Technical Discussions at the current
session, was the matter of the environment. Yet the budget for 1976 allocated 9.06% to
promotion of environmental health and that for 1977 only 6.80 %. The allocation for streng-
thening of health services decreased in those same years from 26.14% to 25.84 %. Many delegates
who were opposing the draft resolution had referred on several occasions to the need to improve
the distribution of resources and to make savings. Nevertheless, despite all their efforts, the
only savings the Administration had been able to make was $ 22 550 for printing costs. Most
of the increases in the budget related to salaries, which showed the need to revise the
personnel and administrative policies. That did not mean that his country was against the

whole of the Administration or the Secretariat, many of whom did important and constructive
work. But the staff who were neither productive nor hard -working could be dispensed with.

There was general concern that the budget was increasing to such an extent that the contribu-
tions of Member States would inevitably be increased, and this would present great difficulties
for many countries, in the present inflationary period.

The CHAIRMAN asked the delegate of Panama if he formally proposed the deletion of the
word "widening" in the second preambular paragraph of the draft resolution.

Dr SAIED (Panama) said that if the Belgian delegate did not insist on the deletion of the
paragraph, there would be no need for his own amendment.

Mr CAMARA (Guinea) said that, during the past few years, there had been discussions in all
international organizations with a view to making substantial, if not radical, changes in their
philosophy and structure. Guinea had always been in favour of gradual changes in the policy
of international organizations because it realized that their original constitutions were not
applicable in modern times. He thought that it was generally agreed that changes must be
made in the light of the contribution made by new nations and new attitudes. That was the
reason for the search for a new and more balanced order at all economic and social levels.

But it must be done in a spirit of cooperation, and it was in that spirit that the Group of 77
had submitted its draft resolution, which would give new working directives to the Organization,
with a view to obtaining maximum efficacity and profitability. In suggesting a percentage,
the sponsors had wished to give a basis for future activities and the preparation of future
budgets. They could not agree to the French delegation's amendment, which was not precise
enough and would make the draft resolution almost meaningless.

Member States were suggesting a new policy for WHO that would enable it to tackle the
serious problems of the modern world. The Group of 77 did not wish to question the part
played by the Director- General, whose recent introductory statement had shown his wish to see
the Organization helping Member States, especially the developing countries, to strengthen
their health services and improve the health of their population. Member States should help
him to carry out that policy and not prevent him from doing so. The developing countries
made proposals such as the draft resolution in order that WHO should remain faithful to its
Constitution, especially the preambular paragraph stating that the health of all peoples was
fundamental to the attainment of peace and security and dependent upon the fullest cooperation
of individuals and States.

He therefore hoped that the delegations which were not yet ready to accept the draft
resolution would withdraw their amendments. The Belgian delegation's amendment was not in
line with present practice, since many resolutions adopted by organizations within and outside
the United Nations system spoke of the widening gap between the developed and the developing

countries. Most of them referred, of course, to levels of development - but the same was

true of health. As regards the amendment of the French delegation, he thought it preferable
to give a precise figure and timetable rather than a vague indication, since the former would
give a basis upon which the Director -General, the Executive Board and the Health Assembly

could work.

Dr JOSHI (Nepal), as a sponsor of the draft resolution, believed that 60% was not too

high a percentage. However, as some delegations did not agree, a working group could perhaps

reach a suitable compromise.
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Mr BRECKENRIDGE (Sri Lanka) said that the question of the allocation of funds from the
regular budget for technical assistance was certainly not new in WHO. Some speakers had
argued that resolution WHA28.76 was adequate, and that all that was now needed were studies
on the matter. That was a misunderstanding of the implications of resolution WHA28.76.
The purpose of the draft resolution now before the Committee was to give the Director -General
supplementary guidelines as to how to pursue his action. It was surprising that delegations
which had adopted resolution WHA28.76 could not agree to such an extension.

The question of providing funds for technical cooperation from regular budgets had been
a problem for over 10 years throughout the United Nations system. The draft resolution was
not intended to abolish UNDP or belittle its work. His delegation therefore hoped that the
sponsors would give further consideration to the amendment of the Scandinavian delegations,
which would dispel any fears that the draft resolution was attacking UNDP.

All had been in agreement with the setting up of voluntary funds for operational activi-
ties; many documents were available on the subject, and there was no need for the Executive
Board to make further studies. Resources were in fact being wasted in attempts to use
voluntary funds for technical cooperation programmes. Overdependence on voluntary funds for
operational activities merely led to enormous secretariats. The purpose of the draft reso-
lution was to see how far the regular budget could be used for technical cooperation along
with extrabudgetary resources. Proposals for further studies at the present stage seemed
suspect because the facts were available to all - and if the programme could not be handled,
Member States should be informed. The fact that a large proportion of extrabudgetary pro-
gramme support costs were being borne by the regular budget was evident from the organizational
study made by the Executive Board (Official Records No. 231, Part I, Annex 8), which stated
that the average cost of technical support by WHO to UNDP- financed projects in 1973 had
totalled approximately 23% of project delivery costs. The Group of 77 wished to stop the
drain on the regular budget that this constituted.

Doubts had been expressed as to whether operational activities were in accordance with
the constitutional functions of the World Health Organization. In that case it could be
argued that all operational activities were out of order. That was no longer true in the
light of the Declaration and Programme of Action adopted at the sixth special session of the
United Nations General Assembly.

The sponsors of the draft resolution found the amendment proposed by the French dele-
gation totally unacceptable, because it would remove all substance from the original draft
resolution. Moreover, the amendment did not propose that anything should be done (except
for studies) until 1980, which was the end of the Second Development Decade. The draft
resolution did not refer to "establishment costs" but to the regular budget: to confuse the
issue was to give the Director -General no directives at all. The phrase "to ensure optimum
achievement of the Organization's objectives" was too vague. He could therefore see no way
in which the sponsors of the draft resolution could find a compromise between their text and
the amendment of the French delegation. He had a similar reaction to the Belgian proposal.
Nevertheless both delegations said that they were not opposed to the substance of the draft
resolution. That being so, he could see no reason for the lengthy discussion or for the
proposal that a working group should be appointed to find a compromise solution.

Professor HALTER (Belgium) said that all those with whom he had discussed the draft
resolution had had no problem with it, in the sense that they had all voted for resolution
WHA28.76. However, it was now proposed to introduce into the policy accepted the previous
year a new element that appeared to be dangerous, especially for the members of the Group
of 77.

He regretted the comments made by the delegate of India with regard to the amendment of
the Belgian delegation. It had long been the custom for the Assembly to make sure that the
resolutions it adopted did not contain any inaccurate statements that might arouse doubts in
the public mind and also that they did not contain anything that could render difficult the
functioning of the Organization. Emphasis had always been placed on the need for increased
solidarity, but the discussion seemed to show divisions appearing in the Assembly. The

energy that had been expended on arguing about the draft resolution might better have been
devoted to trying to mobilize new resources to bring the budget of WHO to a level commensurate
with the enormous needs of the populations of the world.

He had suggested deleting the second paragraph of the preamble because he was convinced
that it was not accurate: resolution WHA28.76 had spoken of a difference in the health
standards between developed and developing countries but not of a widening gap. If the
Assembly supported the proposal of the delegate of Panama, he would willingly withdraw his
amendment leaving only the phrase that had already been accepted by the Twenty- eighth World
Health Assembly.

He could not imagine that the situation of one country or group of countries in relation
to another group could be used as a valid argument for placing a precise figure on the amount
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of the regular budget to be allocated to a particular area at the expense of headquarters.
Nor had he expected to hear so many delegates for whom he had a high regard reading into his
proposals intentions that were not there. He still believed that if the figure of 60% were
maintained in the resolution, this would not be to the advantage of the countries requesting
it. An increase or decrease of 1% or 2% would not represent more than a million or two
dollars; yet a whole day had been devoted to a discussion of this question, when the needs
ran into hundreds of millions of dollars.

Some delegates doubted the value of a study by the Director -General - but it was precisely
by carrying out a careful study that it would be possible to determine the ways in which

savings could be effected. One delegate had implied that it was useless to discuss the
draft resolution, since it had been agreed upon by the Group of 77 and could be immediately
voted on in plenary. He hoped the Assembly had not yet reached that point, which would
signify for him, the end of the Organization. Delegates came to the Assembly to put their
points of view and to hear the views of others. At the present time, his own country
contributed 1.02% of the budget - and added 40% in voluntary contributions; it did not ask
for anything more from the Health Assembly than the satisfaction derived from scientific
meetings, discussions with colleagues, and studies for the benefit of the world as a whole.

He shared the opinion of those delegates who said that the resolution WHA28.76 was
sufficient; but he was ready to go part of the way with those who wished for something

different. It should not be forgotten, however, that the Committee was called upon to adopt
a resolution approving the proposals of the Director -General and the Executive Board on the

modifications to the 1977 budget. A working group, if one had been established, would
probably have been able to formulate a single resolution approving the modifications, approving

the report of the Executive Board, giving a new orientation to the programme, and requesting
the Director -General, as far as possible, to accelerate the process already set out in
resolution WHA28.76.

Dr M'BAKOB (United Republic of Cameroon) said that the resolution before the Committee
seemed to be moving in the direction of a new health order, which could be the starting point
for a true health revolution. But like all revolutions it would not win the support of
everyone immediately. There seemed to be general agreement on the basic philosophy
underlying the resolution; if there was any controversy, it centred on the figure of 60 %.
It had been suggested that the Director -General should make a study of the question, but any
study could only lead to a figure similar to that proposed.

His delegation therefore fully supported the draft resolution. The proportion of approxi-
mately 60% - instead of the present 27% - seemed to him reasonable, since the main aim of
the Organization was to devote the greater part of its resources to the provision of services
and to technical cooperation for health promotion. The resolution would give the Director -

General the means of taking action for the establishment of a new world health order at a
time when there was talk everywhere of a new international economic order. This was all the
more essential, since it was not possible to bring about economic change without changing
those parameters, such as health, that contributed to socioeconomic development.

Professor ONGOM (Uganda) supported the draft resolution; he thought there seemed to be
a consensus in favour of it. He moved the formal closure of the debate, possibly after
giving an opportunity for one or two more delegates to speak against the resolution.

Sir John BROTHERSTON (United Kingdom of Great Britain and Northern Ireland), speaking on
a point of order, asked whether the amendment he had submitted earlier, but which had not yet
been circulated, could be discussed.

The CHAIRMAN replied that as the formal closure of the debate had been moved, it would
not be possible to consider the amendment immediately.

At the request of the CHAIRMAN, Dr CHRISTENSEN (Secretary) read out Rule 61 of the Rules
of Procedure of the Health Assembly.

Professor AUJALEU (France) spoke against the closure of the debate. He had already
asked for the floor earlier and what he had to say would, he believed, simplify the discussion.

Dr SAIED (Panama) regretted that the delegate of Uganda had requested closure of the debate
on such an important matter as the utilization of the funds of the Organization. The draft
resolution was not one simply to be approved but should be discussed, and he would like to have
the opportunity to hear all opinions. He was therefore against the closure of the debate.
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The CHAIRMAN called for a vote on the motion by show of hands.

Decision: The motion was rejected by 73 votes to 7, with 24 abstentions.

Dr STEENFELDT -FOSS (Norway) said that so far the debate had indicated full agreement on

principle. There was some dissent, however, on the possible consequences of binding the hands
of the Director -General by fixing a level of at least 60% for the allocations of the regular
budget towards technical cooperation and provision of services. He had studied the phrasing

of operative paragraph 1(1) and had found that it was very carefully formulated. The draft
resolution stressed the responsibility of the Executive Board in ensuring the implementation of

resolution WHA28.76. Provided that the Executive Board, in close cooperation with the
Director -General, would take full constitutional and professional responsibility for the

reorientation, the delegation of Norway would give its full support to the draft resolution,
with the amendment proposed by the Swedish delegation on behalf of the Scandinavian countries.
He was anxious that the concern regarding the widening gap between the health levels of the
developed and developing countries should find concrete expression, as it did in the draft

resolution; that resolution could serve as an example to other international organizations
whose operation was being strangled by administrative costs. The delegation of Norway had
full confidence in the ability of the Director -General and Executive Board to implement the
proposed reorientation of the programme budget policy in such a way that would ensure the
solid professional and constitutional basis of WHO.

Professor AUJALEU (France) said he had three observations: First, as one of the oldest
and most assiduous delegates to the Assembly, he must state that it was not true to say that
WHO officials were living in the lap of luxury or were not earning their money. It was not

only not true, it was also inconsistent with the action of the Assembly in voting increases in
staff salaries and in repeatedly congratulating the Director -General and his staff on the

excellent work they had done. Secondly, it would be dangerous to make WHO into a supply
organization, providing products instead of knowledge and advice. Thirdly, several delegates
seemed to think that the intention of the amendment proposed by the French delegation was to
suppress subparagraphs (a), (b), (c) and (d) in operative paragraph 1(1) of the draft

resolution. That was not the case. Furthermore, the amendment had not been proposed
because the figure of 60% was, in itself, undesirable, but because it appeared to be premature
to take a decision on this subject. His delegation would have preferred a rapid study to
determine whether this was a suitable percentage, since the factors on which it was based did
not seem to be absolutely determinant, and there were many things that remained undecided. He

did not know, for example, whether someone who administered vaccine in the field should be
considered a staff member or part of the programme services. Similar considerations applied
to a nurse who gave a course at WHO's expense in a school for nurses, or to a consultant who
was sent to a country to help implement a programme. Precise definitions were required.

The amendment of his delegation would cause no delay because it requested that the study
be carried out by the Executive Board in time to be presented and utilized by 1980. He had

not expected the amendment to have an enthusiastic reception, but neither had he expected it

to arouse such passionate opposition. If the draft resolution were adopted as it stood,
the Director -General on receiving the instructions it contained would inevitably have to make
a study in association with the Executive Board, as a result of which he would perhaps come

back to the Assembly and say that the figure of 60% was not feasible, and that perhaps it

should be 58% or 63 %. Since the study would have to be made in any case, he would withdraw

the amendment.

Dr VILCHIS (Mexico) said that, although the debate had been a passionate one, everyone

supported the doctrine behind the draft resolution. The important thing was that the

resolution offered a new orientation in budgeting and recognized the advisability of increasing

assistance to programme activities. He wondered however why it spoke of "phasing out projects

which have outlived their utility ": if they were no longer useful, they should be abandoned

immediately.

The Mexican delegation supported the draft resolution. He agreed however with the
delegate of Belgium that the Assembly was important as a place for an exchange of views and

for finding ways of helping other people. At the present time, the principle of human

solidarity seemed to be disappearing. He thought the Organization was passing through a

dangerous period.

The meeting rose at 5.35 p.m.



NINTH MEETING

Thursday, 13 May 1976, at 11.30 a.m.

Chairman: Professor F. RENGER (German Democratic Republic)

REVIEW OF THE PROGRAMME BUDGET FOR 1976 AND 1977 (FINANCIAL YEAR 1977) Agenda, 2.2.1
(continued)

The CHAIRMAN recalled that the meeting, in addition to the draft resolution sponsored by
a number of delegations, had before it:
(1) an amendment by the delegations of Denmark, Finland, Norway and Sweden (introduced at
the previous meeting), for the addition of a new preambular paragraph reading:

Aware of the necessity of continued collaboration with the United Nations Develop-
ment Programme as well as with other sources of funds providing extrabudgetary resources
for health activities;

(2) an amendment by the delegation of Panama (also introduced at the previous meeting) for
the deletion in the original second preambular paragraph of the word "widening ";

(3) an amendment by the delegation of Turkey that, in operative paragraph 1(1), the words
"the level of at least 60%" should be replaced by "an optimum percentage ";

(4) an amendment by the United Kingdom delegation that, in operative paragraph 1(1) the
words "reach the level of at least 60%" should be replaced by "are maximized "; and

(5) an amendment by the delegation of Belgium for the replacement of operative paragraph 1(2)
by the following paragraph:

(2) to submit to the Executive Board and the Thirtieth World Health Assembly a report

on the identification of budget allocations for technical cooperation and the provision
of services for countries and on the basis of that information to reorient the
Organization's activities in such a way as to improve those allocations to the greatest
possible extent with the normal functioning of the Organization.

Mr DE GEER (Netherlands) stated that his delegation had sympathy for the draft resolution
and felt that it did not contradict the present policy of WHO. But the inclusion of a,
perhaps arbitrary, percentage figure was of doubtful utility in stressing the importance of
providing technical cooperation and services. The maintenance of a strong headquarters
organization was a prerequisite for all operations of WHO: it was necessary not only for the
activitiescarried out under the regular budget, but also for maintaining or increasing the
activities financed by voluntary contributions. In 1975, his country had contributed more
through voluntary contributions than through the regular budget because it thought WHO was an
effective organization, with a reliable professional and administrative staff.

He felt that throughout the debate of the previous day there had been an underlying aim
of reaching agreement. The statement by the sponsors of the draft resolution that the
figures mentioned in operative paragraph I were meant to be indicative was most important
since it lessened the rigidity of the draft resolution. His delegation could, therefore,
support that resolution.

Dr KILGOUR (United Kingdom of Great Britain and Northern Ireland) noted that the various
interventions of the previous day had not revealed any real disagreement on the substance of
the draft resolution. WHO was regarded, in his country, as a technical and professional body
that seemed to achieve lofty aims with resources always inadequate to the task. It was a

forum for professional discussion of technical matters and for seeking technical solutions to
problems, where experience could usefully be shared. This reputation for professionalism was
of great value to WHO in carrying out its tasks, especially in its unique role of coordinating
technical cooperation.

It was desirable that a broadly -based consensus of opinion should guide the policy of

WHO. The delegate of India had not insisted upon the exact numerical achievement of

allocations of 60% by 1980. Would it not, therefore, be best to entrust the Director -General
with the task of increasing technical cooperation and the provision of services as far as

possible? It was for this reason that his delegation was proposing an amendment to the draft

resolution: in the introductory paragraph of operative paragraph 1(1), to delete the words
"reach the level of at least 60%" and replace them by "are maximized ".
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Dr del CID PERALTA (Guatemala) felt that WHO had to attract and employ highly qualified
staff if it was to provide good advisory services and that it was necessary to find new
sources of funds in order to increase the activities of WHO. The new proposals on the
programme budget implied an orientation towards more technical cooperation. Naturally
non -essential expenditure on establishment and administration should be cut and projects which
had outlived their utility phased out; however, some projects (for example, projects on human
nutrition) should have their budget allocations increased. His delegation could accept 60%
of the regular budget as a goal for technical cooperation activities but felt that a study
was necessary to see where economies could be made.

He supported the draft resolution and the suggestion that a working party be set up to
deal with the amendments.

Professor 8tEPIN (Union of Soviet Socialist Republics) said that assistance to countries -
particularly developing countries - had always been an important part of WHO's activities, even
if the forms of assistance provided varied. The programmes for the control of malaria,
smallpox and leprosy, and for the training of personnel, were particularly oriented towards
meeting the needs of the developing countries; but there was hardly any WHO activity that did
not in some way contribute to the strengthening of their national health services. It

therefore seemed pointless to try to separate technical assistance from the other activities
covered in the programme budget. Much of WHO's work, of course, helped to promote the health
of the populations of all countries of the world: for example, health information and litera-
ture services (accounting for about 10% of the budget), standardization activities (including
the international classification of diseases, the international pharmacopoeia, biological
standardization, the quality control of drugs, and environmental health criteria), the coordi-
nation and development of research. No one would contest the value of the organizational
meetings for all countries, including the developing countries. There was no other
international organization to carry out those tasks, whose importance was constantly growing.
It was thus impossible to define exactly the technical assistance components of the budget;
and, without a thorough study of the question, the fixing of a percentage would be arbitrary and
detrimental to the work of the Organization. He therefore supported the proposal that the
Executive Board study the whole question, including the role of WHO in relation to other
organizations and funds providing technical assistance - in particular, UNDP, UNICEF, UNFPA,
and bilateral aid.

The second preambular paragraph of the draft resolution referred to a "widening gap
between the health levels of the developed and developing countries ". Such a gap was, of
course, inadmissible, and his country was doing all possible to diminish it. However, there
did not seem to be any official data to support the statement that it was widening, and he
therefore agreed with the amendment proposed by the delegation of Panama. He further
supported the amendment proposed by the delegation of Belgium.

Professor REXED (Sweden) was sympathetic to the need of developing countries for multi-
lateral and bilateral aid. His country had always given those countries both moral and
material support. WHO had an important professional and scientific role to play in addition
to its role in providing technical cooperation and direct services. His delegation supported
the draft resolution, but thought that its text could be improved. The Nordic delegations
had therefore made their proposal for a new preambular paragraph, referring to the need for
continued collaboration with the United Nations Development Programme and with other sources of
funds providing extrabudgetary resources for health activities.

He felt that the 60% referred to in operative paragraph 1(1) of the draft resolution was
an ambitious goal to be considered in overall programme planning. The actual level achieved
might be lower, or even higher: but the high professional standard of manpower of WHO should
not be jeopardized, since effective work in the field required proficient technical backing

and careful planning. His delegation had confidence in the ability of the Director -General
to maintain the right balance of activity within WHO while working towards the implementation
of the proposals contained in the draft resolution.

Dr WRIGHT (Niger) felt that, although in the past the attitude of the Health Assembly and
of the Organization might have been somewhat paternalistic, that attitude had changed and
countries now spoke to each other in a truly egalitarian and increasingly amicable way. But

there were a number of questions that were being asked. What was the real vocation of WHO,
and how should its various activities be balanced? How could WHO activities be improved?
Did the Director -General receive directives that were clear enough? The tasks were immense,

and the needs almost impossible to satisfy.
The sum of one million dollars had been lightly mentioned. For his country, such a sum

represented almost two years of technical cooperation by WHO. At the Twenty- second World
Health Assembly, there had been a discussion on raising the budget of WHO by one million

dollars; but the nine largest contributors to WHO had refused, even though that amount
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represented only one -seventieth of the annual cost of one of the hospitals in the town -
Boston - where the Health Assembly was being held. Economies had been made whenever possible,
but he thought that it was reasonable to ask WHO to provide, not only brain power, but also
some concrete material aid. And the technical cooperation to be offered should be quantified.

He thanked all the delegations which had supported the draft resolution, especially the
delegation of France for withdrawing its amendment. His own delegation would vote for the

draft resolution as it stood.

Professor DE CARVALHO SAMPAIO (Portugal) said that his delegation fully supported the
principles contained in the draft resolution. To achieve peace and well -being throughout the
world it was essential to close the gap between the developed and developing countries. WHO
had minimal financial resources in relation to its task, and care should be taken not to
jeopardize the Organization's role of providing leadership and coordination in problems that
had to be solved on an international level by asking it to solve every problem. Instead of
discussing details, would it not be better to have confidence in the ability of the Director -
General, with the help of the Executive Board, to carry out the wishes expressed in the
debate?

Professor BÉDAYA -NGARO (Central African Republic) thanked the delegate of France for
withdrawing his amendment and for noting that whether a decision was taken before or
after studies were made, the Executive Board would be empowered to review the subject. His
delegation felt that the word "widening" should be retained in the second paragraph of the
preamble. He felt that the only real question to be decided was whether or not the figure of
60% should remain in the text. Rather than setting up a working party, he suggested that a
vote be taken when all the delegates had expressed their points of view.

Professor HALTER (Belgium) recalled that he had withdrawn his earlier amendment for the
deletion of the second preambular paragraph in favour of the amendment of Panama. The Belgian
amendment still before the meeting was a new text of operative paragraph 1(2), to introduce
the idea that a study should be undertaken, since the preceding discussions had brought out the
need for such a study.

With the agreement of the delegate of the USSR who had supported his amendment, he was
prepared to withdraw it, but only if the amendment proposed by the delegation of the United
Kingdom of Great Britain and Northern Ireland was accepted. He noted that the amendment
proposed by the delegation of Turkey to substitute for the words "the level of at least 60%"
the words "an optimum percentage" was essentially the same as that proposed by the United
Kingdom, but his own preference would go to the latter.

He would ask the representatives of the Group of 77 whether they thought it reasonable to
adhere rigidly to a text drafted outside the Assembly, whose authors probably had little
knowledge of the interesting and useful exchange of ideas taking place there. To those who
had taken no part in the drafting of the text proposed, the impression was given of the imposi-
tion of an external authority, which raised the disquieting possibility of a rift among Member
governments. He believed that the Group of 77 should adopt a more flexible approach. Despite
the length of the discussions, he felt that the Director -General and the Executive Board were
not being provided with a satisfactory solution. At least the amendment submitted by the
delegate of Panama should be made; and the figure of 60% in operative paragraph 1(1)

should be replaced by the wording proposed by the delegate of the United Kingdom. If such
changes were made, his delegation would be ready to vote on the draft resolution as a whole.

Dr de VILLIERS (Canada) regretted that a consensus had not been reached when there
appeared to be no disagreement over the substance of the draft resolution. He was in agree-
ment with the comments made by the delegates of France, Belgium, the Federal Republic of
Germany, and the United Kingdom of Great Britain and Northern Ireland, among others-- especially
on operative paragraph 1, which appeared to commit the Director -General to meet specific goals
over a specific period of time, when many terms in that commitment were subject to varying
interpretations.

Professor SULIANTI SAROSO (Indonesia), welcoming the agreement of all speakers on the
substance of the draft resolution if not on the exact form, emphasized that the sponsors had
no intention of claiming that a dichotomy existed between headquarters and field work. The
example quoted by her delegation was in fact meant to show that technical cooperation did not
consist only of field work, as emerged also from the first operative paragraph of the draft
resolution. The question of quality and effectiveness was most certainly in the minds of the
sponsors, even though those specific words were not included. The next Group of 77 meeting
would discuss not only quantities but also priorities of technical cooperation.
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She denied that the Group of 77 was attempting to impose a solution, since in the Health
Assembly every Member had the right to discuss the matters raised, which would then be put to

the vote. Speaking as a member of the Indonesian delegation, she would be perfectly prepared

to vote on reasonable amendments also. The vital point to remember was that all speakers had
expressed agreement with the substance of the draft resolution.

The meeting rose at 12.25 p.m.
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REVIEW OF THE PROGRAMME BUDGET FOR 1976 AND 1977 Agenda, 2.2.1
(FINANCIAL YEAR 1977) (continued)

The CHAIRMAN invited the Committee to continue its consideration of the draft resolution
on programme budget policy, to which amendments had been proposed by the delegations of
Belgium, Panama, Turkey and the United Kingdom of Great Britain and Northern Ireland, as well
as jointly by the delegations of Denmark, Finland, Norway and Sweden.

Dr VIOLAKI - PARASKEVAS (Greece) supported the philosophy and the principles underlying

the draft resolution but wondered whether specifying a certain percentage therein was in
fact helpful. The general aim should be to arrive at certain conclusions. Thereafter
the Health Assembly should put its confidence in the Director -General and his staff to do
their utmost to fulfil the objective of the promotion of health of all nations. She

believed that all delegations welcomed the changing relationship between WHO and its Member
countries which the Director -General had inaugurated.

Dr ALAN (Turkey) said that his delegation had submitted an amendment to the draft
resolution with the purpose of finding a meeting ground for the divergent views expressed.
However, in the light of the discussions, he would follow the example of the delegates of
France and Belgium and withdraw his proposal.

Dr AL AWADI (Kuwait) believed that, although a measure of disagreement had arisen,
there was unanimity as to the principles of the draft resolution before the Committee.
Speaking as one coming from a developing country, he emphasized the fact that no question
of introducing any dominant viewpoint was involved. The Health Assembly constituted a
free forum open to all views; delegations learnt from each other and a full discussion was

valuable.
The concepts embodied in the draft resolution were entirely clear in that the Director -

General was being provided with guidance aimed at introducing a fresh outlook in WHO.
Under that proposal the Director -General and the Executive Board were being requested to
see whether they considered that it would be feasible or not to introduce this outlook.
Presumably, in the latter case they would present a new formula to the Health Assembly for

its discussion. There was, therefore, no attempt at any coercion but merely an endeavour
to reflect the new trend of thought prevailing in the Health Assembly. He would not enter
into discussion regarding the amendment to delete the word "widening" qualifying the word
"gap ", but that preambular paragraph as it stood did indeed accurately reflect the situation
since the developing countries were now, in addition to their traditional diseases, being
attacked by diseases relating to pollution and modern technology. Until the developing
countries obtained the full support of the developed countries, it would not be possible
for the goals of WHO regarding worldwide health to be achieved. Possibly the tenor of the
statements made by the developing countries had been somewhat emotional, but that was due to
the sufferings endured by their populations. The draft resolution itself was not in the
least emotional but presented simple facts and a straightforward procedure which would make
it possible for WHO to evolve in keeping with the reality of the changing situation. He

hoped that, in keeping with that spirit, the draft resolution would gain the full support of
the Committee.

Dr LOEMBÉ (Congo) welcomed the progress made in the debate. He expressed the hope
that delegations which had submitted amendments would, on the basis of humanitarian
considerations, give their support to the draft resolution so as to obtain united approval

for the proposal. He expressed sincere appreciation to those delegations which had with-
drawn their amendments. The discussions had resulted in the voicing of passionately held
views; that did not necessarily mean that the climate of the Health Assembly had been
endangered. The basic aim of the supporters of the draft resolution was to achieve a real
improvement in the health conditions of needy populations.

He considered that the amendment submitted by the United Kingdom delegation was of
interest in principle since it left the Director -General with a measure of flexibility.
However, he felt that unless a percentage figure was fixed there could be no certainty that
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any concrete results would indeed be forthcoming. It was vital that the draft resolution
should be presented as a formal demand for action rather than as the expression of a wish.
He hoped that the United Kingdom delegation would be able to give its support to the draft

resolution. The amendment submitted by the delegations of Denmark, Finland, Norway and
Sweden was acceptable since it was of a general nature and did not affect the operative

portion of the draft resolution. He urged the delegation of Panama, as a delegation from

a developing country and as one of the co- sponsors of the draft resolution, to withdraw its
amendment since the reference to the widening gap between the health of the developed and
the developing countries was a mere statement of fact.

The debate had been most useful since it had led to a full exchange of opinion and

since it sought to find ways and means for WHO to accomplish its role more effectively.
He hoped that the draft resolution could be approved unanimously by acclamation.

Dr LEPPO (Finland) recalled that his Government had consistently held the view that the
regular budget should be the backbone of the functioning of WHO and that it had therefore

felt some concern regarding the increasing dependence on extrabudgetary resources in
financing the essential services of the Organization. His delegation had in the past

emphasized the need for sound long -term economic and operational plans which would guarantee
that the priority expectations of Member countries could be met without reliance on more or

less temporary funds. It should be remembered that the sums in question were, after all,
relatively small when viewed in proportion with expenditure by many countries, the entire
regular budget of WHO at the present time barely exceeding the annual expenditure for one
large teaching hospital. It accordingly seemed to his delegation that the basic problem of
increasing technical services to countries could only be solved by basing the financing of
WHO activities on a regular budget of adequate magnitude.

The draft resolution under consideration seemed to be'in keeping with that interpreta-
tion of general budgetary policy. It was wishful thinking to imagine that, as had been
implied by some speakers the previous day, essential improvements in the health services of
the developing countries could be achieved by reducing administrative costs in WHO and
without facing the problem of the need to increase the regular budget level. It should,

moreover, be borne in mind that WHO was the specialized agency of the United Nations system
which was the most decentralized and the most oriented towards direct services to Member
countries and that it was very_ effectively managed by an extremely capable Secretariat. In

the future, the Health Assembly should aim at increasing the regular budget primarily for
the needs of developing countries and at reducing dependency on extrabudgetary resources.
He felt that that aspect could have been given greater emphasis in the draft resolution.

His delegation would support the draft resolution, with the amendments proposed by
Panama and by the delegations of Denmark, Norway, Sweden and his own. It was his under-
standing that the percentage figure in the first operative paragraph was at the present

stage intended to be an indicative one.

Mr DESPOTOVIC (Yugoslavia) said that his delegation, as one of the sponsors of the
draft resolution, would support it with the inclusion of the amendment proposed by the
delegations Of Denmark, Finland, Norway and Sweden.

Professor BEDAYA -NGARO (Central African Republic) believed that it was most important

to stress the progress achieved in the course of the present discussions and to take into
account the essentially positive attitude of many speakers rather than to draw attention to
any split in the attitude of the Committee or to any deterioration in the climate of the

debate. When speaking of the atmosphere of the present session of the Health Assembly, it
was essential to take into account the fruitful decisions which had already been taken in
a number of spheres of activity. Health, after all, was the driving force of any new

international economic order which it was sought to establish, and accordingly efforts should
not be spared to ensure that it did not lag behind other fields of activity.

He regretted that some criticism had seemed apparent of the consultations which had
taken place in the forum of the Group of 77. It would be regrettable if undue emphasis
were to be placed on that particular point, since groups of varying sizes and informal
consultations between delegations had always existed and did indeed result in the
presentation of joint proposals, which were after all desirable in that they expedited the
work of the session. The fact that the delegation of Panama, which was one of the group of
sponsors, had submitted an amendment showed that it acted as an individual delegation.

The purport of the draft resolution and the amendments thereto was entirely clear.
The basic issue, constituting the very core of the discussion, was whether one was in favour
of the first operative paragraph in its original form or not, i.e. whether that decision
should be taken immediately or only after studies by the Director -General. His delegation
was naturally in favour of the former course, which it did not consider to be in any way
incompatible with the request put to the Director- General.
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Dr VILCHIS (Mexico) wished to propose the following amendments which would not, in his

opinion, change the spirit of the draft resolution. In operative paragraph 1, the words

"the level of at least 60 %" in subparagraph (1) should be replaced by the words "the maximum
possible level aiming at 60% or more if possible ", and in subparagraph (2) the words "once
the appropriate studies have been completed on the financial possibilities and" should be

inserted following the words "Thirtieth World Health Assembly ".

Professor SULIANTI SAROSO (Indonesia) moved the closure of the list of speakers to the

debate. Although she had been opposed to the motion on the closure of the debate the
previous day, she now felt that any further discussion of the subject might well result in

some deterioration in the climate of the Health Assembly session.

Dr CHRISTENSEN (Secretary),atthe invitation of the CHAIRMAN, read out Rule 58 of the

Rules of Procedure of the Health Assembly concerning closure of the list of speakers.

Decision: The list of speakers was closed.

Mr CAM2RA (Guinea) said he fully endorsed the statement made by the delegate of the
Central African Republic, but he thought the amendments proposed by the delegate of Mexico
could give rise to further difficulties and that the proposition made by the delegate of
Indonesia was very pertinent. The divisions that had been apparent in the Health Assembly
reflected political, sociological, and economic differences in the world, but he would have
thought that the Health Assembly would have shown a common attitude towards the problem of
combating disease. When certain countries tried to put new ideas before the Health Assembly,
it was not with the intention of creating a gulf between the nations but rather in an attempt
to give, the Organization greater effectiveness, taking into account the slender means at its
disposal. Countries that until recently had been dominated by a small minority were now
able to present themselves on an equal footing with those who had previously dominated them,
but it had to be recognized that a few of the countries that had recently been dominant
demonstrated a mentality that hampered the progress of the international community. The
Group of 77 was not trying to impose its will; its members were opposed to the suggestion
that had been made elsewhere that they were about to constitute a new majority. Their only
aim was to introduce new dimensions into the concert of nations. Had they wished to impose
their will they would have supported of the debate made during
previous meeting by the delegate of Uganda. However 90% of developing countries voted
against this proposal because they wanted everyone to have an opportunity to express his views.
He believed, however, that all delegates should vote for the draft resolution and that only
the amendment proposed by the Nordic countries should be accepted. The other amendments added
nothing positive or concrete to the resolution. He pointed out that the word "widening" in
the second paragraph of the preamble had been introduced with the express intention of
qualifying the word "gap ". Had the gap been diminishing the preamble would have had to say
that this fact was welcomed. He thought it was time to put an end to the confusion and for
the Health Assembly to recover the calm that should characterize it.

Dr ROASHAN (Afghanistan) said he wished to take up the suggestion made earlier that an
idea was being imposed on the Health Assembly from outside. He stressed that the draft reso-
lution before the Committee had been drafted and agreed upon by a group, all the members of which
were Members of WHO. All the resolution called for was change - for dynamism and realism.
It was dynamic because it sought to make the Health Assembly alert to the pressing needs of
the time, and it was realistic because it aimed at a measurable target. It said what many
delegates had wanted to say for years but did not, perhaps because of the fear of change.
And it was change for the better, change towards an ideal, that the draft resolution sought to
bring about.

He made a plea that all delegates should support the resolution and moved that the
Committee should proceed immediately to vote on it after the last speaker had had the floor.
He confirmed that the sponsors of the draft resolution had agreed to the insertion of the

amendment of the Nordic delegates and to the amendment of Panama.

Dr GANGBO (Benin) said that the declaration made by the delegate of Mexico had introduced
a new element and had almost brought the discussion back to the point from which it started.
No one had questioned the need to reorient expenditures, but the discussion had centred
mainly on the threshold of 60%. Some speakers had been anxious that the proportion should be
a maximum, perhaps superior to 60 %, and thought the draft resolution might restrict the
figure to 60 %. The co- sponsors of the resolution believed, however, that the figure was
merely an indication. He asked whether a Director -General of WHO had ever been penalized for
not having executed a programme in its entirety. The essential thing was to have an
indication. It had been recognized that it was possible to commence planning in Africa even
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though not all the basic statistical data were available. In the same way
could be accepted as a starting point rather than awaiting the outcome of a

The amendment proposed by the delegate of Mexico would have made the figure
whereas the draft resolution indicated that it was a minimum. Unless this
incorrect, the delegate of Mexico should withdraw his amendment. He hoped
possible for the draft resolution to be adopted by acclamation.

the figure of 60%
scientific study.
of 60% a maximum,

interpretation was
that it would be

The SECRETARY, at the invitation of the CHAIRMAN, read out Rule 65 of the Rules of
Procedure of the Health Assembly describing the procedure to be followed when several
amendments to a resolution had to be put to the vote. He said that the amendment proposed

by the delegate of Belgium, affecting operative paragraph 1 (2), would be withdrawn if
the amendment proposed by the delegate of the United Kingdom were adopted. The delegate of
Turkey had already withdrawn his amendment to the second line of operative paragraph 1 (1).
The amendment proposed by the delegations of Denmark, Finland, Norway and Sweden to add
a new preambular paragraph; and the amendment proposed by the delegate of Panama to the
second preambular paragraph, had already been accepted by the cosponsors of the resolution.
Finally, he read out the two amendments that had been proposed by the delegate of Mexico to
paragraph 1 (1) and (2).

The CHAIRMAN called for a vote on the amendment proposed by the delegate of the United
Kingdom of Great Britain and Northern Ireland.

Dr EHRLICH (United States of America), speaking on a point of order, said he had
understood that the amendment furthest removed from the draft resolution would be voted on
first. The Belgian amendment was further removed than the United Kingdom one.

The SECRETARY replied that since the Belgian delegate had made withdrawal of his
amendment contingent on acceptance of the United Kingdom amendment, it would simplify the
procedure if the United Kingdom amendment was voted on first.

Decision: The amendment proposed by the United Kingdom delegate was rejected by 69 votes
to 27, with 10 abstentions.

The CHAIRMAN said that as the United Kingdom amendment had been rejected, the Belgian
amendment would be put to the vote.

Decision: The amendment proposed by the Belgian delegate was rejected by 77 votes to
19, with 13 abstentions.

The CHAIRMAN put to the vote the first of the amendments proposed by the delegate of
Mexico.

Decision: The amendment was rejected by 68 votes to 6, with 30 abstentions.

The CHAIRMAN put to the vote the second of the amendments proposed by the Mexican
delegate.

Decision: The amendment was defeated by 79 votes to 5, with 25 abstentions.

The CHAIRMAN called for a vote on the draft resolution, including the modifications
embodied in the original proposal.

Decision: The draft resolution was approved by 82 votes to none, with 26 abstentions .I

Professor KOSTRZEWSKI (representative of the Executive Board), said that although he
could not yet express an opinion on behalf of the Board on the issue, which was of the greatest
importance to the future of WHO, he could assure all delegates that not only the content of the
discussion and the resolution itself, but also the spirit pervading the meetings at which the
subject had been discussed, would be transmitted to the fifty- eighth session of the Board. In

his personal capacity as outgoing Chairman of the Board he could assure the delegates that it
would handle all recommendations of the World Health Assembly concerning the programme budget
policy with great competence, in the closest cooperation with the Director -General.

1 Transmitted to the Health Assembly in the Committee's second report and adopted as
resolution WHA29.48.
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Dr EHRLICH (United States of America), speaking in explanation of vote, said that his
delegation had abstained on the draft resolution although it contained much that it could

support. However, it could not agree to the adoption by the current session of the
Health Assembly of a method of achieving its objectives which would have a profound impact on
the policies and programmes of the Organization without first requesting a careful examination
by the Director -General and the Executive Board of what that impact might be. Moreover, his
delegation was not convinced that it was either possible or advisable to divide the work of the
Organization into technical cooperation and services on the one hand, and all other activities
on the other. To do so was to invite endless argument over definitions and to risk damage to

programmes. He also wondered if the adoption of the draft resolution would lead to discarding
the carefully prepared Sixth General Programme of Work which the Committee had just approved.
As had been pointed out, the resources of the Organization were only a minute fraction of what
countries were spending on public health. He therefore hoped that the implementation of the
resolution would not result in any diminution of WHO's principal and most successful role in
that respect, namely that of catalyst.

Dr TARIMO (United Republic of Tanzania) welcomed the new spirit apparent in the World
Health Assembly, recalling that in the past Assemblies a lot of useful frank discussions had
been limited to informal meetings while the formal meetings had at times been little more than
routine exchanges of expressions of mutual confidence between the Secretariat and delegations.
At the current session, however, the important subjects, such as the problems of Member States
and the role of WHO and what more it could do to help countries solve them had, for the first
time been discussed at the actual meetings. He sincerely hoped that trend would continue.
He was not opposed to studies and research if they produced practical results but they must not
be used as delaying tactics. The developing countries in particular were fighting a constant
battle against disease and in a battle quick action was essential.

Dr GOMAA (Egypt) said that the main issue which had emerged from the adoption of the
important resolution was that a clear definition must be established between the activities
which were considered to fall under the heading of technical cooperation and all other types of

activities. That would call for the objectivity and spirit of scientific cooperation, which

was characteristic of the Organization.

Dr ROASHAN (Afghanistan) welcomed the adoption of the draft resolution. The fact
no one had voted against that resolution showed the integrity which bound the whole of human
society together, despite the different opinions on the means of achieving common objectives.

The sponsors of the draft resolution were confident that the Secretariat would do its
best to comply with the wishes of the World Health Assembly.

The DIRECTOR- GENERAL said that in approving the draft resolution, the Committee and
thereby probably the World Health Assembly had taken one of the most important political
decisions in the history of the Organization. Its capacity to respond to that decision
depended on its past reputation. He had been slightly pained at the tendency to classify the
activities of WHO as being on a par with those of other agencies in the United Nations system,
whereas Member States had made WHO a unique organization in the whole international field. It

had above all a very creditable record in the developing countries themselves. Smallpox
eradication was merely one illustration of its achievements. From his personal experience,
the results of WHO collaborative research in countries such as India had saved them vast sums.
Above all, its fellowships programme had been instrumental in helping the developing world to

become self -reliant. That reputation was due to his predecessors and to the staff throughout

the world who conscientiously tried to apply the instructions of successive World Health
Assemblies. However, although someof its activities were no longer relevant to the present
world and many others could be more productive, most of those activities had been implemented
at the request of the World Health Assembly. He was convinced that the only reason that the
Organization might be able to respond to such a monumental decision as that just taken by the
Committee was because of its past and present achievements. In other bodies, similar
resolutions had been taken without any follow -up.

At previous World Health Assemblies he had stated his own philosophical views on the
state of affairs in the modern socially unjust world and had tried to say what should be
WHO's mission. There could be no question of aid or assistance, but only cooperation, which
must pervade all activities. The Committee's recent decision was a part of technical
cooperation and the money spent on implementing it would lead to genuine cooperation in that
field. It was important at all times to underline the unity of purpose between the World
Health Assembly, the Executive Board, Member States and the Secretariat. Such cohesion must
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exist between all levels of the Organization, between headquarters, regional offices and the
field, and between regions. The Organization must never become a federation of six distinct
regions with some vague entity at the central level as that would spell the end of WHO. It

was imperative that the Organization remain one, conceptually, spiritually and in application.

The implementation of the Committee's decision within the spirit of the WHO Constitution
would depend on a continuous critical dialogue, on cooperation and solidarity. On the
assumption that such a spirit of truly international cooperation existed throughout the
Organization, which meant its Member States and governing bodies and not merely the
Secretariat, he would try to mobilize the courage to implement the true spirit of the
resolution. Courage would be required because its proper implementation would call for
difficult and sometimes harsh decisions not only for the Secretariat but also for Member
States as activities decided upon by the World Health Assembly might have to be abandoned.

He therefore felt obliged to declare how he intended to implement the resolution. First,
he welcomed the new programme budget policy reorientation reflected in the resolution and in
resolution WHA28.76, because it reinforced his own efforts to reduce non -relevant and
non -productive expenditure in WHO, as reflected by the economies and programme changes already
introduced. Secondly, he saw the fixed percentage of 60% as an initial target towards which
the Director -General, with the full participation of the Executive Board, should work to
strengthen the work of WHO and perhaps even provide an example for the United Nations system
as a whole in fulfilling the imperatives of the New International Economic Order. Thirdly,
the effect of the resolution must be to strengthen technical cooperation programmes at all
levels of the Organization and not to fragment or weaken such technical cooperation or
coordination of international health work at any one level.

After quoting from Kazantzakis on the two conflicting forces in life, he said that such
internal contradictions in the present world health system could be used to generate new ideas,
new efforts, to narrow the health gap between rich and poor, inside countries and between them.

The meeting rose at 5.40 p.m.



ELEVENTH MEETING

Friday, 14 May 1976, at 9.30 a.m.

Chairman: Professor F. RENGER (German Democratic Republic)

REVIEW OF THE PROGRAMME BUDGET FOR 1976 AND 1977 (FINANCIAL YEAR 1977) Agenda, 2.2.1

(continued)

Professor 36EPIN (Union of Soviet Socialist Republics), referring to the table summari-
zing estimated obligations and sources of financing (Official Records No. 231, page 153)
noted that the revised figures for 1977 for funds from other sources were higher than those
given in Official Records No. 220 - in all cases except for the United Nations Fund for
Population Activities, which was some US$ 3 million less. He asked the reason for that

decrease. The summary by programme sector, programme and source of funds (Official
Records No. 231, pages 154 -159) indicated that, in the revised estimates, the percentage
of the total budget devoted to such programme sectors as communicable disease prevention
and control, noncommunicable disease prevention and control, and prophylactic, diagnostic
and therapeutic substances had increased somewhat by comparison with the estimates given in

Official Records No. 220; on the other hand, the percentages devoted to such programme
sectors as strengthening of health services, family health, and health manpower development

had decreased. Why was that so? By comparison with the estimates in Official Records
No. 220 the revised estimates for allocations from the regular budget for the smallpox
eradication programme showed a slight decrease, whilst those from other sources showed

a considerable increase; the total estimates for that programme therefore amounted to about
US$ 3.5 million - some US$ 1.4 million more than the total sum indicated in Official Records

No. 220. He asked the reason for that increase. He also asked why the revised estimates

did not include any funds from other sources for the cardiovascular diseases programme,
although US$ 106 300 had been included in the estimates in Official Records No. 220.

Mr FURTH (Assistant Director- General) said that the United Nations Fund for Population
Activities was at present in financial difficulties, since some of the pledges had
not been up to expectations and since some not paid. Consequently, money

could be expected from that Fund. However, it was still possible that the amount allocated

would be revised upwards. Regarding the smallpox eradication programme, there was a small
drop in the allocation from the regular budget which was probably due to costing adjustments;
but the increase in extrabudgetary funds was due to the Director -General's success in

obtaining such funds for the eradication programme. In relation to the cardiovascular

diseases programme, the fact that no funds had been allocated from extrabudgetary sources
meant that funds from such sources had not been forthcoming. It was possible, however, that

further negotiations might result in funds becoming available. In general, it had to,be

remembered thatthe estimates for extrabudgetary funds contained in Official Records No. 220
had been made as long ago as in 1974 and might perhaps have been too optimistic. It could

never be certain to what extent extrabudgetary sources would provide funds. It should be

noted that the percentages indicated in the tables of Appendix 1 (Official Records No. 231)

from page 154 on related to all funds, not just to the regular budget.

Professor gCEPIN (Union of Soviet Socialist Republics) said that he would like to have

further explanation of why it was felt necessary to increase the allocation of funds to the
smallpox programme, which was now nearing completion.

His question with regard to the allocations to the programme sectors on strengthening
of health services, family health and health manpower development had not been concerned so
much with the sources of funds, but with the fact that the percentages of the budget devoted

to those programme sectors had decreased. Did that mean that they were considered less

important than others - for example, communicable disease prevention and control, for which
there had been an increase?

Mr FURTH (Assistant Director -General) replied that the changes in the dollar figures did

not reflect changes in programme priorities. They were merely the result of cost adjustments.

Professor ORHA (Romania) said that the economic difficulties of the modern world inevitably

influenced WHO. He therefore suggested that, on the basis of a thorough study, three groups

of priorities should be established for programmes. The first should include essential pro-

grammes funded from the regular budget, including the cost of administration of headquarters
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and the regional offices; the second should be priority programmes that should be planned but
not carried out unless the Organization could obtain additional funds; and the third should
be those programmes of value to Member States that could be postponed until funds were
available either from the regular budget or from outside sources. The employment of WHO's
resources in that way would lead to a more balanced use of the budget, greater independence
of world monetary fluctuations, and more certainty in relation to programme planning.

The DIRECTOR -GENERAL, in reply to Professor cepin, said that if the smallpox eradication
programme relied solely on the regular budget smallpox eradication would be unlikely to take
place, since the amount of money available in the regular budget would provide only minimum
help for Bangladesh, Ethiopia, India and the other countries concerned. The Secretariat had
made calculations about the funds required to ensure that smallpox eradication was completed
by 1978, and it considered that $ 16.7 million would be required. $ 3.5 million had been
allocated in the regular budget for 1977 and 1978. More than $ 14.3 million would be required
for the years 1976 -78. Of this over $ 10 million had already been mobilized from external
sources so that another $ 2.4 million would be required to ensure that the task was completed,
that eradication was duly confirmed, that monkeypox was not a complicating factor, and that
laboratories were fully equipped with the necessary sera and vaccines to meet any possible

recrudescence. The sums he had mentioned did not include assistance in kind from various
countries, including the supply of vaccine from the USSR.

Dr CORNEJO -UBILLÚS (Peru) agreed with the Director -General that special efforts should be
made to eradicate smallpox, since if it was not eradicated the risk of its recurrence would
affect all countries. He considered that the Romanian delegate's three priorities should be
viewed in the light of the various operational levels of programmes.

The DIRECTOR -GENERAL, in reply to a further question by Professor SCEPIN (Union of Soviet
Socialist Republics), said that the amount allocated to assistance to research at headquarters

showed a reduction because of the efforts to transfer research to the regions and to phase out
research of lesser importance and because of a decrease in the grants normally given for the
coordination of research. In his view Member States would have to assume more and more
responsibility for research.

Professor SULIANTI SAROSO (Indonesia) said that the resolution on the Sixth General
Programme of Work and the draft resolution requesting the Director -General to provide a fixed
proportion of the regular budget for technical cooperation with developing countries were of
great importance. She wondered whether the Director -General thought that he had enough
information from the Health Assembly to guide him in setting up the priorities proposed by the
Romanian delegate.

The DIRECTOR - GENERAL replied that the resolutions ushered in a new era for WHO. The
Secretariat was faced with a genuine dilemma: on the one hand, many resolutions adopted by the
Health Assembly requested the Director -General to expand programmes; on the other hand, the
resolutions requested him to carry out the expansion within the existing resources. In his
view it was now necessary that the Health Assembly should delineate the priorities more
sharply. The Executive Board would have to go into the details of the present conflicting
situation and report to the Health Assembly in a way that would enable it to establish
priorities.

Dr CORNEJO- UBILLÚS (Peru) considered that WHO must base such new criteria for priorities
on the priority needs and realities of Member States. Smallpox eradication or, better,
malaria eradication, provided a good example of what needed to be done. If the epidemiological
picture was not fully taken into account in each country, the programme would find itself in
difficulties; consequently, epidemiology was a priority.

Professor KOSTRZEWSKI (representative of the Executive Board), said that the Executive
Board had reviewed a report by the Director -General on the development of evaluation in WHO,
to be found in Appendix 7 to the Executive Board's report on the proposed programme budget
for 1976 -1977 (financial year 1977) (Official Records No. 231, Part II). The report concen-
trated on approaches and methods being developed for programme evaluation in WHO, indicated
the direction being given to evaluation by the Secretariat, and described the various
mechanisms being introduced at operational level at headquarters and in the regions and
countries.

The new approach to evaluation was viewed in the light of the new overall programme
concept of an integrated approach to the development of the Organization's programme. The
report stressed that everyone involved in the work of the Organization at whatever operational
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level should assume responsibility for evaluation. The Board discussed a number of problems
related to evaluation, such as the question of subjectivity and objectivity, social and
political factors, quantifiable programme objectives as a precondition for evaluation, the
lack of sensitive criteria, and the need for communicating a new attitude towards evaluation.
Resolution EB57.R17 concurred with the Director -General's proposals and recommended that all

Member States introduce the renewed approach to evaluating health programmes.

Professor SULIANTI SAROSO (Indonesia) said that evaluation was not possible if sharp
objectives did not exist. The Secretariat and the Executive Board should be guided by the
discussion in this Committee and the remarks of the External Auditor on objectives in

Committee B so that the Health Assembly, when it came to deciding on priorities, would have
before it meaningful figures and criteria.

Dr KLIVAROVA (Czechoslovakia) said that the Health Assembly discussed many questions each
year and adopted many resolutions, about half of which were concerned with the future acti-
vities of WHO. In her view the Secretariat did not take those resolutions properly into
account, as was shown by the fact that funds for research were being reduced. It was essential
that the Secretariat should carry out its activities in conformity with the resolutions adopted
by the Health Assembly.

The DIRECTOR- GENERAL could not accept the allegation that the Secretariat paid insufficient
attention to the Health Assembly's resolutions. In the case of research, the programme had
shown almost an exponential growth in recent years and regional advisory committees on research
were being set up to coordinate research in countries, particularly in developing countries.
The position, however, was that the Health Assembly adopted resolutions requesting the Director -
General to increase activities without providing him with increased resources to do so.
Indeed, the resolution on technical cooperation with developing countries would compel him to
reduce the headquarters budget. No resolution of the Health Assembly received other than the
most serious consideration in the Secretariat.

i
Dr LEON (Argentina), drawing attention to resolution WHA27.58, asked whether any progress

had been made in vaccines against leprosy, in chemotherapy for the disease, and in practical
tests for high endemicity. He also asked whether the meeting of the WHO Expert Committee on
Leprosy mentioned in that resolution had taken place or would take place soon. In relation
to Chagas' disease, had any progress been made in diagnosis and treatment ?1

Regional activities

The CHAIRMAN invited the Committee to discuss the Executive Board's review of regional
activities on a region -by- region basis.

Africa

Dr DAVIES (Sierra Leone), referring to paragraph 26 of the Board's report, re- emphasized
the difficulties of communication in the African Region but felt that the creation of area
offices would not solve the problem. Their staffing and administration costs would place an
extra financial burden on the already strained resources of WHO. She was, therefore, against
the setting up of area offices.

Mr UPINDI (Malawi) noted the proposal mentioned in paragraph 28 for grants -in -aid to
supplement the salaries of national teachers. As national teachers were normally appointed
to permanent and pensionable posts, he wondered whether the grants would augment pensions as
well as salaries, or would cease on retirement.

Mr MOUVAGHA TCHIOBA (Gabon), commenting on paragraph 25, asked whether the antimalaria
programme was to be carried out by individual countries or on an intercountry basis and
whether the programme would be developed on the initiative of WHO or of the country. The
rainfall and forests of his country caused mosquitos to abound and malaria was, therefore,
a major problem. He asked for further information on the antimalaria programme.

Dr LEKIE (Zaire) joined the delegate of Malawi in drawing attention to the proposal for
grants -in -aid to supplement the salaries of national teachers, mentioned in paragraph 28. If
WHO could improve the salary scales of national teachers, he felt that complementary solutions

1

For Secretariat reply; see pp. 342 -343.
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to the problem could be found. The primary problem was one of motivation and one of the
obstacles to be overcome was the question of salaries. Potential teachers were absorbed into
sectors where salary scales were more attractive; trained teachers went elsewhere leaving
gaps in the teaching system. National teachers would encourage young nationals to go into
the profession, thus ensuring continuity, whereas expatriate teachers, although doing good
work, would not have this effect. The problem of trained personnel seeking work abroad was
common to most countries of the Region. He wondered whether the proposal for grants had been
implemented.

Dr THOMPSON (Nigeria) noted the difficulty of integrating WHO projects within the health
sector programmes of a country, as mentioned in paragraph 30. A malaria eradication programme
had been abandoned by WHO because it had been felt that the country's basic health services
were inadequate. The 1975 -1980 third national development programme for Nigeria envisaged the
establishment of basic health service units throughout the country, with emphasis on preventive
health care, and he hoped that WHO projects could be integrated within this programme.

Dr QUENUM (Regional Director for Africa) stated that the training of national teachers
had high priority in the African Region. There was a world shortage of teachers and it would
not always be possible to rely on a supply of expatriate teachers. A major training programme
had been developed and its results were beginning to be felt. In particular, two regional
centres providing training in health sciences now existed. It had been felt that further
support should be provided for national teachers working under difficult socioeconomic
conditions and for national training programmes. Following discussions at the twenty -fifth
session of the Regional Committee at Yaoundé it had been agreed to provide grants to national
teachers in an attempt to stem the "brain drain ". This was felt to be a better solution than
the recruitment of expatriate teachers. The grants would be negotiated with governments and
further methods would be sought to enable nationals to remain within their countries and work
for the benefit of the local communities. Negotiations were in progress with one country but
as yet there were no results to be reported. The Regional Committee would, however, be kept
fully informed.

Referring to the intervention by the delegate of Gabon, Dr Quenum noted that the problem
of malaria had been raised at the Twenty- eighth World Health Assembly and subsequently
discussed by the Regional Committee at Yaoundé. Various antimalaria measures had been
considered. There were national programmes dealing with malaria as well as other parasitic
and communicable diseases and these programmes were reinforced by intercountry teams which
could be mobilized at the request of a country to provide technical and logistic support.
Three such teams existed, based in Benin, Sierra Leone and the United Republic of Tanzania.
One of these teams had worked for over a year, from 1973 to 1974, in Gabon, studying the malaria
problem and had made recommendations to the Government of Gabon for control of the disease
taking into account the epidemiological situation and the resources of the country.

Turning to the subject brought up by the delegate of Nigeria, Dr Quenum expressed the
opinion that many governments did not accord a high enough priority to health in their
socioeconomic development programmes. It was one thing to state that health was important,
quite another to provide adequate resources to permit national health authorities to achieve
their goals. Some governments, including the Government of Nigeria, had made an effort in
this direction, but most governments had not done enough in relation to the magnitude of the
health problems which existed in their countries.

Europe

Professor DE CARVALHO SAMPAIO (Portugal) regretted that financial means were not available
to enlarge the research programmes which would benefit not only Europe, but also the rest of
the world. There were developing countries in Europe which required technical and financial
assistance to reach the level of the developed countries but the budget could not cover such
assistance. There were not enough funds to provide help for his own country which was facing
the gravest crisis in its history. He regretted that WHO had not established a programme of
assistance towards a country which had always punctually fulfilled its obligations towards the
Organization, even when it had been the object of sanctions imposed because of its colonial
politics. Now that colonialism had been eliminated by popular decision, it was hoped that
WHO would acknowledge this change with an appropriate gesture. The Government of Portugal
fully supported the activities of WHO and highly appreciated the work carried out by the staff
of the Regional Office.

Dr VIOLAKI- PARASKEVAS (Greece) felt that in spite of modest financial resources, the staff
of the Regional Office had succeeded in implementing progressive health programmes which would
help to solve many health problems. It seemed, however, that allocations for fellowships had
been reduced. The training of health manpower was of great importance but low salaries led to
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a shortage of applicants. The role of some health personnel was changing. For example,

nurses with better training were handling tasks which used to be left to doctors. It would be

interesting to know whether these changing roles were being considered in the context of the

health manpower development programme.

Professor SCEPIN (Union of Soviet Socialist Republics) asked for details of where the
proposed reductions were going to be made.

Professor VANNUGLI (Italy) expressed his appreciation of the work carried out by the
staff of the Regional Office in spite of their limited budget. He further expressed his
gratitude for the condolences and the assistance offered by WHO and many countries following
the recent earthquake in Italy. The health problems created by such a disaster were enormous,
not to mention the problems of reconstruction. It was impossible to be adequately prepared
to cope with such catastrophes and his country could benefit from the experience of others.

Dr KAPRIO (Regional Director for Europe) recognized the immense problems that the
Government of Portugal had to cope with and mentioned that as assistance from WHO would not be
enough, the Organization was helping in negotiations for bilateral and other funding. The
delegates of Greece and the Union of Soviet Socialist Republics had referred to reductions in
allocations; these were explained in paragraph 50 of the Board's report and did indeed relate
to fellowships. He was pleased to announce that by internal economies some fellowships had
been restored. The question of nursing manpower utilization would be discussed at the forth-
coming Regional Committee in September 1976. The new regional nursing programme was partly
supported by voluntary contributions.

Eastern Mediterranean

Professor DAVIES (Israel) stated that the delegation of Israel wanted to place on record
its desire and willingness to collaborate in all health matters of the Region and its deep
regret at being excluded from such activities. Experience in such matters as the control of
communicable diseases, the provision of primary health care and health manpower education
would benefit other countries of the region whereas the exclusion of Israel from the Regional

Advisory Committee on Research was to their detriment. The research resources and
potential of Israel were well known. Professor Davies asked whether the Regional Director for
the Eastern Mediterranean could explore the possibilities of collaboration with one or more
individual countries of the Region as a first step towards wider cooperation within the Region.

Dr HASSOUN (Iraq) said that the programmes and activities provided by WHO through the

Regional Office were most satisfactory. The Regional Director had visited Baghdad in 1975 and,
in stressing the importance of human resources and training activities, had offered to help in

planning for further development of training facilities. Iraq also needed the assistance

offered by the Regional Office in the maintenance and repair of medical equipment.

Dr RAMZI (Syrian Arab Republic) thanked the Regional Director and WHO staff in the Region
for their cooperation and support to his country.

Dr AL AWADI (Kuwait) drew attention to paragraphs 56 and 57 concerning the importance of
the relationship between national ministries of health and medical schools. Many developing
countries had begun to establish medical schools to meet the needs for professional manpower in
the health sector. To ensure availability of entry to all, these schools should be
nationalized. They were usually under the aegis of the ministry of higher education which was
responsible for setting qualification standards. However, where the number of trained health
personnel in a country was small the establishment of a medical school by employing the best
might drain the health manpower resources and lower standards in the rest of the country. The

convening of a meeting by the Regional Office of ministers of health and of education could
have positive results. It would also be appreciated if that Office could prepare a document
on the experience of other regions in planning medical education and coordinating it with the
needs of the health service. This would help in the effective utilization of medical and
health graduates in the various fields. The granting of medical diplomas was another area
that required planning and coordination with health authorities.

Dr GOMAA (Egypt) praised the efforts of the Regional Office for the Eastern Mediterranean
in promoting cooperation between Member States. He advised against the hasty creation of
medical schools which did not conform to the real needs of the country and were not of the
standard required. WHO had a useful role to play in coordinating medical educational plans
with a country's needs. He stated that cooperation between countries can only be attained
when there is mutual confidence, respect and above all peace.
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Dr HASSAN (Somalia) said that an interesting innovation in the programme budget for the
Region was the channelling of the greater part of the available resources to the least

developed of the developing countries, a lead which could well be followed by other WHO
regions.

Dr OSMAN (Sudan) said that in the Sudan, a number of specific projects were beginning to
bear fruit, in particular the primary health care programmes in North and South Sudan. He
believed that the integrated programmes, submitted by the WHO experts in collaboration with
the local workers, would produce results of positive value to most countries in the Region.
However there were a number of specific projects, such as those against communicable diseases,
which had not been included in the integrated programme. Sudan was launching a number of

major development schemes financed by the African Development Bank and Arab investment banks
which would meet the needs of other neighbouring countries for cotton, sugar, grain and cattle.
Some of these projects involved the use of large quantities of insecticides and the production
of chemical wastes giving rise to pollution and necessitating assistance in the field of
occupational health. There was clearly a requirement for expert hygienists and occupational
health workers in those spheres and he hoped that financial support would be forthcoming.

Dr AL- DABBAGH (Saudi Arabia) said that Dr Taba, whose great efforts and wisdom had
earned him the gratitude of the countries of the Eastern Mediterranean, had visited Saudi
Arabia many times. He had accompanied pilgrimages to Mecca, making himself familiar with
the health, therapeutic and prophylactic measures taken by the Saudi Arabian Government
during the course of the pilgrimage. When two years ago a cholera epidemic broke out during
the pilgrimage, his representative had been able to observe on the spot the measures taken
to control the outbreak, which had resulted in its eradication in six weeks with a relatively
low death toll and no serious consequences.

The only point in the report on which he would like to have clarification was the low
priority given to antimalaria services in the Region and particularly in his country.

Dr FERGANY (Oman) said that the Sultanate of Oman had received constant assistance from
the Regional Office since joining the Organization five years ago. Joint projects had
included malaria control, public health projects and the training of medical health personnel.

Professor WU Chieh -ping (China) said that his delegation wished to reiterate its opposi-
tion to the provision of any assistance by WHO to the Israeli Zionist authorities. Payment

had been withheld of the proportion of China's assessment, corresponding to the amounts
allocated in the regular budget to assistance to Israel.

Dr TABA (Regional Director for the Eastern Mediterranean) said that the expressions of
appreciation by delegates applied equally of course to all staff serving in the Region,
whether in the Regional Office or in the field.

The delegate of Israel, who had raised the question of collaboration at a regional level,
especially on medical research, was of course aware of the circumstances preventing such

collaboration. WHO always endeavoured to take advantage of all talent available in the
region and a questionnaire on research activity was shortly to be circulated to all Member
States of the Region, including Israel, with that end in view.

The problem of the repair of medical equipment and instruments, referred to by Iraq,
related to other countries also. Many countries had current WHO -assisted projects and a
regional project was at present being discussed with Iraq for the training of technicians of
various categories, including those to repair X -ray equipment.

He had been glad to hear of the emphasis given by the delegate of Kuwait to training of
health manpower at all levels for the Region. Cooperation between education authorities and
health ministries was of course important and should be enhanced. The meeting of health and
higher education ministers and their advisers, referred to in the report, had been postponed
from 1976 to 1977 in view of the need for very thorough preparation. Full benefit was to be
drawn from the experience and expertise within as well as outside the Region. It was
hoped that the meeting would further promote collaboration between health ministries and
those responsible for the training of doctors and other categories of health workers, in
order to train the type of manpower most needed in the Region.

He agreed with the delegate of Egypt that some medical schools had been set up too
hastily without the necessary preparation, but only on rare occasions. WHO had assisted
by sending teams to evaluate local situations and to ensure that there had been the adequate
preparation required.

Referring to the point raised by the delegate of Somalia, he said that he would like in
particular to thank the richer countries, such as Iran, Iraq, Kuwait, Libya and Saudi Arabia,
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which had agreed to accept a reduction in some cases of 70% in their quotas, to enable five
or six of the less developed countries to receive increased allocations.

He hoped that the project for primary health centres in the Sudan would prove of value
to other countries in the Region. The importance of malaria in the Sudan was self- evident
and the additional voluntary contributions of about $ 1.2 million from Kuwait and $ 1 million
from Saudi Arabia had been very helpful in preventing a flare -up in the Gezira region, an
area of great economic importance to the country.

He fully endorsed the remarks of the delegate of Saudi Arabia on the tremendous efforts
made by the health services during the Mecca pilgrimage. The health problems raised by the
concentration of one and a half million people in a small geographical area did not need to
be stressed. Nevertheless, apart from the outbreak of cholera referred to by the delegate,
no cases of quarantinable disease had been reported in the past years. The malaria problem
of the Arabian peninsula was important, since it affected other countries also. A coordina-
ted effort to eradicate malaria was to be made in the southern parts of Saudi Arabia, the two
Yemens, the Sultanate of Oman and the United Arab Emirates. It was expected that the Saudi
Arabian Government and other countries in the area would make a financial contribution to
that planned coordinated project. The Arab Ministers of Health at their recent meeting in
Amman in February had decided to contribute US$ 100 000 to malaria control in Democratic
Yemen. It was to be hoped that other countries would likewise make a voluntary contribution
to the eradication of malaria in the economically less fortunate countries of the area. He
was glad to note the desire of Oman to coordinate their efforts for the eradication of malaria
with those of neighbouring countries.

Western Pacific

Dr BIN HAMZAH (Malaysia) said that his country was in favour of a progressive replacement
of international by national seminars. The first national seminar on health planning had
been held in 1973 and had been very successful. It was followed by a second on the same
subject in April 1976, run with WHO assistance, which had also been very successful. It was
very much hoped that WHO would help with the running of a third in about two years' time,
after which sufficient expertise would have been built up to run training courses without
outside assistance.

His delegation wished to thank WHO for assistance over dengue haemorrhagic fever and in
the malaria eradication programme, which was progressing well in Peninsular Malaysia.

Dr DY (Regional Director for the Western Pacific) was pleased to hear that the Govern-
ment of Malaysia had found the national seminars to be of value, a reaction which was general
in most countries of the Region.

He wished further to draw attention to an offer of assistance to the Democratic Republic
of Viet -Nam and the Republic of South Viet -Nam made by Malaysia and the Philippines in res-
ponse to an appeal for assistance in connexion with resolution WHA28.79. A letter had also
been received recently from Papua New Guinea, offering to relinquish a proportion of the
country's fellowship provision in the budget, in order to increase the provision of assistance
to Viet -Nam. Bearing in mind that Papua New Guinea had only recently achieved independence
and was facing severe health problems, he believed that to be a most cooperative and humani-
tarian gesture,

The Americas

i

Dr CORNEJO- UBILLUS (Peru) said that grants -in -aid to supplement the salaries of national

teachers might also be considered for the Americas.
The health activities undertaken in Peru had been adapted progressively to the situation

and requirements of the country and the present Regional Director in the course of several
visits had advised on bringing those activities into line with regional practice. What was

required was a prompt analytical evaluation which would permit a reprogramming, so as to take
into account the changes which had occurred and the health priorities in the country.
Another important aim of the reprogramming was to combine the miscellaneous collection of
projects and programmes into a single dynamic whole, which could achieve positive results in

the short term. Pcru, like other countries, was attempting to achieve a technical and

administrative decentralization. The current health policy provided for an adequate distri-

bution of consultants and medical resources in local areas. The scheme being implemented in

Peru with the help of the Organization included three very typical geographical zones, namely

coastal, high plateau and jungle areas. This geographical, geopolitical and epidemiological
division provided three models to serve as a basis for the allocation of medical resources.

In regard to the training of personnel, Peru was in favour of an operational integration
of educational and health sectors, especially at university level. That policy enabled the
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university to be mobilized as a technical advisory service, while at the same time highly
qualified personnel were used for implementation of those programmes.

The aim in biomedical research was to encourage projects appropriate to the universities,
technical institutes, ministry of health and other public sectors. It was essential to
establish an epidemiology, which was put to proper use in the fields of medicine and public
health. The concept of epidemiology as a purely diagnostic science was wrong; it should
include prognosis, treatment, evaluation and research on the bioclinical aspects of a parti-
cular region.

An aspect of particular importance, especially in Peru, was administrative simplification,
whereby better coordination would permit direct cooperation with the Organization's zone

office and country representative.
He stressed again the urgent need for support and assistance in the development of health

indicators. From a wide experience of other countries, he was convinced of the value of the
system under development in Peru. It consisted, first of all, of a group of global indica-
tors covering virtually all sectors of the country, which permitted an interdisciplinary and
intersectoral policy to be arrived at, giving proper weight to the importance of public
health in relation to other public sectors. Those global indicators were combined with
indicators peculiar to each sector, but clearly designed to ensure that the impact of public
health was felt on the economy of the country. Evaluation indicators had also to be develo-
ped, since operational indicators and end -result indicators on the classical pattern were not
sufficient. It would be no use to waste time on a quantitative operational analysis, unless
a system of evaluation with simplified end -result indicators was available. There was a
need for critical indicators, to enable the nature and urgency of health problems to be
grasped by means of mathematical models. Only then could health programmes be correctly
planned.

Turning to more concrete matters, he drew attention to the disturbing upward trend in the
malaria figures during the past seven years, including a resurgence in areas which had been
clear for 15 -20 years. Epidemic foci had appeared a few kilometres from the capital. It

would seem that epidemiologists had been devoting too much attention to the financial and

administrative aspects and had forgotten the epidemiological importance of ecological and
immunological factors. The temporary decrease in the prevalence of the disease had given
rise to overconfidence. Compared with 7000 cases in 1957, the forecast for December 1976
was 18 000 cases. Although the overall area of endemicity had been reduced, the prevalence
had increased sharply in areas where operational access was difficult. It was important to
remember that the eradication of malaria had to be undertaken on a global scale, since there
would always be mechanisms of transmission and a freed area would remain at risk to
re- establishment of the disease.

In regard to smallpox, he stressed the importance of the WHO programme for the total
eradication of the disease from the world, so as to render smallpox vaccination no longer
necessary.

The meeting rose at 12.35 p.m.
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Chairman: Professor F. RENGER (German Democratic Republic)

REVIEW OF THE PROGRAMME BUDGET FOR 1976 AND 1977 (FINANCIAL YEAR 1977) Agenda, 2.2.1
(continued)

Dr SANSARRICQ (Leprosy), replying to the delegate of Argentina at the previous meeting,
said that his first two questions on the stage reached in the production of an antileprosy
vaccine and on prevalence tests corresponded to two of the three objectives assigned to the
task force on the immunology of leprosy undertaken within the framework of the special
programme for research and training in tropical diseases. The task force had discussed the
results obtained so far at its second meeting in December 1975. The development of a
specific antileprosy vaccine would be a long -term process and a suitable preparation would
probably not be ready for testing on man within the next five to eight years. With regard
to the different preliminary stages, the task force, among many other activities, had carried
out tests with three antigens. One of them had produced positive reactions in 50% of the
inhabitants of high and medium endemicity areas in one South American country, and in only 3%
of those living in an area where leprosy was unknown, in another country of the same Region.
In the light of those and other results obtained, the task force considered that it should be
possible to perfect a cutaneous test within the next two or three years.

As regards the chemotherapy of leprosy, the situation was that in the treatment of con-
tagious cases, when the therapy was stopped after several years, relapses occurred because of
Mycobacterium leprae strains secondarily resistant to dapsone and also (a recent discovery) the
persistence in certain sites of the body of bacteria that were sensitive to dapsone. In
recent years, two drugs that were more active with regard to M. leprae than dapsone
(rifampicine and clofazimine) had been proposed. However, they had various disadvantages
and, above all, there was no reason to think that when used as single drugs, they could prevent
resistance and persistence. On the other hand it was reasonable to assume that those drugs
used in association with dapsone could be more effective than dapsone alone in the treatment
of leprosy. After collaborating in limited trials with such combinations of drugs, WHO intended

collaborate in tests on a wider scale, using the experience acquired in tuberculosis controlled
clinical trials. Certain countries, especially in South -East Asia, had indicated their wish
to carry out such trials. An extensive research programme on the chemotherapy of leprosy was
also about to start in connexion with the special programme for research and training in
tropical diseases.

The fifth meeting of the WHO Expert Committee on Leprosy referred to in resolution WHA27.58
would be held in Geneva from 19 to 25 October 1976.

Dr de RAADT (Trypanosomiases and Leishmaníases), replying to the question of the delegate
of Argentina on advances in Chagas' disease research, said that there were various immediately
applicable new control tools. First were the newly developed serological tests such as the
enzyme -linked immunosorbent assay (ELISA) and the immune peroxidase test, both of which were
promising diagnostic tools. Their evaluation, with already existing methods, was being
carried out with WHO assistance. However, a number of questions concerning the significance
of serological tests in Chagas' disease still remained unanswered. First, the seroposítive
result could indicate an infection with nonpathogenic organisms like Trypanosome rangelí or
T. cruzi infection without manifestation of disease. Long -term longitudinal epidemiological
studies were required. Also, standardization of existing serological tests was needed to
compare results from various parts of South America.

With regard to chemotherapy, the two recently introduced chemotherapeutic agents were a
definite breakthrough in the treatment, as they. were the first active compounds against
T. cruzi infection. However, large scale application of nifurtimox and nitroimidazole could
not be expected, since the length of treatment (six weeks to three months) was a serious
disadvantage in rural areas with limited public health facilities.

Experimental studies on the immunopathology of Chagas' disease were in progress in

laboratories in and outside South America. Experimental studies on immunoprotection had
shown promising results, using irradiated organisms or T. cruzi attenuated by treatment with

mild chemicals. As Chagas' disease was a zoonosis, repeated booster vaccinations would
probably be needed and since recent results seemed to suggest that autoimmune mechanisms were
playing a role in the pathogenesis, it remained to be seen whether repeated administration of
a vaccine would not itself produce pathological lesions.

-342-



COMMITTEE A: TWELFTH MEETING 343

An important step forward over the last three years had been the development of a new
means of identifying T. cruzi: first by noting a subtle difference in the structure of the
kinetoplast at electronic microscopy level, and secondly by identifying specific characteris-

tics of trypanosomal enzymes, thus permitting differentiation of T. cruzi from organisms
closely resembling it when light microscopy was used.

An important task for the Organization was to link the research on African trypanosomiasis
with that on American trypanosomiasis. Particularly in pathology, immunology and chemotherapy
such cross - fertilization could be most fruitful. For example, techniques developed for
African trypanosomiasis, permitting identification of an antigenic type of individual organism,
were ready to be applied on T. cruzi - which was an important advantage as regards an organism
that appeared in too low numbers in the blood to permit investigation with the previous techniques

of whether or not antigenic variation occurred. A particularly good opportunity to combine
experience in both fields was being exploited in the special programme on research and
training in tropical diseases: in 1975 a meeting on the planning of chemotherapy research had
been attended by several experts on T. cruzi as well as by representatives of the pharma-
ceutical industry. In 1969 the report of a WHO /PAHO scientific group on comparative studies
of American and African trypanosomiasis had been published.1

Regional activities (continued)

The Americas (continued)

Dr del CID PERALTA (Guatemala) spoke of the immediate and efficient aid received from the
Organization during the disaster his country had suffered in February 1976. Despite the
extent of the earthquake, there had been no epidemic so far, owing to the advice given by the
Regional Office and the establishment of a system of epidemiological surveillance throughout
the affected territory. The rural areas had been the most affected by the earthquake; and,
despite the fact that the rural health services had been strengthened, a natural disaster of
such magnitude was bound to show up their inadequacies. Guatemala was therefore particularly
grateful for the aid which was to be received from credit banks such as the Inter -American
Development Bank and the World Bank, which would make it possible to establish a network of
primary health services throughout the rural areas.

As regards the budget, the delegate of Peru had said that WHO should not split up its aid
among many micro -projects but should allocate it to two or three specific health areas - which
would make technical cooperation and assistance in training more effective. Areas of special
interest were the strengthening of primary and rural health services, training (with emphasis
on the training of auxiliary personnel), and community development. It had been proved
that simple services, with auxiliary personnel and with the active participation of the
community, were more useful than the most perfected services without that participation.
The network of services should be set up in such a way that the most underprivileged members
of the community had access to them.

On behalf of his country, he expressed his gratitude to all those other countries that
had helped it at a tragic time.

The DIRECTOR- GENERAL, speaking on behalf of the Regional Director for the Americas, who
was unable to be present owing to unforeseen circumstances, said in regard to the statements
made by the delegates of Peru and Guatemala, that it was impossible to consider the quality of
technical cooperation without a much more systematic evaluation of its real impact. This was
important not only for the Region of the Americas but also for the Organization as a whole.
He himself was convinced that such an evaluation would enable much greater benefit to be
obtained at country level from the limited resources available to the Organization.

WHO had for some time been suggesting that Member States should use the methodology of
country programming which meant the use of systems analysis and techniques to identify priority
areas where technical cooperation activities could have the greatest impact, and which dealt
with the health sector not only in isolation but also in relation to the other social and
economic sectors. The Deputy Director of PAHO was at present in Peru to evaluate the real
effect of such technical cooperation in order to make it more productive in the future.

He agreed with the Guatemalan delegate that a few micro -projects would not change the
health situation. In future, the Organization must be concerned with the major project areas,
which would enable a much higher cost /benefit ratio to be obtained. The delegate of Peru had
asked how that could be done when so few indicators were available to measure the impact of
action taken. It was a temptation to concentrate on operational indicators, but it was more
important to relate operational outputs to health impacts. The Organization had been created

1
WHO Technical Report Series, No. 411, 1969.
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precisely to establish methodologies whereby governments would be able to measure the impact

of their resources on health problems. One of the most serious deficiencies of the health

sector was that it was input -oriented instead of output- oriented, and this made it even more

difficult to arrive at indicators which could measure the level of impact of activities on

health problems. Developed as well as developing countries needed such indicators and should

work together to obtain them.
In reply to a point raised by the delegate of Peru, he said that he understood that

a proposal for a seminar on epidemiology related to malaria would be introduced at the

forthcoming meeting of the Regional Committee for the Americas.

South -East Asia

Dr DOLGOR (Mongolia) said that, in spite of the variety of problems in the South -East Asia

Region, WHO had been able to orient its work so as to make the most effective use of the

resources available to it. -

He noted the Executive Board's concern (Official Records No. 231, Part II, Chapter I,
paragraphs 41 -46) at the danger of malaria, cholera, dengue haemorrhagic fever and other
diseases to which particular attention was paid in the programme. Paragraph 47 of the same

report stated that available resources were insufficient to cover the 900 million population
of the Region. It should however be realized that the Organization's most important role was
that of stimulator and that its projects enabled countries to acquire knowledge that would

improve their own work. Its advisory and didactic role was of the utmost importance.
WHO's efforts to continue projects already started, despite UNDP's financial difficulties,

deserved the highest praise, as did the encouragement of coordination with other organizations.

The table on technical cooperation with, and services to, governments, in the revised pro-
gramme budget proposals for 1977 (Official Records No. 231, Part II, Appendix 1, page 207)
showed that a sum of some $ 14 000 000 had originally been allocated to the Region for that
year. However, the revised figure was more than $ 20 000 000 - which showed the efforts made
by the Director -General and the Secretariat to increase the financial means available to the

Region. He hoped that more funds would be forthcoming from extrabudgetary sources in 1977,
since they were the main sources on which WHO could draw for its technical cooperation programmes.

He hoped that the Regional Director would continue his efforts to develop research in the
Region, including microbiological research.

Professor SULIANTI SAROSO (Indonesia) said that, as shown in the summary records of the
fifty- seventh session of the Executive Board, the South -East Asia Region had paid particular
attention to the needs of the least developed among the developing countries, five of which
belonged to the Region, in response to resolution WHA28.76.

The Regional Committee had been concerned when the Regional Director said he had no
criteria for allocation of resources and that even the Director -General had been given none.
It was therefore trying to develop resource allocation parameters. After discussion in the
programme and budget subcommittee, it had been agreed that such parameters should include size
of population, problems encountered, duration of the project, and its impact. A working group
on the matter had been established and invited to report to the Regional Office a few months
after the session of the Regional Committee.

Dr JOSHI (Nepal) said that, with the help of WHO, the programme in Nepal was progressing
satisfactorily. The project formulation for integrated basic health services had been
completed and the implementation stage reached.

Malaria was still a problem. There had been 10 667 cases, of which about a third had
been imported, particularly from Assam. A border conference had therefore been convened, in
which representatives of the Indian Government, of various border states, and of WHO had
participated; the next border conference would include among the participants a representative
of Assam. Nepal had enough DDT for the next spraying cycle. To combat tuberculosis and smallpox,

there was a joint BCG and smallpox vaccination programme. The mobile leprosy team was working
satisfactorily.

At the last session of the Regional Committee, the main parameters fixed for resource
allocation had been population, per capita income, and number of doctors and nurses available.

Professor KHALEQUE (Bangladesh) said that, during his country's four years' membership of
the Organization, 10 years' work had been done: the problems had been identified and it was
hoped that the country would be able to solve them without too much outside help. The great
difficulty, however, was the size of the population (between 1500 and 2500 per square mile) and
lack of money. WHO had helped Bangladesh to draw up a policy for the optimum delivery of
health services to the greatest number of people. And Bangladesh was proud to have been the
country in which WHO had first started country health programming, which had provided a good
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foundation for future work, including the integration of health services which was necessary

for primary health care. Within primary health care, family planning must be integrated with

maternal and child health. Health workers must be motivated before health problems could be

solved, particularly in a developing country with a large population.
The rehydration programme in Bangladesh had so far been somewhat institutionalized and

specialized but it was intended to train village teachers and field workers to apply those

therapeutic measures wherever needed. Work on mycobacterial diseases had been included in

primary health care, and a BCG programme instituted. Smallpox had already been eradicated with

the help of WHO and various donor countries. Vitamin A capsules had been distributed to the

villagers to prevent xerophthalmia. In addition, WHO had assisted in drawing up a drug

policy for the country, particularly with regard to drug distribution, which presented great

difficulties in a developing country.
The manpower to carry out those programmes would have to be trained gradually. Any

training programme for an underdeveloped and undereducated country that tried to cover all

techniques was bound to fail. Health workers were already being trained in integrated health,

including family planning; the next group to be recruited would be trained in maternal and

child health, nutrition, and immunization, as well as family planning. The need to train

female health workers for home visiting had been realized: 75% of the 6000 already recruited

were women and the same proportion would be maintained for the 12 000 new recruits.

Dr HAN Hong Sep (Democratic People's Republic of Korea) said that during the
review there had been a marked improvement in health conditions in his country.
with the Regional Office had been further consolidated, especially with regard to
cooperation in the prevention and treatment of cancer and cardiovascular diseases.
convinced that the Regional Director and the Regional Committee would continue to
contribution towards developing the health work of the Region, as they had in the

period under

Relations
joint

He was
make a great
past year.

Dr GUNARATNE (Regional Director for South -East Asia), replying to questions, expressed his

appreciation of the work carried out in the respective countries and the progress made.
The delegate of Mongolia had referred to the problem of malaria, cholera and dengue

haemorrhagic fever. He would comment on the problem of malaria in the Region under agenda

item 2.5.17.1 Three countries in the Region suffered from dengue haemorrhagic fever; and

a technical advisory committee had been set up, in association with his colleagues from the

Regional Office for the Western Pacific, to produce guidelines to be sent to various countries
to keep them abreast of the present situation and the state of knowledge, and to advise them as

to what should be done in case of outbreaks. The committee had met twice, had already worked

out guidelines and was trying to bring information on the problem up to date. Its next meeting

would be early in October 1976.
The same delegate had referred to the huge population in the Region and the lack of funds.

That situation, and the recommendations of the Regional Committee, had been brought to the

notice of the Director -General.

He agreed with the delegate of Indonesia concerning the problem of resource allocation.
The delegate of Nepal also had given some idea of the criteria taken into consideration in
establishing guidelines. A working group on the allocation of resources, consisting of five
countries, had looked into the question. A report had been prepared and would be submitted
to the next Regional Committee for the guidance of the Regional Director.

With regard to the country health programming and project formulation referred to by the
delegate of Nepal, he said that the stage of project formulation had been completed in three
countries, which were now at the stage of project implementation.

The delegate of Bangladesh had referred to the population problem with reference to
country health programming, in which it had been given top priority. The Regional Office had
helped the Government to formulate projects on family health and maternal and child health.
UNFPA had already given financial help in starting the programme and further allocations would
be made in the near future. The cholera research laboratory at Dacca was doing very useful
work, especially with regard to rehydration fluids and the preparation of their ingredients,
and to their distribution. The number of deaths from cholera had been greatly reduced, and
in some parts of the country mortality had been eliminated. Very encouraging results had
been reported from the experimental distribution of vitamin A capsules, 200 000 international
units being given to a child twice a year. One of the very important areas of manpower
training was that of multipurpose health workers, who had proved extremely useful for various
duties.

Since the health problems of the Democratic People's Republic of Korea were different
from those of the rest of the Region (the delegate of that country had referred to cancer and

See p. 602.
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cardiovascular diseases),the pattern of assistance given to that country was also different.

He was pleased to say that the few years experience of training manpower to combat those
diseases had been extremely interesting and useful.

Cardiovascular diseases

The CHAIRMAN invited the Committee to consider the following draft resolution, sponsored
by the delegations of the Federal Republic of Germany, Finland, Guyana, Iraq, Jamaica, New
Zealand, Nigeria, Romania, Trinidad and Tobago, and Yugoslavia:

The Twenty -ninth World Health Assembly,
Recognizing the importance of cardiovascular diseases as causes of both morbidity

and mortality in virtually all industrialized countries of the world;
Recalling resolutions WHA19.38 and WHA25.44, which request the Director -General to

explore possibilities of extending and strengthening the activities in the field of

cardiovascular diseases;
Realizing that cardiovascular diseases are emerging both in relative and absolute

terms as a public health problem also in developing countries;
Anticipating that in connexion with overall socioeconomic development an increment

of the toll of cardiovascular disease is likely to follow;
Emphasizing that with adequate research and intervention, such trends of untoward

health consequences as experienced in the now industrialized societies could be avoided,

INVITES the Director -General:

(1) to prepare a long -term programme of the Organization in the cardiovascular
diseases field with special emphasis on:

(a) promoting research on etiology, diagnosis, treatment and rehabilitation;
(b) implementation of programmes of control and prevention of cardiovascular
diseases wherever this is feasible;
(c) coordination of international cooperative activities in this field;

(2) to report to the World Health Assembly periodically on the progress achieved.

Professor JAKOVLJEVIC (Yugoslavia) introduced the draft resolution on behalf of the
co- sponsors and drew attention to some important points. The research done on cardiovascular
diseases over the last two decades had made it possible to provide information and develop
skills that should make the prevention and control of these diseases more effective than at
present. His delegation fully agreed with the statement made by the Director -General in
the Introduction to his Annual Report for 1975:

The reduced incidence of certain infectious diseases and the eradication of others,
combined with higher standards of living and improved medical care, is leading to an
increase in the proportion of middle -aged and elderly people in the world's population.
One result will be an increased frequency of chronic diseases; evidence from some
countries in Africa, Asia, and Central and South America indicates that cancer and
cardiovascular diseases are already becoming leading causes of death. . .

The proposed resolution emphasized activities for the prevention of these diseases, with
the special aim of enabling developing countries to avoid the mistakes made in the past by the

developed countries. It was significant for the future work of WHO that the emerging public
health importance of cardiovascular diseases in developing countries was being recognized and
attention being given to the need to deal with them. At a joint meeting of WHO and the
International Society of Cardiology held in Geneva in June 1975, it had been recognized that
rheumatic fever, rheumatic heart disease, hypertension, stroke and ischaemic heart disease
were common in many developing countries, and it was strongly recommended that high priority
be given to the development of preventive and control measures. He hoped that adoption of

the draft resolution would stimulate further activities for the establishment of comprehensive,
community- oriented cardiovascular programmes in many Member States.

Dr HASSOUN (Iraq) said that in some countries of the Eastern Mediterranean Region,
cardiovascular diseases ranked second as a cause of death and in Iraq they ranked third.
More important, the number of cases was increasing from year to year with the progress of
civilization and industrialization and with increased migration from rural to urban areas.
He hoped that the draft resolution would be approved by all delegates.

Dr VIOLAKI - PARASKEVAS (Greece) supported the draft resolution but suggested that in the
operative paragraph, paragraph (1)(a) the word "early" be inserted before "diagnosis ".
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Professor JAKOVLJEVI6 (Yugoslavia) accepted this suggestion. Another amendment to this

paragraph had been agreed upon by the co- sponsors: paragraph (1)(a) should now read,

"promoting research on prevention, etiology, early diagnosis, treatment and rehabilitation ".

Dr LEPPO (Finland) said that Finland had one of the highest rates for coronary heart

disease. Cooperation with WHO on research on cardiovascular diseases and on community

control of those diseases had been found extremely beneficial and had taken place both within
the long -term programme of the Regional Office for Europe, and in conjunction with research

activities at headquarters. Most important of all had been WHO's active role in the planning

and implementation of the community control of ischaemic heart disease, particularly the
population -wide intervention trial in North Karelia.

The draft resolution called for an intensification and widening of WHO's programme in
cardiovascular diseases, which were now also an emerging problem in the developing

countries. The community control aspect of cardiovascular disease programmes should receive

particular emphasis. The response of the industrialized countries to the problem of
ischaemic heart disease had been a typical example of the application of palliative technology,

involving huge costs with no proof whatever that the measures were effective. It was a good

illustration of the remark made by the Director -General in his address to the Assembly about
the need to look very critically at the way in which health technology was being used. He

hoped that particular attention would be paid to that aspect of control in implementing the

measures in the operative paragraph of the draft resolution. WHO had an important role to

play in the collaborative research and expert evaluation that were needed to enable sound
guidance to be given to Member governments on the choice of alternative approaches to the

community control of cardiovascular diseases.

Dr FLEURY (Switzerland) said that in Switzerland 30% of deaths were associated with
cardiovascular diseases and the situation was becoming worse every year. It was urgent to
take more effective measures. His delegation therefore supported the draft resolution and

would like to co- sponsor it.

Professor SULIANTI SAROSO (Indonesia) said that the importance of cardiovascular
diseases was now recognized in her country, and research had been started on hypertension as
related to age and to cardiovascular diseases. Before giving her full support to the draft
resolution, however, she would recall the Director -General's comment that he was receiving
instructions on what to do, but not being told where the money was to come from. The
coordination referred to in paragraph (1)(c) of the draft resolution might be considered an
administrative cost; and paragraph (1)(a) perhaps also referred to coordination and guidance.
It was not clear however what was meant by paragraph (1)(b). The programmes in question were
mainly in the developed countries at present. She asked what form of assistance from WHO
those countries needed. Before giving her support to the draft resolution she would like to
know exactly what the consequences were likely to be.

Professor JAKOVLJEVIC (Yugoslavia) replied that the intention behind paragraph (1)(b) was
that programmes of control and prevention of cardiovascular diseases should be implemented
wherever this was feasible. WHO was developing comprehensive, community- oriented cardio-
vascular disease programmes and some countries had already started implementing such
programmes. The meaning of paragraph (1)(b) was that such programmes should be implemented
whenever they were timely. He was unable to say how much that would cost.

Professor SULIANTI SAROSO (Indonesia) suggested that perhaps a different wording would be
more suitable, and that it should be said that WHO would act as coordinator, leaving the
implementation of the programme to those countries that could afford it.

The DIRECTOR- GENERAL said that he was pleased this matter had been brought up. The
draft resolution was typically one of those that left the Director -General without a clear
mandate. Immediately the resolution had been adopted, tremendous staff pressures would be
brought to bear on him to make resources available for expanded programmes. One of the
Organization's most important functions in the past had been to prevent developing countries
from adopting blindly certain very expensive practices of the rich industrial countries.
By its impartiality, WHO could protect the governments of developing countries from the
pressures their own people brought to bear on them when they returned from highly developed
countries and demanded the adoption of the methods which they had learned there but which were
not necessarily appropriate to their own countries. There was no doubt of the importance of
the Organization's coordinating function in such fields as cardiovascular diseases. Whenever
a resolution such as that before the Committee was adopted, it should be made clear that it
must be implemented without any increase in the regular budgetary provision for such
activities and that those Member States that were in a position to do so would have to be
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asked to contribute - or to contribute further as the case may be - to such cooperative
research programmes.

He would go further than that: the total membership of the Organization had at its
disposal six regional offices in addition to headquarters. Therefore since the Regional
Office for Europe had a long tradition in respect to cardiovascular diseases, it would be

natural to decentralize and transfer to that Regional Office the work being done on the
subject at headquarters. Similarly the responsibility for cancer and a number of other
subjects could be transferred to another WHO office, or to one of its international
collaborating centres. Such decentralization would in no way impair the position of the
Organization as the international coordinating agency and might entail appreciable savings.

In asking him to implement the resolution now under consideration, the Committee should
also ask him to bear in mind the priorities set out in the resolution on budget policy that
had been adopted at an earlier meeting. With the help of the Executive Board, it should
certainly be possible to find ways of doing what was asked. Countries such as Yugoslavia
were already paying for a major part of the research going on there and would perhaps be
willing to pay more; this also applied to other European countries.

Professor SULIANTI SAROSO (Indonesia) said the Director -General had given the Committee
some ideas.on how the resolution on programme budget policy could be followed up and
implemented and how economies could be effected. Following on the earlier reply given by
the delegate of Yugoslavia, she wished to propose that paragraph (1)(b) in the resolution on
cardiovascular diseases should be deleted and that a new paragraph be introduced urging
Member countries to implement programmes of control and prevention of cardiovascular diseases
wherever necessary and feasible.

Professor JAKOVLJEVIC (Yugoslavia) accepted the proposed amendment.

Professor DAVIES (Israel) said that WHO's role in relation to research on cardiovascular
diseases had been exemplary. Relatively small inputs in different countries over many years
had produced a very great output, so that the cost /benefit ratio was enormous. The role of
WHO in coordination and standardization was well known, and he believed that only WHO had the
reputation and the expertise to do that work. Although the main activities in cardiovascular
disease programmes were in the European Region and in the Americas, a great deal would be lost
if the major focus of coordination were not maintained at headquarters.

Dr N'DA (Ivory Coast) said that although the economic progress being made in the Ivory
Coast gave reason to hope that the tropical parasitic diseases which had so far been a priority
concern of the health services were in regression, cardiovascular diseases appeared to be a
new phenomenon related to the economic advancement that was taking place. Statistics
published by the faculties of medicine of Dakar and Abidjan had shown that those diseases at
present constituted a fairly important cause of death, among both adults and young people.
Both heart disease and hypertension were important, and heart disease was responsible for
15 -20% of all deaths. In view of this situation the Ivory Coast had undertaken the
construction of an Institute of Cardiology, which should begin functioning at the end of 1976.
The Institute was well equipped and should make it possible to meet the needs of teaching, of
medical care, and of research. The help given by WHO was greatly appreciated. He thought
that the creation of the centre would be particularly beneficial for doctors, epidemiologists,
and other research workers in Africa and would bear witness to the action of WHO in the health
field. He supported the draft resolution.

Dr BADDOO (Ghana) said that, with industrialization and other socioeconomic developments,
cardiovascular diseases were becoming more and more evident. In collaboration with WHO, Ghana
was undertaking research activities in cardiovascular diseases and it was happy with the
results achieved so far. He supported the draft resolution, but suggested that in the fourth
preambular paragraph the words "increment of" should be replaced by "increase in ".

Dr PLIANBANGCHANG (Thailand) said that cardiovascular diseases were among the major
causes of disability and death in Thailand and every year a great deal of money was spent on
their diagnosis and treatment. Many small research projects were being carried out to find
better ways and means of intervention. During the implementation of the next five -year

national health plan, starting in 1977, a cardiovascular diseases centre would be opened in
the Department of Medical Services in Thailand to carry out special research and services in
this field. He fully supported the draft resolution as amended.

The DIRECTOR- GENERAL thought there had been some misunderstanding in regard to his
previous remarks. What he had intended to say was that headquarters was not some mystical
entity having a unique kind of coordinating role. Coordination could take place anywhere in
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the world - in international, nationally located, collaborating centres, in regional offices,

or at headquarters. For example the Regional Office for Europe had become WHO's international
coordinating office for problems of the aged and for road traffic accidents; it already had
certain capabilities in this direction and such an arrangement was therefore both practical

and economical. This did not in any way detract from WHO's overall coordinating responsibility.

Secondly, it was obvious that research in cardiovascular diseases could very well be in the form

of technical cooperation. If, for example, it were decided in the Regional Advisory Committee
for Medical Research in South -East Asia that research in that field was vital to the Region,
this would represent technical cooperation in the best sense.

It would be very regrettable if a distinction were made between research and technical

cooperation. In fact, many governments that had made use of WHO in the field of research had
benefited more from the Organization than those that had had traditional small service

projects. India was a good example of this. Again, in the Ivory Coast, the Government
might request the Regional Office to implement a cardiovascular diseases programme in an urban
area and would have to decide if it was to be a priority. All approaches would have to be
explored, and it would be for the Regional Office to decide if it would support the request.

He felt that in many areas much more support should be given from extrabudgetary sources.
In the field of cardiovascular diseases, WHO had had an exceptionally good record, but he
would have expected more support to be forthcoming from outside sources for fundamental
community studies in prevention and control. Again it was for the total membership of WHO to

help try to mobilize such resources. He assured the Committee that there was no tendency on

his part to move away from WHO's fundamental constitutional roles; he was speaking only about

new dimensions that would help the Organization to live up to the political decision that had
been made by the Health Assembly in adopting the resolution on programme budget policy.

Dr CHRISTENSEN (Secretary) drew attention to the various amendments which had been pro-

posed to the draft resolution.

Dr EHRLICH (United States of America) suggested that, in keeping with usual practice in
the form of draft resolutions, the operative paragraph inviting the Director -General to report
to the Health Assembly periodically on the progress achieved should appear as the third opera-
tive paragraph, the new operative paragraph suggested by the delegate of Indonesia being

inserted as operative paragraph 2.

Decision: The draft resolution, as amended, was approved.l

Birth defect surveillance

The CHAIRMAN invited the Committee to consider the draft resolution on birth defect sur-

veillance which had already been introduced by the United States delegate at the seventh

meeting.2

Dr FJAERTOFT (Norway), supporting the draft resolution, said that several countries
already had considerable experience in the field of monitoring congenital defects in children.
His own country had since 1967 had compulsory medical registration at birth, at which time any
family history of congenital diseases was recorded and the newborn child examined for con-
genital malformations and diseases. A report on all newborn children was transmitted to a
national registry operated by the University of Bergen.

He felt there was a great need for exchange of information and for standardization of
terminology and criteria as proposed. Close cooperation between countries should promote
the detection of new causes of congenital defects at an earlier stage. The Norwegian
authorities were in the process of establishing regional and local registries on disabled
children so as to provide adequate health services for them as well as to provide data for

planning new services. His delegation strongly supported the setting up of collaborating
centres for birth defect surveillance, and Norway would be extremely interested in cooperation
with WHO and Member countries in that field. It would be pleased to offer the services of

the institute at the University of Bergen as a collaborating centre.

Professor LECHAT (Belgium) said that his delegation would support the draft resolution,
since it was convinced that the problem of congenital anomalies was extremely grave and might

1

Transmitted to the Health Assembly in the Committee's second report and adopted as
resolution WHA29.49.

2
See p. 315.
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become even more so in the near future, inter alia because of the changes being introduced
into the environment.

Systematic registration of congenital anomalies had been in operation for over 20 years
in his country in the province of Western Flanders. Furthermore, within the framework of the
European Economic Community, Belgium had decided actively to promote a comparative programme
of registration of congenital anomalies in a number of countries, and was sure that such a
measure could contribute to the gradual introduction of a system of epidemiological surveil-
lance on a larger scale.

Dr VIOLAKI - PARASKEVAS (Greece) supported the draft resolution. However, she would
suggest that, in preambular paragraph (a) the words "and handicap for the rest of life and
also create psychological and socioeconomic problems" should be inserted before the words
"in all countries ".

Dr EHRLICH (United States of America) said that that amendment was acceptable to him.

The CHAIRMAN noted that there was no objection from any of the other co- sponsors to that
change.

Dr TOTTIE (Sweden) commended the draft resolution as introducing a logical consequence to
the information system on adverse drug reactions, in which his country had participated since
its inception.

It was well known that man was being exposed to an increasing number of substances that
damaged the fetus. One way of combating that development was surveillance at birth, which
should make it possible to take speedy action to prevent further damage. WHO could play a
most important role in that regard and the Swedish authorities would be happy to cooperate.
In supporting the draft resolution, he expressed the hope that the Director -General would
find it possible to undertake the study requested within existing budgetary resources.

Professor DAVIES (Israel) fully supported the draft resolution proposed and wished his
delegation to appear as one of the co- sponsors. WHO had a unique role to play in assisting
the establishment of methodology and standardization in the collection of information. Pre-
sumably the study requested in the draft resolution would not involve any very considerable
expenditure.

Israel had experience in the collection of data and fully appreciated the difficulties
of achieving comparability, even within a single country. National studies were being under-
taken on the basis of some local studies carried out in Jerusalem and elsewhere, and help in
that connexion would be welcomed. Those studies were intended as the foundation for a disa-
bility registry of handicaps at all ages, which could be of assistance to institutions. He
noted that work of that type had already been evolved in some parts of Canada.

He suggested that a new subparagraph (a) be inserted in operative paragraph (1), reading
as follows: "assisting in the standardization of methods of detecting and recording birth
defects; ", the remaining subparagraphs being renumbered accordingly. He suggested further
that, in that same operative paragraph, the word "epidemiologic" in the original subparagraph
(a) should be deleted.

Dr EHRLICH (United States of America) said that he was prepared to accept the first
amendment suggested by the delegate of Israel, although it had appeared implicit to him in
subparagraph (b) of the draft resolution in its original form. He would prefer that the
word "relevant" be substituted for the word "epidemiologic" rather than see "epidemiologic"
deleted entirely.

Professor DAVIES (Israel) said that "relevant" would meet his point.

Professor REID (United Kingdom of Great Britain and Northern Ireland) said that his dele-
gation would be happy to be one of the co- sponsors of the draft resolution, as amended by the
delegates of Greece and Israel.

At the present time of anxiety about environmental teratogenic substances and industrial
pollutants, and taking into account the need to reduce infant mortality, it was essential to
collect and disseminate information about malformations, genetic diseases of infancy, and
infants with chromosomal anomalies in order to arrive at standard levels of incidence; to

help recognize the existence of epidemics with a view to their prevention; to allay anxiety
over substances sometimes wrongly believed to be the cause of malformations; to monitor the
measures now being introduced to prevent the births of children with malformations; and
finally to promote research that would permit the identification of factors causing malfor-
mations and anomalies, and thus facilitate the reduction of the prenatal measures now being
used to prevent births of children with anomalies.
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For those reasons, his delegation was pleased to sponsor the draft resolution, although
naturally bearing in mind the points which the Director -General had made in the course of the
discussion on cardiovascular diseases, with which he did not think the present resolution was

incompatible.

Professor SULIANTI SAROSO (Indonesia) said that her delegation viewed the draft resolu-
tion with sympathy. However, Indonesia would not be able to give any assistance in regard to
the present matter since there was no registration of births in her country. Information
could be provided regarding births in hospitals, but only 5% of total births in the country
took place in hospital. The expense involved in the proposal would be minimal. If

coordination were carried out satisfactorily in the future, and the etiology of birth defects
were established, the information distributed could be of great benefit.

Dr NATH (India) said that his delegation would support the draft resolution. India was
carrying out a pilot monitoring scheme, covering also the rural areas, and he hoped that it

would accordingly be able to contribute some data. It was particularly important that the
developing countries should participate in the activity, as some external stimuli were still
relatively uncommon as far as they were concerned; certainly, drugs were unknown over large

areas.

Dr GOMAA (Egypt) expressed full support for the draft resolution.

Professor MARTINS AYRES (Portugal) supported the draft resolution, which her delegation
considered of the utmost importance. The National Institute of Health in Lisbon was trying
to organize a centre for birth defect surveillance and her country would therefore welcome
advice from experts, exchange of information, and collaboration with other countries and
institutions in that regard.

Dr ALAN (Turkey) also supported the draft resolution. In addition to the problems
mentioned, there was need for further study into the long -term effects of ionizing radiation
and radioisotopes, which were being used to an ever -increasing extent.

Professor VON MANGER -KOENIG (Federal Republic of Germany), one of the sponsors of the
draft resolution, emphasized the value of the proposed undertaking. Had there been further
information regarding the etiology of the thalidomide tragedy in 1961, preventive measures
could have been taken far sooner. The continuation of surveillance of all types of anomaly
was therefore of prime importance.

Dr JOYCE (Ireland) said that Ireland had been collecting that type of information by means
of its National Drugs Advisory Board; 99% of births in that country took place in institu-

tions. He was, however, somewhat concerned by the question of calibration, as it did not
seem to him that the types of congenital anomaly to be covered had been sufficiently clearly
defined.

Dr EHRLICH (United States of America) pointed out that, under the terms of the draft
resolution, the Director -General was in fact being requested to examine the feasibility of
activities and was not being asked to embark upon them immediately.

Decision: The draft resolution, as amended, was approved.'

Smoking and health

Dr LEPPO (Finland), on behalf of the delegations of Norway, Romania, Sweden, United
Kingdom of Great Britain and Northern Ireland, and his own, submitted a draft resolution on
smoking and health, which read as follows:

The Twenty -ninth World Health Assembly,

Recalling resolutions EB45.R9, WHA23.32, EB47.R42 and WHA24.48 concerning the health
hazards of smoking and ways towards its limitation;

Noting with satisfaction that the recent WHO expert committee report on smoking and
its effects on health, prepared in accordance with resolution EB53.R31 and reviewed
favourably by the Executive Board at its fifty- seventh session, provides a thorough and
authoritative summary of current knowledge in the field and contains a number of
important recommendations for WHO and the Member States;

1 Transmitted to the Health Assembly in the Committee's second report and adopted as
resolution WHA29.50.
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Considering that the results of the Third World Conference on Smoking and Health,
held in New York in June 1975, gave further support to the evidence and proposals

presented by the WHO Expert Committee;
Recognizing the indisputable scientific evidence showing that tobacco smoking is a

major cause of chronic bronchitis, emphysema and lung cancer as well as a major risk

factor for myocardial infarction and a number of other serious health problems;
Seriously concerned about the alarming worldwide trends in smoking -related mortality

and morbidity and the rapidly increasing cigarette consumption both in developing
countries and among young people and women in many parts of the world;

Recognizing that an effective strategy to tackle the problem requires a concerted
effort consisting of educational, restrictive and legislative measures, combined with
coherent taxation and price policies, and supported by continuous research and evaluation

on a multidisciplinary basis;
Noting that very few countries have thus far taken effective steps to combat smoking;
Believing that no organization devoted to the promotion of health can be indifferent

in this matter, and that WHO has an important role to play in promoting effective policies
against smoking, as envisaged in the Sixth General Programme of Work of WHO covering the
period 1978 -1983;

1. URGES governments of Member States to identify the actual or anticipated health

problems associated with smoking in their countries;

2. RECOMMENDS to the governments of the Member States:
(1) to create and to develop effective machinery to coordinate and supervise
programmes for control and prevention of smoking on a planned, continuous and long-
term basis;

(2) to strengthen health education concerning smoking, as a part of general health
education and through close collaboration with health and school authorities, mass
media, voluntary organizations, employers' and employees' organizations and other

relevant agencies, taking into account the different needs of various target groups,
giving emphasis on the positive aspects of non -smoking, and supporting individuals

wishing to stop smoking;
(3) to give serious consideration to the legislative measures suggested by the WHO
Expert Committee in its recent report on smoking and its effects on health;

3. REQUESTS the Director -General:

(1) to continue, and intensify, WHO's antismoking activities;
(2) to collate and disseminate information on smoking habits, smoking -related

health problems and smoking control activities in Member States;
(3) to give assistance and encouragement to research in smoking and health, with
particular emphasis to studies that are directly relevant to the assessment and
improvement of the effectiveness of antismoking activities;
(4) to promote the standardization of:

(a) definitions, measurement methods and statistics concerning smoking
behaviour, tobacco consumption and the occurrence of smoking -related morbidity
and mortality;

(b) laboratory techniques used for the quantitative analysis of the harmful
substances in tobacco products;

(5) to give assistance, upon request, to governments in the formulation, implementa-
tion and evaluation of their policies and programmes to combat smoking;

(6) to continue, in cooperation with the United Nations, the specialized agencies
and appropriate nongovernmental organizations, to make all efforts deemed necessary
to reduce smoking; and particularly to work out with the Food and Agriculture Organi-

zation of the United Nations and with the United Nations a joint strategy for crop -
diversification in tobacco -growing areas with a view to avoiding the anticipated
economic consequences of reducing tobacco consumption in the world as a whole for public

health reasons;

(7) to convene an expert committee in 1977 or 1978 to review and evaluate the

world situation in regard to smoking control;

(8) to report to a future Health Assembly on developments in this field.

In its second preambular paragraph, the draft resolution referred to the recent report of

the WHO Expert Committee on Smoking and its Effects on Health,- which had emphasized that
smoking - related diseases had become such an important cause of death that measures aimed at the
prevention of smoking could do more to promote health in the developed countries than any

1 WHO Technical Report Series, No. 568, 1975.
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other single measure. He drew particular attention to the sixth preambular paragraph which
emphasized the need for a broad approach and multilateral attack. The following preambular
paragraph noted further that governments had so far taken only weak measures. The operative
paragraphs of the draft resolution embodied essentially the recommendations made by the
Expert Committee.

At the present time action was urgently required by Member governments, as well as by WHO,
if the proposals were to have any real effect. Knowledge was abundantly available: what was
required now was the collective action of the Health Assembly. The implementation of the
draft resolution, which would not place any heavy financial burden on the Organization, would
be of great health benefit to all countries.

Dr TOTTIE (Sweden) recalled that his delegation had been consistently interested in the
programme on smoking and health since the time it had first been introduced into the activities
of the Organization on the initiative of the United Kingdom delegation.

The Swedish Government in 1976 had allotted considerable funds for specific educational
programmes concerning the ill effects of smoking, carried out in consultation with school
authorities, parents' associations, etc. Furthermore, from the beginning of 1977 it would be
compulsory for cigarette packaging to carry a warning notice as well as an indication of the
nicotine content, and of the tar and carbon monoxide content of the smoke. Standardization
of laboratory techniques should give Member States the possibility of comparing different
types of tobacco production. His Government was also studying the possibility of imposing
legal restrictions on tobacco advertisements. The central health authority was furthermore
endeavouring to stimulate, coordinate and develop research - not only in the health field but
also in the sociological and behavioural aspects - with a view to arriving at a sound basis
for future activities, which should be of assistance to other countries. He hoped that the
Committee would give its support to the draft resolution.

Dr HASSOUN (Iraq) drew attention to the fact that cancers of the larynx and the lung,
attributable to heavy smoking, were showing an alarming increase in his country. He himself
had been a heavy smoker but had stopped smoking, as an example to his patients, ever since the
publication of the United Kingdom Medical Research Council 1962 report, He had over the years
been able to convince many people in Iraq to give up that habit. He would therefore be
particularly gratified for his delegation to appear as one of the co- sponsors of the draft
resolution, which was worthy of warm support.

Dr VIOLAKI -PARASKEVAS (Greece) expressed support for the draft resolution. With regard
to the fifth preambular paragraph, she suggested that the order of the words "mortality and

morbidity" should be inverted. Furthermore, she felt that the fourth preambular paragraph
should include a reference to the effects of smoking on pregnancy, which were of extreme

importance.

Dr LEPPO (Finland) explained that mortality had been mentioned first as there was the
most hard evidence on that. However, he was prepared to accept the Greek delegate's
suggestion in that regard. The sponsors of the draft resolution had thought that the
reference in the fourth preambular paragraph to "other serious health problems" covered those
connected with pregnancy. Nevertheless, he would be willing to include the words "pregnancy -
related disorders" following the words "myocardial infarction ".

Dr FREY (Switzerland) strongly supported the draft resolution and wished his delegation
to be one of the co- sponsors. He drew attention however to what seemed to him a serious
omission: the resolution did not cover the question of protection of the non -smoker, and it
had been proved that "passive smoking" was almost equally harmful. His delegation therefore
suggested that operative paragraph 2 should include an additional subparagraph (4) reading:
"to protect by all means available non - smokers from the effects of smoking ".

Dr LEPPO (Finland) accepted that amendment.

Dr THOMPSON (Nigeria) deplored the introduction of tobacco into the Old World. The
situation had been further aggravated by industrialization and the manufacture of tobacco
products on a vast scale. When one thought of the immense amounts being spent to promote
sales, it was clear that health education had a giant to contend with. He suggested that the
draft resolution, which he warmly supported, should be amended by the addition of a further
subparagraph to operative paragraph 2, recommending that Member States devise ways and means
of limiting the quantity of tobacco products.

Dr LEPPO (Finland) said that that amendment would be acceptable.
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Dr DOLGOR (Mongolia), expressing support for the draft resolution, stressed the value of
the activities undertaken to combat smoking. He recalled the days when smoking had been
permitted in the sessions of the Health Assembly. The example delegates had set since was to
be commended.

Professor PENSO (Italy) supported the draft resolution. He suggested the addition of
another subparagraph under operative paragraph 2, reading: "to prohibit all advertising on
smoking ". A law to that effect already existed in Italy.

The meeting rose at 5.50 p.m.



THIRTEENTH MEETING

Saturday, 15 May 1976, at 9.30 a.m.

Chairman: Professor F. RENGER (German Democratic Republic)

1. SECOND REPORT OF THE COMMITTEE

Professor SADELER (Benin), Rapporteur, read out the draft second report of the
Committee.

Decision: The report was adopted (see page 642).

2. REVIEW OF THE PROGRAMME BUDGET FOR 1976 AND 1977 (FINANCIAL YEAR 1977) Agenda, 2.2.1
(continued)

Smoking and health (continued)

The CHAIRMAN invited the Committee to consider further the draft resolution on smoking
and health presented at the previous meeting.

Professor SENAULT (France) said that his delegation approved the draft resolution as a
whole; the French Ministry of Health had recently decided, in cooperation with the educa-
tional services to intensify the antismoking campaign. He was not convinced, however,
that the implementation of taxation and price policies, referred to in the sixth preambular
paragraph would be effective in view of the economic systems and structures of some countries.
He would be prepared to accept the amendments submitted by delegations and submitted one of
his own affecting the French text only.

Dr GOMAA (Egypt) said that the draft resolution would be of benefit to all countries.
It had his full support.

(India) said that his Government had recently enacted legislation making
it obligatory for cigarette packets to carry warning notices. He fully supported the draft
resolution.

Dr ALFA CISSÉ (Niger), referring to the fifth preambular paragraph, wondered why the
developing countries had been singled out; smoking caused no greater damage there than in
the developed countries.

Dr TARIMO (United Republic of Tanzania) believed that, in a world where the number of
items injurious to health was increasing, the draft resolution had achieved a good balance.
The delegate of Nigeria had proposed an amendment at the previous meeting, aimed at limiting
the quantity of tobacco products within countries. It was not clear to him how that could in

fact be achieved, and it might be preferable to cover the aspect under the existing paragraph 3(6).

Dr JOSHI (Nepal) supported the draft resolution.

Dr ALAN (Turkey) recalled that in past discussions on the subject he had been the only
person to defend smoking, on the grounds that many other things, such as food and drink, were

harmful to health but were not prohibited. He had since modified his attitudes, although
he still continued to smoke himself. He must however comment on the amendment by Nigeria,
which was intended to secure the limitation of tobacco crops in the countries. The Committee
was concerned here with a socioeconomic question, since innumerable people made their living
from tobacco planting. He pointed out that at the first special session of the Narcotics
Commission of the Economic and Social Council, at which the Convention on Psychotropic Substances

had been prepared, alcohol and tobacco had been specifically excluded from the terms of the Conven-

tion, although they were certainly psychotropic substances. The draft resolution did not reflect

the real situation, since there were many scientists who would not support its findings. He

urged the delegation of Nigeria, in view of the reference to the "crop- diversification"
to withdraw his amendment. Otherwise, he would ask that the Committee vote separately on
that paragraph.

Dr AL- DABBAGH (Saudi Arabia) said that his Government had taken severe measures to
combat smoking and had initiated a campaign by means of television and radio to indicate

-355-
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its harmful consequences. Smoking was a bad habit that started at an early age, and
WHO should carry out more studies and extend more assistance to combating that habit.

Dr TANAKA (Japan) said that his delegation was much concerned with the economic and
financial consequences of limiting tobacco production or prohibiting tobacco publicity.
His Government would have to study very carefully the serious implications of the Nigerian and
Italian amendments, and it would be very unlikely that the competent authorities would reach a

conclusion on the matter before the Committee was required to take a decision. Under the
circumstances his delegation would abstain from voting on those amendments.

Dr EHRLICH (United States of America) said that his delegation strongly urged the
approval of the draft resolution with or without amendments. WHO had a most important part
to play in ensuring an exchange of information and a continuing review and evaluation of the
approaches adopted in different countries.

Dr P. S. P. DLAMINI (Swaziland) gave his full support to the draft resolution in its
present form. He was particularly glad to see the emphasis on health education, which was a
better approach than legislation. Greater emphasis could have been placed on the protection

of non -smokers against smokers and on the provision in public places of more generous areas
for non -smokers, thus incidentally confining smokers to smaller and more inconvenient areas.
The draft resolution might also have stressed the importance of research on the connexion
between smoking and psychosocial behaviour.

Professor REID (United Kingdom of Great Britain and Northern Ireland) said that the United
Kingdom had been glad to co- sponsor the draft resolution and would always welcome authori-
tative advice from the Organization in its campaign against smoking.

The problem of the vast mortality and morbidity caused by cigarette smoking in particular
was an international one, since the tobacco firms were themselves frequently international
and were able to devote vast sums of money to propagating their unhealthy wares. Coordinated
action was therefore necessary on an international scale. It was no good for one country to
cut off a single head of the tobacco manufacturers' hydra, since they would simply grow
another and continue activities elsewhere. At a time when there was a shortage of expertise
on health education in many countries, including the United Kingdom, it was sad to see the
amount of money and the creative artistic talent squandered by the tobacco firms in promoting
their products. It was also of interest to observe how some tobacco companies, while stub-
bornly maintaining that smoking was not harmful, were nevertheless deep in the process of
commercial diversification into food and other commodities.

He fully supported the plea by the delegate of Swaziland for the protection of the non-
smoker. The aim should be to reach a stage when non - smoking was the norm and certain

restricted areas were designated, in which smokers could be segregated from the non - smoking
majority who had the right to such protection.

Reference had been made to the changes occurring over the years in the smoking habits of
delegates. He wished to emphasize once again the vital role of members of the health
professions insetting a good example, especially in the presence of patients. It was also
important to lay down policies in regard to smoking in all types of health service premises.

In conclusion he praised the virtual unanimity of attitude to the problem, which he was
sure would lead to an agreed, constructive and harmonious resolution.

The CHAIRMAN said that since a number of amendments had been proposed, he would propose
a working group to harmonize the text of the draft resolution and the various amendments.
The working group would consist of Finland, Greece, Italy, Nigeria, Niger, Turkey, Japan,
Swaziland, the United Kingdom, and the United Republic of Tanzania, with the participation of
the Rapporteur. Any other delegations wishing to join might do so.

Dr ALAN (Turkey) said that he had no great fondness for working groups and his only
objection was to the limitation of production. He therefore asked to be excused participa-
tion in the working group.

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

International classification of diseases

Professor CAYOLLA DA MOTTA (Portugal) asked if he might introduce his draft resolution
on the Ninth Revision of the International Classification of Diseases, which for various
reasons could not be submitted to Committee B under agenda item 3.9. He proposed to intro-
duce the draft resolution under agenda item 2.2.1. It related to the establishment of an
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international centre for the translation and application of the International Classification

of Diseases in Portuguese, to serve the seven Portuguese- speaking countries of the world. The

delegate from Brazil had already mentioned in Committee B the foundation in the near future of
a Brazilian centre at the University of Sáo Paulo to deal with the Portuguese translation of
the Ninth Revision. It seemed to him, after consulting the delegates of other Portuguese -
speaking countries, including Brazil, that the institution concerned might well receive
official WHO recognition as a WHO collaborating centre for the purposes mentioned. However,
the fact that only a few of those countries had been present when agenda item 3.9 was discussed
in Committee B had prevented the introduction of the draft resolution at that time. He read
out the proposed text.

The CHAIRMAN said that the draft resolution would be processed by the Secretariat and
would be considered at a subsequent meeting.

(For continuation, see summary record of the seventeenth meeting, section 1.)

International surveillance of communicable diseases

Professor REID (United Kingdom of Great Britain and Northern Ireland) said that he had
intended to introduce a resolution relating to certain dangerous diseases, including Marburg
disease and Lassa fever. Those diseases did not cause high morbidity, but they did create
great problems to those concerned with the control of the international spread of communicable

diseases. He therefore wished to propose that they should be included as "diseases under

surveillance ". To save time, he suggested that the subject might be placed on the agenda of
the next meeting of the Committee on International Surveillance of Communicable Diseases, which
was scheduled to meet in November 1976.

That Committee would have to consider also the important consequences for the Interna-
tional Health Regulations of the eradication of smallpox. It would doubtless also have views
on the need to reduce to a barest minimum the stocks of smallpox vaccines held in laboratories
and to ensure that the security of such stocks was as complete as possible. The United
Kingdom delegation hoped that such stocks would be reduced to an absolute minimum and that

narrow local interests would be totally subordinated to global considerations.

3. RECOMMENDATION OF THE AMOUNT OF THE EFFECTIVE WORKING BUDGET Agenda, 2.2.2
AND BUDGET LEVEL FOR 1977

The CHAIRMAN invited the Committee's attention to the recommendations of Committee B con-
cerning the amount of income to be used to help finance the 1977 budget,l and concerning a
subsequent requirement to be added to the effective working budget proposed by the Board.2

Professor KOSTRZEWSKI (representative of the Executive Board) said that the revised
effective working budget proposed by the Director -General for 1977 totalled $ 146 900 000, an
increase of 7.15% over the approved budget for 1976. More than two -thirds of the increase

was required to meet cost increases. The Executive Board considered the increase to be
reasonable and acceptable and was satisfied that the budget estimates were adequate to enable
WHO to carry out its constitutional functions; that the proposed programme followed the
General Programme of Work approved by the Health Assembly; and that the programme envisaged
could be carried out in 1977. The Executive Board had proposed a draft resolution for
adoption by the Health Assembly.

After the Board's session, however, an additional requirement had arisen for US$ 284 000
as the Director -General had reported to the Health Assembly.3 The Director -General proposed,
and Committee B recommended,2 that this sum be added to the revised effective working budget
approved by the Board. A revised resolution for the effective working budget and budget
level, and a revised Appropriation Resolution, were set out in a working paper.

The DIRECTOR- GENERAL said that in 1975, when the Committee considered the budget level
for 1976, one of the important problems confronting WHO was a financial one, caused

primarily by continuing international monetary instability. The situation unfortunately
remained basically the same, WHO continuing to face serious financial management problems
owing to the decline in the rates of exchange between the US dollar and other currencies used

1 First report of Committee B to Committee A, p. 646 .

2 Second report of Committee B to Committee A, p. 646.
3

WHO Official Records, No. 233, 1976, Annex 3.
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to meet the Organization's expenditure, particularly the Swiss franc. The budgetary rate of
exchange between the dollar and the Swiss franc, as used in the original cost estimates for

1976 and 1977, was 3.23 Swiss francs to the dollar. In 1975 the Health Assembly had

approved an adjustment in this rate to 2.51 Swiss francs to the dollar; and, given the
present market rate of about 2.50 to the dollar, the decision was clearly a wise one. For

1977 he had suggested, and the Board had endorsed the suggestion, that an adjustment be made
between the dollar and the Swiss franc similar to that made in 1975; the rate suggested was

2.65 to the dollar.
It was not possible to predict what the average rates of exchange between the dollar and

other currencies might be in 1977. However, the rate suggested of 2.65 Swiss francs to the
dollar seemed reasonable and was based on the hope that the dollar would continue to strengthen
in somewhat the same way as it had been doing in the past few months. The variation between
the ratio of 2.51 Swiss francs to the dollar approved for 1976 and the ratio of 2.65 to the
dollar proposed for 1977 made a difference in the budgetary provision for headquarters of

nearly two million dollars.
Other additional budgetary requirements for 1977 were explained in detail in Part II of

Official Records No. 231.
The revised effective working budget proposed by him for 1977 and recommended by the

Executive Board was $ 146 900 000. In view, however, of the Health Assembly's decision
concerning the progressive implementation of Chinese as a working language of the Assembly
and the Board, he found it necessary to revise his proposal by an amount of $ 284 000. The

revised effective working budget for 1977 was accordingly $ 147 184 000, representing an
increase of $ 8 274 000 or 5.96% over the adjusted 1976 budget. That was incidentally the
lowest percentage increase since 1958. In the light of the many factors involved, some of
which were beyond his control, he hoped that the Health Assembly would approve that budget.

Dr VENEDIKTOV (Union of Soviet Socialist Republics) said that in recent years his
delegation, like many others, had consistently expressed its opposition to rapid increases
in the budget, sometimes joining with a small minority in voting against the proposed budget

level. It had urged stabilization of the budget, and the use of other currencies and new

technical possibilities. It had always stressed that it was not opposing WHO's activities,
but seeking to make them more effective. Its arguments remained the same. The rate of
growth of the budget of WHO and of national health budgets should be in keeping with the rate
of increase in national income. It was inadmissible that the payment of contributions should
present a growing problem to many countries, especially the developing countries. WHO's
budget should not be in one or two currencies only, for currency fluctuations had on more than
one occasion placed the Organization in a critical situation. For those and other reasons
that he would not repeat, his delegation would vote against the budget level for 1977 proposed
by the Director -General and recommended by the Executive Board - all the more so, since

considerable further changes were now proposed.
WHO's future work would be determined by the decisions taken by the Health Assembly.

With regard to the resolution on programme budget policy approved by the Committee, and the
emotional statements of some delegates that this might represent "the end of WHO ", he
disagreed with those assessments and said that it was impossible to divide the world into the

"rich" and the "poor ". Such a division would be an oversimplification of the political and
socioeconomic situation in the world, which was in reality divided into international systems
of socialism, capitalism and the "third world ", the latter also being very complex in its

nature.
The USSR and other socialist countries had always defended the developing countries.

In 1948, at the First World Health Assembly, the Soviet delegation had urged the orientation
of WHO's activities towards meeting the needs of colonial countries and peoples; at the

Fourteenth World Health Assembly, together with other delegations, it had proposed a resolu-
tion supporting decolonization and urging the use of all possible resources to assist newly

independent countries. In WHO and in other international organizations, the USSR had always
supported the developing countries, and at the previous and present Assemblies it had

expressed support for the provision of assistance to them. It had always been opposed to

racism and apartheid; it helped liberation movements, and was a natural ally of developing
countries, assisting them with the training of personnel, economic development, and

strengthening of health services.
In matters of health, however, it believed in being an ally to all countries, including

those with different sociopolitical systems. The past few years had been characterized by

increasing awareness, in all countries, of the significance of health; by the revelation of

the tragic situation in developing countries and the need for international cooperation to

find a solution to their health problems; and by the development of global health problems

such as epidemics, tropical parasitic diseases, cancer, cardiovascular diseases, virus
diseases and influenza, problems related to the environment, the production of, international
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trade in and use of pharmaceuticalpreparations ,assistance to developing countries in
establishing effective health services and the training of personnel, nutrition, population
dynamics, and the application of scientific and technical progress to health. To solve all

those problems it was essential to promote world peace, to ensure real freedom and economic
independence for all peoples, and to develop scientific, technical, social and economic

progress for the betterment of the whole of mankind. In the tasks related to health, WHO

had a unique coordinating and catalysing role.
As the Director -General had said, WHO was now at a turning point, and the new orientation

was indicated in resolutions WHA28.75 and WHA28.76 and the draft resolution on programme budget

policy approved the previous day by the Committee. It was not enough to identify problems;

it was essential to find concrete methods of solving them. The WHO programme should be

carefully reviewed; all unproductive projects should be eliminated; and efforts should be
concentrated on the most important spheres of WHO's activity, as outlined in the Sixth

General Programme of Work. In providing aid to the developing countries, all the most
effective forms of assistance indicated in the resolutions adopted by the Twenty- eighth and

the present World Health Assembly should be used. Administrative costs and unnecessary

expenditure should be reduced wherever possible, but programmes should not be reduced by
cutting down on staff productively employed, whether at headquarters, in regional offices, or

in the field. In accordance with resolution EB57.R52, the system for the recruitment of

staff should be reviewed so that Member States recommended for service with WHO some of their
best experts, and measures were taken to facilitate reintegration of international staff
members on completion of their employment by WHO.

A review should be made of the methods of work of the Executive Board and Health Assembly
with a view to increasing effectiveness - bearing in mind, in particular, the need to
distribute agenda items to the main committees in such a way as to make maximum use of the
collective wisdom of the Assembly, giving full consideration to the role of the Board and the
Assembly in determining the general trends of the Organization's work, and to the importance
of enabling them to receive all necessary information and discuss any important question.
A review should also be made of documentation. Documents should provide, in a quickly -

assimilated condensed form, full information on WHO's activities at headquarters and in the

field, and on their effectiveness; the changes that had been made so far were inadequate, and

some delegations found it impossible to assimilate the information provided.
It was essential to take into account the interests of all Member States of WHO, and not

to set those of certain countries against those of others. In the field of health there was

no such thing as conflicting interests. Worldwide awareness of the enormous health needs

should be awakened, and the use of all possible budgetary and other resources for socioeconomic

development encouraged. If the objective of providing to all peoples of the world the

maximum possible assistance by the year 2000 was to be attained, it was essential to define,
on a scientific basis, prospects for future development in national and international health
and in science, as well as changes in social conditions both in highly developed and in

developing countries.
The essence of the matter was not so much a lack of resources as the problem of the

distribution of wealth and the difficulties of creating a new society. WHO's budget was not

a big one, and if it were spread too thinly all countries would be the losers. The Executive

Board therefore had before it in the near future the important task of defining what, in fact,
constituted technical cooperation, deciding which of WHO's activities should be continued and
what international staff would be required, and working out suitable methodologies for

implementing programmes.
The Organization had now reached a stage of maturity and acquired a sense of responsi-

bility for future generations, and its task was to establish long -term principles for the
common endeavour of peoples in the pursuit of health.

Mr KUMAR (India) said that the major thrust in WHO programmes should be in the prevention
and control of communicable diseases. The amount of money allocated to that subject in the
budget was far too little and a substantial increase was required. Similarly, the extremely
small allocation to biomedical research should be increased. The allocation should be on

the basis of the population and the health problems within countries.

Professor SENAULT (France) supported the effective working budget and budget level for
1977 and expressed his pleasure at the Director -General's success in keeping the increase

within reasonable levels.

Dr ONYANGO (Kenya) said that the allocation for the prevention and control of communi-
cable diseases should be closely related to the allocation for health manpower development,
since health manpower was of vital importance in controlling communicable diseases. He

therefore requested that the allocation to health manpower development should be increased.
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He asked for information on Appropriate Sections 10 and 11, the Tax Equalization Fund

and the Undistributed Reserve.

Mr FURTH (Assistant Director -General) said that the Undistributed Reserve contained an
amount equivalent to the assessments of inactive Members, that is, those Member States that
had expressed their intention of withdrawing from membership of the Organization despite the
lack of constitutional provisions permitting such withdrawal, and those Members or Associate
Members that had ceased to participate in the activities of the Organization or whose member-
ship was considered as being in suspense. As the assessed contributions of inactive Members
were unlikely to be collected during the financial year, the annual Appropriation Resolution
provided that no obligations could be incurred against the funds appropriated under that
section of the Resolution.

The Tax Equalization Fund was necessary as long as some Member States continued to tax
WHO staff members on their WHO earnings and WHO had to reimburse those staff members for

the national income taxes paid. Without such a Fund, the budget would have to include
specific provision for the reimbursement of national income taxes (as had been the case prior

to 1 January 1969), the cost of which would thus be shared by all Members. The Fund then

set up was one to which the revenue from staff assessment was credited, staff assessment being

the deduction made from the gross salary of a staff member of an amount in lieu of income tax.
In establishing the amounts of the contributions to be made to the regular budget by indivi-
dual Member States, the assessments of Members were reduced by the amount standing to their

credit in the Tax Equalization Fund; however, the credits of those Member States that

required staff members of WHO to pay taxes on their WHO emoluments were reduced by the
estimated amounts of the tax to be reimbursed by the Organization. The result of this

arrangement was that, if WHO had to reimburse a staff member for taxes paid by him on WHO
emoluments, only the contribution of the Member State imposing the tax was increased by the

amount of the reimbursement.

Dr VIOLAKI - PARASKEVAS (Greece) considered the increase in the budget proposed by the

Director -General reasonable and said that her delegation would support the draft resolutions.

She was confident that the Director -General made the best use of the funds at his disposal.

Dr KLIVAROVA (Czechoslovakia) said that, although the increase in the budget was less

than the 10% or more of the past years, it still amounted to some US $10 million. For a

country like her own, with a population of only some 15 million, the contribution was

considerable. Czechoslovakia was assessed at the rate of 0.87 %, and the contribution

amounted to US $1 300 000. Her delegation considered that it was time the budget was

stabilized and it would vote against the proposed budget level.

Dr DJORDJEVId (Yugoslavia) considered the level of the budget to be reasonable and said

that his delegation would vote for it.

Dr GANGBO (Benin) said that his delegation would vote for the budget, which took

reasonable account of the annual increase in the cost of living. It might seem paradoxical

that his delegation would vote for the budget, having voted in favour of the resolution
calling upon the Director -General to devote a fixed proportion of the budget to technical

assistance to developing countries; in fact, it would take time for the Director -General to

reorganize WHO activities, and in the meantime there was no question of reducing the budget.

Dr GARRIDO (Spain) said that, while he appreciated the difficulties caused in WHO by the
world economic situation, he found that the increase in the contribution that his country
would be expected to make was excessive, especially as the rate of inflation in Spain was very

high. In his view WHO should try to absorb inflation by rationalizing its activities. His

delegation would therefore reserve its position on the draft resolutions.

Dr LEBENTRAU (German Democratic Republic) deplored the tendency in the budget to reduce

the amount of money spent on research in such subjects as cancer, cardiovascular diseases and

parasitic and viral diseases. In his view, such a tendency was inconsistent with the basic

objectives of the Organization. In relation to the budget in general, it was imperative

that WHO should use its resources effectively and economically. It should carry out a

qualitative evaluation of its programme activities, and so coordinate its work with other

organizations within the United Nations system as to avoid duplication; nor should it in

matters relating to human health and the environment go beyond problems affecting the health

services. Not only should its utilization of funds be in consonance with its objectives and

principles, but it should especially seek to solve the urgent health problems of developing

countries, use UNDP, and make use of funds in local currencies. His country, for example,
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was prepared to hold training courses and carry out other activities for developing countries

financed in its own currency by its UNDP -contribution.
Like other delegations, his delegation believed that the Secretariat should endeavour

to avoid inflating administrative costs and should not extend its scope beyond what could be

achieved within the resources of Member States. The budget should not grow at a greater rate

than the budgets of such States. He therefore would oppose the draft resolutions.

Dr LEON (Argentina) noted that the assessment of 0.81% for Argentina resulted in a
contribution of $1 184 370 and when this was added to its commitment to the regional funds, the
total sum was considerable, especially when considered in the light of the present world

economic situation. His delegation did not question the proposals by the Director -General
for the effective working budget for 1977, but Argentina had to contribute not only to WHO but

also to the Pan American Health Organization. He was therefore obliged to abstain from

voting on the draft resolutions.

Dr GOMAA (Egypt) supported the two draft resolutions recommended by the Executive Board.

He recalled the draft resolution approved by the Committee on programme budget policy as regards
technical cooperation and provision of services, and wondered whether this would affect the
proposed budget for 1977 and the various appropriations. He asked that regional offices and
consequently governments be kept informed of the methods used in deciding upon budget
allocations in future years.

Mr ARMENTO (Italy) stated that at the Twenty- seventh World Health Assembly his delegation
had emphasized the need for cooperation between WHO and other international organizations to
avoid duplication of work and to achieve greater savings in WHO funds. All government
ministries in Italy had been directed to decrease spending because of the country's reduced
1975 income. This could not fail to affect Italy's contribution to WHO and other interna-
tional organizations: but even if the amount of the contribution were to remain at the 1975
level, this would imply a 30% increase because of the devaluation of the lira against the
dollar. Although his delegation fully appreciated the activities carried out by WHO it could
not fully support the proposed budget.

Professor WU Chieh -ping said that the Chinese delegation had listened carefully to the
various statements that had been made, and would like to stress again that the Organization
should be seeking to economize and should primarily be devoting its manpower and its material
and financial resources to the promotion of health work in the developing countries. The

root causes of disease, poverty, and backwardness were colonialism, imperialism, and
hegemonism, and their elimination - combined with national independence - were prerequisites
for the development of the economies and health of the developing countries.

He deplored the statement made by an earlier speaker, the delegate of a country that
committed aggression against and exploited other countries, talked glibly about "peace" and
"assisting the developing countries ". Such statements were preposterous. Although the
speaker had described his country as the "natural ally" of the developing countries, his

delegation the previous day had not supported the resolution proposing that the Organization
give priority to assisting the developing countries. This revealed the hypocritical attitude
of this so- called "natural ally ". Such propaganda was of no value.

The delegation of China would support the budget for 1977.

Professor DE CARVALHO SAMPAIO (Portugal) noted that the increases in the budget for 1977
over the levels for 1976 were minimal in relation to the increased costs of service.
Although Portugal was in a difficult economic situation, his delegation fully supported the
proposed budget for 1977 because it recognized the essential nature of WHO activities.

Dr VALLADARES (Venezuela) noted that his delegation had systematically abstained from
voting on the budget for the Pan American Health Organization over the last five years,

because of the 9% increase. Nevertheless in 1975 Venezuela had approved a large increase

caused by the decision of the United Nations General Assembly regarding salary scales.
Countries found yearly increases hard to bear and some way would have to be found -

particularly at General Assembly level - to lessen the burden. But health programmes,

especially those for developing countries, needed an increased budget. His delegation

recognized the great effort made by the Secretariat in channelling WHO resources towards
developing countries and yet submitting a budget that contained the smallest increase in

ten years. His delegation would therefore vote in favour of the proposed budget for 1977.

Professor REXED (Sweden) feared that the cautious budget proposed by the Director -General
would mean a weakening of the resources at the disposition of WHO since rapid rises in the
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cost of materials, and fluctuations in exchange rates, inevitably tended to raise expenses.
His delegation had at all times supported the Director -General's budget proposals and felt
that the Director -General, by a rationalized redistribution of allocations and the finding

of extrabudgetary funds, had made possible a valuable programme. The proposed budget for

1977 was modest and the delegation of Sweden would approve it. Many delegations had made
important proposals for new activities and these could not be carried out if funds were not

available. The Committee itself had approved a resolution on programme budget policy which,

if adopted by the Assembly, would reorient the activities of WHO. It could not be expected

that the Director -General could carry out the provisions of that resolution if funds were not

made available to him.

Professor HALTER (Belgium) felt that the Director -General's proposals were reasonable,

perhaps too reasonable. The needs of WHO were higher than provided for in the budget. His

delegation would vote for the budget although it felt that the demands were too modest. He

expressed the hope that WHO would use its resources to help those countries most in need.

Dr LOEMBÉ (Congo) recalled that, as had been brought out in the discussion, better health
for the world population rested on factors other than health factors. Social systems were

a matter for politicians and could not be changed by WHO, although political difficulties

might paralyze some WHO activities. Developing countries could do nothing about currency

fluctuations; major powers could block or release natural development and it was for them to

improve the situation. The budget of WHO was tiny when compared with the vast sums spent on

potentially destructive atomic research. Ways had to be found to remove obstacles to health

and to promote the health of the individual. Disease affected rich and poor, and was not

circumscribed by man -made boundaries. The budget of WHO had to increase in order for
the essential programmes to be fulfilled, even if all economy measures were taken. The

weakness of WHO was its administrative machinery, and economies should be made along the lines

of the resolution on programme budget policy. In spite of the modest means and economic

difficulties of the Congo, his delegation would vote for the proposed budget.

Dr THOMPSON (Nigeria) found the increase in the budget minimal when compared with
increasing international inflation and bearing in mind that much more money was to be spent in
developing countries under the terms of the resolution on programme budget policy. His

delegation therefore supported the proposed budget for 1977.

Dr MUREMYANGANGO (Rwanda) noted that the proposed budget for 1977 was very reasonable in

the light of world inflation. His delegation would vote in favour, to permit WHO to continue

its activities. In view of the hardship experienced in third world countries, he asked WHO
to make economies wherever possible and to direct aid to the most needy.

Dr BADDOO (Ghana) considered that the proposed increase of 5.96% over the adjusted 1976

budget was fair, and noted that it was the smallest increase since 1959. In view of the world

monetary instability, the Director -General had to be provided with the funds necessary for

carrying out WHO activities: not only in maintaining the present level of activity but also in

implementing the new programmes requested by Member States. His delegation therefore

supported the proposed budget.

Mr FINDLAY (Sierra Leone) said it was clear that attention had been paid to effecting all
possible economies so that funds could be directed to the most needy. It was obvious
that the Director -General was making every effort to comply with resolution WHA28.76, as was

shown by the explanation in Official Records No. 231, Part II, Chapter I, paragraph 9. This
fully accorded with the guiding principles of WHO. The Committee had passed a resolution
which, if adopted by the Assembly, would give the Director -General a mandate in programme
budget policy. His delegation had confidence in the Director -General and felt that such a
small increase in the budget was remarkable in the face of inflation and currency instability,
and in view of the programmes being carried out, especially in the developing countries. His
delegation supported the proposed budget.

Dr EHRLICH (United States of America) stated that his delegation supported the proposed
budget but on the assumption that the funds would be used for implementing high quality
programmes in as efficient and effective a manner as possible with appropriate action to
eliminate unnecessary expenditure.

Dr JOSHI (Nepal) said that his delegation supported the proposed budget for 1977, which
was felt to be modest taking into account world inflation and the instability of exchange rates.
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Dr TOURS (Senegal) emphasized that developing countries needed concrete and sustained
assistance. He regretted that whenever the budget was discussed the delegations from some
major powers were opposed to an increase. When the budget had been discussed at the
Twenty- eighth World Health Assembly, certain delegations found that the increase which it

demanded was excessive, in spite of the explanation provided by the Director -General. The
Annual Report of the Director -General for 1975 had placed great emphasis on the need for a New
International Economic Order. It was impossible to implement a programme without putting the
necessary resources at the dispostion of the Organization. It was now that help was needed
to finance projects - for the programme of technical cooperation with newly independent
countries was not complete. The countries of the Sahel still suffered, and more must be done
for their development and to increase the health of their populations. If WHO were not given
enough financial means, such programmes could not be accomplished. If the budget increase
were approved, he hoped that action in favour of the developing countries would have priority.
His delegation supported the proposed budget for 1977.

Dr AL AWADI (Kuwait) thought that the level of debate reflected the maturity of the
participants. It was logical for countries to say that they could not afford to increase
their contributions to WHO because of inflation or fluctuations in exchange rates. Some
governments however gave huge sums in bilateral aid. The WHO budget was minimal in comparison
and it was necessary that intergovernmental organizations be supported; that support
represented an anonymous donation which the world needed and which should be increased as
much as possible. He had had experience in Kuwait of both multilateral and bilateral assis-
tance. Perhaps countries felt that there was more prestige to be gained from giving bilateral
aid. Multilateral aid however was the more effective: it was possible for countries to
argue and, as in WHO, challenge the Director -General. Bilateral aid on the other hand
entailed severe restrictions. He thought that the budgetary increase which the Director -
General had requested was small and, in fact, not sufficient. Those countries that had
indicated their intention to vote against the proposed budget had not given their reasons in
enough detail. He exhorted delegates to support with enthusiasm the type of intergovernmental
activity which WHO embodied, and to encourage the Organization in the new and difficult task
which lay ahead. The delegation of Kuwait fully supported the proposed budget for 1977.

Dr CORNEJO- UBILLUS (Peru) considered that the increase requested in the proposed budget
was tolerable in view of the activities envisaged and especially with reference to the priority
accorded to developing countries. The delegation of Peru would support the proposed budget,
but it thought that consideration should be given to the conditions in individual countries.
The leadership and new methods provided by the Director -General implied that the system would
be well run, and he especially approved of the proposals for decentralization to regional and
country level. Some savings could be made by rationalization of work. It was the general
policy of Peru that countries themselves should make the maximum effort for their own
socioeconomic development, but they undoubtedly needed the encouragement and stimulus of
international organizations such as WHO.

The DIRECTOR- GENERAL expressed the Secretariat's gratitude for the confidence of Member
States, without which it would be impossible to pursue the Organization's work in the new
world order for economic and social development. Anyone who had tried to plan, evaluate and
manage a programme knew that it was essential to get priorities, strategies and tactics right,
within the constraints of whatever resources were available. There were in WHO more serious,
motivated and hardworking staff members at all levels than in any other national or inter-
national organization. He had taken the statements at the current meeting to indicate the
essential confidence that delegates had in the staff of the Organization, which had shown an
ability to institute changes in the direction clearly desired by the Health Assembly as a
whole. For instance, at headquarters, despite the substantial reduction in the value of
the dollar over the past two to three years, innovations had been made, thanks to clearcut
economies, in a number of areas.

He would mention only two areas, of vital importance to the developing world. One was
the special programme for research and training in tropical diseases, which had been estab-
lished so that the developing countries could themselves identify their problems and feel
confident of solving them by building up a solid research infrastructure. The Organization
had been able to initiate that ambitious project as a result of savings in other areas.

Another programme that delegates would probably consider top priority was the expanded
programme on immunization. Here again, by means of a radical reorganization within the
various divisions of headquarters - and without asking the World Health Assembly for additional
resources as had been done in the past - WHO would be able to carry out a programme that would
have the greatest significance for future generations of children in the developing countries.

Perhaps his own work as Director -General was not the most relevant and productive - but,
faced with the challenge of Member States, he might become a better Director -General. The
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staff also were able to respond to such a challenge. He did not feel, as some delegates
implied, that members of the Secretariat lived a life of idle luxury. It was the World
Health Assembly that decided the salary scale. He did not consider it ideal. For many

reasons he would have preferred international work to be on a voluntary basis: that would
be more satisfactory for those who did not hesitate to work 18 hours a day, and who were

intensely hurt at being grouped with the exceptions. However, since delegates had expressed
their confidence that the Organization could still move dynamically into a new social and
economic development order, he wished to say on behalf of the staff that they were determined
to do so.

Over the past three years it had been possible to increase by over 500% the extrabudgetary
resources, an increase that had been placed exclusively at the disposal of the developing
countries. He hoped that the Organization would continue, by its progress, to inspire such
confidence in countries that far more extrabudgetary funds would be contributed to the new
development order. In the present UNDP crisis, many Member States did not seem to be
defending as they should the role of health in socioeconomic development. He had tried to
make that point in his introductory statement at the present session - not in order to obtain
more money for WHO as such, but because he profoundly believed that health was the decisive
lever in socioeconomic development, giving people confidence in themselves and in their power
to emerge from an intolerable social situation. In the UNDP crisis, the first projects to
suffer in most countries had been health projects. WHO had therefore had to reorganize its
regular budget programmes in order to take over the UNDP projects considered a priority by

governments. Clearly health was not always given first priority in development. That was
an attitude that was also found in the countries that could well afford to give more bilateral
and multilateral assistance. Some progress had been made in that respect, but more was needed.

In reply to the question by the delegate of Egypt, he drew attention to the passage in
Official Records No. 231 cited by the delegate from Sierra Leone, to the effect that steps
had already been taken to ensure an increase in technical cooperation. He had been convinced
that it was possible to do better even before the Committee had discussed the resolution on
programme budget policy: a 7% reduction in the total staff establishment had already been
identified and would be reflected in the budget for 1978 and 1979. After the adoption of
that resolution he would be examining with his colleagues and with the Executive Board what
further steps could be taken. The essential was to make the work of WHO more relevant and
more productive at all levels without the total membership losing the unique benefits it
could derive from the Organization.

Already the effects of resolution WHA28.76 were to be seen in the programme budget for
1977. The action proposed for 1978 -1979 would be reflected in the biennial programme budget
to be considered at the Thirtieth World Health Assembly. Clearly the Executive Board must
be deeply involved in any discussion of the orientation to be emphasized. And any action
must be discussed between the Regional Directors and the Director -General. Only if all were
agreed how best to increase productivity at all levels could the maximum cost /benefit ratio
be obtained from the meagre resources available to the Organization. The Regional Directors
and he himself had a profound loyalty to the Health Assembly and respected its guidance.
They would ensure that the spirit and substance of the decisions taken were promptly trans-
lated into action.

He was disturbed that many delegates feared the new approach would mean the end of a
certain kind of traditional activity. No country, and particularly no developing country,
would be ready to surrender existing productive activities that were of direct benefit to
its own health care system. Considerable thought was therefore needed to find innovative
approaches that would increase productivity but might also have important consequences for
the Organization's operational methods. An organization that had been in existence for so
many years must be continuously taking a critical look at itself. He had thought that WHO
had done so over the past few years; but Member States evidently did not think that the look
had been critical enough, or the consequent action speedy enough. The Secretariat and the
Executive Board should be able to accelerate such processes, while preserving the
Organization's essential characteristics.

The increase proposed in the budget was - in real terms - somewhere between 1% and 2 %.
Even though the increase would not go to headquarters, it would represent a very small amount
when divided among the developing countries. It was therefore important that the Health
Assembly should indicate whether or not it considered that he had been too conservative in his
approach to the regular budget. His purpose was simple: that in the health field the
Organization should remain an example to the rest of the world, and should move forward,
united, to make health for all a reality by the end of the century. For that reason he had
not wished to see too strong a confrontation on the issue of the regular budget. However,
most of the developing countries that had spoken in the discussion did not seem to favour
too great an increase in the regular budget but rather a better utilization of a modestly
increasing budget, with more productivity in the direction of their health problems. Unless
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he was instructed otherwise, he would still observe a certain prudence in regard to the
overall level of the regular budget, to the extent that such prudence did not conflict with
resolution WHA28.76 and the resolution on programme budget policy recently approved by the
Committee.

He appealed to those countries that could afford to support the Organization's priority
programmes through the Voluntary Fund for Health Promotion not only to continue to contribute -
as some had done with considerable generosity - but also to increase their contributions so
that over the next few years the priority programmes of real significance to the developing
world could be successfully carried out.

The CHAIRMAN invited the Committee to vote on the effective working budget for 1977.
In accordance with Rule 70 of the Rules of Procedure, the decisions on the amount of the
effective working budget must be made by a two -thirds majority of members present and voting.
The Committee had before it only one proposal, namely the level of US$ 147 184 000 proposed
by the Director -General.

Decision: An effective working budget of US$ 147 184 000 for 1977 was approved by 83
votes to 7, with 4 abstentions.

The CHAIRMAN drew the Committee's attention to the following draft resolution:

The Twenty -ninth World Health Assembly

DECIDES that:

(1) the effective working budget for 1977 shall be US$ 147 184 000;

(2) the budget level shall be established in an amount equal to the effective working
budget as provided in paragraph (1) above, plus staff assessment and the assessments
represented by the Undistributed Reserve; and
(3) the budget for 1977 shall be financed by assessments on Members after deduction
of the following:

(i) the amount of US$ 2 600 000, representing the estimated reimbursement of
programme support costs for activities financed from extrabudgetary funds;
(ii) the amount of US$ 2 000 000 available as casual income for 1977.

Decision: The draft resolution was approved.1

Dr VENEDIKTOV (Union of Soviet Socialist Republics), speaking on a point of order, said
that he understood that the Committee had been approving the text of the draft resolution,
since the vote on the substance of the matter, namely the budget level, had already been
taken - and the Committee could not vote twice on the same question. He asked for a legal
opinion on that point. If in fact in the second vote the Committee had been expressing its
view on a point of substance, his delegation would obviously have voted as it had done in
the first vote. He took it that the Committee was merely adopting the text of the draft
resolution, but including the figure which had already been adopted in the earlier vote.

Dr CHRISTENSEN (Secretary) replied that, by the first vote, the Committee had adopted the

level of the effective working budget. In the second vote, the draft resolution which had

been adopted included the amount of the effective working budget and paragraphs 2 and 3

which provided some information on its financing.

Dr VENEDIKTOV said that he was not satisfied with the Secretary's reply. His under-
standing of the situation was that the first vote had been on the substance of the draft
resolution and that the Chairman had then asked if the Committee had any comments on the text.
He therefore did not believe that the second vote had been on the substance, but had that
been the case, his delegation would naturally have voted as it had in the first vote.

The CHAIRMAN informed the delegate of the Soviet Union that his comments would be included
in the records of the Committee.

The meeting rose at 1 p.m.

1 Transmitted to the Health Assembly in the Committee's third report and adopted as

resolution WHA29.52.
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Monday, 17 May 1976, at 9.30 a.m.

Chairman: Professor F. RENGER (German Democratic Republic)

1. APPROPRIATION RESOLUTION FOR THE FINANCIAL YEAR 1977 Agenda, 2.2.3

Professor KOSTRZEWSKI (representative of the Executive Board), introducing the item, drew
attention to the account, in paragraphs 22 and 23 of Chapter II, Part II of Official Records
No. 231, pages 141 and 142, of the consideration given by the Board at its fifty- seventh
session to the proposed Appropriation Resolution for 1977. The proposed text was similar to
that adopted by the Health Assembly the previous year in respect of 1976.

The amounts proposed in regard to each appropriation section had been inserted in the
draft resolution, and the complete draft Appropriation Resolution for 1977, which the Board
had decided to recommend for adoption by the Health Assembly, appeared on page 142 of Official

Records No. 231. As would be recalled, the Director -General had found it necessary to revise
the amount of the effective working budget for 1977 from US$ 146 900 000 to US$ 147 184 000,
as shown in the draft resolution on the effective working budget and budget level of 1977.
In accordance with the recommendations of Committee B, a revised draft Appropriation Resolution
for 1977, incorporating that increase, was included in a working paper.

Dr VENEDIKTOV (Union of Soviet Socialist Republics) drew attention to the fact that, as

it appeared in the working paper, the draft resolution had no title and asked what

it should be. He had no objection to the text of the draft Appropriation Resolution, and his
delegation had had the opportunity of commenting on the amounts involved earlier in the

session.

The CHAIRMAN said that the draft resolution should be headed: "Appropriation Resolution
for the financial year 1977 ".

Decision: The draft Appropriation Resolution for the financial year 1977 was approved

unanimously.1

2. REPORTS ON SPECIFIC TECHNICAL MATTERS Agenda, 2.5

Smallpox eradication programme Agenda, 2.5.9

Professor KOSTRZEWSKI (representative of the Executive Board) recalled that the Board had

discussed in depth at its fifty- seventh session the smallpox eradication programme, which has

constituted one of the most important programme matters before it. The Board had agreed that

smallpox eradication should be accorded the highest priority in WHO's activities. The

Organization was very close to the goal of final interruption of transmission, as a result of
the efforts deployed by Member States, the Organization and individual members of the

Secretariat.
The elimination of smallpox, which had been the scourge of mankind, should be acknowledged

as the greatest achievement of WHO. On behalf of the Board, he extended special thanks to

the Governments of India and Bangladesh, which had succeeded in attaining the eradication of

smallpox in 1975; all the field workers involved were included in that expression of gratitude.
He also thanked the Ethiopian Government and the workers concerned for the efforts they had
made, and hoped that the goal would be attained there as soon as possible.

If "target zero" were to be met, WHO would have to maintain intensive vigilance of all
suspected cases, not only country by country, area by area, but also even house by house if

necessary. Final victory had not been achieved, but it was to be hoped that eradication

could be declared in two years' time, when activities would be merged with the expanded

programme on immunization.

Dr HENDERSON (Smallpox Eradication) introduced the report by the Director -General on
smallpox eradication which described the present status of the smallpox eradication programme

and plans for the immediate future.
Notable achievements during the past year had included the certification of eradication

in 15 countries of western and central Africa on 15 April 1976 and the apparent interruption

1 Transmitted to the Health Assembly in the Committee's third report and adopted as

WHA29.53.
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of transmission of smallpox in India in May 1975 and in Bangladesh in October 1975. The
occurrence of the last known case of variola major seven months previously had been especially
significant, since it had been that form of smallpox which had been fatal for 20% to 40% of
its victims. Throughout Asia, more than 120 000 health workers were continuing to search
for cases but it was beginning to appear increasingly unlikely that a hidden focus would be
found.

Ethiopia remained the only smallpox -infected country. An excellent job had been done
there and the tempo of activity was greater than ever before. However, the task was not
finished. The discovery within the past week and since the report had been prepared of a
small focus of 18 infected villages in the northern highland areas showed that there was no
room for complacency or lessening of effort. The number of active cases stood at 40, i.e.
only 40 known persons could infect someone else and so sustain smallpox transmission. However,
due to communication difficulties in the infected area where most of those outbreaks were
located, the efficiency of operations had been compromised. To offset that, additional
helicopter support had been authorized, which, while costly, seemed worthwhile so as to stop
transmission once so much had already been achieved. The voluntary support provided by 27
countries the previous year, amounting to almost $ 10 million, had been of signal importance
in permitting those achievements. Nevertheless, the task had not yet been completed and
additional funds would be required if "target zero" were to be achieved on a worldwide basis.

The risk of importation of smallpox by sea or air, now that it had been confined to
extremely remote Ethiopian villages, had become almost nil. Only one such importation had
occurred during more than two years and that had been from Bangladesh, which was now believed
to be smallpox -free. Furthermore, there was no record of smallpox having been exported from
Ethiopia by sea or air for more than 25 years. It was accordingly proposed by the Director -
General, in accordance with the current International Health Regulations, that smallpox
vaccination certificates should now be requested only of travellers who had been in Ethiopia
within the preceding 14 days.

Following the apparent interruption of smallpox transmission, it would be important for
all countries to have the assurance that the task had been accomplished in view of the impor-
tant bearing that would have on vaccination policies for every country throughout the world.
Accordingly, the Organization had provided for international commissions of respected experts
to be convened two years or more after the last case had occurred in a geographical area so as
to review carefully activities in the previously endemic countries and to decide whether or
not they were fully satisfied that eradication had been achieved; three such commissions had
been convened and others were planned. The cooperation of all countries in participating in
that procedure was obviously of the greatest importance.

He drew attention to the reference in the report to the important question of the registry
of laboratories retaining stocks of variola virus. With the cessation of smallpox transmis-
sion, the only known reservoir of virus which might result in the re- establishment of smallpox
infection was that retained in research laboratories. Governments and laboratories throughout
the world were now being contacted and requested to participate in the preparation of a registry
of all laboratories retaining stocks of variola virus with a view to the drawing up of recom-
mended standards of safety. Replies had been received from 92 out of 181 countries or areas
and 32 laboratories had so far been registered. That number seemed far beyond that necessary
for essential continuing research work. He was sure that all responsible health authorities
appreciated what a catastrophe it would be if smallpox infection were in future to occur as a
result of laboratory infection and it subsequently spread to the community. It would therefore
seem prudent for all governments to examine carefully the rationale for each laboratory to
retain stocks of variola virus, to assure destruction of any virus stocks not required for
essential research, and to ensure that each laboratory retaining stocks of variola virus had
adequate safety precautions to prevent escape of the virus. It would seem that on a worldwide
basis, for retaining the virus, a maximum of 10 to 15 research laboratories would suffice.

It was anticipated that the world's last case of smallpox would be detected and isolated
in 1976, though exactly when was difficult to assess as it was dependent on continuing national
support and commitment to the programme as well as on the ability of the Organization to
provide essential support. Following that, concerted efforts would be required to ensure a
high level of surveillance as well as the proper maintenance of variola virus stocks in
laboratories, and to certify that eradication had been achieved. The continuing moral and
financial support of all Member States was essential as never before.

Dr NATH (India) wished to place on record the immense debt of gratitude felt by his
delegation and his Government, and indeed by the entire people of India, to WHO for helping to
free the world from the great scourge of smallpox. The programme as a whole epitomized what
the Organization could achieve through the dedicated and selfless service of its leadership
and staff.

Dr VIOLAKI- PARASKEVAS (Greece) said that there could be no doubt as to the excellent
progress made internationally in the smallpox eradication programme. While smallpox was now
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endemic in only a very few countries, many countries were faced with the need to develop an
intensive surveillance programme. That gave rise to the extremely important question of
whether the compulsory smallpox vaccination programme should be maintained or whether it would
be premature to suspend it. That issue was being widely debated in her own country, where the
last case of smallpox had been an imported one in 1951. A variety of factors, such as an
evaluation of possible complications following on primary vaccination, had to be taken into
account, and she recalled an instance in 1972 when, following an outbreak of smallpox in
Yugoslavia, mass vaccination had taken place in Greece, as a result of which, out of 480 000
primary vaccinations, 25 cases of post -vaccinal encephalitis had occurred in children over
three years of age, with four deaths. It would be most valuable if WHO could propose uniform
recommendations applicable to all countries with the same epidemiological pattern.

Dr HENDERSON (Smallpox Eradication) stressed the need for taking into account certain
factors other than of a purely technical nature when drawing up vaccination policies for the
future. For instance, it might prove difficult to reintroduce mass vaccination programmes
once they had been suspended for a time. The present situation was essentially a transitional
phase when each country would have to make its own decisions. It would be appropriate to
discuss the matter further once eradication had been achieved. It would be wise to continue
vaccination in those countries where smallpox had recently been endemic.

Dr TANAKA (Japan) commended the Secretariat as well as national health workers on their
remarkable achievements over the past few years in respect of smallpox eradication. While
it was anticipated that the last case of smallpox might occur within a matter of months, he
concurred with the report in emphasizing the importance of maintaining vigilant surveillance
activities for some considerable time after the occurrence of that last case. His delegation
would therefore give its full support to the continuing activities of WHO in that programme.

Dr AL AWADI (Kuwait) expressed appreciation to the Organization for the efforts it had
expended on that vitally important programme of smallpox eradication. The results achieved
showed what could be done on the basis of truly effective cooperation.

He agreed that there was no room for complacency as to the future, and, in particular,
he drew attention to the grave situation which could arise from any laxity in the application
of protective and quarantine measures. He emphasized that any future regulations dealing with
the relaxation or abolition of protective measures against smallpox should encompass every
safety measure especially taking into consideration the rapid means of transport available and
the changes in epidemiology and immunology of a disappearing disease.

He requested information as to the situation in Eritrea, in view of its border with
Ethiopia. He wondered whether WHO was continuing with its activities in that area, since, in
view of the worldwide target of eradication, it was essential not to allow local fighting to
impair efforts towards that end.

Dr HENDERSON (Smallpox Eradication), replying to the first point raised by the delegate of
Kuwait, said that, even if a strain were to escape from a laboratory to a population which had
not been fully vaccinated, the problem might not be as explosive as could be imagined. It

would seem that any such outbreak, even if there were a delay of recognition of 2, 3 or 4
months, would be limited to few cases and could be controlled. It had been with such an
eventuality in view that the Director -General had proposed that there should be a reserve of
vaccines and needles. Vaccines, stored at a temperature of -20 °C, remained potent over a
long period of years.

The second point raised by the delegate of Kuwait in respect of Eritrea was pertinent.
No cases of smallpox had been detected since a year following the initiation of the smallpox
eradication programme there in 1971 and vaccination. levels were high. There had been
no surveillance activities in Eritrea during the previous year, but the province of Tigre
between Eritrea and Ethiopia constituted a sizable buffer zone. The nearest outbreak was
some 300 miles (500 km) distant and infection was unlikely in view of the difficulties of
communications. There had been no cases in Asmara and surveillance activities in the Sudan
had indicated no outbreaks. It was therefore possible to infer that there were no cases of
smallpox in Eritrea.

Dr EHRLICH (United States of America) said his delegation believed that the registration

of laboratories that had cultures of variola virus was not enough and that the national health
authorities of countries that had such laboratories should certify annually that the proposed

standards were being observed. He also suggested that stocks of vaccines and needles should

be maintained in two centres to guard against power failures and other natural disasters. He

stated that six weeks after the last case of smallpox had been reported in Ethiopia, the United

States Government would no longer require smallpox vaccination from any traveller.
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Dr KALISA (Zaire) said that in Zaire the programme of smallpox eradication was becoming
more and more inseparable from the expanded programme of immunization. Since the beginning,

the smallpox vaccination programme had been associated with vaccination against tuberculosis
and later a programme of immunization against tetanus had been instituted for pregnant women.
It was hoped to add a programme of immunization against measles in the near future. He drew

attention also to the fundamental research on monkeypox being carried out in Zaire. He

recalled that the discovery of animal reservoirs of the virus of yellow fever had marked the
end of all hope of eradicating that disease in the Americas and said the absence of animal
reservoirs of smallpox virus was a decisive factor in assuring the success of the smallpox
eradication campaign. It had been shown in the laboratory that serial transmission of the
virus of human smallpox in monkeys was impossible and that monkeys were unable to act as

reservoirs. In 1959 the virus of the related monkeypox was isolated for the first time from
colonies of monkeys in captivity, but no case of infection among persons in contact with the

animals was observed. The first case of monkeypox in man was observed in Zaire in 1970 in an
unvaccinated nine months' old infant living in a region that had been free from smallpox for

two years. So far, 21 cases had been reported in western Africa, 13 of them in Zaire. Most

of these cases occurred in the equatorial forest zone and all of them in regions that had been

free from smallpox for several years. Nearly all the victims were children who had not been

vaccinated. In some children the symptoms were typical of smallpox, in others they resembled

chickenpox. In none of the cases was it possible to discover the source of the infection.

Cases of person -to- person transmission were exceptional and it would appear that the virulence
of the virus was attenuated or lost after the first or second passage in man. All attempts to

isolate the virus from monkeys killed near the homes of the victims had been unsuccessful.
It was therefore possible that the natural reservoir of the virus was another species of

animal and that monkeys could be infected only occasionally. Probably monkeypox had always
existed in Zaire alongside smallpox but had been masked by the prevalence of the latter. The

discovery of monkeypox was a tribute to the efficacy of the system of surveillance in Zaire.
Further epidemiological and ecological research in cooperation with WHO collaborating centres
was necessary to clarify several points about the disease that still remained obscure.
However, on the basis of present knowledge one could conclude that even if monkeypox caused
isolated cases of disease in man there was no danger of an epidemic and no risk of compromising

the success of the smallpox eradication campaign. This conclusion also appeared in the report

of the informal group of experts that had met to discuss monkeypox and related viruses in
Geneva in February 1976.

Dr HENDERSON (Smallpox Eradication) said he believed the best evidence that there was no

animal reservoir of smallpox, was that no "spontaneous" outbreaks had occurred in smallpox -

free areas, other than those due to imported cases. If there were an animal reservoir, it

would be expected that cases would have occurred in such countries as India, Nigeria, and

Pakistan. The detection of cases of monkeypox in Zaire was a real tribute to the efficiency
of the surveillance mechanism, especially as many of the cases had been found in extremely

remote areas. In West Africa a number of surveys had been carried out in the areas where
cases of monkeypox had occurred, but there had been no evidence that additional cases had been

missed. As the work continued it became increasingly unlikely that there were any reservoirs

of smallpox. Nevertheless, the expert group that had met in February 1976 had felt it most
important that surveillance should be continued in the previously endemic areas. In addition,

laboratory studies of a highly technical nature were being undertaken to learn more about the
presence of poxviruses in birds, mammals, etc. although it was unlikely that these constituted

any real risk.

Dr GOMAA (Egypt) said that in spite of the very satisfactory results of the smallpox
eradication programme, it was essential to study all the possibilities before deciding to relax
the preventive measures, especially as modern communications could lead to a very rapid spread

of any outbreak.

Dr FAKHAR (Iran) said the question of primary vaccination had already been raised by the

delegates of Greece and Kuwait. He, too, believed that, although the last focus of smallpox

in the world was likely to have been eliminated in a few months' time, it was necessary to
continue vaccination and surveillance in those countries with poorly developed health networks,

especially in rural areas.

Dr FLEURY (Switzerland) also emphasized that although the brilliant results of the smallpox
eradication programme were to be welcomed, efforts could not yet be relaxed. Switzerland

would again make its contribution to the programme in the form of freeze -dried vaccine.

Professor REID (United Kingdom of Great Britain and Northern Ireland) said that in view
of the unfortunate United Kingdom experience three years previously, he wished to stress the
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importance of the proposed action regarding laboratories. It was necessary to consider at the
highest expert level whether the maintenance of variola virus cultures by such laboratories was
really essential in the medium or long term. If it was, the number of laboratories handling
the virus should be reduced to an absolute minimum and highly specific, carefully devised
precautions should be introduced. This was not a matter where national or professional
prestige was of any relevance, but it was a global issue on which Member States should accept

the guidance of WHO. The international certificate of vaccination against smallpox should
clearly be restricted to travellers who had been visiting a smallpox infected country within
the preceding 14 days. It was rumoured that the International Olympic Committee was re-
quiring that all athletes going to Canada later in 1976 should be vaccinated. If that were
really the case he suggested to the Director -General that some urgent health education was
needed. He announced that his delegation would be joining with others in co- sponsoring a
draft resolution dealing comprehensively with the matters raised in the report.'

Dr HENDERSON (Smallpox Eradication) confirmed that the medical committee responsible for
advising the International Olympic Committee had indeed recommended that vaccination certifi-
cates should be required from all athletes. He had been assured by the Canadian delegate,
however, that Canada would not in fact require such certificates except from athletes coming
from countries that had been infected with smallpox within the preceding 14 days. Neverthe-
less, the opportunity to provide a little health education would not be missed.

Dr RODRIGUEZ TORRES (Spain) said that at the Twenty -sixth World Health Assembly in 1973
his delegation had had occasion to explain his Government's policy at that time with regard to
smallpox vaccination.2 Having heard the account given by Dr Henderson of the results of the
eradication programme, he believed that it was necessary for his country's National Health
Council to meet with a view to modifying the policy in the future.

Dr JOSHI (Nepal) said that while the Director -General and his staff and the countries that
had participated in the smallpox eradication programme were to be heartily congratulated on its
success, he would also like to pay a tribute to Dr Edward Jenner who had invented smallpox
vaccine and thus provided the weapon that had made eradication possible.

Dr RAKOTOMANGA (Madagascar) expressed some doubts about suggestion that international
vaccination certificates in future be required only from travellers coming from infected
countries. He thought it would be preferable to wait two or three years before taking such
a decision. This would also have the effect of encouraging countries not to relax the
measures that they had taken so far.

Dr KLIVAROVA (Czechoslovakia) said that her delegation was pleased to note the close
attention given by the Director -General to smallpox eradication, in accordance with resolution
WHA28.52. The fact that the disease now occurred only in one part of the world was a matter
for great satisfaction. It was one of WHO's greatest successes in the field of communicable
diseases control in general. The extent of that success became more apparent if one con-
sidered that 18 years ago, when the delegation of the Soviet Union had proposed to the World
Health Assembly a plan for the global eradication of smallpox, the disease had existed in 59
countries in Asia, Africa and Latin America and had been endemic in 49 of them. Amongst the
factors that had led to that success, she would stress the importance of the combined efforts
and intensive cooperation of the Member States of WHO and international governmental and non-
governmental organizations, an up -to -date scientific approach to the solution of the problem,
accurate evaluation, systematic programming and improvement of epidemiological surveillance
activities.

Czechoslovakia had constantly supported such a scientific approach and had contributed to
the implementation of the programme by providing supplies for vaccination campaigns and experts
for eradication programmes such as those in India and Bangladesh. During the past years 77 of
the short -term and long -term consultants in this field had been provided by Czechoslovakia.

Her delegation congratulated WHO on the successes achieved; the prospects of reaching the
target of global eradication of smallpox by 1978 were very real. Nevertheless, she would
stress the need to maintain an effective surveillance system and to give more attention to such
problems as variola- related viruses, and animal reservoirs (particularly monkeys and other
primates) as potential sources of infection. It was essential to ensure adequate financing of
the final stage of the programme.

1 For text, see p. 391.

2 See WHO Official Records, No. 210, 1973, p. 286.
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Dr BORGOÑO (Chile) stressed that smallpox control had been possible on account of the
joint efforts made both by the countries affected and by those countries which had cooperated
by providing vaccine, technical assistance, or financial aid. Such cooperation should be
encouraged with regard to future priority eradication programmes.

Referring to the vaccination of international travellers, he felt that a resolution should
be passed recommending countries to require certificates from anybody who had been in an
infected area up to 14 days previously. As far as international vaccination policies were
concerned, countries should be left to make their own decisions in the light of the information
provided.

As far as epidemiological surveillance was concerned, good communications and a high degree
of international collaboration were essential to enable countries to take the relevant measures.

In conclusion he wondered whether it would be beneficial to utilize the infrastructure
from the smallpox programme for the expanded immunization programmes, as the experience
acquired would be of value.

Dr GEZAIRY (Saudi Arabia) said that in spite of the positive results achieved, his
delegation was concerned with the possibility of eradicating smallpox in the last country
infected, particularly in view of the reports about the intention of the Government of the
country in question to increase its intervention in Eritrea particularly through the mobilizing
of volunteers from rural areas. Such a move might well delay and hamper control of the
disease, as many of the civilians might take refuge in neighbouring countries. Saudi Arabia,
with over 1 000 000 pilgrims each year, would find it difficult to ensure that all pilgrims
from that area were not infected, hence it would be impossible to ensure that they would not
transmit the disease to other countries of the world. In such circumstances, it would be very
difficult to accept the proposal to discontinue the requirement for an international certificate
of vaccination against smallpox. He suggested that WHO should issue a circular for guidance.
He supported the United Kingdom view that stocks of variola virus should be maintained in only
a very limited number of laboratories.

Dr HENDERSON (Smallpox Eradication) replying to the question raised by the delegate
of Chile as to the possibility of utilizing the infrastructure developed for the smallpox
eradication programme for the expanded immunization programme said that because each country
had developed a different smallpox eradication programme which best fitted in with its own
health structure, the question was not easily answered. An encouraging aspect was that the
smallpox programme had involved health units and health services very intensively and at all
levels in every country. Some countries had proved that it was possible to organize an
immunization programme quite well and without great expense by obtaining the full cooperation
of the local people in terms of acceptance of vaccination and reporting the disease.

Referring to the current concern about camelpox, a report of which had appeared in a
reputable medical journal indicating that camelpox looked much like variola minor, he
emphasized that that report had unfortunately been premature and that it had since been
demonstrated by three different laboratories that many of the characteristics of camelpox and
smallpox were different and that as far as it could be determined, human infection of camelpox
did not occur.

Dr ONYANGO (Kenya) said that his delegation supported the proposals put forward by the
Director -General and the Executive Board, particularly in connexion with the budgetary require-
ments of the additional studies needed to ensure the elimination of all reservoirs of infection
and the measures necessary to prevent possible accidental infection from laboratories carrying
stocks of variola virus. It was to be hoped that the international certificate of vaccination
against smallpox would shortly no longer be required.

Dr VENEDIKTOV (Union of Soviet Socialist Republics) said that congratulations were, of
course, due to all those who had contributed to the smallpox eradication programme, which was
now nearing a successful completion. The important thing for the future, however, was to
study the reasons for the success of the programme, to determine what lessons could be learned
for immunization campaigns against other diseases, and for other WHO programmes. The

programme for the final stages of smallpox eradication was clearly defined in resolution

WHA28.52, which stressed the need to maintain constant vigilance and to avoid complacency.
He fully agreed that there was a need for increased caution regarding laboratory work with

variola viruses and for continued research on any possible natural reservoirs for smallpox or
related viruses. Although there might as yet be no evidence of the existence of animal
reservoirs, the case of influenza should not be forgotten. With regard to international
certificates of vaccination against smallpox, he said that the fact that certain countries no
longer required them was a welcome indication of their confidence in the situation. However,
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before the Assembly took any official decision to abolish the requirement for those certifi-

cates the subject should be referred to the Committee on International Surveillance of
Communicable Diseases so that this important question could be considered in accordance with

established procedure.
The certification of smallpox eradication was a complicated question, touching as it did

upon the sovereign rights of Member States; any government had the right to refuse to accept

any experts, observers or international commissions. In fact, there was complete confidence

between WHO and governments, and no problems had actually arisen; indeed, the procedure

seemed completely reasonable and acceptable. Care was required, however, if it were to be

given some legal form; international inspection should never be allowed to infringe any

government's sovereignty.

Dr CORNEJO- UBILLUS (Peru) observed that the world had reached a critical point in terms of
smallpox eradication because a change in the modus operandi was necessary, and that a good deal
of caution would have to be used by WHO to avoid over - confidence with respect to the measures

to be taken in the future. First, due consideration should be given to the prediction that

the current year would be the last in which a case of smallpox would appear. Secondly, as

vaccination on a world scale was extremely difficult to achieve, he wondered whether research
had succeeded in eliminating the possibility of there being clinical forms of smallpox, which,
by analogy, might be considered similar to the attenuated forms of other diseases. The

question might seem strange but it was essential to cover even the slightest risk of

resurgence. Lastly, if widescale vaccination were discontinued, there would be ecological
and immunological repercussions involving two basic risks: the first, relating to labora-

tories, was everpresent but controllable; the second was the biological possibility that

smallpox had non -human reservoirs. Epidemiological surveillance was therefore essential.

When the time came, therefore, for recommendations and resolutions, the financial aspect
should properly be taken into account, in view of the possibility that some institutions or
countries might consider, somewhat exaggeratedly, that smallpox was practically at an end. He

consequently strongly recommended that despite virtual eradication, adequate finances should be
made available to cover the cost of research into the possibility of non -human reservoirs of

the disease. It might also be advisable, once the last case had been identified at world
level, to maintain a number of laboratories for an indeterminate period, bearing in mind that

immunity could be lost over the years.
Referring to international certificates of vaccination against smallpox, it was perhaps

overoptimistic to consider discontinuing them in certain areas or countries. It would be

more advisable at the present stage to refer the matter to an expert committee on smallpox or
the Committee on International Surveillance of Communicable Diseases for a final recommendation.
In the meantime the certificate should be kept in its present form.

Finally, countries would be well advised to accept WHO recommendations on vaccination
but these recommendations should provide alternatives to enable countries to act in accordance

with their own findings and the world outlook.

Dr HENDERSON (Smallpox Eradication), replying to points raised, explained that the
Director- General had proposed that countries should request certificates for vaccination only
from those travellers coming from an infected area within the preceding 14 days, a
proposal totally consistent with present International Health Regulations. Evidence showed

that the majority of imported cases occurring as a result of international travel, had for the
most part, over the last 10 to 15 years, been from Bangladesh, India and Pakistan, reflecting

travel patterns. The most impressive degree of surveillance and search imaginable was

underway in those countries, Although Ethiopia also had smallpox, a review of the records
over the past 25 years showed that no case appeared to have been exported either by sea or air

by an international traveller during those 25 years, and although the risk of importation from
Ethiopia was very small, it would seem prudent to require every traveller coming from that

country within the preceding 14 days to carry a valid certificate of vaccination.
WHO had endeavoured since the beginning of the programme to forecast current and future

progress. An attempt had been made in the report to reflect the fact that a great deal of

work still remained to be done. The procedure of international commissions had to be followed
throughout all endemic areas to be sure that two years had elapsed since the last known case
had occurred, during which period there would have been sufficiently sensitive surveillance

to detect any cases that were present. That was the definition that had always been followed, and

experience had shown that the longest period in which smallpox had been present in a country
without detection was 8 months, which had occurred on only one occasion. The procedure of
international commissions had always been that a group of experts from various countries

convened at a suitable centre for a few days to review documents, to consider progress and
programmes, and then to visit the field to see how the situation compared with the data

presented. The experts would then return to base to reconsider all the information and
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determine whether or not they were fully satisfied that there had been no occurrence of
smallpox in the country concerned over a given number of years. Such action could indeed
infringe the sovereign rights of governments, but in fact commissions had met only with a

total willingness to cooperate. Such cooperation would hopefully continue until all countries
were confident that a reasonable job had been done and that a group of experts were satisfied
on behalf of the international community that there was no smallpox in the area.

The DIRECTOR - GENERAL pointed out that when referring to sacrifices of national sovereignty

delegates should realize that their respective governments had signed a Constitution that
provided that such sacrifices of national sovereignty might be made for the international
benefit of the total membership. Such provision was made under Articles 19, 20, 21 and 22.
Members would be well -advised to study the constitutional provisions because sacrifices might
become necessary one way or another in order to finalize the issue concerning the status of
smallpox eradication on a global scale.

The meeting rose at 11.25 a.m.



FIFTEENTH MEETING

Monday, 17 May 1976, at 2.30 p.m.

Chairman: Dr P. TUCHINDA (Thailand)

1. THIRD REPORT OF THE COMMITTEE

Professor SADELER (Benin), Rapporteur, read out the draft third report of the Committee.

Decision: The report was adopted (see page 642).

2. REPORTS ON SPECIFIC TECHNICAL MATTERS Agenda, 2.5

Smallpox eradication programme (continued) Agenda, 2.5.9

Dr OSMAN (Sudan) said that the eradication of smallpox was one of the most brilliant
achievements of WHO. In Sudan eradication had practically been achieved by 1972. However,
he endorsed the views expressed by the delegates of Egypt and Peru on the need for serious
studies and for strict precautionary measures to ensure that there was no resurgence of the
disease. BCG vaccination in combination with smallpox vaccination was being carried out in
Sudan, and it was hoped that WHO, in cooperation with national health authorities would
mobilize the needed efforts to eradicate tuberculosis also. He expressed his country's
interest in WHO's future policy on immunization and vaccination programmes in countries that
had recently achieved smallpox eradication. His own country's national health plan, developed
jointly with WHO and planned until 1982, gave highest priority to the development of primary
health care in all rural areas, which would also carry out vaccination against a group of
diseases.

He referred to the serious health problems affecting the large numbers of Eritrean
refugees from Ethiopia, and the great efforts being made by the Sudanese health authorities
and international agencies to cover their curative and preventive health needs.

stated that smallpox had been eradicated Guinea but,
with WHO advice, strict surveillance continued. The quality of the vaccine produced in
Guinea had been recognized by WHO, and production was continuing, though at a reduced level.

Professor HALTER (Belgium) said that his country had been sceptical about the vaccination
programme but now recognized that WHO had pursued the right course. He congratulated the
Secretariat on its achievement. As the last case of smallpox had almost been reached, he
suggested that a world conference should be held on the eradication of smallpox, which would
bring together the experience gained and provide guidelines for the future.

He was concerned at the conservation of highly dangerous viruses in certain
specialized laboratories, and suggested that all such stocks should be destroyed. He
questioned the necessity of keeping them, despite the risk of populations being deprived of
their immunity after cessation of vaccination. The danger of such viruses being used in
biological warfare should not be excluded. He would welcome a further statement from the
Secretariat.

Dr SETIADI (Indonesia) stated that his country had, together with WHO, been fighting
smallpox since 1968. The disease had been eradicated in 1972, and in 1974 his country had
been officially declared free from smallpox by an international commission. His delegation
expressed its continued support for WHO in its fight against smallpox.

Dr HASSOUN (Iraq) said that his country had had its last case of smallpox in 1972 but that
compulsory vaccination would be continued throughout the country until WHO advised that
vaccination could cease. The technical and scientific papers on smallpox which had been
disseminated through the regional offices had been most important in the campaign against the
disease, and he hoped that this service would continue. He paid a special tribute to WHO
and to Dr Henderson.

Dr JOYCE (Ireland) stated that his delegation had changed its opinion since the previous
session in the face of the magnificent achievement of WHO. He felt that the question raised
by Professor Halter, concerning the destruction of virus cultures, was most important.

Professor SENAULT (France) thanked the Secretariat for its work, especially in the field,

where conditions were difficult. He expressed his agreement with the report submitted by the

Director -General, especially the concluding paragraph of the section on vaccination policies, which
-374-
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stated that ". . . it is apparent that any broadly applicable proposals in regard to
recommended vaccination policies for most countries would, at this time, be premature ". In

France the advantages and disadvantages of discontinuing compulsory vaccination were being
debated. The other question raised by Professor Halter was smatter of international ethics, and
it was to be hoped that the situation he envisaged would never arise. The French delegation
was conscious of the danger, once smallpox had been eradicated, that medical and public health
schools would cease teaching the subject and health workers would, therefore, be unable to
diagnose the disease in the future. Perhaps the Director -General should be asked to warn
health authorities that no hasty decision should be taken in that respect.

Dr TARIMO (United Republic of Tanzania) stated that his delegation was most satisfied with
the progress that had been made in the smallpox eradication programme and felt that it was a
good example of what could be achieved by collaborative effort. He paid a special tribute to
the father of smallpox vaccination, Edward Jenner, and hoped that scientists at present
working on new vaccines or immunization programmes would draw inspiration from him, since in
those programmes lay the answer to many health problems, especially in the developing world.
He noted the work of the international commissions on smallpox and, while not feeling competent
to comment on the usefulness and relevance of the commissions, wondered whether their work was
essential in view of the current financial constraints suffered by WHO and Member States. Of

course, countries needed assurance that smallpox had actually been eradicated, but there was
such confidence in the judgement of WHO that he questioned necessity of having that judgement
confirmed by a commission.

Dr KITAW (Ethiopia) noted that, as stated in Weekly Epidemiological Record, No. 19,

Ethiopia was the only country which was still reporting smallpox cases. The villages still

infected were mainly in the centre of the country in a very remote and rugged part of the

northern plateau. Before the smallpox eradication programme started, Ethiopia had been reporting

about 2000 cases a year, and with the launching of the programme the figure had been multiplied

almost tenfold. He hoped that the last case of smallpox would be reported in 1976, and that

the total for the year would be far less than 2000.
Smallpox had always been associated with high mortality and disability in Ethiopia, but

in recent years fatalities had been quite low. The eradication programme had had to overcome

resistance to vaccination due to religious or cultural factors and belief in variolation.

The size of the country, the difficulties of the terrain and communications problems, with

widely scattered inaccessible village communities, made the implementation of health services

in general extremely difficult; this only served to emphasize the importance of the present

achievement. The health status of Ethiopia's population was one of the lowest in the world

in those areas where the effects of the recent famine were still felt. He hoped that the

eradication of smallpox would open a new era for health service activities in Ethiopia.

Dr AMINUDDIN (Pakistan) expressed his gratitude to WHO on the marvellous achievement of

reaching the threshold of global eradication of a disease dreaded throughout the world for

centuries. This had proved that near miracles could be attained with determination, and with

willing and active cooperation in pursuit of a common, acknowledged goal; it also strengthened

faith in the Constitution of WHO.
Thanks to WHO, Pakistan had been the first among the countries of the south -east Asia

region, where smallpox had still been endemic in the recent past, to achieve target zero, the

last known case being recorded in October 1974.
However in view of rapid technological achievements in communications on the one hand and,

on the other, experience of the tricky nature and behaviour of other epidemics in the past -

of which cholera might be a pertinent example - it was perhaps unnecessary to stress that

continuous and relentless surveillance, with the cooperation of Member countries and the

guidance and active support of WHO, should not be relaxed.

Dr COCKBURN (Director, Division of Communicable Diseases), answering the various questions

raised by delegates, felt that the Director -General might be interested in a world conference

with a view to consolidating knowledge and discussing strategies. On the question of whether

or not to retain major and minor strains of smallpox virus, he said that it was important that

laboratories should have access to the virus in case a similar virus or a mutant from animal

strains arose. On the point raised by the delegate of France, he said that smallpox had been

such an important disease that it was unlikely to be forgotten in medical schools for some

time to come. The international commissions had been set up because it was believed necessary

to have an independent method of assessing the situation. Those commissions were expensive,

but he thought that the expense was justified, given the importance of ensuring eradication of

smallpox.

The CHAIRMAN noted that a draft resolution proposed by the delegation of the United States

of America and others would be distributed in time to be discussed the following day.

(For continuation, see summary record of the sixteenth meeting, section 1.)
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Expanded programme on immunization (annual progress report) Agenda, 2.5.8

The CHAIRMAN drew attention to the Director- General's progress report, and to the draft
resolution proposed by the delegations of Canada, Norway, the Philippines, Sweden and
Switzerland, which read:

The Twenty -ninth World Health Assembly,
Having considered the Director -General's progress report on the expanded programme

on immunization,

1. NOTES with satisfaction the progress made in the planning of the programme and in

its initial activities;

2. EMPHASIZES again the high priority to be given to the programme with a view to

ensuring its rapid expansion;

3. RECORDS its appreciation of the important role that UNICEF is playing, jointly with

WHO, in supporting national immunization programmes;

4. THANKS the governments and the agencies that have already contributed to the

programme;

5. URGES all governments and agencies that are in a position to do so to contribute
funds, or their equivalent in'equipment and supplies, to the Voluntary Fund for Health
Promotion (Special Account for the Expanded Programme on Immunization), or to make
sufficiently long -term contributions on a bilateral basis;

6. COMMENDS the Director -General's intention of merging the smallpox eradication

programme and the immunization programme during the next two years; and

7. REQUESTS the Director -General to keep the World Health Assembly regularly informed

of the progress made.

Professor KOSTRZEWSKI (representative of the Executive Board) said that the expanded
programme on immunization had been considered by the Board at its fifty- seventh session as a

new and important development in WHO work. There was an urgent need for coordination between
WHO, Member States and other organizations, and for assurance of long -term support and

commitment by all parties concerned. The Executive Board had considered that it was time to
move from the preparatory to the implementation stage. The success of the programme on
immunization depended on its integration with programmes of maternal and child health and
primary health care services and, in particular, on the will of Member States to carry out the

long -term effort required. The Board had stressed the importance of getting the programme

under way as quickly as possible.

Dr COCKBURN (Director, Division of Communicable Diseases) introduced the progress report
by the Director -General which noted the severity of the six diseases, discussed strategies
and tactics for the programme, and commented on its implementation, the numerous constraints,

and its present state. He stressed the great interest which UNICEF had shown as a partner

of WHO and Member countries. Denmark, the Netherlands and Sweden had donated money;

Yugoslavia, Nigeria, Egypt and Botswana had given vaccines. He made particular
mention of the applied research being carried out in Ghana, where an operational
study was being made on the delivery of immunization in a rural and an urban district: it

covered the questions of cold chains, vaccine distribution, simplification of transport, and
the minimum number of doses necessary to provide satisfactory immunity. There was also

a research project in Kenya, in association with the Government of Kenya, WHO and the Royal
Tropical Institute, Amsterdam, which was producing remarkable information on the behaviour
of measles in Africa which (together with other research in that area and elsewhere in Africa)

suggested that the immunological responses of African peoples should be further studied, since

they seemed to differ considerably from those of people living in temperate climates.
Other major work was being carried out on the stability of the measles vaccine.

Producers of vaccines had been approached, and there was a specific project at the London

School of Hygiene on making that vaccine more stable. Arrangements had been made with

laboratories in 16 countries to test vaccines. The intention was to concentrate on national

rather than on regional seminars. Research on cold chains had been started in Sweden and a

consultant was currently studying methods of simplified refrigeration. A development of

cooperation in programme planning between Member States, WHO, UNICEF and some of the bilateral

agencies was being considered.

Dr BORGONO (Chile) said that his country had had long and wide experience with nationwide,
integrated vaccination programmes. Smallpox eradication had been achieved 23 years ago.
With regard to diphtheria, pertussis, tetanus and measles, morbidity had been reduced by more
than 80% and mortality by some 90 %. Poliomyelitis had disappeared, and 85% of the newborn
and schoolchildren received BCG vaccination. Chile had collaborated with PARO and WHO in
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field studies on the introduction of new vaccination techniques and studies on the efficacy

of new antigens.

The expanded programme on immunization should be given high priority amongst WHO's
activities, not only because it was aimed at controlling health problems that were important
in developing countries, but also because the cost /effectiveness of immunization programmes
was high: they resulted not only in a reduction in mortality and morbidity, but also allowed
doctors, nurses and other personnel to devote more time to other health problems. Moreover,
they were in line with the resolution that had been adopted concerning a new orientation in
the distribution of budgetary resources.

He was concerned that the lack of an adequate infrastructure in many countries might
give rise to problems in implementing immunization programmes; in particular, in rural areas
there would be difficulties in keeping biological substances in good condition. All efforts
made by countries, with the help of the Organization, to improve that situation were of the
greatest importance; in that connexion, the operational studies being carried out in Ghana
and Kenya were to be particularly welcomed.

The studies to improve the stability of measles and poliomyelitis vaccines were vitally
important, and WHO should continue its crucial role of stimulating and furthering such
studies. An operational manual for immunization programmes should be produced and norms
for the standardization of vaccines established, as had been done for the smallpox eradication
programme.

The periodical evaluation of programmes was most important;
the coverage achieved, but also the epidemiological effects, and
administrative and technical aspects, such as the potency of the
of the information collected.

Consideration should be given to establishing a coordinated
of vaccines with the cooperation of the producing laboratories,
biological substances, and UNICEF.

Chile was prepared to provide all technical collaboration that WHO might deem appropriate,
and supported the draft resolution.

Dr SUMPAICO (Philippines) said that in his country the activities of the expanded
immunization programme were carried out in collaboration with WHO. He expressed appreciation
of the assistance provided by WHO, both at headquarters and through the Regional Office for
the Western Pacific, in the form of consultant services, planning, coordination and evaluation;
and he thanked UNICEF for providing equipment and supplies; the Netherlands Government for
technical expertise; and France for awarding three short -term fellowships at the Pasteur
Institute. Seminars at regional and national level had helped to ensure that well- informed
and trained manpower was available to implement the programme. The targets for diphtheria,
pertussis, tetanus, and BCG immunization had been established with the intention of increasing
coverage by 15% each year, dependent on the ability of the Philippines to produce the required
vaccines and the organizational infrastructure. It was hoped that full immunization would be
in force within five years.

Dr GERRITSEN (Netherlands) said that his Government had provided financial support and
technical assistance for the production and control of vaccines. Itwas to be hoped that
resources would become available from the smallpox eradication programme and that the expanded
programme on immunization would have a good start; the experience gained and the operational
structures formed would be of great value, and the difficulties experienced during the
smallpox eradication programme could be avoided in the expanded programme. The management of
a world programme depended on the activities of public health services within countries, and
there therefore should be coordination between them and at the different international levels.
An effort should be made to procure extrabudgetary funds, as long as the regular budget could
not meet the needs of the expanded programme.

His delegation gave its full support to the draft resolution.

Dr SUDSUKH (Thailand) said that the report before the Committee contained valuable
information in relation to programmes of immunization. The variety of diseases against which
immunization was to be employed had to be justified in the light of the epidemiological
background and local circumstances. For example, in countries like his own, immunization
against measles was unnecessary because of the low mortality from the disease. Effective
immunization services required planning at all levels and a comprehensive and integrated
approach, the immunization services being integrated into the basic health services. In

Thailand the programme formed an integral part of the provincial health care project, which
was one of 19 projects in the fourth five -year national health development plan covering the
years 1977 -1981.

The report listed a number of strategies: the mobile team strategy, the static health unit
strategy, and the mixed strategy; in his country stress had been placed on a mixed strategy,
in which normally static health workers periodically became mobile. Such a strategy seemed
the most suitable for his country because of its cheapness, convenience, and general acceptance.

it should include not only
should cover certain
vaccine used and the quality

programme for the provision
the countries donating



378 TWENTY -NINTH WORLD HEALTH ASSEMBLY, PART II

The mobile team did not concern itself only with immunization: it provided comprehensive

health care. The strategy was devised in cooperation with WHO, and when it was

evaluated the result was found to be satisfactory in terms of cost and increased coverage.
For the success of the expanded programme on immunization, it was essential that there

should be a full exchange of information and experience, either in the form of publications or

in the form of meetings. WHO should also take part in a full evaluation of the coverage
achieved and the effectiveness of the immunization programme.

His delegation approved of the report and would vote in favour of the draft resolution.

Dr ONYANGO (Kenya) said that his country was undertaking some of the studies mentioned in
the progress report before the Committee as WHO priorities for the improvement of general
immunization practice and techniques, and had the benefit of WHO collaboration in doing so.
It was endeavouring to find out the rate of decline of maternally acquired antibodies and the
optimum time to give immunization against measles.

One of the problems in Kenya was the low coverage of the childhood population. Another
was the presence of fever in children brought to be vaccinated. At present children were
being vaccinated even if they had fever, since as yet there did not seem to be any reason why
they should not be vaccinated; but he would be glad to have information on the desirability of

the practice. His delegation also wished for further technical cooperation with WHO in the
planning and implementation of the immunization programme in his country.

Dr DOLGOR (Mongolia) considered that the choice of the six diseases mentioned in the report
was excellent, as all the diseases could be prevented by determined effort. As the smallpox
eradication programme had shown, much could be done to eliminate those diseases, and vaccination
was the basic weapon. In Mongolia there had been no smallpox since the 1940s. In the years
1958 -1966 there had been 1402 cases of diphtheria and 47 465 cases of pertussis, but in 1975 no
case of diphtheria had been reported, and the number of cases of pertussis had been reduced

a hundredfold. Childhood tuberculosis had been reduced six -and -a- half -fold. Measles in 1973
had been reduced ninefold by comparison with 1972, and in 1975 no cases had been reported.
The situation was similar with regard to the other diseases mentioned in the report. Those
achievements were due to a well- organized programme of immunization, which had been carried out

in close cooperation with WHO. The task ahead involved the strengthening of the results
achieved, study of the immunity status of the population and maintenance of the required
immunity level. So long as there were carriers of bacteria and viruses and the danger of
diseases being imported, the absence of cases during one or two years should give no cause for

complacency. Mongolia was therefore carrying out a continuing programme of epidemiological
surveillance.

He supported the proposed future programme of WHO, particularly with regard to the
monitoring of vaccine potency, the training of specialists, and the provision of vaccines.

He expressed thanks to the USSR, Yugoslavia, the Netherlands and other countries that had
provided considerable assistance for the eradication of smallpox and control of other
infectious diseases and had shown their readiness to support WHO's expanded programme on
immunization.

Dr THOMPSON (Nigeria) said that the success of the smallpox eradication programme in
Nigeria had been due to the availability of the resources needed, and success in the expanded
programme on immunization would depend on the same availability. In the conduct of an
expanded programme, WHO had helped in the formulation of a strategy for a pilot project in one
of the Nigerian States. Static health care units were being involved, and a mobile team
approach was being considered. The problem however was the difficulty of reaching the target
population: for example, only about 20% of pregnant women attended for prenatal care, and
only a proportion of them returned to have their children immunized. A mobile team approach
might perhaps succeed in extending immunization to remote areas. In the pilot project
a health education unit was trying to encourage the target population to take advantage of the
project. There remained the problem of malnourished children; it was still not clear that
such children would benefit sufficiently from vaccination. For the expanded programme to
succeed, the same military precision might perhaps be needed as had been employed for the
smallpox eradication campaign.

Dr LEAVITT (United States of America) said that the expanded programme on immunization
was a timely initiative. It followed the smallpox eradication programme and should be able
to take advantage of the demonstration of the effectiveness of immunization as a method of
preventing disease. But the expanded programme was not a time- limited programme, and the
same dramatic success as had been achieved in smallpox eradication should not be expected.
The programme must continue, for if it was interrupted the diseases would recur and the
programme would be discredited. For that reason his delegation was pleased to see from
the report that it had been stressed in all discussions with national health authorities
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that their plans must include measures for the acceptance of full financial responsibility by
the countries themselves as quickly as possible.

The success of the smallpox programme had depended very largely on epidemiological
surveillance rather than on vaccination alone. The report paid very little attention to
epidemiological surveillance, and it was to be hoped that it would receive appropriate
attention during the implementation of the programme.

Finally, it was doubtful whether the best method of evaluating the programme was an
annual meeting in Geneva of programme directors, donor agencies, UNICEF, UNDP and others.
Coordination could probably be carried out without such meetings.

Miss PINTO DE CARVALHO (Mozambique) said that the report provided useful information on
immunization and her delegation would support any resolution providing assistance to countries
in the conduct of immunization programmes. In her country before independence vaccination
had been carried out only sporadically, in an unplanned manner. After independence an
epidemiological study had been carried out and it had been decided to give priority to preventive

medicine, with the aim of planning immunization programmes as an integral part of national
reconstruction efforts. An immunization schedule had been established, and children and
pregnant women were being vaccinated. A nationwide mass vaccination campaign would start at
the beginning of June, with the support of WHO, UNICEF and UNDP. The success of the programme
would depend on the collaboration of international organizations and individual countries and
on the integration of the programmes into the basic health services.

Dr BONDZI -SIMPSON (Ghana) said that over 60% of hospital admissions and over 60% of
childhood morbidity in his country were due to communicable diseases, many of which could be
prevented by immunization. It had been decided that immunization should be extended to cover
children in the rural areas, but such an extension created a number of difficulties in relation
to transportation, the use of effective vaccines, and the development of immunization schedules.

With WHO help, a study was being made of ways of using fixed centres and mobile field teams,
the ultimate aim being to provide immunization for the whole country, taking into account the

limited resources available. Operational and serological studies would be conducted in the
densely populated south and sparsely populated north of the country, using different schedules

for the vaccines. A review of the studies would be carried out at the end of the first year

to determine how to improve the coverage by the fixed centres and the mobile field teams and
to assess the immunological response. After two years an evaluation would be carried out
with the help of WHO and SIDA. It was hoped that the programme would start towards the end
of the rainy season.

Dr FLEURY (Switzerland) said that the Director -General's brief report contained the first
results of long -term preventive effort aiming at giving developing countries a basic health
structure that could deal with the enormous health problems facing them. The programme would
be faced with many difficulties, not least among them being the conservation of the vaccines.
For that purpose, more research would be needed. In his and in other countries, private
associations played a large part in health work; in his view an attempt should be made to
make them fully aware of the importance of immunization and of the need to coordinate their
efforts with those of countries and the international organizations. Now that the smallpox
eradication programme was coming to a close, the expanded programme on immunization should
take its place. The Director -General's report was very timely, and the preventive approach
recommended in it was the best.

Dr del CID PERALTA (Guatemala) said that the expanded programme of immunization would go
far towards achieving the same control of the six diseases mentioned in the report as had been
achieved by the smallpox eradication programme. One of the essential requirements for its
effectiveness would be the strengthening of the health structure in countries, especially in
the rural areas. Another requirement was sufficient supplies of stable vaccines.
Programmes of immunization were easy to begin but difficult to maintain, and WHO could help
by making cheaper vaccines available and providing systems of credit, and by enrolling
institutions that could help the developing countries.

Dr JAROCKIJ (Union of Soviet Socialist Republics) said that the decision to expand the
immunization programme had in fact already been taken. Experience with smallpox had shown that
a clearly elaborated methodology, a scientific approach and the active support of health services
yielded excellent results. However, several aspects regarding implementation of the programme
required further clarification.

The formulation of any programme called for a clear definition of aim, place, the time and
material resources required, strategy and tactics. The objectives were clearly defined in the
report before the Committee, but the priorities for individual developing countries, or
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groups of countries were not indicated. The programme also needed considerable revision with
regard to the definition of requirements concerning time, experts, vaccines and other supplies.
That was particularly necessary in view of the fact that countries would have to accept responsi-
bility for the implementation of the programme, and in that connexion he agreed with the remarks
made by several delegates, including the delegate of the United States of America. In other
words, a more scientific basis was needed for the programme. The discussion had shown that
there was a whole series of unsolved problems. It was necessary to envisage the establishment
of laboratories and the training of national personnel for the quality control of vaccines.
Lack of organization or failure to observe vaccination schedules would prejudice the success of
the immunization programme.

The report contained no information on the thermostability of vaccines, a most important
factor in hot climates. As was well known, the development of a stable live smallpox vaccine
had produced a revolution in the tactical approach to smallpox eradication. In the immuniza-
tion programme it was proposed to use both live and killed vaccines whose stability under
special conditions was either low or had not been sufficiently studied. Further research was
therefore necessary to develop highly potent and stable vaccines, particularly suitable for use
in tropical countries; the use of stabilized freeze -dried vaccines would seem to be particularly
appropriate, and would allow for a considerable saving in requirements for refrigeration
facilities. In the USSR killed, freeze -dried pertussis, diphtheria and tetanus vaccines that
were stable in high temperatures had been developed, and experience had been acquired in the
transport in tropical areas of poliomyelitis vaccine in polystyrene containers with gelatine
cooling agents. The Soviet Union would be pleased to cooperate with WHO in those fields.

His delegation agreed on the need for further development of the immunization programme.
The USSR was prepared to assist developing countries in that respect by providing specialists,
carrying out research on the development of stable combined vaccines and on vaccination schedules,
developing methods for evaluating the effectiveness of immunization programmes, and providing
advice on the production and quality control of vaccines.

He proposed the following amendments to the draft resolution:

(1) to replace the present text of operative paragraph 1 by the following:

1. NOTES with satisfaction the efforts made to develop the programme;

(2) to combine operative paragraphs 4 and 5.

(3) to insert a new operative paragraph 5 with the following text:

5. COMMENDS the Director -General's intention of merging the smallpox eradication
programme and the immunization programme during the next two years with a view to
using the many years' experience of smallpox control and at the same time taking into
account the considerable differences, peculiarities and complexities of vaccination
against other infections;

(4) to insert a new operative paragraph 6 with the following text:

6. RECOMMENDS to the Director -General the carrying -out of special research to

evaluate the effectiveness of vaccination in countries with differing climatic and
socioeconomic conditions and also to develop qualitatively new, more effective and
heat - stable vaccines against the six diseases included in the programme and also
other diseases against which vaccines have not yet been developed;

(5) to insert a new operative paragraph 7 with the following text:

7. INVITES the Director -General to intensify efforts to develop a detailed
immunization programme that would take into account the multitude of different
factors involved, have a thoroughly sound scientific basis, be in harmony with the
aims of WHO's Sixth General Programme of Work and have the prospect of being
implemented continuously over a long period, particular account being taken of the
programmes on primary health care;

(6) to renumber the present paragraph 7 as paragraph 8, leaving it unchanged.

Dr CHUKE (Zambia), supporting the draft resolution, said that his country had benefited
from WHO technical expertise in restructuring its immunization programme, a programme that had
been designed to take into account the existing communications system, refrigeration facilities,
and the feasibility of using cold chain boxes in areas without 24 -hour availability of electri-
city. A special committee comprising health workers, community development officials,
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Ministry of Education officials, local political units and the communicationsmedia had been
set up in each province and had worked out the logistics of immunization in rural areas.

An expanded programme had already been launched in urban areas, but its implementation
in rural areas would necessitate greater expenditure on ensuring mobility of staff to deal
with the scattered population. His country was grateful to WHO for the provision of vaccines
and hoped to see bulk purchase schemes introduced in the future. One important requirement
in countries at a great distance from the source of production was for quality control of the

vaccines.

Dr DAVIES (Sierra Leone), welcoming the WHO initiative in the field under discussion,
said that she had noted the pilot studies that were being carried out in Ghana and Kenya in
collaboration with Swedish and Netherlands experts, and also the generous offer of vaccine
made by some countries. UNICEF had traditionally supplied a substantial quantity of
vaccines to many developing countries. Her experience, however, had been that UNICEF was
not always able to meet its commitments as regards such vaccines, and she doubted whether it
would be able to assume responsibility for the extra supply of vaccines necessary for the
expanded immunization programme.

As a result of the present inflationary situation, national governments were getting

smaller quantities of drugs and supplies for their money, and she felt that WHO could play an
even greater part than heretofore in that field. The Executive Board considered that the
time had come for WHO and Member States to move from the preparatory to the implementation
stage, but it was not clear to her how that would be done. The immunization situation was
most unsatisfactory in many developing countries, at least in Africa, where the irregular
and inadequate supply of vaccines had given rise to an haphazard pattern of immunization.

She supported the draft resolution.

Dr JOSHI (Nepal) said that in Nepal immunization against diphtheria, whooping -cough and
tetanus and also against diseases of childhood was going smoothly, but that poliomyelitis
vaccination was restricted to the larger hospitals. It was possible that, until more stable
vaccines became available, poliomyelitis and measles vaccination would continue to be restric-
ted to the larger hospitals because of poor communications and logistic difficulties.

Tetanus of the newborn was quite common in the western part of Nepal, and he would welcome
technical advice on its prevention.

Dr GOMAA (Egypt) said that, although the Director -General's report offered hope for the
future, there was still cause for concern. Eighty million children were born every year in
Africa, South America, and South -East Asia, but only four million were vaccinated annually.
There were other problems also, but he believed them to be capable of solution. WHO required
more expert knowledge, so as to mobilize in the most effective and economical way the
necessary technical staff within the public health services that were necessary to expand and
raise the quality of performance of the vaccination programme.

In addition to the normal vaccination programmes, the Egyptian health service was experi-

menting with a poliomyelitis vaccination programme to cover all children up to the age of
five years. It was being run initially as a pilot project in two provinces, before being
extended to the whole territory, where the comprehensive vaccination campaign would start
after four months. It was hoped to obtain the necessary technical and material assistance
from WHO and the Regional Office.

He fully supported the draft resolution, but proposed the addition of the following
phrase at the end of operative paragraph 2: ". . . and to meet the needs of governments, as
laid down in national vaccination plans ".

Dr AUNG MYAT (Burma) said that as a developing country Burma was facing the problem of
many communicable diseases, some of which could be controlled by an effective immunization

programme. The efforts of the Organization in the expanded immunization programme were

therefore greatly appreciated. Nevertheless he believed that an immunization programme,
like any other health measure, could only be successful with the full participation of the

people and with the support of a sound network of basic health services to maintain its

effectiveness.

i

Dr KLIVAROVA (Czechoslovakia) was pleased to see the importance attached to the
immunization in accordance with resolution WHA27.57. The expanded programme on immunization,
with its practical recommendations and eminently humane aim of reducing child morbidity and
mortality, had won the support of the great majority of Member States. Her delegation

recommended that the programme be given high priority within WHO's activities, and that all
efforts be made to ensure its rapid implementation. Obviously a programme of such complexity

required not only serious preparation, but also the solution of a number of theoretical and
practical problems. However, two years had elapsed since the start of the planning stage
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and her delegation believed that the time had come to move on to the practical implementation
of the programme. That was the only way of retaining the confidence of Member States and
fulfilling the vital task of promoting the health and welfare of children.

The implementation of the programme would not be an easy matter. Since it was to be
implemented at regional or country level, it would be necessary to develop approaches that
would suit the particular climatic, social and economic conditions of the countries con-
cerned. WHO would therefore need to coordinate its work closely with national health
services and make full use of all the experience, resources and equipment that were available.
In many developing countries the implementation of the programme could be speeded up if it
was integrated into the national health services or departments dealing with the welfare of
mothers or of young people. WHO might play an important coordinating role in that connexion.
Her delegation wished to see a programme devoid of any hint of a formal or mechanistic
approach and, where possible, implemented in conjunction with other programmes aimed at
improving conditions of health and general.. welfare. She believed that an integrated multi-
disciplinary programme to improve the health of the population and to protect the environment
would have a very good chance of success. The experience of Czechoslovakia in this field
would be placed entirely at the disposal of WHO.

She fully supported the draft resolution as amended by the delegate of the Soviet Union.

Professor JAKOVLJEVIC (Yugoslavia) said that Yugoslavia strongly supported the draft
resolution and would be pleased to be included among the co- sponsors. He would, however,
like to have further information on future research plans, especially as regards oral vaccines,
and on what was to be done in the future to remedy faults in the cold chain.

Dr ALFA ClSSÉ (Niger) said that listening to the speeches of delegations had convinced
him, if indeed that were necessary, that the ultimate disease was poverty. Poverty was
communicable, either directly as a result of lack of initiative and tenacity or as a result
of external conditions, e.g. ideological conflicts. The report before the Committee was
certainly well adapted to solve the problem on paper; but immunization was a practical
problem and was not in fact a new one.

He was grateful to the Director -General for the report, since it revealed clearly what
his views were both on disease and on the underdeveloped countries. One sometimes got the
impression that, in discussing immunization programmes, people regarded the underdeveloped
countries as a reservoir of disease, and gave their assistance primarily to prevent that
disease from spreading.

He had referred initially to poverty, since it was the poor countries that were faced
with problems so difficult that they sometimes wondered whether the programme was in fact
feasible. Vaccines, for example, were supplied in freeze -dried or liquid form, packed in
single -dose or 5 -dose containers, the latter of course being cheaper; but the 5 -dose con-
tainer could not always be used up once it was opened, so that there was no saving on it
after all. The developing countries were accustomed to receiving assistance, but the method
of rendering such assistance on occasion left much to be desired. For example, when ordering
or being given vaccines, they would be asked to specify the presentation, the number of doses
required, and the delivery date. Having done so, they might then be informed of a year's
delay in delivery, with consequent repercussions on the programme.

Moreover the developing countries could not be sure that the vaccines they ordered,
whether stable or thermolabile, were really effective by the time they received them. Cases
had occurred where an intensive vaccination campaign had been followed by an epidemic out-
break of the disease. If the matter was taken up with the supplier, either the cold chain
or the method of injection would be blamed - but never the vaccine. It had nevertheless
been proved that flasks containing sterile water had been supplied as vaccines. The
African countries had asked on several occasions, both at the Health Assembly and at the
Regional Committee, that the developing countries should have available - not thousands of
miles away but on their own doorstep - centres for verifying the efficacy of vaccines at
the time of receipt, and their effectiveness after administration. Those countries placed

their trust in the suppliers of vaccine, and in a certain "science ". In return they were told

that it was perfectly possible to combine seven vaccines and obtain protection for an indefi-

nite period from a single injection: If that were true, there would be no more measles,

tuberculosis, diphtheria, or poliomyelitis in the world. The developing countries were often

reproached for their lack of technical expertise, but they were beginning to realize that,
even when they could afford the price, they did not get the product or the advice they

required.
As an example of the practical difficulties that could arise, he recalled an occasion

on which he had ordered vaccines costing13 million francs, only later to be told -
unofficially - that the vaccines had been taken off the aircraft to permit the loading of
3000 million francs' worth of munitions. On another occasion the supplier had given him to
understand that, by offering ready money, he could obtain delivery of a shipment previously
ordered by another country that was not at the time in a position to pay for it.
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He had referred to the fact that defects in the cold chain were being held responsible
for substandard vaccine. But the equipment making up the cold chain also originated abroad.
The same was true of the vaccinating equipment itself, the syringe or the bifurcated needle,
all of which had to be ordered from abroad. The instrument of choice for vaccination was
the Pedojet, which would permit immunization on a massive scale. But the Pedojet was manu-
factured in a country where the ministry of defence held the exclusive rights. Moreover a
Pedojet costing 250 000 francs could be put out of action by the breaking of a small plastic
part costing only 5 francs - and the replacement part might take six months or a year to
arrive. Logistic problems were almost insuperable for the developing countries.

The meeting rose at 5.40 p.m.
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Chairman: Dr P. Tuchinda (Thailand)

The CHAIRMAN announced that Angola, having deposited with the Secretary -General of the
United Nations a formal instrument of acceptance of the Constitution, was now a full Member of
the Organization. He welcomed the delegate of Angola to full participation in the delibera-
tions.

1. REPORTS ON SPECIFIC TECHNICAL MATTERS Agenda, 2.5

Expanded programme on immunization (annual progress report) (continued) Agenda, 2.5.8

In addition to the draft resolution proposed by the delegations of Canada, Norway, the
Philippines, Sweden and Switzerland (see summary record of the fifteenth meeting, section 2),
the Committee had before it amendments by the delegations of the Soviet Union and of Egypt
(presented at the fifteenth meeting) and an amendment by the delegation of France, proposing
that, in operative paragraph 6, the words "immunization programme" should be replaced by
"expanded programme on immunization ".

Dr ALFA CISSÉ (Niger), concluding his intervention of the previous day, suggested that one
of the main problems in an expanded immunization programme was the difficulty of using large
amounts of vaccine within a given period. Owing to the short life of the vaccine almost all
other activities had to be suspended in favour of the vaccination programme if significant
losses in terms of vaccine and money were to be avoided.

An expanded programme to run from 1976 to 1979 was already being implemented in Niger,
since, in spite of the country's limited resources, it was less onerous to prevent disease than
to apply curative measures. He gave figures for the number of vaccinations against the
various diseases that it was intended to carry out.

The meeting had congratulated the Organization the previous day on the virtual eradication
of smallpox. Whether the same could eventually be said of the diseases covered by the expan-
ded programme on immunization depended on national health authorities and the medical profes-
sion and on reducing to a minimum bureaucratic procedures. No declaration by the Health
Assembly could bring about successful results without proper support from national adminis-

trations.

Dr BACVAROVA (Bulgaria) congratulated the Secretariat on the success of the smallpox
eradication programme. Her delegation felt it essential to continue with compulsory vaccina-
tion for a time and to ensure that the necessary epidemiological measures were taken to make
smallpox a thing of the past.

The fundamental approach to communicable diseases was specific prophylaxis, and for this
better planning, organization and application of preventive medicine were essential if positive
results were to be achieved. Bulgaria's own experience showed that WHO was right in directing
its main efforts towards the planning of national programmes, and to assistance in the prepa-
ration of (a)national immunization strategies, (b) control of the efficacy of vaccines, and
(c) training of national personnel. WHO could moreover play a large part in improving both
the techniques and procedures of immunization, and in providing vaccines in support of national

programmes. Clearly any outline for a national programme must be the result of a thorough
analysis of the epidemiology of the diseases, of demographic data, of the stage of development
of the public health services, the number of health personnel, the possibilities of producing
or importing the necessary vaccines, and the country's socioeconomic development.

In addition to specialized laboratories and an immunization programme, it was also essen-
tial to have the biological products and the technical means. This was particularly difficult
for the developing countries, which did not have adequate or organized production of vaccines.
Assistance from WHO and from the developed countries was very important in that context.

The Director -General's proposal to evaluate national programmes annually through bilateral
and multilateral assistance would play an important part in the implementation of the extended

programme.

Dr MUREMYANGANGO (Rwanda) said that his country wished to thank WHO for the assistance
given to Rwanda's epidemiological services, which were just beginning to see the results of the
smallpox and tuberculosis campaigns, and for its important contribution to the pilot project

-384-
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for the protection of mother and child. WHO aid was much appreciated in the fight against
malnutrition and such infectious diseases as tuberculosis, diphtheria, poliomyelitis, tetanus,
etc. There were, however, two widespread diseases in Rwanda, namely measles and epidemic
typhus. Measles was to a large degree responsible for the country's high infant mortality
rate. A vaccination campaign had been undertaken the previous year and would have to be con-
tinued if results were to be achieved. WHO assistance in that context was indispensable.

A number of outbreaks of epidemic typhus had been recorded since 1963, particularly in the
western regions, where the economic level of the population was low. The Ministry of Health
had embarked on a campaign comprising research in the preventive field. Preventive measures
were essential, since Rwanda did not have the resources to buy the large quantities of anti-

biotics needed for treatment.
His delegation welcomed the fact that many countries had succeeded in checking certain

communicable diseases, but unfortunately the developing countries were hampered by limited
resources and lack of knowledge. Both health education and socioeconomic development were

needed to combat the poverty and infectious diseases prevalent in their countries.

Dr Z. M. DLAM NI (Swaziland) welcomed the progress report on the expanded immunization
programme. The implementation and continuity of that programme would greatly benefit the
developing countries and reduce the infant mortality rate, leaving only malnutrition and
gastroenteritis as problems. Nevertheless he had certain reservations about the programme.
First there were a number of constraints, one of which was transport. If the programme was
intended to benefit developing countries it should not be dependent on transport, bearing in
mind the prohibitive price of fuel, the lack of mechanical knowledge and the absence of road
infrastructure. Secondly there was the problem of the cold chain - the Secretariat should
perhaps look into better ways of producing freeze -dried vaccines that would withstand the
climatic conditions of developing countries. Another serious constraint was the need for

continuity. The Secretariat had obviously given some thought to the problem and was aware
that further study was needed. Nevertheless developing countries should themselves make every
effort to make funds available so as to ensure that there was no breakdown either of transport
in particular or of financing in general. He urged the more favoured countries to show the
same generosity as in the smallpox eradication programme: if the programme were to be inter-
rupted, an outbreak of a disease such as measles would be epidemic and disastrous for the
underfed children in developing countries. The Organization should also consider ways of
making vaccines as cheap as possible.

The immunization programme should also be linked up with primary health care so as to
ensure local community involvement, and thereby total coverage of the relevant age -groups.
He looked forward to the time when WHO would report back that all the problems that might
jeopardize the programme had been removed.

Dr MTEY (United Republic of Tanzania) expressed his support for the draft resolution on the
expanded programme on immunization.

In his country one -quarter of the children died before reaching the age of five, and the
infant mortality rate was in the order of 165. Although there were no absolutely reliable
data, hospital records showed that the six common and easily preventable diseases of childhood
referred to in the Director -General's report were together responsible for the vast majority of
those unnecessary deaths and also for much morbidity among children. Thanks to technical
cooperation from UNICEF and from the United States Government, the Tanzanian Government had been
able to launch an ambitious immunization programme designed to ensure that the vast majority of
children at risk especially in rural areas, were protected by immunization against the six
diseases referred to.

The Director -General's report said that routine childhood immunization should be
regarded as part of primary health care delivered by basic health services, and a holistic,

comprehensive approach was recommended. His delegation fully agreed, believing that
an expanded programme on immunization meant, or should mean, expanded basic health services.
His country's programme was based on that very principle. The infrastructure of its basic
health services was being fortified and expanded to make it possible for the multipurpose
primary health workers to work in dispensaries and rural centres.

The strategy employed was to choose the most feasible, practicable and cost effective
method for attaining as wide a coverage as possible. The mobile teams used originally and
later reinforced by the smallpox teams, were gradually being phased out because of their high
running costs and low coverage. When the programme was fully established they would play a
merely supportive role - in the transport of supplies and training of field personnel. The
backbone of the programme would be the static primary health units that were springing up
everywhere in the rural areas, bringing health care within increasingly easy reach of the
population.

The guidelines provided by the Director -General for countries planning an expanded immuniza-
tion programme, and the efforts of WHO to ensure the availability to Member States of cheap,



386 TWENTY -NINTH WORLD HEALTH ASSEMBLY, PART II

potent and stable vaccines, were to be highly commended. A number of difficulties still

remained, however, amongst them being the maintenance of the cold chain. His country was

conducting pilot studies to determine the performance of kerosene refrigerators under field
conditions in rural areas where electrical power or gas was not available. It had been

necessary to take samples of vaccine used in the field and submit them to international centres

where their potency could be ascertained. He urged WHO to increase its support to research on

more stable immunizing agents.
The report stressed adequate training and retraining of all health personnel involved in

the administrative and technical aspects of an immunization programme. Thanks to UNICEF,
before launching the programme, area seminars had been held for all supervisors and teachers of
auxiliary health personnel, and workshops had been organized for staff directly concerned with

carrying out the immunization procedures.
An immunization manual, for use by dispensary and health centre staff, explaining the

basic essentials, properties, storage requirements and proper administration of the various

vaccines, was in the final stages of preparation. A simple but informative record chart had
been devised which the primary health workers at maternity and child health clinics filled in
and eventually submitted to the Ministry of Health as a rough indication of performance. WHO

assistance in evaluating such performance would be most welcome.
Finally he stressed the need for community participation. Fortunately the political and

administrative structure of the Tanzanian village greatly facilitated such participation. Many

village committees required that every child, before being admitted to school, should possess a

certificate covering a complete series of immunization. The fact that primary school education

was compulsory also facilitated coverage.
The Tanzanian delegation felt that WHO had been right in giving the programme the high

priority it deserved, particularly in the developing countries.

Professor ORHA (Romania) said that, despite progress in medical technology, communicable
diseases would always be one of the main priorities in health protection programmes. WHO had

made a particular contribution to world health in the prevention and control of communicable

diseases and in surveillance systems. The report before the meeting constituted a basic

document for its future activities.
Romania was now entering the active stage of its national programmes for certain diseases,

notably poliomyelitis, diphtheria, tetanus, influenza and tuberculosis, which over the years had

provided good results. An epidemiological poliomyelitis surveillance programme provided
overall coverage of children up to the age of seven by vaccination and systematic clinical

investigation of all paralytic cases. The epidemiological surveillance of influenza was

carried out by three influenza centres and 17 district laboratories. Immunization against
influenza was provided for children living in large communities, for maternity hospital and

paediatric hospital personnel, and for the aged. Good results had been achieved from
diphtheria and tetanus control programmes and both diseases were on the way to complete eradi-

cation; nevertheless the diphtheria immunization and surveillance programmes were being

pursued.
Thanks to medicosocial measures, the incidence of tuberculosis had dropped to less than

100 cases per 1000 inhabitants, with a mortality rate in 1975 of 6.7 per 100 000 inhabitants.
Notification of cases was mandatory, but since methods of recording varied from country to
country, a comparative assessment of the prophylactic and control measures was difficult.
(WHO assistance in establishing the basic criteria for a comparative estimate of results was
therefore important for all countries). Over the past five years tuberculosis controlprogrammes
had been based on the strict application of the principal antitubercular measures, namely BCG
vaccination, clinical screening, etc. Children and young people up to the age of 20 had
successfully been vaccinated and revaccinated.

Throughout the immunization programmes great assistance had been received from WHO in the
form of information and documents. The Romanian delegation nevertheless felt that higher
priority in the Organization's programme should be given to the epidemiological surveillance of
communicable diseases and to the expanded programme on immunization.

Dr MASHALABA (Botswana) said that high priority was given to immunization against the six
childhood infections in Botswana's maternal and child health programme. However considerable
problems were encountered in reaching a target population, more than half of which lived in
small settlements scattered over a large area, and in maintaining an effective cold chain.
Furthermore, the emergence of peripheral settlements around new towns produced an almost
continuous transmission of measles infection. WHO and UNICEF assistance in the form of supplies
of vaccines and other equipment was much appreciated. Botswana had recently decided to include
in its health programme the immunization of the vulnerable population against measles, and was
therefore interested in the question as to the earliest age at which measles vaccine could use-
fully be administered, particularly in view of the high incidence of that disease in children
under nine months. He asked for WHO's views on using the single dose of measles vaccine for
several children,
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Dr GOEL (India) said that in his country immunization, utilizing the services of multi-
purpose workers, played an important part in the new integrated child development scheme under
the "minimum needs" programme. Being incorporated in that scheme, it involved almost no extra
salaries or administrative expenses, and gave an extremely favourable cost /benefit ratio. The

mobile team approach was desirable for special situations but not for ongoing long -term

programmes.
The highest priority was given in India to the strengthening of maternal and child health

services and to increasing child survival; those objectives were not only necessary in them-
selves but were likely to have extremely desirable repercussions on the acceptance of the
national population policy.

Measles immunization was not yet part of the regular programme, although recent studies in
northern India, where malnutrition was not a major problem, had shown that measles and its
complications were among the top six causes of death in every age -group from six months to six

years. That and similar information was bringing scientists to reconsider their position on
measles vaccination.

Poliomyelitis immunization in the field was encountering difficulties owing to the extreme
sensitivity of the vaccine to temperature changes. He hoped that future developments would
make immunization against that disease in the field a practical possibility in real terms. All

too often there was a notable lack of success in the more remote areas of the country. Routine
ongoing evaluation of immunization coverage had been carried out in India for some time. WHO
help in the production, development and standardization of vaccines was greatly appreciated, and
it had been possible to build up useful new laboratories and expertise in that field.

His delegation supported the draft amendments proposed by the USSR and others, but
proposed that the word "vaccination" be replaced by "immunization" in the proposed operative
paragraph 6.

Dr KRAUSE (German Democratic Republic) said that, in view of the great burden on public

funds arising out of the socioeconomic aspects of measles, as well as from the medical

viewpoint, the control and if possible the eradication of measles called for priority action.

In the German Democratic Republic, experience of measles immunoprophylaxis had proved that

virtual eradication was possible if there was an efficient vaccine and a scientifically based

immunization programme; that goal had been achieved after only five years, in close

collaboration with scientists from the Soviet Union.
He listed the guidelines for surveillance of an immunization programme against measles:

(1) stocks of vaccine should be sufficient to ensure continuous vaccinations; (2) an

age- specific morbidity analysis should be carried out before protective vaccination was

introduced, a seroepidemiological study being recommended; (3) about 95% of the susceptible

age groups must be immunized; (4) immunoprophylaxis against measles should be a permanent

process; (5) experience in his country indicated that life -long protection was probably

provided after a single inoculation; (6) annual collection of epidemiological and statistical
data and seroepidemiological studies would be required for surveillance of immunization status

had been achieved; (7) the live -virus vaccine had proved an efficient tool in the immunization

programme against measles.

Dr SETIADI (Indonesia) expressed his delegation's agreement with the findings of the

valuable report submitted. Indonesia had entered the preparatory phase of an expanded
immunization programme in 1974, the year in which it had been declared free of smallpox. It

had been decided at that time to use the facilities and manpower of the smallpox eradication

programme for an expanded programme of immunization. His Government accorded a high priority

to that programme within its programme of health centres, and had included it in the five -year

national development plan.
Indonesia was aware of its limitations and was accordingly adapting the programme to the

available manpower and funds. It was following a so- called "mixed strategy ", whereby all

available health workers, including mobile vaccination teams, would be fully utilized. At

present, efforts were being concentrated on the administration of smallpox, BCG, TPT and DPT
vaccines, whereas oral poliomyelitis vaccine was being administered only on a limited scale in

the large towns.
He expressed appreciation for the assistance given by WHO and UNICEF in the form of

experts, material and vaccine, and also for the help given to the national vaccine -producing

institute. While many difficulties had to be faced, Indonesia was confident that all
constraints in the way of the implementation of the national immunization programme could be
overcome with the assistance of WHO, UNICEF, and other international and bilateral aid. In

that connexion, he referred to the stimulus being given by WHO to improvements in general
immunization practice and techniques, as well as to research into vaccines. A joint study by

WHO and the Indonesian Ministry of Health had been carried out in Surabaya between 1973 and 1975
to test the potency of a new aluminium- hydroxide- adjuvant cholera vaccine, the safety of which
had been proved in a preliminary test covering a total population of 470 000. The results



388 TWENTY -NINTH WORLD HEALTH ASSEMBLY, PART II

showed that, in the age group of one to four years, the new vaccin -e afforded an effective
protection of approximately 60% during 9 -15 months after immunization, whereas the

conventional vaccine gave approximately 50% protection in the first nine months and after that
its protection became practically nil. Both vaccines gave 75% protection during the first
three months. In respect of the age group of over four years of age, both types of vaccine
afforded approximately 50% protection throughout the 15 -month period, without statistical
differences in effectiveness. Accordingly, since the main victims of cholera were young
children, the adjuvant vaccine should be the anticholera vaccine of choice.

Dr N'DA (Ivory Coast) considered that, in spite of the victory achieved against
smallpox, a cautious attitude would prevail with regard to that in future years. It was
therefore to be welcomed that the report stressed the need for strict vigilance.
Vaccinations should be continued on a regular basis, and vaccination certificates should
continue to be required from travellers from all countries which had been endemic areas.

With regard to the expanded programme on immunization, he drew attention to an evaluation
study being carried out in a national institute in Abidjan on measles vaccination, which had
not been entirely successful in the past. Not only were delays in the provision of vaccine
unfortunate where the vaccination of young children was concerned, but any ensuing failure in

the protection achieved could have adverse effects on the confidence of the population in

vaccination. It was therefore essential that thorough investigations should be undertaken on
stabilization and conditions of storing vaccines and on the receptivity of persons vaccinated.

Dr VIOLAKI- PARASKEVAS (Greece) stressed the importance of the expanded programme on
immunization in the fight against the infectious diseases that were still predominant in the
developing countries and were far from being eradicated in the developed countries. She
wondered whether that programme should not include in the future the question of vaccination
against German measles, taking into account the changing epidemiological features of that

disease in many countries, the lack of accurate diagnosis and incomplete notification, and in
view of the known serious effects of. German measles on congenital malformations.

Dr VILCHIS (Mexico) said that the achievements of the immunization programme carried out
in Mexico constituted a source of justifiable pride. His country's experience might be useful
to others.

He expressed appreciation for the cooperation extended by WHO, through the Pan American
Sanitary Bureau, in the form of experts for the production of vaccines. National production
of vaccines was satisfactory in Mexico, both for poliomyelitis and measles vaccines, and
quantities were sufficient, (taking into account imports) for intensive vaccination throughout
the country. In view of the mortality rates in the past resulting from measles, whooping -
cough, poliomyelitis and tuberculosis, health authorities had given high priority to
immunization programmes, which had been carried out entirely with national resources.

In view of the geographical conditions, pattern of human settlement (48% of the
population was rural) and demographic structure in Mexico, the programme of multiple
immunization had aimed at covering all localities of 500 inhabitants or more, thus meeting in
theory the needs of 83% of the population under five years of age. In that connexion, he
stressed the considerable savings resulting from the use of multiple vaccines. Experience
in his country in a very large number of cases had clearly shown no increase in negative
reactions nor any reduction in effectiveness, and spectacular results had been achieved. The
decrease in morbidity had been 97% for measles and 92% for whooping- cough. Poliomyelitis,
however, which had appeared to be under control, had shown an increase of 1000 cases in 1975,
i.e. an increase of 300% as compared with the lower level that had been attained. There was
a tendency, noted also in other countries, for the population to ignore vaccination and not to
respond to health education, once a disease no longer seemed to present risks. That
situation showed the need for enlisting the help of the community, members of whom could easily
be trained in the administration of oral poliomyelitis vaccine or in simple injections under
supervision. Syringes which could be resterilized had proved the most useful and worth the
initial expense. Adequate means of refrigeration existed in primary and secondary centres,
the vaccines being transported in iced flasks at the final stage, and that method had proved
extremely successful. Naturally, it should be borne in mind that the cost of protecting the
rural population in settlements of less than 500 inhabitants was relatively greater, because
of the strain on the mobile teams; a possible solution might be to encourage those small
groups themselves to go to vaccination centres.

He emphasized the fact that any expenditure of funds on immunization programmes
represented an investment of prime importance, and that those programmes were of the highest
priority.

Dr FJAERTOFT (Norway) concurred with the statement in the report that routine childhood

immunization should be regarded as part of primary health care, delivered by the basic health
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services. Cost /effectiveness considerations, referred to among the criteria for national

design of strategies, showed the need for continuous evaluation and revision of vaccination

programmes. He commended such a modern and rational approach to the problem, which was in
keeping with the resolution adopted at the present session on programme budget policy.

Recalling that the Director -General had already informed the Committee that WHO's expanded
programme on immunization would require no supplementary budget resources, he felt confident
regarding future activities in that regard, and hoped that the draft resolution proposed by the
delegations of Canada, Philippines, Sweden, Switzerland and his own would be approved. His

delegation would be prepared to support the amendments proposed by the delegations of the
USSR, Egypt and France, provided that they also could be implemented within the budget

framework.

Dr FAKHAR (Iran) referred to the intensification of immunization activities in his

country, where there had been a decrease in the prevalence of disease particularly in the

rural areas owing to use of mobile teams. Mass vaccination had resulted in some change in

the pattern of disease, diphtheria now occurring mainly in adults.

Dr N'DOW (Gambia) drew attention to the approach taken in his country to measles control,

details of which had already been published. Measles was often a fatal disease in West

Africa, particularly when it occurred among children suffering from malnutrition. Mobile
teams had successfully been used and there had been coverage of almost 90% of the vulnerable

age group. There had not been a single case of measles for four years. It was unfortunately

not possible to maintain such a high standard of control unless vaccination could be carried out
once a year in the country and once every 10 months in organized settlements. The difficulties

were largely those of coordinating control measures with neighbouring countries. The success
achieved over the past four years had been due to common involvement in the regional programme
for smallpox eradication, with which measles control had been combined. He therefore strongly

stressed the need for a spirit of cooperation within the Region, since he was convinced that
on that basis measles could be eliminated.

Dr JOYCE (Ireland) referred specifically to difficulties that had arisen in his own
country in connexion with immunization programmes. Much had been made of the possible
neurological complications that could result from whooping -cough vaccination, and there had
even been an instance of paediatricians in a television programme advising against such
vaccination. It was, of course, often the case that mothers with children with congenital
malformations preferred to think that they had been caused by other than hereditary factors.
He wondered if WHO could help in some way to remedy the situation and to encourage immuni-
zation, possibly by means of some published statement.

Dr FLEURY (Switzerland) suggested that, since the differences of opinion in regard to
the amendments on the joint draft resolution were only of a minor character, the delegations
concerned might consult with each other during the coffee break.

The meeting was suspended at 11.5 a.m. and resumed at 11.30 a.m.

The CHAIRMAN informed the Committee that the sponsors of the draft resolution and the
authors of the amendments had reached agreement on a revised text of the draft resolution,

which would be circulated.1.

Professor KOSTRZEWSKI (representative of the Executive Board) said that the replies to
the various technical points raised in the course of the discussion would be given by the

Secretariat. On behalf of the Board, he would, however, comment on the manner in which the
Board envisaged the implementation of the expanded programme on immunization, following a
point made by the delegate of Sierra Leone.

The Board considered that it was the responsibility of WHO to stimulate the interest
of Member States in the immunization programme, and the discussion that had taken place in
the Committee would be pursued within the Board. It was for the countries concerned to
decide on their own national programmes, which should bean extension of existing immunization
programmes. It was for the government concerned, as well as for the public health admini-
stration, to decide on a programme and to afford it a high priority. A detailed plan should
be drawn up for the immunization of all children, starting with the most vulnerable groups;
and it should be based on existing health services, taking into account particularly the
development of maternal and child health and primary health services. He agreed with the

delegate of the United Republic of Tanzania that any expanded programme on immunization must be

be very closely linked with the expansion of health services. WHO should assist in preparing

any such detailed plan. It was important to agree on an immunization schedule, which might

vary from country to country.

1 See p. 403.
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In respect of vaccines and equipment, there were many aspects which had to be taken
into consideration, e.g. potency tests, delivery conditions and transportation. WHO, along
with other multilateral and bilateral sources of aid, could be of assistance in that respect.
Other factors to be borne in mind included the training of personnel (which would be of

different types according to the country concerned), health education, and the need for
continuing evaluation of the programme on immunization.

Dr COCKBURN (Director, Division of Communicable Diseases) emphasized that when a country
contemplated initiating an expanded programme of immunization, there should first be a

declaration of intent by the country and a request for help from WHO. The government should
then get together with the WHO and UNICEF representatives to draw up plans. Assistance could
also be obtained from the regional office and from the immunization group at headquarters;
other agencies might likewise become involved.

Replying to questions that had been raised, he said that whether or not fever was
regarded as a contraindication to immunization depended on circumstances. If there were
no particular difficulty in having children attend the immunization clinic regularly, it
was desirable not to vaccinate children who were unwell; but if there was unlikely to be
another opportunity of seeing a child who had fever, it should not be regarded as a complete
contraindication. For the prevention of neonatal tetanus, mothers should be immunized at
least two months before the ynd of pregnancy. Guidelines for the prevention of tetanus
had recently been published. In Africa (and perhaps in other tropical countries),
vaccination against measles should be carried out, where possible, when the child was six
to seven months of age, but a booster dose should be given at one year. The possibility
of using smaller doses of vaccine had been raised: experimentally this had been found to
be successful, but in practice smaller doses had not protected all children.

Problems of vaccination against pertussis had been mentioned, and this question was of
great interest in the United Kingdom and in Japan. The situation had been reviewed at a
meeting in the Netherlands in December 1975. Work in that country had shown that reactions
were extremely rare (less than 1 in a million children vaccinated). The Bacterial Diseases
unit at headquarters was setting up a seven- or eight- country study to investigate vaccines
prepared by different methods and their liability to cause reactions.

A very comprehensive series of manuals, covering the whole range of immunization pro-
grammes, had already been prepared in draft form and several would soon be available. The
question of reducing the cost of vaccines and the problem of quality control had also been
raised. The possibility of making bulk purchases of vaccines and arranging for their
dilution and ampouling locally was under consideration. As he had mentioned previously,
sixteen laboratories were prepared to assist in quality control and the Biological
Standardization unit was preparing a catalogue of vaccine producers. If vaccine was
purchased through UNICEF or WHO, it was tested automatically. Research was being pursued
on the possible use of oral vaccines, particularly live typhoid and dysentery vaccines.
Efforts were also being made to improve cold chains and a study was being made of all
available types of cold boxes and how they could be supplied. The delegate of Niger had
said that vaccines often arrived unexpectedly with a short expiry date. He emphasized that,
for regular supply of vaccines, the programme must be planned at least a year in advance.

In Rwanda, typhus was a serious problem and both the Regional Office and headquarters
were endeavouring to stimulate other agencies to provide funds for research to find a

suitable vaccine.
There was no doubt that there was distinct enthusiasm for the immunization programme in

Member countries, as well as in the regional offices, headquarters, and other agencies. At

present there were seven countries in the programme and consultations were being held with
seven others. As Professor Kostrzewski had pointed out, every country had some kind of
immunization programme and it was necessary to look at existing programmes and see how they
could be expanded. He emphasized that the programme must be on a continuous, permanent basis.
It was extremely important that UNICEF, WHO and the Member countries should get together and

develop programmes quickly. Long -term plans were being made. A proposal for half a
million to three -quarters of a million dollars to be allocated to the programme would be put
into the 1978/79 budget proposals if accepted by the Director -General. This was quite
modest, but it was hoped that funds from outside sources would also be forthcoming later.
Between now and the end of 1976, half a million dollars were needed and about three -quarters
of a million dollars in 1977. These were specific requirements that could be justified.
Pledges of vaccines were also needed, and countries were asked to increase their reserve
stocks as far as possible so that WHO could draw on them.

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

1 WHO Chronicle, 30: 201 (1976).
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Smallpox eradication programme (continued from the fifteenth meeting,
section 2)

Agenda, 2.5.9

The CHAIRMAN invited the Committee to consider the following draft resolution proposed
by the delegations of Australia, Benin, Ethiopia, New Zealand, Sierra Leone, Union of Soviet
Socialist Republics, United Kingdom of Great Britain and Northern Ireland, United States of
America, and Western Samoa:

The Twenty -ninth World Health Assembly,
Having considered the Director -General's report on the smallpox eradication

programme;
Noting with satisfaction that smallpox is now believed to be restricted to only a

few remote villages of a single country and that interruption of smallpox transmission

is believed to be imminent;
Bearing in mind the importance of completing the eradication of smallpox in the

shortest possible period of time and of providing to all countries confidence in the
achievement through examination of eradication programmes by specially convened
international commissions two years or more after the last known case;

Recognizing the need for all laboratories which retain stocks of variola virus to
take maximum precautions to prevent accidental infection;

Appreciating the importance of continued surveillance and research to provide
further assurance that there is no animal or other natural reservoir of the virus;

Noting that the risk of smallpox importations by persons travelling by sea or air
has so diminished that no such importations have occurred during the past 17 months;

Noting also that, as supplies of vaccine now being produced are more than sufficient
in quantity to meet all current needs, an accumulation by WHO of vaccine stocks for use

in the event of an unforeseen emergency could be established;

1. CONGRATULATES the many countries which have made and are making such a successful

and determined effort to eradicate smallpox;

2. EXTENDS special congratulations to the 15 countries of western Africa where
smallpox eradication was certified on 15 April 1976 and to Bangladesh, India and Nepal,
which interrupted smallpox transmission during the past year;

3. THANKS all governments, organizations and individuals who have contributed to the
implementation of the programme and requests that they continue to contribute
generously to the programme until global eradication can be certified;

4. ENDORSES the procedures developed by the Director -General in the use of groups of
international experts in the certification of eradication and asks for the full
cooperation of all countries concerned in carrying out these procedures, so that
countries throughout the world may have confidence that eradication has been achieved;

5. URGES that all governments continue to conduct surveillance for smallpox -like
illnesses and to inform promptly the Organization should any such cases be discovered;

6. REQUESTS all governments and laboratories to cooperate fully in preparing an
international registry of laboratories retaining stocks of variola virus but, at the
same time, urges all laboratories which do not require such stocks of variola virus to

destroy them;

7. URGES all governments to restrict their requests for international certificates of
smallpox vaccination to travellers who, within the preceding 14 days, have visited a
smallpox- infected country as reflected in the WHO Weekly Epidemiological Record;

8. REQUESTS Member countries to continue to donate vaccine to the Voluntary Fund for
Health Promotion so that a reserve supply of 4 million vials of vaccine (sufficient to
vaccinate 200 to 300 million persons) may be accumulated which could be made available
to Member countries in the event of unforeseen emergencies;

9. REQUESTS the Director -General to obtain expert advice, through the Committee on
International Surveillance of Communicable Diseases or by other means, on questions such
as the need for retention of variola virus in laboratories and, if necessary, to make
recommendations on the number and distribution of such laboratories and on the precise
precautions which should be taken to prevent accidental infection.

Dr JAROCKIJ (Union of Soviet Socialist Republics) proposed that in the first line of the
second preambular paragraph of the draft resolution, the words "believed to be" should be
deleted, and that the third preambular paragraph should be amended to read:

Bearing in mind the importance of completing the eradication of smallpox in the shortest
possible period of time and of ensuring confidence in the achievement by using
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international groups of experts to confirm the eradication two years or more after
the last known case.

Professor HALTER (Belgium) proposed the addition of an operative paragraph 10, reading:

REQUESTS further the Director -General to undertake a study of the organization of a world
conference on the problems of eradicated smallpox and to report on the subject to the
Executive Board and the Thirtieth World Health Assembly.

Dr LEKIE (Zaire) supported the draft resolution as a whole but had reservations regarding
operative paragraph 7. At busy airports it was often impossible for immigration officials to

be certain of the country from which a traveller had come; in particular it was difficult to
know what connecting flights he had taken and with whom he had been in contact. The problem

was different in different countries. In those where it was easy to find an imported case
and to trace the secondary cases, there would be a tendency to exempt passengers from the need

for a vaccination certificate. But in countries where considerable time might elapse
before all the secondary cases could be traced it was likely that there would be loss of life,
the seriousness of which would have to be weighed against any decision to grant exemption from

the need for a vaccination certificate. At the present time, he did not think that Zaire
would be able to take the responsibility of granting such exemptions, and he therefore proposed

that operative paragraph 7 be deleted.

Dr KILGOUR (United Kingdom of Great Britain and Northern Ireland) said that operative
paragraph 7 merely "urged" governments to restrict their requests for international certificates
to travellers who had visited a smallpox -infected country within the preceding 14 days; there

was no obligation. It was for every country to estimate the risk involved. In epidemiology
nothing was certain, but the information provided by the Secretariat suggested that the risk

was infinitesmal. He believed that the risk from unnecessary vaccination far exceeded that of

contracting the disease by natural means. He suggested that a vote be taken on the amendment

proposed by the delegate of Zaire.

The CHAIRMAN called for a vote on the amendment proposed by the delegate of Zaire.

Decision: The amendment was rejected by 52 votes to 6, with 13 abstentions.

As there were no objections to the amendments proposed by the delegates of Belgium and
the Soviet Union, the CHAIRMAN asked the Committee whether it was prepared to approve the

amended draft resolution.

Decision: The draft resolution, as amended, was approved.1

2. REVIEW OF THE PROGRAMME BUDGET FOR 1976 AND 1977 (FINANCIAL YEAR 1977) Agenda, 2.2.1

(continued)

Smoking and health (continued from the thirteenth meeting, section 2)

The CHAIRMAN invited the Committee to consider the following draft resolution on smoking

and health proposed by the working group:

The Twenty -ninth World Health Assembly,
Recalling resolutions EB45.R9, WHA23.32, EB47.R42 and WHA24.48 concerning the health

hazards of smoking and ways towards its limitations;
Noting with satisfaction that the recent WHO Expert Committee report on smoking and

its effects on health,2 prepared in accordance with resolution EB53.R31 and reviewed
favourably by the Executive Board in its fifty- seventh session, provides a thorough and
authoritative summary of current knowledge in the field and contains a number of important

recommendations for WHO and the Member States;

Considering that the results of the Third World Conference on Smoking and Health,

held in New York in June 1975, gave further support to the evidence and proposals
presented by the WHO Expert Committee;

Recognizing the indisputable scientific evidence showing that tobacco smoking is a
major cause of chronic bronchitis, emphysema and lung cancer as well as a major risk

1
Transmitted to the Health Assembly in the Committee's fourth report and adopted as

resolution WHA29.54.

2
WHO Technical Report Series, No. 568, 1975.
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factor for myocardial infarction, certain pregnancy -related and neonatal disorders and a
number of other serious health problems, and also has harmful effects on those who are
involuntarily exposed to tobacco smoke;

Seriously concerned about the alarming worldwide trends in smoking- related mortality
and morbidity and the rapidly increasing cigarette consumption in countries in which it
was not previously widespread, and about the growing number of young people and women who

are now smoking;
Recognizing that an effective strategy to tackle the problem requires a concerted

effort consisting of educational, restrictive and legislative measures, combined with
coherent taxation and price policies, and supported by continuous research and evaluation
on a multidisciplinary basis;

Noting that very few countries have thus far taken effective steps to combat smoking;
Believing that no organization devoted to the promotion of health can be indifferent

in this matter, and that WHO has an important role to play in promoting effective policies
against smoking, as envisaged in the Sixth General Programme of Work of WHO covering the

period 1978 -1983;

1. URGES governments of Member States to identify the actual or anticipated health
problems associated with smoking in their countries;

2. RECOMMENDS governments of Member States:
(1) to create and to develop effective machinery to coordinate and supervise
programmes for control and prevention of smoking on a planned, continuous and long-
term basis;

(2) to strengthen health education concerning smoking, as a part of general health
education and through close collaboration with health and school authorities, mass
media, voluntary organizations, employers' and employees' organizations and other
relevant agencies, taking into account the different needs of various target groups,
laying emphasis on the positive aspects of non -smoking, and supporting individuals
wishing to stop smoking;
(3) to consider steps which can be taken towards ensuring that non -smokers receive
protection, to which they are entitled, from an environment polluted by tobacco
smoke;

(4) to give serious consideration to the legislative and other measures suggested
by the WHO Expert Committee in its recent report on "Smoking and its effects on
health ";

3. REQUESTS the Director -General:
(1) to continue, and intensify, WHO's antismoking activities;
(2) to collate and disseminate information on smoking habits, smoking -related
health problems and smoking control activities in Member States;

(3) to give assistance and encouragement to research in smoking and health, with
particular emphasis on studies that are directly relevant to the assessment and
improvement of the effectiveness of antismoking activities;
(4) to promote the standardization of:

(a) definitions, measurement methods and statistics concerning smoking
behaviour, tobacco consumption and the occcurence of smoking -related morbidity
and mortality;
(b) laboratory techniques used for the quantitative analysis of the harmful
substances in tobacco products;

(5) to give assistance, upon request, to governments in the formulation, implemen-
tation and evaluation of their policies and programmes to combat smoking;
(6) to continue, in cooperation with the United Nations, the specialized agencies
and appropriate nongovernmental organizations, to make all efforts deemed necessary
to reduce smoking; and particularly to work out with FAO and the United Nations a
joint strategy for crop -diversification in tobacco -growing areas with a view to

avoiding the anticipated economic consequences of reducing tobacco consumption in the
world as a whole for public health reasons;
(7) to convene an expert committee in 1977 or 1978 to review and evaluate the world
situation in regard to smoking control;
(8) to report to a future Health Assembly on developments in this field.

Dr LEPPO (Finland), presenting the draft resolution, pointed out how it differed from the
draft resolution on the same subject that had been presented to the Committee at an earlier
meeting.
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Dr ALFA CISSÉ (Niger) said that the word "cigarette" in the second line of the fifth

preambular paragraph was ill- chosen, because cigarettes could be made from substances other

than tobacco. He therefore suggested that it be replaced by the word "tobacco ".

Dr LEPPO (Finland) agreed to that proposed change.

Dr ALAN (Turkey) reaffirmed his reservations about the draft resolution and said his

delegation would abstain when it came to the vote. He thanked the delegate of Nigeria for

not having insisted on his previous proposal to limit tobacco -crop growing.

Professor ORNA (Romania) said his delegation had co- sponsored the original draft
resolution and was willing to give its firm support to the amended version.

Dr KILGOUR (United Kingdom of Great Britain and Northern Ireland) said it was known that
tobacco consumption was rising and that tobacco was most dangerous when smoked in the form of

cigarettes. He therefore proposed that the words "rapidly increasing cigarette consumption"
in the second line of the fifth preambular paragraph should be replaced by "rising consumption
of tobacco, especially in cigarettes ".

Dr LEPPO (Finland) thought the proposal was excellent.

Dr ALFA CISSÉ (Niger) also agreed with the proposal.

The CHAIRMAN asked whether there were any objections to the approval of the amended

draft resolution.

Decision: The draft resolution, as amended, was approved.1

The meeting rose at 12.35 p.m.

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted as
resolution WHA29.55.



SEVENTEENTH MEETING

Tuesday, 18 May 1976, at 2.55 p.m.

Chairman: Professor F. RENGER (German Democratic Republic)

1. REVIEW OF THE PROGRAMME BUDGET FOR 1976 AND 1977 (FINANCIAL YEAR 1977) Agenda, 2.2.1
(continued)

International classification of diseases (continued from the thirteenth meeting, section 2)

The CHAIRMAN invited the Committee to consider the following draft resolution proposed by
the delegations of Angola, Cape Verde, Guinea- Bissau, Mozambique and Portugal on the establish-
ment of a WHO Collaborating Centre for the International Classification of Diseases in

Portuguese:

The Twenty -ninth World Health Assembly,
Considering the interest of the countries of Portuguese language in the existence

of an international centre of the Portuguese language for the International Classification
of Diseases, such as those already in existence for the working languages of WHO;

Taking into consideration the establishment, in the near future, of a Brazilian
centre for the translation and application of the International Classification of Diseases
in Portuguese in the University of Sáo Paolo, Brazil;

RECOMMENDS:
(1) that the Brazilian centre for the translation and application of the
International Classification of Diseases in Portuguese, in the University of
Sáo Paolo, Brazil, be recognized by WHO as the centre for the International

Classification of Diseases in Portuguese;
(2) that the indispensable liaison and cooperation be established between this
centre and the Portuguese- speaking nations;
(3) that WHO give all the necessary technical support to this centre and the
Portuguese- speaking countries for the translation into Portuguese of the Ninth
Revision of the International Classification of Diseases and of its supplementary
classifications so that they can be used with equal effectiveness by all the
countries of Portuguese language.

Professor CAYOLLA DA MOTTA (Portugal) said that there was no need to emphasize further
the desirability of having an international centre, recognized by WHO, for the translation and
application of the International Classification of Diseases in Portuguese. The statement by
the delegate of Brazil regarding the setting up of the centre in Sdo Paolo University had shown
that the project was in fact feasible.

Dr DIAS (Guinea- Bissau), supporting the draft resolution, said it would be of great
benefit to all countries where Portuguese was spoken. He would of course like to see
Portuguese adopted as a WHO working language, but was only too well aware of the expense

involved.

Professor LOPES DA COSTA (Brazil) said that if the Committee and the Assembly approved the
draft resolution he would be pleased to convey the decision to the Brazilian authorities so
that appropriate measures could be taken to enable the centre to operate on an international

basis.

Decision: The draft resolution was approved.1

2. REPORTS ON SPECIFIC TECHNICAL MATTERS Agenda, 2.5

Occupational health programme (continued from the sixth meeting, section 2) Agenda, 2.5.3

The CHAIRMAN invited the Committee to consider further the draft resolution on the

occupational health programme.2

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted as

resolution WHA29.56.

2
For text, see p. 294 -295.
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Dr OSMAN (Sudan) said that occupational health was every bit as important to the
developing countries as it was in the industrialized countries. In the first place, public

health was closely related to social and economic development and the developing countries
were at present going through their industrial revolution. Secondly, it was linked with
primary health care, a subject with which all Member States were very closely concerned.
Thirdly, the principal emphasis in industrialization was concentrated on agriculture, which
involved the use of agricultural chemicals and pesticides, thus putting not only the working
population, but the population as a whole at risk.

Although his delegation was among the sponsors of the draft resolution, he wished to

introduce the following minor amendments:
Operative paragraph 1(4): after "to undertake . . ." read ". . , monitoring of the work
environment and workers' health with a view to instituting control measures and
evaluating the effectiveness of such measures;"
Operative paragraph 3. "REQUESTS the regional committees to discuss in 1977 or 1978 the
subject of occupational health, with a view to active implementation of regional
programmes of work in occupational health at both country and intercountry levels, based
on the needs of each country."
He quoted as an example from the Sudan the current work of the Institute of Occupational

Health in training occupational health supervisors. About 700 graduates had been trained
from 1969 up to the present time and were doing an excellent job among their fellow -workers
in rural and regional areas.

Dr GOMAA (Egypt) emphasized the role of regional offices in the occupational health
programme and considered that this should be reflected in the draft resolution. There
should be a precise differentiation between the two components - environment of the work and
the health of the worker and he suggested the draft resolution should be modified to reflect

this. His country, which was in the process of industrialization, had set up an institute
for the training of personnel to work in the field with primary emphasis on preventive

medicine.

Dr TOTTIE (Sweden), speaking as a co- sponsor, proposed the addition in paragraph 2(5) of
the words "ILO and all other" after the words "coordination with ".

Dr MATTHEIS (Federal Republic of Germany) said that it was important to remember that
occupational health service structures were different in the developed and developing
countries. In her own country, for example, workers could visit their own doctor during
working hours, so that apart from emergencies the occupational health service was restricted
to preventive work and surveillance. To take into account the differences in national
structures, she suggested the insertion in operative paragraph 1(3), line 2, after "are not
available" the words "and in such circumstances to . . ".

Dr OSMAN (Sudan) accepted that amendment.

Dr OBIANG -OSSOUBITA (Gabon) said that although he welcomed the draft resolution, he was
concerned to see from the programme budget that no relevant action would be taken before 1978.
He would also like to ensure that the activities of ILO and WHO in this field were fully

coordinated. Some of the problems of occupational health might appear insignificant to the

industrialized countries, but to the developing countries they were very important, since the
health of their workers was in the hands of foreign concerns which sometimes appeared more
interested in profits than in health.

Dr HASSOUN (Iraq) said that the rapid pace of industrialization in many developing
countries gave rise to increasingly serious health problems and hazards. They were faced not
only with the general problem of overcrowding, but also with outbreaks of communicable
diseases, malnutrition, cardiovascular diseases, cancers and cases of mental illness. The
problems were great and he fully supported the draft resolution.

Dr Z. M. DLAMINI (Swaziland) said that there were two important priorities, the monitoring
of the workers' environment and the health education of the worker himself. The second
aspect of the problem was not fully covered in the draft resolution, but it would be wrong to
underestimate its importance.

Professor SENAULT (France) suggested that the words "throughout the world" in the sixth
preambular paragraph were perhaps too sweeping and might be omitted. He was also concerned
to know to whom the annual reports, referred to in operative paragraph 1(6), were to be

submitted.



COMMITTEE A: SEVENTEENTH MEETING 397

Dr OSMAN (Sudan) believed that the words "throughout the world" in the sixth preambular
paragraph in fact described the general situation accurately.

The report, referred to in paragraph 1(6), would be submitted initially at provincial,
then at national level, and finally to WHO.

Professor SENAULT (France) agreed that the wording in the English version was perfectly
satisfactory but in the French version the word "entier" should be omitted after "le monde."

Dr PAVLOV (Assistant Director -General), in answer to Dr Obiang- Ossoubita. (Gabon), said
that provision for occupational health would be made in the budget for 1978/79. For the

years 1976/77 the Organization would be limited by the availability of funds, but there was
always some measure of flexibility and everything possible would be done to promote occu-

pational health.

Decision: The draft resolution, as amended, was approved.1

WHO's role in research Agenda, 2.5.6

Development and coordination of biomedical research (progress report) Agenda, 2.5.6.1

The CHAIRMAN drew the attention of the Committee to the progress report on WHO's role in
the development and coordination of biomedical research and to the following draft resolution

on the Système international d'Unités: use of SI units in medicine proposed by the dele-
gations of Austria, Denmark, Federal Republic of Germany, France, Ireland, Italy, Netherlands,
United Kingdom of Great Britain and Northern Ireland, and United States of America:

The Twenty -ninth World Health Assembly,

Having considered the valuable contribution of international organizations to
the unification of standards for measurement in all branches of science;

Recognizing the importance of uniform standards for scientific communication
and the international exchange of information;

Welcoming the current move to greater uniformity of standards and units of
measurement throughout the world;

Mindful nevertheless of the difficulties that might arise through too
precipitate introduction into clinical practice of certain units of the Système
international d'Unités (SI), such as the substitution of the pascal for the
millimetre of mercury in the measurement of blood pressure;

REQUESTS the Director -General:

(1) to study this matter, and the possible effects of the proposed changes
on the international exchange of health information, together with other
international organizations as may be appropriate;

(2) to report thereon to the Thirtieth World Health Assembly.

Professor KOSTRZEWSKI (representative of the Executive Board) recalled that the Twenty -
eighth World Health Assembly in resolution WHA28.70, had requested the Director -General to
accelerate work on formulating a comprehensive long -term WHO programme for the development
and coordination of biomedical research and had requested the Executive Board to keep the

Assembly informed. Accordingly, the Executive Board at its fifty- seventh session had con-
sidered a progress report on this subject and had paid particular attention to questions of
priority setting, information exchange and the enhanced role of the regional offices, the

Advisory Committee on Medical Research (ACMR) and the headquarters research development
committee in promoting the research programme of WHO.

The principal objectives of WHO's research activities were to strengthen informational
research capabilities, particularly in developing countries, and to promote the application
of existing and new scientific knowledge and research methodology on problems related to the
stated priorities of WHO and its Member States. The Executive Board supported these objec-

tives and the proposed means of achieving them: (1) by identifying priority areas and
problems for research on the basis of their relative importance for social and economic
development and the extent to which such problems could be solved through WHO action;

(2) by promoting the exchange of information and the rapid application of research findings,
particularly in relation to the improved delivery of health services; (3) by coordinating,

promoting and conducting research in priority areas not adequately covered by national and

other efforts; (4) by encouraging regional research activities through collaboration with

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted as
resolution WHA29.57.
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national health research councils, institutions and universities; and (5) by assisting in
the achievement of national self- sufficiency in research manpower by providing and promoting
research training opportunities.

In consideration of the enhanced role of ACMR in the review and planning of WHO's
research activities, the Board had been assisted by hearing a statement by Professor
O. Westphal, representative of ACMR, who had outlined the general functions of ACMR, with

particular emphasis on the recent reorientation of interest towards priority fields of WHO's
programme related to the promotion of health in developing countries. The Director -General
had often stated that WHO had to be concerned with the transfer and adaptation of research
technology, particularly those types which would provide cheap preventive measures applicable
to the situations in developing countries, in order to provide health care at a reasonable
cost and in a technically and socially acceptable manner. The term "health sciences
research" had been suggested to describe this role of WHO. It had been suggested that the
membership of ACMR be broadened to reflect a stronger emphasis on such subjects as health
services research, systems analysis, operational research and health economics, in cooperation
with Member States.

After discussing these issues, the Board had adopted resolution EB57.R32, which requested
the Director -General to consider measures to broaden the areas of expertise represented by the
membership of ACMR, so as to reflect the increasing importance of health services research
within biomedical research. The Board had also requested the Director -General to report to
the Twenty -ninth World Health Assembly on progress made in reviewing the system of reference

and research centres collaborating with WHO, with a view to evaluating the work they had done
and to developing ways of strengthening their future role in the Organization's programme.

Dr KAPLAN (Director, Office of Research Promotion and Development) introduced the progress
report, which took into account resolutions WHA28.70 and EB57.R32. At the fifty- seventh
session of the Executive Board, the Director -General had submitted a progress report which was
attached as an annex to the present report. There was significantly greater involvement of
the regional offices in the research activities of the Organization. The regional offices
of the African, European, South -East Asian, Eastern Mediterranean and Western Pacific Regions

had established their own regional advisory committees on medical research or similar groups,
the Regional Office for the Americas having had one for fifteen years. They were guiding
the development of appropriate research in the respective regions. Dr Kaplan drew the
Committee's attention to the section of the progress report concerned with the current status
of the system of WHO collaborating centres and to the figures showing the distribution of the
various collaborating centres by subject and region. These centres were the backbone of
coordinated research and services and would play an important role in the extension of WHO
activities in the regions. A review of the centres would be completed in 1977 and WHO wel-
comed the response of certain Member States to increase the possibilities of collaborative
research with their institutions.

Professor NOSSAL (representative of the Advisory Committee on Medical Research) stated
that during his four years as a member of ACMR he had observed that there had been a signifi-

cant evolution in ACMR work. Initially the main work of ACMR had been to listen to oral

presentations in support of precirculated documents. Now, the oral presentations were much

shorter, allowing for more debate by scientists and health planners. ACMR now had the
opportunity to send small groups to WHO technical units to permit in -depth reviews of WHO

programmes and to establish personal contact. Members of the ACMR were encouraged to

strengthen their links with WHO by visits, collaboration and sabbatical leave. This helped

ACMR to become more active in giving advice on priorities and orienting research resources
to practical goals of public health importance. The regional ACMRs were to be involved in

regional programmes and in promoting interregional collaboration wherever possible. The

ultimate goal was to create a world community of biomedical research so that whenever a
scientist picked up his test tube, he would think of his work in relation to world health.

Research itself was a form of technical cooperation. Strengthening research in developing
countries and helping scientists to solve their own local problems was the best form of
international development assistance. The draft resolution already approved by the Committee
on regionalizing WHO activities, if followed in its spirit, would extend the role of WHO as a

catalyst.

Dr GOMAA (Egypt) said that the achievements so far made had led him to hope that the
world would recognize the role of biomedical research in solving its health problems. WHO's
activity in biomedical research had to be broad enough to include all problems. In most

countries research activities had increased considerably in recent years: both governmental
and nongovernmental centres were involved but it was rare to find, even in one country, an
ideal model for research collaboration and coordination. Such research collaboration and
coordination was particularly necessary for the efficient utilization of national resources,
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the exchange of information and results,and, most important, for ensuring that research
priorities were directed to local health problems. In this context, he hoped that the role
of WHO would be to promote such coordination at national, regional and international levels
and to set certain criteria for the selection of WHO collaborative research centres, particu-
larly those concerned with solving national health problems. Such an approach would
facilitate the application of the research results obtained and permit the participation on
a part -time basis of national staff in WHO research projects.

Professor PENSO (Italy) regretted that the biomedical research currently being programmed
and encouraged by WHO was based on a classical methodology that did not take into account the
latest advances in biomedical research, namely, the methodology for obtaining and exploiting
information on biological rhythms. By neglecting such assessment of predictable variability,
biomedical research ran the risk of incorrect and costly interpretation of data on health and

disease.

Unfortunately, it was still taken for granted that the aging Claude Bernard's teaching
on the stability of the internal environment was correct; in other words there was still a
belief in biological constants. Research was programmed as if Cannon's theory of homeostasis
retained its validity, ignoring the fact that at 52 years of age Claude Bernard himself had
singled out the extreme variability of the internal environment as one of his major findings.

There could be no doubt as to the historical importance of Claude Bernard's hypothesis:
it had led biological research to define the measurable aspects of every biological process
as an average, complemented by the values of its range - but that type of measurement did not
take into account the distribution of the studied variable in time. A few obvious examples:
plasma cortisol concentration, urinary potassium excretion, the number of eosinophils or
lymphocytes of different kinds in the blood, insulin secretion by the pancreas, corticoid
secretion in response to ACTH, the readiness of an organism to utilize and benefit from various
drugs, etc. were all phenomena subject to statistically significant periodical variations,
such as a circadian rhythm, i.e., about a 24 -hour periodicity.

In other words, biomedical research today - whatever its special field - must consider
the time factor, the.biorhythm of every phenomenon: time was without any doubt a biological
dimension. Biological periodicity had an intrinsic and genetic character: biorhythms were
a fundamental property of the living substance; many of them were endogenous, typical for

each animal species, hereditary, and definable by methods of mathematical analysis which
revealed many of their parameters, complemented by the essential inferential statistical
confidence limits.

All these new findings and methods formed part of the modern science known as "chrono-
biology", a science that studied the temporal structure of living beings. By means of a
special methodology, physiological and pathological rhythms could be measured in most if not
all types of biomedical research and practice. He mentioned various aspects of chrono-
biology - chronometabolism of nutrients, endocrine chronophysiopathology, chronotolerance of
drugs, chronotherapy, etc.

While drawing the Director -General's attention to these new concepts and facts of
research, the Italian delegation wished to know what would be the orientation of WHO in this
field. He recalled that in its fifty -fifth session the Executive Board had authorized the
Director -General to establish working relations with the International Society for Chrono-
biology and that this Society had subsequently drawn the Director -General's attention to
certain problems on which WHO was already working, and to which chronobiological methods
might usefully be applied.

The Italian delegation welcomed any developments connected with chronobiology and
recommended to the Executive Board the proposals for cooperation put forward by the
International Society for Chronobiology.

Dr KILGOUR (United Kingdom of Great Britain and Northern Ireland) welcomed the progress
report and, in particular, the more direct interest and stimulus from ACMR and the high
priority accorded to tropical parasitic disease research by both ACMR and the Executive
Board. He also welcomed the stronger emphasis on collaboration with national medical
research units and felt that the formation of regional advisory committees on medical research
would encourage the involvement of countries, particularly developing countries, in research
work. The list of criteria for selection of institutions for designation as WHO collaborating
centres was most illuminating.

Professor EBEN -MOUSSI (United Republic of Cameroon) requested further information on the
composition of ACMR at headquarters and the means of appointing its members. He believed
that regional activities were most important and supported the expansion of work in the
various regions. In any revision of the system the criteria for selection of institutions
for designation should be revised, especially that on the standing of the institution at the
international and national levels in a particular field of research, otherwise some developing
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countries would have to wait a long time before one of their research centres was selected.
He therefore suggested that a recommendation at regional level be sufficient for the selection
of an institution. He further supported the implementation of the ACMR timetable on certain
diseases and felt that the increasingly regionalized nature of ACMR would increase the
practical success of WHO activities.

Professor RUDOWSKI (Poland) stressed the importance of the coordinating role of WHO
in the development of health services research. He believed that WHO was in a unique
position to indicate priority areas, to coordinate health programmes and to utilize the
results of work from research institutions throughout the world. WHO could request insti-
tutions to assist in biomedical research in projects of national, regional or even global
significance. The planning and coordination of health services had to be based on
(1) priority, i.e., programmes should meet important health problems; (2) integration of
various basic medical and pharmaceutical sciences in a project; and (3) the concentration
of manpower, equipment and financial resources on selected research programmes. In Poland,
the Ministry of Health and Social Welfare and the Polish Academy of Sciences identified the
goals for research. The programme for 1976 -1990 included such important topics as:
cancer, human environment, human reproduction, cardiovascular conditions and the optimali-
zation of primary health care. All these were in line with WHO biomedical programmes. One
essential factor in long -term biomedical programming was a periodic evaluation of goals and
progress to ensure that the project remained in touch with public health needs and the
advances of medical science. He hoped that experience in his country could contribute to
the promotion of primary health care programmes elsewhere and stressed the importance of
flexibility in planning and financing biomedical research programmes and the necessity of
disseminating biomedical information to Member States.

Dr SUMPAICO (Philippines) noted that his country was currently carrying out a field
study on oral rehydration for diarrhoeal disease in infants and children, a disease which
was prevalent in many areas of the country. In carrying out sanitation studies on cholera,
it had been found that only 5% of all diarrhoeal cases were due to cholera and that 95% were
due to other causes. These other causes were now being investigated. The oral rehydration
project carried out in 1975 had had encouraging results in terms of weight gain compared with
a control group.

Dr LEAVITT (United States of America) said that during the past 17 years the effort
going into biomedical research in the world had so increased that it had become an enormous

enterprise employing hundreds of thousands of persons. Such an enterprise should be co-

ordinated by WHO so as to enhance national research efforts towards increasing the world's

fund of knowledge. Because of the complexities involved, it was essential to be selective in

identifying problems that lent themselves to WHO activity. The work of the two subcommittees

of the headquarters research development committee would help in the identification of

objectives and priorities and in providing an indispensable organizational framework. The

increased role of the regional offices should also be of great assistance. Similarly, the

additional responsibility given to ACMR would help greatly in selecting the scientific

problems that should be tackled. Coordination would be enhanced if national research bodies

became more intimately involved in the work of WHO; the Organization should therefore be

encouraged to continue its efforts to maintain close cooperation with national and inter-

national research bodies. The network of reference and research centres formed an important

part of WHO's research programme. The activities of those centres should be related to the

objectives and priorities of WHO's programme.

Dr LEPPO (Finland) welcomed the progress report and the various proposals for widening

the scope of WHO's research programme. In relation to the coordination of research, it
seemed to him that the programme hitherto had been the result of a large number of somewhat
fragmented or uncoordinated research activities, the reason possibly being that it did not

reflect an explicit and coherent research policy. In his view WHO should endeavour to estab-
lish an overall research policy related closely to the Sixth General Programme of Work and the

Executive Board's organizational study on the planning for and impact of extrabudgetary

resources on WHO's programme. The research programme should be looked at as a whole and in

relation to overall programme priorities and general principles guiding budget policy.

Dr PLIANBANGCHANG (Thailand) said that in his country a number of biomedical research

programmes were being carried out with the support of various international organizations.

In general, they were being undertaken without any reference to the national health problems

of the country; they involved duplication and fragmentation, on occasions they ignored

human rights and safety, and all too often they were unconcerned with the design. The

control measures imposed by the national research council had, for technical and admini-

strative reasons, been unsuccessful. For that reason, he fully supported the proposed
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increase in WHO's biomedical research activities, which he hoped would lead to improvement
in the technical and coordinating aspects of medical research in Member States.

Dr KRAUSE (German Democratic Republic) said that the main task of WHO in the field of
biomedical research was the strengthening of national research capabilities, particularly

in the developing countries, and the utilizing of existing and new scientific knowledge and
methods. Experience in his country had shown that the management and planning of biomedical
research required the concentration of research on the immediate and future health require-
ments of the population, the cooperation of the various scientific disciplines, the
establishment of a central authority to provide unified management, the creation of research
departments in medical schools, and international collaboration. The health authorities
in Member States should take responsibility for biomedical research, and WHO should co-
ordinate global and regional research by providing scientific information, organizing
international discussions, and making clear recommendations. The relevant departments in
WHO should have increased responsibility for that task and WHO should concentrate on health
problems of international significance at headquarters and of regional significance in the

regions. Full reliance should be placed on the advice of ACMR.

Dr GREVILLE (Australia) noted with satisfaction that biomedical research was to become
one of the major areas in the Sixth General Programme of Work. The proposals in the pro-
gress report were satisfactory, and the objectives set out deserved support. Care should be
exercised, however, in implementing the objectives, because the field of biomedical research
was so broad that selection was vital. One of the great needs at present was the appli-
cation of already existing knowledge and technology to the urgent health problems of the

world. WHO should coordinate and stimulate but not attempt to develop extensive research
laboratories of its own or to duplicate the activities of national research bodies. It

should, however, continue to increase the utilization of such bodies and of collaborating
research laboratories. Its activity should be limited to those areas in which its inter-
national nature uniquely fitted it to play a significant role.

Professor REXED (Sweden) welcomed the new directions the WHO biomedical research pro-
gramme was taking. It was essential, however, that WHO should have a clear idea of the
direction it was going in such research; in other words, it should have a defined research
policy. The main guiding line should be to provide develop research where the
need was greatest. The programme should therefore be closely related to the main health

interests of the Organization. WHO should not be a world medical research council, but it
should seek to provide the necessary knowledge to deal with the specific problems with which
countries, particularly developing countries, were faced. In that respect, research and
development should be looked upon as technical assistance to the developing countries.

In relation to the research training and reference centres, it seemed to him that they
had grown in rather an amorphous fashion and that the time had come to prune them and to
concentrate them in the areas where they were needed. They would do much to strengthen

national capabilities in research.
The programme received little support from the regular budget. The reliance on extra -

budgetary funds created the danger that the contributors of such funds rather than the needs
of the people might guide the direction of the research. If extrabudgetary funds were
offered for research that was not of priority in WHO, they should be refused.

Professor DAVIES (Israel) welcomed the increased involvement of ACMR and the

creation of regional ACMRs. In his view, however, while it was excellent that members of

ACMR should go to the regional offices, it was even more essential that they should go
into the field in Member States; for there was no substitute to observing the problems in

countries at first hand. A recent review of research in his country had shown the need for
increased cross fertilization between scientific disciplines, and he thought that WHO should
attempt to provide such cross fertilization in its research programmes, in particular
bringing in epidemiologists and biomathematicians in the regions. It had to be remembered,

too, that specialists were not always the best persons to assess the needs of countries.
Another lesson from the review in his country that WHO might apply to its programme was
that research should avoid living in an ivory tower isolated from the needs of peoples.
It was essential that knowledge should be applied to the actual problems.

His delegation approved of the report. There was an enormous scientific potential
that could be harnessed not only to the advance of knowledge but also to applying that
knowledge for the benefit of the world.

i
Dr KLIVAROVA (Czechoslovakia) said that, as at the Twenty- eighth World Health Assembly,

Czechoslovakia supported the WHO programme for the development and coordination of bio-
medical research, and offered its active participation.
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Czechoslovakia's integrated plan of basic and applied biomedical research was concerned
mainly with the diseases that were most important from the social point of view, and with

their prevention. It included studies on diseases of the circulatory system, malignant
neoplasms, the healthy development of new generations, mental health, organ transplantation,
virus diseases, rheumatic diseases, the development of new medicaments and immunological
preparations, and environmental protection. Particular attention was paid to diagnostics,
especially the biomedical aspects and computer techniques. Czechoslovakia's research
activities thus largely coincided with the WHO programme.

The Czechoslovak delegation considered that WHO's future work should continue to be
concentrated in those fields, and that the Organization's coordinating role should be
intensified in view of the increasing complexity and cost of research. The programme called
for a clear conception and carefully thought out priorities, taking into account WHO's
future programmes and the need to use the maximum possible number of national research

institutions; it was necessary to establish a long -term programme, orientated on the basis

of the Sixth General Programme of Work.

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

The meeting rose at 5.25 p.m.



EIGHTEENTH MEETING

Wednesday, 19 May 1976, at 9.30 a.m.

Chairman: Professor F. RENGER (German Democratic Republic)

1. FOURTH REPORT OF THE COMMITTEE

Professor SADELER (Benin), Rapporteur, read out the draft fourth report of the Committee.

Decision: The report was adopted (see page 642).

2. REPORTS ON SPECIFIC TECHNICAL MATTERS Agenda, 2.5

Expanded programme on immunization (annual progress report) (continued from Agenda, 2.5.8
the sixteenth meeting, section 1)

The CHAIRMAN invited the Committee to consider the following draft resolution proposed
by a working group:

The Twenty -ninth World Health Assembly,

Having considered the Director -General's progress report on the expanded programme
on immunization,

1. NOTES with satisfaction the efforts made to develop the programme and the first
progress accomplished;

2. EMPHASIZES again the high priority to be given to the programme with a view to
ensuring its rapid expansion and meeting the needs of the Governments in coordination
with their national immunization programmes;

3. RECORDS its appreciation of the important role that UNICEF is playing, jointly
with WHO, in supporting national immunization programmes;

4. THANKS the governments and the agencies that have already contributed to the
programme and urges those that are in a position to do so to contribute funds, or
their equivalent in equipment and supplies, to the Voluntary Fund for Health Promotion
(Special Account for the Expanded Programme on Immunization), or to make sufficiently
long -term contributions on a bilateral basis;

5. COMMENDS the Director -General's intention of merging the smallpox eradication

programme and the expanded programme on immunization during the next two years with a
view to using the many years' experience of smallpox control and at the same time
taking into account the considerable differences, peculiarities and complexities of
immunization against other infections;

6. RECOMMENDS to the Director -General the carrying -out of special research to
evaluate the effectiveness of immunization in countries with differing climatic and
socioeconomic conditions and also to develop qualitatively new, more effective and
heat -stable vaccines against the six diseases included in the programme and also
other diseases against which vaccines have not yet been developed;

7. INVITES the Director -General to work out a strategy for a detailed immunization
programme on a sound scientific basis which would be in harmony with the aims of WHO's
Sixth General Programme of Work and its successors and have the prospect of being
implemented continuously over a long period, particular account being taken of the
programmes on primary health care;

8. REQUESTS the Director- General to keep the World Health Assembly regularly
informed of the progress made.

Dr FLEURY (Switzerland), as rapporteur of the working group, introduced the draft
resolution and drew attention to the respects in which it differed from the original resolution
on the same subject that had been presented to the Committee earlier.1 He said the main aim of
redrafting some parts of the resolution had been to avoid misrepresentation.

1
See p. 376.
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Speaking on his own behalf, he raised a question regarding yellow fever vaccination. He

said that the International Health Regulations required countries to designate yellow fever

vaccination centres. As a result, independent physicians were unable to vaccinate inter-
national travellers against yellow fever, even though they might be specialists in tropical

medicine. In view of the advances in the conservation of vaccine that had taken place since

that requirement has been introduced he wondered whether it was still justified. In fact, it
constituted a restriction on the free practice of medicine and also brought with it considerable
administrative and financial burdens for the countries as well as for WHO. He suggested that
the Organization should re- examine the situation and present a report to the next World Health

Assembly.

Professor DOGRAMACI (Turkey) said he approved the draft resolution but there was one addi-

tional point that some delegations considered important. The question had been raised ofcontra-
indications to immunization. In some countries it was a legal requirement that the subject's

urine should be shown to be free from albumin before immunization was performed. It was now

known that in certain renal diseases immunization might be beneficial rather than harmful.
He therefore proposed to add the following phrase at the end of operative paragraph 6:

and" to study the validity of currently accepted contraindications to vaccinations."

Dr FLEURY (Switzerland) said this was a very good suggestion and he did not think any of

the co- sponsors would have difficulty in accepting it.

Dr KILGOUR (United Kingdom of Great Britain and Northern Ireland) agreed that Turkey's
suggestion was an excellent one and said it would be very useful for countries to harmonize

their views on immunization. Secondly, he supported what the Swiss delegate had said about

yellow fever vaccination; the stability of the new vaccine made it unnecessary to regard it

any differently from smallpox vaccine. It might be an appropriate subject for consideration

by the November meeting of the Committee on International Surveillance of Communicable
Diseases, which could also reassess the duration of the validity of certificates of vaccination

against yellow fever.

Dr VENEDIKTOV (Union of Soviet Socialist Republics) agreed with the amendment suggested
by the delegate of Turkey and supported the suggestion made by the United Kingdom delegate
regarding discussion of yellow fever vaccination by the Committee on International

Surveillance of Communicable Diseases. He said that in operative paragraph 2 of the draft

resolution it seemed unclear who was to coordinate with whom and he suggested replacing the
words "the governments in coordination with" by "Member States and ". He also objected to the
use of the word "successors" in the third line of operative paragraph 7 and suggested that the
words "Sixth General Programme of Work and its successors" be replaced by "sixth and subsequent
general programmes of work ". Furthermore, he thought it would be useful to include a reference
to the basic resolution in operative paragraph 1 and therefore suggested inserting the words
"in pursuance of resolution WHA27.57" after the word "programme ".

Dr FLEURY (Switzerland) said that he agreed with the amendments proposed by the Soviet
delegate, especially as regards operative paragraph 2.

Professor SULIANTI SAROSO (Indonesia) suggested inserting the words "by Member States"
after the word "continuously" in the fourth line of operative paragraph 7.

Dr FLEURY (Switzerland) agreed with the proposed amendment.

The CHAIRMAN asked whether the Committee was prepared to approve the draft resolution, as

amended.

Decision: The draft resolution, as amended, was approved.1

WHO's role in research (continued)

Development and coordination of biomedical research (progress report) Agenda, 2.5.6.1

(continued from the seventeenth meeting, section 2)

The CHAIRMAN invited the Committee to consider the following draft resolution proposed by

the delegations of Czechoslovakia, Finland, Indonesia, Sudan, Union of Soviet Socialist

Agenda, 2.5.6

Transmitted to the Health Assembly in the Committee's fifth report and adopted as

WHA29.63. For Secretariat reply to points raised during the discussion, see p. 409.
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Republics, and United Kingdom of Great Britain and Northern Ireland:

The Twenty -ninth World Health Assembly,
Having considered the Director- General's report on WHO's role in the development and

coordination of biomedical and health services research;
Noting with satisfaction the intensification of WHO's research -coordination activities

in pursuance of resolution WHA25.60 and subsequent resolutions of the Assembly and the
Executive Board;

Noting with satisfaction also the increased activity of the Advisory Committee on
Medical Research, the establishment of regional advisory committees on medical research
and the beginning of the development of coordinated research programmes on such subjects
as health services, health manpower training, environmental health, cancer, tropical and
parasitic diseases, including schistosomiasis and onchocerciasis, cardiovascular diseases,

virus and other diseases;

1. CONFIRMS the need for the drawing -up of a comprehensive long -term programme for the

development and coordination of biomedical research, which should reflect WHO's attitude
in regard to defining priorities in scientific and organizational research, the methodology,
coordination of international research programmes, the improvement of research information
systems, a review of the system of collaborating centres and the collation of scientific
biomedical and organizational forecasts;

2. INVITES the Director- General to prepare a comprehensive report containing an analysis
and evaluation of WHO's research -coordinating activities, including a report on the
implementation of the relevant Executive Board and Assembly resolutions and proposals for
further improvements in those activities and formulating WHO research policy, and to
submit the report to the Executive Board at its fifty -ninth session and to the Thirtieth
World Health Assembly.

Professor HALTER (Belgium) said that biomedical research was taking an increasingly
important place in the life of the nations of the world. In the European Region and in the
North American continent especially, biomedical research was part of a long research tradition,
with the result that a certain number of considerations were implicitly involved whenever a
research project was undertaken. Nevertheless, there was reason for concern about certain
aspects that were not mentioned either in WHO's reports or in the draft resolutions that had

been submitted. He referred here to the ethical aspects of research. In Europe several

international organisms had been created to coordinate research in the biomedical sphere.
These included the Medical Research Committee of the European Communities, the European

group of funds for scientific medical research, and the European Science Foundation. The

WHO Regional Office for Europe had also undertaken considerable activities in this field in

recent years. In all the meetings in which he had participated, the ethical aspects of

certain forms of research had invariably been raised. In certain of the developing countries

where WHO was endeavouring to promote research, there was not however the same tradition, nor
was there any guarantee of the vigilance needed when embarking on research involving living

creatures, or particularly, human beings. He was raising the point in order to facilitate and
improve relationships between research workers in developed and developing countries and to
help those responsible for drawing up research programmes in developing countries to avoid

certain difficulties. He therefore suggested two amendments to the draft resolution on the

development and coordination of biomedical research. The first was the insertion before

operative paragraph 1 of another preambular paragraph reading: "Considering the importance

of the ethical problems that might be manifest in the context of certain biomedical research ".
The second amendment was to operative paragraph 2, where he suggested that, after the word

"policy ", the following phrase should be inserted: "including possible ethical problems ".

Dr VENEDIKTOV (Union of Soviet Socialist Republics) said that much had been done with
regard to the development and coordination of biomedical research since the adoption of
resolution WHA25.60 in 1972. At the present Assembly the importance attached to the subject
had been emphasized by many delegates from all the different regions as well as by
Professor Ramalingaswami who, on receiving the Léon Bernard Foundation Medal and Prize, had so
well described the indissoluble link between basic and applied medical and biological research,
stressed the relationship between science and practice, and demonstrated the responsibility of
science towards health and society.

In addition to the very important resolutions adopted during the past years on the
development and coordination of biomedical research, resolutions had been adopted on the
development of research in a number of specific fields such as cancer, tropical and parasitic
diseases, schistosomiasis, cardiovascular diseases, rheumatic diseases, malaria, and the
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expanded programme on immunization. However, it would be a pity if that gave the impression
that WHO's approach to the problem was being fragmented. The biomedical sciences formed an
integrated whole, and WHO was uniquely competent to draw up a general policy in that field.

He welcomed the increased importance given to the role of ACMR, the recently established
regional advisory committees, WHO expert committees and collaborating centres. However, it

was necessary to intensify still further the participation of advisory bodies and the support

to national research institutions. With regard to the latter, WHO's support should be mainly

in connexion with methodology; with the exception of some centres in developing countries
which might become focal points for the development of research in the regions, there should
be no question of financing activities from beginning to end. In that connexion, the remarks
made by certain delegates concerning the unjustified reduction in the provisions for research

in WHO's regular budget merited attention.
It was important to avoid extremes and the mistake of decentralizing science. Science

was indivisible, and WHO's special role was that of coordinator. There were variations in the

degree of development: medicine and biology were advancing more quickly than other branches of
the natural sciences, some spheres of medicine had progressed more quickly than others, and
there were vast differences between countries as to scientific potentials. Today not even

the richest countries, or groups of countries, could develop research to the full if they

worked alone. There was a need for real international cooperation. But there were diffi-

culties. There was the information barrier - largely the result of the vast number of
different standards and criteria, which prevented the development of a common methodology.
There were also the social and ethical barriers that had been mentioned by the delegate of
Belgium, who had rightly stressed the importance of the ethical problems involved. It was

WHO's task to help overcome those barriers and enable Member States to use the achievements

of science for the promotion of health. The importance of using existing knowledge in
medical science for the benefit of the developing countries had rightly been stressed on

several occasions. However, existing knowledge and the achievements of science up to the
present were far from adequate for the solution of the problems of those countries. Today's

knowledge might eventually solve the problems of tropical and other communicable diseases;
but it should be remembered that the so- called highly developed countries had taken decades

to deal with such problems. That was too long, and further scientific progress was essential.
He was pleased to note that a review was being undertaken of the network of collabora-

ting centres, and that it was due to be completed by 1977. What had been done so far was

inadequate; the geographical distribution of research centres and other research efforts

was unbalanced.
Although the few pages that habitually constituted the progress reports contained

interesting information, they seemed unnecessarily modest and did not adequately reflect

WHO's coordinating role. It was difficult to obtain an overall picture of WHO's activities

regarding research, and there was an impression of fragmentation, the details being presen-
ted separately, according to the various special fields of research.

He suggested that the Executive Board, at its next session, should review the resolutions

that had been adopted on the subject in the past few years and consider what specific action
had been taken for the implementation of each of the provisions they contained. It was very

important that the development of science should be adequately stressed in WHO's Sixth General
Programme of Work and in decisions of the United Nations General Assembly concerning science

and technology. If the provisions of resolution WHA28.70 were to be implemented, it was
essential that the Director -General prepare a long -term programme and a comprehensive and

detailed report on WHO's activities in this field. He would like to see a report similar

to the two presented to the present Assembly on the subjects of WHO's human health and
environment programme, and health manpower development. Such a comprehensive report should

be presented to a future Assembly, to facilitate the discussions.
Those comments were, in fact, reflected in the draft resolution before the Committee.

He thought the amendments proposed by the delegate of Belgium were fully acceptable, but
suggested that the words "ethical problems" in the new preambular paragraph be replaced by

"problems of information, methodology and ethics ".

Dr VIOLAKI - PARASKEVAS (Greece) stressed the need to avoid duplication in biomedical

research and the importance of WHO's coordinating role in that respect. In order to achieve

the goals of research it was necessary to indicate high priority areas, especially in rela-

tion to health needs. A comprehensive long -term programme and formulation of WHO's research

policy were absolutely necessary; she would welcome any policy that would allow the fruits

of biomedical research to be made available to Member States at minimum cost.

Dr OBIANG -OSSOUBITA (Gabon) said that WHO's idea of decentralizing research was very

important. Nobody believed that the laboratories of the developed countries should be the

only ones to study the research problems of developing countries. It was true that at

present the developing countries did not always have the possibility to equip research
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centres, but equipment was lacking even in the centres in the developed countries. It had

been found that when research in developing countries was carried out by experts who had
qualified in developed countries, some erroneous hypotheses carried from these countries

sometimes misled the research worker. As an example, he said that a group of research
workers was at present studying the causes of sterility in his country. They had started
from the assumption that sterility in Africa was essentially secondary to venereal disease

and genital infections. They were very surprised to find that venereal disease was very
uncommon among sterile women, and it was only then that they turned their attention to the
relationship between malnutrition and sterility. Such mistakes might be avoided if national

personnel were involved to the maximum extent in biomedical research. As regards occupa-
tional health, it was necessary to carry out studies at the workplace because the conditions

of temperature and humidity were different from those in temperate climates. Studies on

anthropology were also needed because the populations of developing countries comprised body
types different from those of the developed countries.

Professor SULIANTI SAROSO (Indonesia) said that from the three figures included in the

progress report, two conclusions could be drawn: first, WHO collaborating centres were mostly

to be found in Europe and in the Americas. Secondly, research on strengthening of health

services and health manpower development was almost non -existent. She hoped that, with the

broadening of the areas of expertise of members of ACMR, that body would be in a better
position to advise the Director -General on the formulation of a WHO research policy and a
comprehensive long -term programme for the development and coordination of biomedical research.
The Indonesian Government regarded research as an essential part of the national development

programme and there was a minister responsible for research. An Institute of Health
Research and Development had been established in the Ministry of Health comprising six

research centres: a centre for health services development and research; a nutrition

research centre; a health ecology research centre; a drug research centre; a biomedical

research centre; and a research centre for cancer and radiology. Much of the biomedical
research was undertaken by medical schools but the quality was not as good as the Government

would have liked. She therefore emphasized the importance of WHO's programme of strengthen-

ing national research capabilities. She requested the Director -General to include in his

report to the next World Health Assembly the steps that had been taken to achieve that
objective and asked that such steps be reflected in the programme budget for 1978/1979.
She said that two years ago an agreement had been signed between WHO and the Indonesian
Government for the development of a Health Service Development Institute. She asked whether

that Institute was registered as a WHO collaborating centre.
The Director- General had reported on the greater involvement of the regional offices in

research activities. Early in 1976, the Regional Office for South -East Asia had held the
first meeting of the Regional Advisory Committee on Medical Research. That Advisory
Committee took into consideration that basic research would be better undertaken in well -
equipped laboratories and since such laboratories were not available in the Region, the
following list of priorities had been drawn up: strengthening national research capabilities,
promoting and coordinating research on regional priority programmes related to social and
economic developments, and promoting research design to facilitate the rapid application of
existing and emerging scientific knowledge. Criteria for the selection of priority health
problems that could be solved only by coordinated action were drawn up and a list of such
health problems was prepared. There had also been a lengthy discussion on the relationship
between WHO headquarters and the South -East Asia Region with regard to research management.

Professor EBEN -MOUSSI (United Republic of Cameroon) advised countries of the Third World
to pay close attention to the problem of ethics in certain forms of research since it was not

only in matters of therapeutics that the question arose. His delegation therefore strongly

supported the amendments proposed by the delegate of Belgium.
In the context of biomedical research he urged the Director -General to concentrate on the

problem of the provision of scientific documentation to the WHO collaborating centres in the

underdeveloped areas. Local difficulties caused by the lack of bibliographical material

all too frequently dampened the enthusiasm of research workers.

Professor ORHA (Romania) wished to associate his delegation with previous speakers in
congratulating WHO on its report, and welcomed the initiative of the Federal Republic of
Germany in putting forward a very pertinent and well -timed draft resolution on the use of

SI units in medicine.1 It was extremely important to have uniform standards and uniform

terminology for scientific communication and the international exchange of information,

particularly in view of the ever - growing confusion in the technical terminology used in medical
literature. Many international bodies had worked on the standardization of terminology and

1 For text, see p. 397.
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abbreviations, but their decisions were neither regularly nor promptly communicated to Member

States. Perhaps the Secretariat could do something to ensure that such information was made
available regularly and economically to all Members.

Referring again to the draft resolution on the use of SI units in medicine, he proposed
that in the second preambular paragraph the words "and terminology" should be inserted after
"uniform standards" so that the paragraph would read:

Recognizing the importance of uniform standards and terminology for scientific
communication and the international exchange of information.

Whether or not the sponsors of the draft resolution accepted that proposal, his
delegation would like to be accepted as a co- sponsor.

In addition his delegation strongly supported the spirit, substance and terms of the
draft resolution proposed by Czechoslovakia and others on, the development and coordination
of biomedical research; his delegation was aware of the importance of planning and the
coordination of medical research and would also like to be accepted as a co- sponsor of that
resolution.

Dr THOMPSON (Nigeria) said that there were essentially three aspects which needed to be
considered in research, namely the researcher, the problems and the states.

Research in Nigeria was entrusted to the Nigerian Medical Research Council, the
universities and the state hospitals, which had a certain amount of research facilities and
qualified consultants. The Federal Government had made the Medical Research Council solely
responsible for assisting and coordinating the research projects in various parts of the
country, but there was a great need of funds and staff. The main objective of the Research
Council was research into the country's health needs. The greatest problem, however, was
to establish priorities. For example approximately 60% of hospital admissions were due to
parasitic and infective diseases, themselves due to inadequate environmental health care, but
at the same time the country's rapid development was introducing diseases associated with
industrial growth. He wondered where the research priority should lie.

There were two basic requirements, first of all to ensure the livelihood of the
researcher, and secondly, as priorities differed from country to country, WHO aid was needed
in gathering together a proper collection of data on research projects for the information
of research workers to avoid duplication and to ensure regular assessment of ongoing
research work.

As in all other matters, however, political decisions were all- important and could
easily disrupt useful research. It would consequently be the duty of WHO to ensure that
that factor was ameliorated, if not entirely circumvented.

The Nigerian delegation approved the report before the Committee.

Professor VON MANGER - KOENIG (Federal Republic of Germany) said that his delegation
fully supported all considerations aimed at entrusting a more significant coordinating
function in biomedical research to WHO. The difficult research problems and the wide range
of research areas on the one hand, and the scarcity of manpower and available financial
resources on the other, made cooperation and coordination in research indispensable.
Moreover the establishment of regional priorities and the creation of regional advisory
committees would prove to be indispensable.

Equally indispensable for scientific cooperation and the exchange of experience, views,
findings, data and facts, was the application of uniform definitions and parameters. The
validity of scientific findings and their verification depended to a large extent on the
methods applied. The Director -General had therefore been right in advocating the
standardization of methods and measurements, while at the same time indicating the risks
which might arise from the application of, for example, insufficiently standardized reagents.

The International Organization for Standardization had already proposed a uniform
system of measurements intended to unify and diminish the number of measuring parameters and
units used the world over. Such a system would facilitate the exchange of scientific
experience and facilitate international discussion. Delegates might remember that due to
WHO a worthwhile guide to international recommendations on names and symbols for qualities

and units of measurement had been published the previous year.1 Nevertheless a number of

questions remained. His delegation wondered whether provision had been made for the
simultaneous and worldwide introduction of the new system or change of the old system, what
difficulties were to be anticipated in the field of medicine, and what periods of transition
had to be provided for.

1 Armstrong Lowe, D. A guide to international recommendations on names and symbols for
quantities and on units of measurement, Geneva, World Health Organization, 1975 (Progress in

standardization: 2).
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Several international scientific societies had spoken in favour of retaining the old
measures and parameters; in some countries the new units were already applied, while other
countries were still considering whether or not to change. Clarification and coordination
were called for to safeguard scientific communication throughout the world. That task too,
formed part of the coordinating function of WHO, and on that account he urged the delegates
to vote for the draft resolution on the use of SI units in medicine.

Replying to points raised during discussion of the draft resolution on the expanded
programme on immunization by the delegates of Switzerland and the United Kingdom, Dr COCKBURN
(Director, Division of Communicable Diseases) said that the Director -General would be pleased
to add the subject of yellow fever vaccine to the agenda of the meeting of the Committee on
International Surveillance of Communicable Diseases to be held later in the year. However,
the Regulations did not restrict the number of centres which a country could designate for
yellow fever vaccination and a Member State could therefore designate as many centres as it

wished. On the question of improved stability of yellow fever vaccine, so far only one strain
had been found to be more resistant than the other strains, but the increased degree of
resistance was not yet clearly defined and studies were continuing. None of the other strains
used for vaccine production at this time were any more heat -resistant than they had been
previously, and it would therefore be unwise for the time being to make changes in the methods
of preserving, handling and using yellow fever vaccine.

Dr ALFA CISSÉ (Niger) said that remoteness caused many problems in the practice of
epidemiological surveillance of a number of diseases. In West Africa there was an inter-
governmental organization for the control of major endemic diseases which worked with a
foreign organization, the Center for Disease Control (CDC), Atlanta, USA. The problem was
that since in the African Region there was no way of diagnosing a patient with a viral
infection other than clinically, any biological diagnosis had to be done by CDC in Atlanta,
involving the sending of samples by air and delays before results were obtained. It was a

matter of extreme necessity therefore to have specialized and well- equipped centres in Africa

to meet situations of that kind.
Further, in the paragraph on evaluation of the Director- General's report, it was implied

that for a centre to be accepted as a WHO collaborating centre, its staff needed to have an

international as well as a national reputation. Yet an international reputation could only

be acquired through international bodies. Furthermore as soon as a researcher earned a

certain reputation locally he moved on for greater experience. Not only, therefore, was a

reputation a prerequisite at international level, but the assessment by headquarters of the

collaborating centres was becoming a serious handicap. Therefore, his delegation wished to

make the following amendments to the text:

First, assuming that the amendment proposed by the delegation of Belgium was accepted
as a fourth preambular paragraph, the delegation of Niger proposed a fifth preambular

paragraph: "Considering the results already obtained by the institutions and centres already

established in the African Region for the control of major endemic diseases in the field both
of epidemiological surveillance and of applied and basic research ".

Secondly, he proposed that a third operative paragraph should be added, inviting the
Director -General to maintain a reasonable balance between the strengthening of existing

research institutions and the establishment of new centres, the latter measure to be envisaged

only in exceptional cases when there is no structure capable of carrying out the studies

projected.
In addition, and provided the co- authors so agreed, Niger would like its name to be

added to those of the other co- sponsors.

Professor REXED (Sweden) wished to propose an amendment to the draft resolution to stress a

point he had made the previous day, that the WHO research programme should be closely
related to the Organization's programmes and priorities in its operational work. The

paragraph would be a preambular one and would be inserted before the Belgian amendment, if

the latter were accepted, and might read: "Considering that the principal objectives of WHO's

research activities are to strengthen national research capabilities, particularly in
developing countries, and to promote the application of existing and new scientific knowledge
and research methodology on problems related to the stated priorities and programmes of the

Organization . . . ". He hoped that the proposed amendment would be acceptable-to the

sponsors and that in view of the importance of the resolution Sweden would be accepted as

another co- sponsor.

Dr LEPPO (Finland) referring to the draft resolution which his delegation was co-
sponsoring, said that he fully supported the substance of the resolution but wanted to change

the wording of the first operative paragraph if the delegate of the USSR so agreed. He

proposed that the words "biomedical research" should be replaced by "biomedical and health
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services research ", to be consistent with the wording used in the first preambular paragraph
and with that used in the Sixth General Programme of Work. He recalled that the Constitution
of WHO contained even broader wording - "research in the field of health" and in fact the
title might even be changed in future to "health research ", although that could only be done
after a thorough examination of what the term "health research" really implied.

His delegation supported the amendments proposed by the delegates of Belgium and Sweden.

Dr VENEDIKTOV (Union of Soviet Socialist Republics) said that the amendments proposed
by the delegate of Niger appeared to be fully acceptable except that in the first amendment
reference should perhaps be made to institutions existing in Africa "and in other regions ".

While he agreed with previous speakers regarding the need to strengthen national
research institutes, particularly in developing countries there was also a need to ensure,
through the machinery of WHO, the effective involvement of national research institutes in
both highly developed and developing countries in carrying out those studies which consti-
tuted high priorities for the Organization. Perhaps the delegate of Sweden might

reconsider the wording of the amendment. All the other amendments proposed were acceptable.

The DEPUTY DIRECTOR -GENERAL thought it would be useful if he clarified certain points of
terminology and the implications of that terminology used in the discussion. No doubts
existed, either within the Organization or in the various countries, as to the meaning in the
present context of "biomedical research" though the role of the Organization in this field had
given rise to considerable discussion in the past. The progress report submitted by the
Director -General dealt with the part WHO could play in the development and coordination of
medical research which, according to WHO policy, covered the totality of health services
research. The debate at the current session had rightly emphasized that understanding;
however, it seemed to him that any attempt to substitute an amplified terminology for
"biomedical research" would undermine the activities of the Organization, in accordance with
the Health Assembly's instructions, in that regard.

He gave the Committee an assurance that health services research, as it related to the
entire range of such services, would continue to receive increasing support, and that the
Organization would be placing further emphasis on the new philosophy with regard to biomedical
research.

Dr KAPLAN (Director, Office of Research Promotion and Development) referred
first to the point raised by the delegates of the United Republic of Cameroon and Niger in
relation to the criteria for the designation of collaborating centres and to their concern in
connexion with the designation of centres in the developing countries. He assured them that
WHO had that question very much in mind. The Organization was obviously not applying the
same criteria where collaborating centres in the developing countries were concerned. In the
national sphere, it was essential that such centres in the developing countries should be
concerning themselves with priority problems of the Organization's Member States and carrying
out specific activities reflected in WHO's programme, within their own country and in
conjunction with others. The same high level as was required of developed countries would
not be demanded of them, and the intention was certainly to draw the developing countries to
the greatest possible extent into those activities.

With regard to the use of the term "coordination ", the progress report itself had
endeavoured to explain the manner in which it was being interpreted. The core of such
coordination resided in the activities of the technical units. The Office of Research
Promotion and Development at headquarters was responsible for internal coordination through
the headquarters research development committee which included the directors and chiefs of the
principal technical units at headquarters. This mechanism in turn was being used to
harmonize the rapidly expanding research activities in the regions. The delegate of
Indonesia had referred to the objectives, guidelines, and criteria for WHO's research
activities as presented in the annex to the Director -General's progress report. One of the
criteria worth noting was that the problem should be one in respect of which WHO had a unique
contribution to make, and that it should be solvable, or that the particular WHO activity
involved should add important knowledge thereto within a reasonable period. As to what was
meant by science policy in this connexion, he said that the technical units followed the
priorities set by Member States and these were then selected by the technical units on the
basis of the criteria referred to previously.

He stressed the important function which technical activities could play as regards

research. For instance, practical problems in the field, such as the occurrence and
transmissibility to man of monkeypox, and the stability of vaccines, had been recognized by
the Smallpox Eradication unit, and research had been promoted by WHO and had succeeded in
solving these particular problems. Analogous work of that type had been provided by many

technical units relating to various activities, with regard to tuberculosis, for example.
The coordination and concentration of research on specific goal- oriented programmes was of
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particular value because it resulted in considerable savings of funds to Member States, for
example amounting to hundreds of millions of dollars annually with respect to smallpox and
tuberculosis alone. The concerted action with respect to research in human reproduction
showed that, given the opportunity, WHO could fulfil the major criterion of being able to
operate in a way open to no other single agency.

The delegate of Belgium had raised an important question regarding medical ethics. A

special Secretariat committee on medical ethics ensured that research on human subjects had
to meet certain ethical requirements and must adhere, as a minimum, to the Declaration

of Helsinki. He assured that delegate that WHO fully concurred with the capital importance

he attached to that aspect. This problem had been discussed by ACMR in its last two
sessions and the relevant documentation was available for those who were interested.

Commenting on the draft resolution proposed on the initiative of the USSR delegation,
he recalled that a long -term report on the subject had been prepared two or three years

previously. To prepare a comprehensive report in time for the fifty -ninth session of the

Executive Board might be allowing the Secretariat rather too little time; it would seem

preferable for such a report to be submitted to the Thirtieth World Health Assembly.
Naturally, however, the Secretariat would do its best to comply with whatever request was put

to it.
In reply to the query put by the delegate of Indonesia, he said that, although

consultations had already been entered into, there had as yet not been any formal steps taken for

the designation of the Health Services Development Institute in Indonesia as a collaborating
centre. The matter could be discussed further between the Indonesian delegation and the unit
concerned.

On the point made by the delegate of Romania, he drew attention to the existence of the
technical terminology service of WHO which was planning to give the assistance in this
connexion.

As regards the designation of collaborating centres, there was a specifically established

procedure. Consultations, which could either be initiated within the regions or at
headquarters, took place between countries and the regional offices or country representatives,
and the arrangements were finalized by the Director -General.

Commenting on the observations of the delegate of Gabon, he explained that the research
project on human reproduction to which that delegate had referred was not in fact being
carried out under the auspices of WHO but by a private organization of a European country.
WHO had, however, been carrying out an infertility study in Nigeria, the United Republic of

Cameroon, and Sudan.

Professor NOSSAL (representative of the Advisory Committee on Medical Research)
considered that the comprehensive and interesting debate which had taken place reflected the
unanimity of the Health Assembly as to the vital role WHO could play in stimulating biomedical

research for the future welfare of mankind. ACMR felt immensely encouraged by the support
given by all to its expanded role within WHO, and it would do its utmost to live up to that

confidence in spite of the daunting task before it. The delegate of Egypt and other delegates

had referred to the part WHO could play with regard to coordination and planning, and he
himself would indeed agree that that was an important function of ACMR. He wished, however,

to sound a note of caution. In the last analysis, any real breakthrough in research
represented creative leaps by individuals, and it was therefore important to bear in mind the

need not to dampen the entrepreneurial spirit which encouraged creative research.
Many delegations had referred to the value of health services research. ACMR had

extensively debated that topic at its session in June 1975 and had warmly welcomed the
inclusion of such research and recognized the close relationship with biomedical research as

such. Nevertheless, the general feeling had been that health services research, which was
a science coming midway between medical research and sociology, was at an earlier stage of

evolution than strictly medical research. Accordingly, while ACMR welcomed the extension of

the concept, and would do its best to assist in this field, it intended to proceed with caution

so as not to detract from its well established basis of action. This subject would be

discussed again at the ACMR session in June 1976.
The request made by the delegate of Italy for research into chronobiology raised an

interesting subject. The delegate of Australia and others had emphasized the need for WHO to

be extremely selective as to the fields in which it would support research; there was such

a wide spectrum of topics and it was important that WHO should not unduly disperse its efforts.
He would inform ACMR of the Italian delegate's suggestion, but he was inclined to think that
it would be difficult for any major research to be mounted in that regard, particularly taking

into account current funding constraints.
Tropical and related diseases, mentioned by the United Kingdom delegate, were of great

importance, and he wished to express deep appreciation to the United Kingdom and the other
Member States which had contributed manpower, equipment, space and funds to the pilot
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programme. Further consideration of this subject would be undertaken under item 2.5.6.2. of
the agenda.

The delegate of the United Republic of Cameroon had asked how ACMR was composed and
elected. Its members were chosen as individuals by the Director -General and were entrusted
with the task of advising the Director -General himself, i.e. they reported directly to the
Director -General and not to the Health Assembly or the Executive Board. It was in his view
important that that status should be maintained as it allowed for frank and non -political
discussions. It should be borne in mind, however, that, in his selection of ACMR members,
the Director -General made every effort to ensure a balance between background skills,
geographical representation and overall fields of research.

Both the United States and Soviet Union delegates had stressed the desirability of the
closest possible collaboration between WHO and national research centres. In fact, ACMR was
delighted at the manner in which scientists from national research centres were responding to
requests for collaboration on the various expert committees and groups meeting under WHO
auspices. That seemed to him indicative of the way in which the world medical research
community looked to WHO for moral leadership in the coordination of research with a view to
making it more relevant to the needs of the developing countries. The relations between ACMR

and research workers in the various national centres had been close and cordial.
The delegate of Finland had raised the question of philosophy, principles, coordination

and management of research, which had been discussed at the fifty- seventh session of the
Executive Board,2 and the Swedish delegate had also referred to the basic concepts involved.
He assured the Committee that, since that debate in the Board, increasing efforts were being
made at headquarters to present ACMR with a statement of policy in that regard, which could

then be examined by ACMR. A document of such an extensive nature necessarily took time to

prepare and was receiving intensive scrutiny by all directors of divisions. He therefore
appealed for patience on the part of delegations in that respect.

The delegate of the German Democratic Republic and others had asked that endeavours should
be concentrated to a greater extent on research problems relating to the health demands of the

developing countries. ACMR would naturally strongly support the wish to take full account of

the health problems of the poorest countries. It could not, however, overlook the

consideration that it was essential to protect the original source of all research; in other

words, while efforts for the application and coordination of existing research should be
accelerated, the root of any such action was of necessity fundamental research, which had led
to the extension of man's power over his environment and indeed over himself.

On the point made by the delegation of Australia, and supported by the delegation of

Niger and others, as to whether WHO should establish research laboratories, ACMR was firmly of
the view that WHO should seek mainly to strengthen existing institutions rather than to set up

new ones. There was complete agreement on that score between the Secretariat and ACMR, and
that view was moreover fully in keeping with the draft resolution submitted to the present

meeting.
On the ethical question raised by the Belgian delegate, he would assure the Committee that

ACMR had ethical considerations well in view and sought to reinforce them. In fact, it would
be considering for a full day preceding its following session the question of ethics in the

field of DNA recombinants.

Dr VENEDIKTOV (Union of Soviet Socialist Republics), referring to the remarks made by
the Deputy Director -General, said it was essential to have precise definitions of biomedical

and health services research. At the moment it was not at all clear what WHO's role was to be

in the development of research.
Dr Kaplan had referred to the report that had been prepared in 1974. He would recall

that the first such report, prepared in 1973, had been regarded by the Executive Board as an
interim report, and the one presented in 1974 had in fact merely been an enumeration of the

basic aspects of the Organization's past work. What was now being requested was not
necessarily a long report, but one which was orientated towards the future, and indicated

WHO's long -term strategy.
He agreed with the representative of the Advisory Committee on Medical Research that

breakthroughs in research were the result of creative leaps by individuals, and could not be

planned; but the resources and activities of the Organization had to be planned. It was the

task of ACMR to weigh the resources and activities of WHO against the world's health needs.
The gap between existing scientific knowledge and its application was far too wide. He

appreciated the fact that ACMR was, from the strictly legal viewpoint, required to advise the

Director -General. In accordance with recent resolutions, however, it was now mandatory for
ACMR to have a representative present at sessions of the Executive Board and of the Health

1 See p. 414.

2 WHO Official Records, No. 232, 1976, pp. 234 -242 and 313.
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Assembly. Delegations wished to hear directly from ACMR, consisting as it did of the world's
leading men of science its collective view on the all- important question of the Organization's
role in the development of research.

Professor SULIANTI SAROSO (Indonesia) believed that the explanations provided had been
most helpful. She wished, however, to emphasize the vital need of arriving at ways and means
of applying existing research. While it was true to say that immense scientific discoveries
had been made, the vast mass of people continued to subsist with their needs largely unsolved.
Creative minds should also endeavour to improve living conditions through the progress
achieved in the theoretical field.

Professor HALTER (Belgium) asked whether the reports of ACMR were available in published

form. The replies given by the representative of ACMR and the Secretariat had been
impressive, but it would also be desirable if delegations could be aware of the discussions

which had taken place in that body. He recalled that those important questions were also

being studied by the various European medical research councils.

The DEPUTY DIRECTOR- GENERAL agreed with the USSR delegate that it was imperative for WHO

policy regarding medical research to be clearly formulated. Intellectual and technical

guidance was necessary as well as moral guidance. Both the Director -General and ACMR were

aware of the need to support and strengthen laboratory research and to stimulate the creative
mind with a view to bridging the gap between knowledge and application for the benefit of

mankind; indeed, that was the ultimate goal of biomedical research and the major policy and

philosophy of the Organization.
On the specific point raised by the Belgian delegate, he said that the reports of meetings

of ACMR were restricted documents, since they were intended to advise the Director -General.
However, they could be made available to any delegate who wished to see them.

Professor KOSTRZEWSKI (representative of the Executive Board) said that the conclusions to
be drawn from the present discussion would be transmitted to the Executive Board in his report

on the session of the Health Assembly. That report would include the suggestion made by the

delegate of the Soviet Union to the effect that the Executive Board should examine the
implementation of all resolutions of the Health Assembly and Executive Board in order further
to develop and improve research policy and strategy. He welcomed the indication given by the

representative of ACMR that the Secretariat would be presenting a document on research policy

to the Board as a result of the discussions which had taken place at its previous session.

The CHAIRMAN said that the Committee would revert to that item when the text of the

amendments to the draft resolution had been circulated.

The meeting rose at 12.30 p.m.
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Wednesday, 19 May 1976, at 2.55 p.m.

Chairman: Professor F. RENGER (German Democratic Republic)

REPORTS ON SPECIFIC TECHNICAL MATTERS Agenda, 2.5

WHO's role in research (continued) Agenda, 2.5.6

Development and coordination of biomedical research (progress report)
(continued) Agenda, 2.5.6.1

The CHAIRMAN drew attention to the draft resolution on the development and coordination
of biomedical research. Amendments had been proposed by the delegations of Belgium, Finland,
Niger, Sweden and the Union of Soviet Socialist Republics. He asked if the Committee was
prepared to accept those amendments.

Decision:
(1) The amendments were accepted.

(2) The draft resolution, as amended, was approved.1

The CHAIRMAN drew attention to the draft resolution on the use of SI units in medicine.2

Professor VON MANGER -KOENIG (Federal Republic of Germany) said that the co- sponsors of the
resolution had no objection to the addition of the words "and terminology" after the word
"standards" in the second preambular paragraph, as proposed by the delegate of Romania at the
previous meeting.

Mr HAVLOVIC (Austria) said that more units were involved in the changes than the pascal
mentioned in the last preambular paragraph, and they affected many branches of medical practice
as well as a number of paramedical professions. Such changes made understanding of the
literature and the exchange of information difficult.

Dr VENEDIKTOV (Union of Soviet Socialist Republics) considered that WHO should participate
in the work of the international organizations concerned with standardization and express an
opinion before a decision was reached. It was more difficult to correct a decision after it
had been taken than to express an opinion before it was taken.

Dr GERRITSEN (Netherlands) said that, while greater uniformity in terminology was
essential, it was desirable that changes should not be introduced too quickly.

He suggested that in the fourth preambular paragraph the words "medical practice" should
be substituted for the words "clinical practice" because they were of wider scope.

Professor VON MANGER -KOENIG (Federal Republic of Germany) accepted the amendment.

Decision: The draft resolution, as amended, was approved.3

Intensification of research on tropical parasitic diseases Agenda, 2.5.6.2

Professor KOSTRZEWSKI (representative of the Executive Board) said that the Executive
Board at its fifty- seventh session had reviewed a progress report by the Director -General.

As the report noted, in spite of the efforts of WHO and national authorities the magnitude of
the problem of parasitic diseases called for intensification and concentration of research to
control those diseases. The WHO special programme for research and training in tropical
parasitic diseases had been launched to attract the financial resources required for a long-
term effort to find new methods of controlling tropical diseases and developing national

1 Transmitted to the Health Assembly in the Committee's fifth report and adopted as

resolution WHA29.64.
2

For text, see p. 397.

3
Transmitted to the Health Assembly in the Committee's fifth report and adopted as

resolution WHA29.65.
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research capacity. In 1975 a meeting of heads of agencies had been held with the
co- sponsorship of UNDP, and with 16 countries and a number of other institutions represented.

The meeting had considered such specific mechanisms to achieve the objectives of the programme
as the use of task forces of scientists and the establishment of a network of collaborating
laboratories. The programme proposed that at the outset the focus was to be on six diseases
selected on the basis of their incidence, severity and the need for more effective methods for
their control. Africa had been recommended as the first major centre of the programme,
although from the beginning research would involve institutions throughout the world. Such
a programme needed the support of industry, universities, and research and other institutions,
and the financial backing of national, international and voluntary contributors. Resolution
EB57.R20 recommended the active development of the programme and expressed the hope that funds
and resources would be made available.

Dr GOMM (Egypt) said that his comments on the report related to two points. First,

the need for developing prevention measures such as immunization against certain endemic

diseases the control of which so far rested on detection and treatment. Schistosomiasis was an
example of such diseases, which were a burden to the health services and caused great

economic losses; and where preventive measures, including treatment, health education and

improvement of the environment, were only partially effective. Secondly, the need to consider

environmental, behaviouristic and cultural conditions whenever field pilot projects were planned with

a view to recommending a strategy for control. For example, research workers bent on
discovering a drug against schistosomiasis should ensure that the drug could be easily administered

under the environmental and socioeconomic conditions of the country where the disease was prevalent.

He believed that the sums required to launch the research and training programme would
show a high cost /benefit ratio when the number of lives that would be saved, and the quantity
of labour output that could be generated in the protected communities, were taken into account.

Professor VON MANGER -KOENIG (Federal Republic of Germany) said that it was WHO's role to
organize international collaboration when national efforts did not suffice and where bilateral
cooperation did not provide an answer. From that point of view, WHO should engage in
activities related to the international establishment of standards, play a role as a stimulater
and catalyst, collate and disseminate knowledge for the common good, and organize programmes
that crossed the frontiers of countries. The special programme on tropical diseases met most
of those requirements, and he was pleased to introduce the following resolution co- sponsored by
the delegations of Argentina, Australia, Egypt, Nigeria, Sierra Leone, Switzerland, the United
Kingdom of Great Britain and Northern Ireland, the United States of America and his own
delegation:

The Twenty -ninth World Health Assembly,
Recalling resolutions WHA27.52, WHA28.51, WHA28.66 and WHA28.71;
Realizing the need to mobilize all possible resources as part of the role of WHO in

coordinating the important special programme for research and training in tropical parasitic

diseases;
Keeping in mind that control of these diseases will be a basic element of primary

health care in large areas of the world, affecting many hundreds of millions of people;

Recognizing the significant contributions that the pharmaceutical sector has made

to health and the current research efforts and training support available from the sector;

REQUESTS the Director -General:

(1) to call the attention of the pharmaceutical sector to the need for the
development of new methods of controlling the tropical parasitic diseases and to
the role of preventive and therapeutic substances in achieving effective
programmes in primary health care;

(2) to invite the sector to study ways in which its member organizations can
effectively coordinate their efforts with those of the Organization and its Member

States, in order to enhance their contribution to these programmes;

(3) to report on developments in this sphere to the fifty -ninth session of the

Executive Board.

His delegation subscribed fully to the programme outlined in the progress report. It

was, however, concerned about the financing of the programme. Hitherto the programme had
been financed mainly from extrabudgetary funds; it was now a question of whether it should
not be regarded as a core programme of paramount interest to Member States, especially those
affected by the diseases concerned, and so be financed in part or in whole from the regular
budget. As the programme had been conceived and organized as an effort of the whole inter-
national community, a clearly defined bilateral input might be obtainable: for example,
excellent work could be done by such an institution as the Bilharziasis Research Institute in
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Cairo. Another possibility was to set up an international consortium as had been done for
the onchocerciasis programme in West Africa; in that respect the collaboration of the World
Bank would be of great value. The programme would involve more than the mere provision of
technical assistance and services; it would require that WHO should become a powerful
instrument for change in the countries concerned. It was clear that the basic health infra-
structure in the country would need to be built up and the programme be given the priority it
deserved.

The CHAIRMAN drew attention to a draft resolution, on leprosy control, proposed by
the delegations of Afghanistan, India, Nepal, and Papua New Guinea. It read:

The Twenty -ninth World Health Assembly,

Recalling resolution WHA28.56;
Realizing the seriousness of the present situation in regard to leprosy in the world

and the danger of its further aggravation;

Recognizing the need for urgent action to control the disease;
Noting the Organization's activities in this field,

1. URGES the Director -General to strengthen the programme for the control of leprosy;

2. REQUESTS the Director -General:
(1) to assist the countries most affected to develop effective programmes for early
detection and closely supervised treatment of infectious cases;
(2) to intensify coordination with other international organizations and with
bilateral agencies with a view to mobilizing the necessary resources in support of
leprosy control programmes in the countries in urgent need of assistance in this
respect;

(3) to encourage individual countries to conduct operational studies and other
research activities on various aspects of leprosy, and particularly on means of
immunization against the disease;
(4) to assist countries in cooperation with UNICEF and other organizations in the
production and procurement of antileprosy drugs and in the rehabilitation of leprosy
patients;

(5) to stress the importance of psychosocial factors in leprosy;
(6) to report to the Thirtieth World Health Assembly on the progress made.

Professor CORRADETTI (Italy) agreed that research on tropical diseases required

intensification. The field was immense, so WHO should concentrate on problems that could be

solved within a reasonable time. In that respect, the principle was now well established
that vaccines developed from irradiated parasites or parasite fractions were effective against
challenge with certain species of parasites of some of the parasitic diseases. He considered
that high priority should be given to confirming whether such vaccination was of value in

preventing disease.

Dr KRAUSE (German Democratic Republic) said that progress in the control of tropical

diseases depended on scientific analysis of experience in dealing with those diseases and on

the establishment of more effective methods of diagnosis and treatment that would be suitable

for the countries concerned. The research must be carried out in the countries themselves in

collaboration with other countries that had the requisite experience, and the results of the

research should be applied in medical practice as quickly as possible. In carrying out such

a programme, an important role would be played by the health authorities, research institutions

and medical schools. Training would be an essential prerequisite, and the programme should

include a realistic assessment of training needs. Research workers should be given proper

career prospects and there should be suitable institutes for them to work in. He supported

the draft resolution.

Professor JAKOVLJEVIC (Yugoslavia) considered that WHO should do more to develop
methodologies for the control of tropical diseases that would be within the financial

possibilities of the countries concerned. It was clear that the programme proposed could not

be developed without extrabudgetary assistance; but it seemed to him that in view of its
importance the Director -General should examine the priorities within the programme sectors of
the Organization in order to provide at least some financial support from the regular budget.
The programme deserved full support, but stress should be placed on the development of the

research capacity of the countries concerned.

Professor ONGOM (Uganda) said that hitherto research institutes on the tropical diseases
had been sited in developed countries rather than in the countries where the tropical diseases

occurred. The time had now come to site them in the countries where the diseases could best

be studied.
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In relation to the objective of strengthening research by training, experience had shown
that experts sent to countries frequently failed to carry out the necessary training or worked
in isolation from national workers. It was essential that training should be properly done.
It was also essential that the knowledge obtained in research should not be for the sake of
knowledge but for the benefit of the people; and the research workers should work with the
people in order to obtain it. The programme should also make use of the existing institutions
and infrastructures in the African Region, and he hoped that the centre at Ndola would be
essentially a coordinating centre and concentrate on serious problems. His country was
willing to be a host to several of the proposed satellite centres.

Professor EBEN- PDUSSI (United Republic of Cameroon) expressed his support for the
proposed programme and agreed with the delegate of Uganda on the need to carry out the work

in the countries concerned. In that respect, it seemed to him that the coordinating meetings
should also be held in the field, and that the programme should pay full attention to existing

institutes in the African Region.

Dr KILGOUR (United Kingdom of Great Britain and Northern Ireland) considered the programme
to be of particular importance, since it offered the possibility of progress in a field where
little technical advance had been achieved in the last two or three decades. The heart of
the programme was the establishment of task forces for each of the six diseases, and it was
essential that the views of the task forces on priorities and the use of resources should be
heeded. Since the programme was largely dependent on extrabudgetary funds, it was desirable
that well specified activities should be carefully presented at the next meeting of potential
donors, since a faulty presentation might affect the goodwill and perhaps the contributions.
His country hoped to continue to support the programme by voluntary contributions, and it also
hoped that an appropriate institutional organization would be established, on the model of the
onchocerciasis control programme. It was desirable that the pharmaceutical sector should be
closely involved in the programme as soon as possible, and he therefore hoped that the draft
resolution would be adopted. He agreed with other delegates that a portion of the expendi-
ture should be met out of the regular budget, so as to provide a greater certainty for the
long -term continuation of the programme.

Dr COMPAORÉ(Upper Volta) said that his country was closely interested in the problem,
tropical parasitic diseases were a real social and economic economic

development in certain areas of the country. In the special field of research into such
diseases he hoped that the Organization would be able to provide assistance to the Muraz
Centre at Bobo -Dioulasso, to promote the valuable work already being done on the immunology

of those parasitic diseases.
His delegation fully supported the draft resolutions.

Dr KIVITS (Belgium) said that his Government had been collaborating on malaria,
trypanosomiasis and schistosomiasis in a number of programmes principally directed at manpower
training. It had also made a voluntary contribution to the Special Account for Medical
Research, specifically earmarked for research and training in tropical diseases; and had
cooperated on the programme of research on schistosomiasis in the Volta basin. He looked
forward to the stage when the achievements of research could be made available to benefit the
health of populations.

Dr VILCHIS (Mexico) expressed complete approval of the report before the Committee. His
only doubt was in regard to the use of the term "parasitic diseases ". It was confusing, since
out of the six diseases referred to, five were parasitic and one was not. The word "tropical"
again did not carry any very valid meaning, since the diseases occurred also in temperate
climates. Those distinctions were European in origin and were not recognized in Mexico.

Dr JAROCKIJ (Union of Soviet Socialist Republics) said that much had been done to implement
resolution WHA27.52 during the two years that had elapsed since its adoption. The special
programme for research and training in tropical diseases, prepared by WHO in cooperation with
specialists from various parts of the world, would greatly stimulate research. The USSR fully

supported that programme, of urgent importance to all countries, particularly the developing

countries. However, certain improvements could still be made.
For example, the structure and management of the research programme should be simplified,

and the participation should be secured of as many research institutions as possible. At the
moment, it seemed that many institutions that would like to participate in the programme had
not been included. As stated by the delegate of the German Democratic Republic, it was
important to establish immediately a clearly defined mechanism for applying the results of

scientific progress to health practice.
Prophylactic and therapeutic substances were already available for some tropical diseases,

but experts' estimates indicated that, because of their high cost, they were as yet reaching
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only between 5% and 10% of the population requiring them in developing countries. If the
programme were to be a success it was essential not only to develop prophylactic, diagnostic
and therapeutic methods, but also to ensure that they reached those who needed them. It was
clear that the programme required a progressive, social orientation.

WHO should make further proposals to Member States regarding their participation, and
make inquiries as to their capability in that connexion. The formation of scientific working
groups should be speeded up, and the network of collaborating laboratories should be broadened
to include academic and other institutions carrying out basic research. Attention should be
given to operational research on priority problems of particular relevance to the urgent needs
of developing countries. For example, with regard to malaria priority should be given to
research on the development of preparations that would help control the disease in areas where
parasites or vectors had developed resistance; for schistosomiasis - to chemotherapeutic
preparations and methods of protecting the population in tropical areas where water resources
were being developed; for filariasis and trypanosomiasis - to therapeutic, prophylactic and
diagnostic substances; for leishmaniasis - to a methodology for the eradication of natural foci
of infection, and the development of vaccines; for leprosy - todiagnostíc and prophylactic
substances. Member States should also be given more information than was available in the
report on the progress of the programme, on the network of collaborating institutions, and on
the research being carried out and planned. Priority should also be given to the control of
multiple infections, and the development of pesticides and preparations for the control of
parasites. The methods should be simple and easily applied with the means available to the
primary health services in rural areas.

The USSR would be pleased to cooperate with WHO in its programme of research on tropical
parasitic diseases. In the Soviet Union research was being carried out on malaria,
leishmaniasis, leprosy, schistosomiasis, filariasis and other tropical diseases. In
particular, work had been done on the development of new substances for the control of malaria
and other parasitic diseases. The large -scale field studies to develop a system for the
control of leishmaniasis in irrigated desert areas might prove a useful subject for a WHO
travelling seminar. There had been discussions with WHO on that matter for about two years,
but so far no decision had been taken.

Dr LEAVITT (United States of America) said that the United States and a number of other
Member governments had made a sizable investment in research on tropical diseases over the
decades. Each Member had contributed to the store of knowledge on the six diseases in question,

but in spite of great efforts by both developing and developed countries progress had been
frustratingly slow. He therefore welcomed the WHO special programme for research and
training in tropical diseases as a means of coordinating development.

It was well to remember, however, that such a programme required also the stimulation of
wide interest, well -organized and vigorous leadership, and investigators of high calibre
with adequate, continuing financial support. He was pleased to see that a central locus had
been established for the promotion, development and operation of the new programme. He

believed that the programme provided an excellent opportunity for the developed and developing
countries to work together. Although morbidity and mortality due to tropical diseases no
longer constituted a serious problem in developed countries, many Member countries possessed
research laboratories of recognized excellence in that field, which should be called on not
only to participate in the programme, but also to serve as training sites for promising
research personnel. After training, investigators could return to their own countries to
pursue research in tropical diseases and form the cadres of research talent in developing
countries.

The public health and academic sectors were already very much involved in the programme,
and he hoped that the potential contribution of the pharmaceutical sector in the form of
scientific and technical expertise would be recognized. He believed that further meetings
of interested parties should be convened to determine more precisely programme content,
organizational structure and financing and that an overall strategic plan should be drawn
up for the special programme that would include both priorities among diseases and also
priority areas for early research in each of the six diseases.

Dr MICHEL (France) said that research on the six endemic tropical diseases had pro-
gressed well since the last Assembly. It had been promoted by the ad hoc meeting of
representatives of research institutes and possible sponsors. The recent setting up of
the Ndola Centre in Zambia was a landmark and would, it was hoped, lead to decisive
progress against tropical diseases, especially on the African continent.

France was prepared to cooperate in that work and had made provision in the seventh
four -year plan for priority studies on tropical diseases. Although he welcomed the forma-
tion of new centres to play their part in the work, he stipulated that it should not be
at the expense of existing centres, which had already proved their efficiency. Such centres,
whether at national or subregional level, formed a valuable network of epidemiological
surveillance and should continue to enjoy the support and confidence of WHO.
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As regards the draft resolution on tropical diseases, he would reserve his position
pending the presentation of a further resolution on the same subject.

Dr BONDZI -SIMPSON (Ghana) said that the special programme had been launched at an oppor-
tune moment and could by providing research opportunities do something to stem the brain drain
from the developing countries. It was also opportune in that, with the development of water
resources for irrigation, there was bound to be a greater incidence of some of the diseases
in question. He also welcomed the establishment of research centres in Africa, since
research on tropical diseases in temperate climates involved considerable additional expense
on simulating tropical conditions and maintaining the necessary parasites away from their
natural habitat.

Dr GERRITSEN (Netherlands) said there was no doubt that diseases such as malaria,
filariasis, schistosomíasis, trypanosomiasis, leprosy and leishmaniasis were still among the
major causes of death and disease in a large number of developing countries and at the same
time constituted serious obstacles to overall development. The examples of onchocercíasis,
the reappearance of malaria in some countries, and the burdens imposed by Chagas' disease
in Latin America merely served to stress once again the close link between health and human
progress. Their eradication or at least effective control would be a major contribution to
the wellbeing and development of large sections of the world population.

The special programme opened up new possibilities for launching a worldwide programme of
intensified research and training for the control of major tropical diseases. He hoped that
sufficient support, both technical, organizational and financial, would be forthcoming to

provide the necessary impetus for that programme. The proposed mechanisms of international
task forces and network of collaborating laboratories would provide WHO with a unique oppor-
tunity to undertake its international coordinating role. Consideration might be given in
that connexion to the creation of a special council to supervise the programme. He would
also like to see the scope of the programme widened, to include not only the purely biomedical
aspects, but also epidemiological, environmental and control methods. That would automati-
cally focus the main stream of activities into the main endemic areas themselves and would
further stimulate the attainment of the underlying major objective of the programme, namely
the strengthening of national research capacities.

Dr TOTTIE (Sweden) said that Sweden had already shown its interest in supporting efforts
to combat tropical diseases by financing WHO research and his Government had accepted that
Swedish funds should now be used by WHO for the elaboration of the special programme. The
programme, as originally envisaged, had two equally important objectives: (1) the application
of modern methods to develop new approaches for the prevention, diagnosis and treatment of
tropical communicable diseases, and (2) the creation of self- sufficiency in the developing
countries as regards research on the relevant biomedical sciences. The emphasis so far had
been more on the new approaches than on the creation of research capability in the countries

affected. He believed that it was most important to build up resources in the developing
countries themselves, that could be directed towards a concerted attack on the tropical
diseases covered by the programme. Such a build -up was a long -term process requiring pains-

taking and continuing commitment on the part of all concerned. To some extent the programme
would therefore conflict with considerations of urgency, but he believed that it was necessary
to accept that conflict.

It was a matter of regret that the majority of the institutions working on tropical
diseases were not situated in the countries and areas directly affected by those diseases.
That fact had been used in some quarters to support the view that the main emphasis of the
programme should remain with laboratories in the industrialized countries. He believed, on
the contrary, that the unequal distribution of qualified centres underlined the importance of
building up research capabilities in the developing countries themselves as an integral part
and a main objective of the programme. Ideally, and in the long run, the efforts to streng-
then and expand basic health services and the special programme for research and training in
tropical diseases should be viewed as mutually supporting. Without a health infrastructure
that reached the majority of the peoples in the underdeveloped world, new vaccines, diag-
nostic tests and methods of treatment would be of little value. Conversely, the further
development of a cheap and efficient system of health care would be greatly facilitated by
new methods of fighting or controlling the great tropical diseases, methods which were cheap,
easy to administer and effective.

Dr GOEL (India), welcoming the special programme, said that the control of malaria and
other tropical diseases was beyond the technological resources of many countries. It was

therefore necessary to intensify and coordinate research in order to develop improved control
measures. Research and training were two very important aspects of technical cooperation.
From the cost benefit point of view, his country had benefited more from research and training
than from many other programmes.
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He welcomed the attention being paid to malaria but expressed his concern at the
situation regarding leprosy. Although the task force on the immunology of leprosy was among
those already established and functioning, WHO should lay much greater stress on the leprosy
control programme, perhaps even to a similar extent as for the smallpox eradication programme.

Dr OZUN (Romania) emphasized that parasitic diseases were a serious affliction in
developing countries and considerably restricted the participation of the population in the
work of development. Although schistosomiasis ranked second after malaria, the extensive
development of irrigation for agricultural purposes meant that research on the biology of
the intermediate host and on the effectiveness of molluscicides was essential. Research
should be differentiated according to the geographical area, and the study of the pathogenic
agents and the intermediate host should be accompanied by research on the chemotherapy of the
disease. Onchocerciasis was another disease where research was required on the biology of
the vector and on the mode of transmission. The treatment of onchocerciasis also necessitated
numbers of ophthalmological specialists, and knowledge of the disease on the part of all
medical and auxiliary personnel.

Dr CHUKE (Zambia) said that the problem of tropical diseases would only be finally solved
when the countries concerned reached a high level of economic development - a stage which
might well not be reached within a lifetime. If the level of health was to be dependent on
the level of economic growth and education of the population, millions of lives would be lost
in the meantime. What was required was a programme capable of making an impact similar to
that of the smallpox eradication programme. The Zambian Government welcomed the setting up
of the multidisciplinary research and training centre at Ndola and would support the centre to
the utmost of its abilities. He pointed out however that, in addition to the six diseases
initially selected for the programme, there were many more for which no satisfactory cure had
been found. He hoped that the programme would be subsequently extended.

Dr ALFA CISSÉ (Niger) emphasized the overriding importance of tropical diseases to the
developing countries. The problem of leprosy, for example, had not been effectively solved,
either in terms of diagnosis or treatment. Sulfone treatment was certainly not ideal, but it
was the only treatment available. He earnestly hoped that the special programme would provide

the key to a final victory over leprosy. In the case of schistosomiasis, filariasis and

leishmaniasis, emphasized that there was more than one variety of each. Moreover, all the
evidence showed that schistosomiasis was on the increase, boosted by agricultural irrigation
programmes and fostered also by a disappointing lack of coordination between the various bodies
responsible for development in the country. He was gratified to see that the programme
against onchocerciasis was going well; it was reasonable to hope that, not only in his own
country but in other countries as yet not covered by the programme, onchocerciasis would
eventually be no more than a hideous memory.

He was prepared to accept the draft resolution on leprosy, with a few minor amendments.
The draft resolution on tropical diseases, however, he found too restrictive and too evasive to
do justice to the subject. It had to be remembered that the fight against tropical parasitic
diseases was part of the daily life of the developing countries, as they watched ever -increasing
numbers of the population suffering from the disease and from a progressively earlier age.
Under no circumstances could he accept that the battle should be fought on the pharmaceutical

front alone. The pharmaceutical sector was always a doubtful ally, being privately owned and
profit- oriented. The problem was so acute and so extensive as to necessitate the adoption of
a far more committed, more consistent, and more dynamic resolution, if it was to be effective.
It was also vital that those concerned, in fact the world as a whole, should be fully committed
to pursuing the policy to a successful conclusion. WHO, Member States, and participating
institutions would be judged by their actions. What was required was basic research, which
would then find practical application in the fields of immunology, parasitology, entomology
and malariology, until the final aim of eradication of the disease was achieved. The draft

resolution was far too restrictive in scope. In spite of the shortness of time, it was the

duty of the Committee to improve it and revise it, so that it reflected the urgent nature of the
problem.

Dr THIMOSSAT (Central African Republic) drew attention to the gravity of sickle -cell
disease which, though not strictly a parasitic disease, was closely linked with malaria. His

country was particularly preoccupied by sickle -cell disease; its mortality and morbidity
statistics for that disease were similar to those of other, comparable, countries. The health

authorities were doing what they could to institute the necessary tests and to introduce
marriage counselling.

Referring to the draft resolution on tropical diseases, he said that the comments made
by the delegate of Niger were pertinent. If his suggestions were retained, the delegation
of the Central African Republic would ask to be included as a co- sponsor of the draft
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resolution; and it would propose that the third preambular paragraph should be replaced by
a paragraph reading:

Convinced that the fight against these diseases constitutes a fundamental

element of primary health care in large areas of the world, affecting many hundreds

of millions of people.

Dr CASSELMAN (Canada) stated that his delegation was impressed with the progress made in
the programme since the present topic had been discussed at the fifty- seventh session of the
Executive Board, and indeed even since the report before the meeting was prepared. He
associated himself with the remarks made by the delegate of the United Kingdom of Great Britain

and Northern Ireland regarding the importance of continuity of commitments to the programme.
He welcomed the appointment of Dr Lucas as director of the programme.

Dr THOMPSON (Nigeria) said that in Nigeria, malaria and parasitic infective diseases in
general were the greatest causes of morbidity and mortality. Malaria, in fact, was among the
first ten most serious diseases in the country. Its economic effects in terms of absenteeism,
the infant mortality for which it was responsible, and the fact that it lowered the resistance
of the body to other diseases increased its seriousness. The Nigerian population suffered
from most of the six diseases covered by the special programme. The Federal Government had
decided to deal with leprosy on a national basis, and the research and training programme on
parasitic diseases was therefore very welcome.

He stressed the importance of environmental health facilities - good water supply, proper
human waste disposal and food hygiene - and considered that typhoid and dysentery should have
been added to the list of diseases. He hoped that the research approach adopted would be one
that could be readily applied to the health situation in developing countries at moderate cost.
He joined the delegate of Canada in welcoming the appointment of Dr Lucas.

Professor MARTINS AYRES (Portugal) strongly supported the two draft resolutions before

the meeting. She agreed with the delegate of Mexico that the diseases discussed in the
progress report were not exclusively tropical diseases but were predominant in tropical areas

because of the lack of socioeconomic development. In Portugal, leprosy was in decline and

malaria had disappeared except for cases in refugees from Angola and Mozambique. The

difficulty in the tropical countries was that socioeconomic conditions could not be improved
without the elimination of those diseases and that their control was difficult without the

improvement of socioeconomic conditions. Until research institutes were created in the

tropical regions themselves, other countrieshadto give asmuch help as possible. Portugal
could offer assistance in research and, at least in the case of the Portuguese- speaking
countries, help with the training of personnel.

Dr DJOJOSUGITO (Indonesia) fully supported the establishment of research and training

centres for tropical diseases in Africa. Conditions however were not very different in

Asia. In Indonesia, for example, 65% of the most common diseases were communicable. He

asked whether any plans had been made for similar research in the South -East Asia Region.

Dr PLIANBANGCHANG (Thailand) supported both the draft resolutions.
In Thailand, parasitic infection and infestation were now among the leading causes of

illness and death. Malaria was responsible for more than 300 000 cases of illness and more

than 5000 deaths annually. There was a high rate of intestinal parasitic infestation that

naturally affected socioeconomic development. Attempts had been made for decades to

control these health problems, but administrative and technical constraints had hampered

control programmes: the malaria eradication programme, for example, had suffered considerable

setbacks. The development of new methods of control was therefore essential. Research

projects were under way in Thailand at the Medical Research Laboratory of the South -east Asia

Treaty Organization, the South -East Asian Ministers of Education Organization Regional Centre
for Tropical Medicine at Mahidol University and by many governmental institutes and agencies.
More coordination was needed for effective progress to be made.

Dr OBIANG -OSSOUBITA (Gabon) thought that the parasitic diseases were responsible for
the health gap between countries where these diseases were endemic and countries where they

had been eradicated. The fact that such diseases had been banished from Europe, for example,

gave cause for hope. In Gabon, all the diseases covered by the report were present.

Malaria had not regressed; in that connexion, it was essential to carry out studies on the

advisability of the daily prophylactic dose of chloroquine. Leprosy was stationary, but

not yet eradicated. The form of onchocerciasis encountered did not produce blindness.
Trypanosomiasis had been reduced to a few foci in the forest area. Schistosomiasis had
become more common with industrial and agricultural development. He agreed with certain

previous speakers that the draft resolution on tropical diseases was too restrictive.



422 TWENTY -NINTH WORLD HEALTH ASSEMBLY, PART II

Dr HELLBERG (Finland) considered that the special programme for research on tropical
parasitic diseases was a welcome addition to the WHO programme. He said that all possible
resources should be utilized and that the collaboration of Member States should be enlisted
from the very beginning of the programme. Most of the populations suffering from the
diseases in question could not easily make their voices heard and this was one of the

reasons for the lack of research. International solidarity, and the need for a new world

order - in health also - were in themselves sufficient reasons for supporting the special

programme.
He introduced a draft resolution, sponsored by the delegations of Finland, Sweden, the

Union of Soviet Socialist Republics, and the United Kingdom of Great Britain and Northern

Ireland, which read:

The Twenty -ninth World Health Assembly,
Having examined the progress report submitted by the Director -General describing the

present status of planning and pilot operations of the special programme for research and
training in tropical diseases, in accordance with resolution WHA27.52;

Recalling also resolutions WHA28.51, WHA28.66 and WHA28.71;
Taking note of the discussions at the fifty- seventh session of the Executive Board

and of resolution EB57.R20 endorsing the steps taken and envisaged to intensify research
on tropical parasitic and other communicable diseases;

Realizing the need to mobilize all possible resources as part of the role of WHO in
coordinating and accelerating the important special programme for research and training

in tropical diseases;

1. THANKS the Director -General for his report;

2. APPROVES the development so far of the special programme for research and training

in tropical diseases;

3. APPROVES the strategy of the development of scientific aspects of the research
through scientific working groups (task forces) of eminent scientists brought together
for the purpose by WHO, and the progress already made in establishing these groups and in
their work, which should best focus the available resources on correct priorities par-
ticularly in developing new pharmaceutical - e.g. chemotherapeutic and immunological -
tools for disease control;

4. THANKS those governments and voluntary agencies which have contributed financially

to the development of programme planning and pilot projects in this field;

5. URGES that all Member States participate as fully as possible in the work of the
special programme by offering the cooperation of their researchers, and by donations of
funds and the provision of facilities, in order to further the research and training

activities planned;

6. REQUESTS the Director -General:

(1) to enlarge the net of WHO national scientific collaborating centres and
institutions in order to enhance their contribution to this programme;

(2) to report to the fifty -ninth session of the Executive Board and Thirtieth
World Health Assembly on the progress made.

Dr LUCAS (Director, Special Programme for Research and Training in Tropical Diseases)
expressed his appreciation of the support from delegates for the programme. The programme had

two interrelated objectives: firstly, goal- orientated research for new and improved methods

for controlling the diseases, which were still formidable obstacles. Socioeconomic develop-

ment and environmental sanitation had not been overlooked. As regards malaria, he said that
although the disease had disappeared from temperate countries with the improvement in environ-
mental conditions, and although special programmes had eliminated the disease from some sub-
tropical areas, there was evidence that in some parts of the tropics even the wide application
of existing methods could not control it, so that new tools were required.

The second objective was the strengthening of research capabilities in affected countries;

this was an integral part of the programme. The development of new methods of controlling the
diseases required studies in endemic areas. Such work had to be carried out with the full

participation of local scientists, whose ability to solve local problems was of long -term

importance. The strengthening of existing research capability and training programmes could
not take place in a vacuum and had to form part of an ongoing programme in order to be meaning-
ful. Global research on the development of new tools would provide appropriate training
situations. An inventory of institutions participating in such work was being compiled,

starting with African institutions, but other WHO regions were being consulted. The special

programme for research and training in tropical diseases was connected with other relevant
ongoing activities of WHO. A steering committee, of which directors of divisions were members,
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participated in programme planning. Research work in malaria, for example, was being designed
and carried out with the backing of the Division of Malaria and Other Parasitic Diseases. It

was important that research be kept close to the real and urgent problems. He hoped that the
programme would be developed in such away as to allow the full integration of laboratory
research, basic research, applied research, operational research and control.

The scientific working groups, consisting of independent scientists, were an important
support of the programme and the scientific integrity of those working groups was an integral
part of it. Four groups had already met but only the working group on leprosy immunology had
begun to operate fully. The programme of work was being monitored and designed by the
scientists, one of whom was the chairman of the group. More planning and documentation was
needed before the programme could get under way, but he hoped that it would be fully opera-
tional by the end of 1976.

Replying to the delegate of Uganda, he said that the programme would closely follow its
objectives, guided by the independent scientific working groups and the scientific and
technical advisory committee. Regarding the utilization of existing institutions, he
mentioned the generous contribution by Zambia of facilities at Ndola Central Hospital, this
was a model of participation for countries in endemic areas and had enabled the programme to
make significant progress. Existing institutions had been contacted and had provided
information on the work they were currently carrying out. It was intended to use existing
facilities to the utmost.

Onchocerciasis was being studied in collaboration with the directorate of the oncho-
cerciasis control programme of which WHO was executing agency. On the question of chemo-
therapy, he said that drug trials had been planned and in some cases commenced. Scientists
who had the capability of using animal models for screening drugs had been contacted and con-
sultations with drug companies that had potentially useful products were under way. The
pharmaceutical industry was involved and some of their distinguished scientists had been
included in the scientific working groups. He hoped that patents and certification problems
could be resolved so that if new tools were developed they would be freely available to the
most needy.

The delegate of India had indicated the need for consideration to be given to the
possibility of eradicating leprosy in the way that smallpox had been eradicated. Leprosy was
a more difficult disease to control. Drugs did not act quickly and early diagnosis was
difficult. It was therefore premature to talk in terms of a short, rapid programme. The
biomedical sciences had made some breakthroughs, but it would be a long -term programme
requiring hard and sustained effort.

Professor NOSSAL (representative of the Advisory Committee on Medical Research) stated
that ACMR fully supported the special programme which, it felt, was one of the most important
in WHO. He stressed the importance of a proper career structure for scientists involved in
tropical disease research and hoped that countries would take the necessary action. He
further hoped that delegates would transmit their enthusiasm about the programme to their
governments to encourage generous contributions.

Dr LEAVITT (United States of America) spoke on the draft resolution on tropical diseases

of which his delegation was a sponsor. The new initiative would require support from a
variety of sectors, and it seemed appropriate that the pharmaceutical and chemical sectors

should be invited to participate: their attention should be drawn to the need for developing

new methods of controlling tropical parasitic diseases. He expressed sympathy with the
comments made by the delegates of Niger and the Central African Republic.

Professor DOGRAMACI (Turkey) proposed the draft resolution sponsored by Finland and other
delegations, that in the last line of the third preambular paragraph a comma should be
inserted between "tropical" and "parasitic ".

The meeting rose at 6 p.m.
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Chairman: Professor F. RENGER (German Democratic Republic)

1. FIFTH REPORT OF THE COMMITTEE

Professor SADELER (Benin), Rapporteur, read out the draft fifth report of the
Committee.

Decision: The report was adopted (see page 642).

2. REPORTS ON SPECIFIC TECHNICAL MATTERS Agenda, 2.5

WHO's role in research (continued) Agenda, 2.5.6

Intensification of research on tropical parasitic diseases (continued) Agenda, 2.5.6.2

Dr LEAVITT (United States of America) informed the Committee that, together with the
delegations of Argentina, Australia, Egypt, Federal Republic of Germany, Nigeria, Sierra
Leone, Switzerland and the United Kingdom of Great Britain and Northern Ireland, his delegation

wished to withdraw the draft resolution on tropical diseases they hadjointly proposedl and to
be associated with the delegations of Finland, Sweden, Union of Soviet Socialist Republics,
and United Kingdom as co- sponsors of the draft resolution those delegations had proposed,

also at the previous meeting .2 Following extensive consultations, the delegate of Finland

had, on behalf of all the original sponsors, accepted certain amendments which met the purpose
of the draft resolution submitted by his own delegation and others.

The CHAIRMAN invited the Committee, before taking up the draft resolution on
intensification of research on tropical parasitic diseases, to comment on the draft resolution
on leprosy control put forward at the previous meeting by the delegations of Afghanistan,
India, Nepal and Papua New Guinea.

Dr VIOIAKI- PARASKEVAS (Greece) suggested that the words "and health education" should be
added at the end of operative paragraph 2, subparagraph (1), since health education had an
extremely important role to play in connexion with early diagnosis and rehabilitation in
leprosy control.

Dr VILCHIS (Mexico) and Dr MICHEL (France) proposed drafting amendments to the Spanish
and French texts respectively.

Dr ALFA CISSÉ (Niger) suggested that in the first line of operative paragraph 2,
subparagraph (2) the words "and with bilateral agencies" should read: "bilateral and multi-
lateral agencies ".

Dr GOEL (India), on behalf of all the sponsors of the draft resolution, accepted the
various amendments proposed.

4
Decision: The draft resolution, as amended, was approved.

The CHAIRMAN invited comment on the draft resolution on intensification of research on
2tropical parasitic diseases, proposed at the previous meeting.

Professor DOGRAMACI (Turkey) suggested that the title of the draft resolution should read:
"Intensification of research on parasitic and other tropical diseases ". He also suggested

1

See p. 415.

2
For text, see p. 422.

3
For text, see p. 416.

4
Transmitted to the Health Assembly in the Committee's sixth report and adopted as

resolution WHA29.70.
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that the third and fourth lines of the third preambular paragraph should be amended to read:
"envisaged to intensify research on parasitic, other communicable and tropical diseases ".

Dr HELLBERG (Finland) said that, as the United States delegate had already indicated,
consultations had taken place and had resulted in agreement to incorporate in the draft
resolution under discussion the concerns originally expressed in the draft resolution on

tropical diseases first introduced. He was also willing, on behalf of all the sponsors to
accept the amendment just suggested by the delegate of Turkey. The delegate of Zambia had
asked to be associated as a co- sponsor, as had the sponsors of the draft resolution on
tropical diseases, to which he had just referred. He suggested that a revised text of the
draft resolution now under discussion should be circulated to the Committee and action taken
later.

Professor 6CEPIN (Union of Soviet Socialist Republics) believed that, since no changes
of substance were envisaged, there would be no objection to a decision being taken immediately
if the delegate of Finland could present the revised text orally.

Dr HELLBERG (Finland) accordingly read out the revised draft resolution, as follows:

The Twenty -ninth World Health Assembly,

Having examined the progress report submitted by the Director -General describing the
present status of planning and pilot operations of the special programme for research and
training in tropical diseases, in accordance with resolution WHA27.52;

Recalling also resolutions WHA28.51, WHA28.66 and WHA28.71;
Taking note of the discussions at the fifty- seventh session of the Executive Board

and of resolution EB57.R20, endorsing the steps taken and envisaged to intensify research
on parasitic, other communicable and tropical diseases;

Realizing the need to mobilize all possible resources, including particularly the
potential from the pharmaceutical sector, as part of the role of WHO in coordinating and
accelerating the important special programme for research and training in tropical
diseases;

1. THANKS the Director -General for his report;

2. APPROVES the development so far of the special programme for research and training
in tropical diseases;

3. APPROVES the strategy of the development of scientific aspects of the research
through scientific working groups (task forces) of eminent scientists brought together
for the purpose by WHO, and the progress already made in establishing these groups and
in their work, which should best focus the available resources on correct priorities
particularly in developing new pharmaceutical- e.g. chemotherapeutic and immunological -

tools for disease control;

4. THANKS those governments and voluntary agencies which have contributed financially
to the development of programme planning and pilot projects in this field;

5. URGES that all Member States participate as fully as possible in the work of the
special programme by offering the cooperation of their researchers, and by donations of
funds and the provision of facilities, in order to further the research and training
activities planned;

6. REQUESTS the Director -General:

(1) to enlarge the network of WHO national scientific collaborating centres and
institutions in order to enhance their contribution to this programme;
(2) to establish contacts with universities, appropriate research institutions and
the pharmaceutical sector for the development of new methods of controlling tropical
diseases and evolving new preventive and therapeutic substances;
(3) to report to the fifty -ninth session of the Executive Board and Thirtieth
World Health Assembly on the progress made.

Decision: The draft resolution was approved.1

Health manpower development Agenda, 2.5.7

Professor KOSTRZEWSKI (representative of the Executive Board), introducing the item,
stated that the Board had, at its fifty- seventh session, reviewed a comprehensive document

1 Transmitted to the Health Assembly in the Committee's sixth report and adopted as

resolution WHA29.71.
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submitted by the Director -General on health manpower development. That document, incorpo-
rating a few changes suggested by the Board, was before the Committee.

He drew attention to the main features of the report. Part I reported on the action
taken over the past five years to implement a series of resolutions on health manpower
levelopment. Part II outlined future programme proposals, both for Member States and for the
Organization. Part III described achievements to date, and proposed further action, regarding
the international migration of physicians and nurses. Part IV offered suggestions regarding
the training and utilization of the manpower reservoir constituted by traditional healers, in
support of primary health care within comprehensive health care systems.

The future programme proposals contained In Part II of the report were based on Health
Assembly resolutions, and implied significant changes in the health manpower development
process. The main characteristics of the change in perspective were that the Organization's
health manpower development programme should attack basic priority problems such as the lack
of trained personnel, should aim at national self -reliance in ensuring total health coverage
through the use of balanced health teams, and should ensure that the health manpower
development process was directed towards the development of health services, with emphasis on
primary health care within a comprehensive health care system and making use of auxiliary and
community health workers (including, where appropriate, traditional healers). Referring

specifically to Part I, he drew attention to the fact that the new title of the working
document on the village health worker was The primary health worker: Working guide;
Guidelines for training; Guidelines for adaptation.- The document had been distributed

in the Committee. He emphasized that the Executive Board had supported the view that WHO
should be an agent for change, so as to stimulate ideas and action and coordinate inter-
national work in health manpower development.

Priority areas in which WHO could cooperate with Member States in the development of
health manpower included: establishment of mechanisms for the integrated development of

health services and manpower; planning of health manpower within the context of national

health planning; training and utilization of a balanced "mix" of health personnel; and
introduction of systematic processes for planning the education and training of health
personnel, including techniques for communication, management and evaluation at all levels.

The report suggested that the success of the programme for health manpower development
might be measured in terms of three main output indicators, namely: extension of health
coverage to the entire population, improvement of quality of such coverage, and consumer
participation and satisfaction. Members of the Board had suggested that those principles
should be widely communicated in order to serve as guidance among Member States. Considering
that absolute and relative shortage of health manpower, combined with often inadequate and
irrelevant training of such manpower, had been important factors impeding health coverage of
populations, and recognizing the need for vigorous and integrated action, the Board in resolu-

tion EB57.R21 had recommended to the Health Assembly a draft resolution endorsing the
programme proposals contained in the report. He drew particular attention to the final
operative paragraph of the proposed draft resolution, in which the Director- General was requested

to explore ways and means of implementing the recommendations for the Organization's future
activities in health manpower development as set forth in his report.

Professor TRAPERO -BALLESTERO (United Nations Educational, Scientific and Cultural
Organization) expressed appreciation at the opportunity given him to address the Health
Assembly on behalf of his Director -General.

Following on the statement made by the UNESCO representative at the fifty- seventh session
of the Executive Board,2 he emphasized the great importance which UNESCO attached to the con-
tinuation of the fruitful cooperation already existing between WHO and itself in the complex

fields of health manpower training. UNESCO hoped that that cooperation could be further

extended in respect of the programme just presented. Reference was made in the report to
the various undertakings carried out jointly by WHO and UNESCO since 1971, as well as to those
proposed for future years. In that connexion, he drew particular attention to activities
relating to rural development, health education, training of teaching personnel and of workers
in environmental health, education planning, etc., as well as to joint participation in field

work.
One matter worthy of further attention was the broadening of higher education with a view

to adapting it more closely to the needs of community development, taking into account also
the aspect of mobility of persons within those educational systems. The main reasons for

1 Document HMD /74.5 (Rev. 1976). Geneva, World Health Organization, 1976.

2 WHO Official Records, No. 232, 1976, p. 200.
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the rapid increase in international mobility were well- known. For the developing countries,
in particular, the need for training their nationals abroad would remain for some time yet.

The question of speedy and effective reintegration of such trained workers in their communi-

ties of origin was therefore vital, since all governments were highly conscious of the need
to take advantage of such training of their nationals in the interests of development. The
trend towards social mobility complemented the mobility as between country and country.
Since that entire question had not been sufficiently taken into account in the past, UNESCO
had undertaken projects aimed at achieving a better balance in the movement of students,

professors, research workers and professionals. Its long -term objective was the establishing
of criteria for the satisfactory evaluation of training, leading to legislation that would
ensure a genuine equivalence of degrees and diplomas. In that regard, he drew attention to a
regional agreement on equivalence of studies, degrees and diplomas of higher education in
Latin America and in the Caribbean region which had come into effect in June 1975. A similar
agreement relating to European and Arab countries in the Mediterranean was ready for signature,
and other agreements relating to areas in various parts of the world were in the process of
preparation. Those activities were intended to facilitate the access of students to various
stages of training, and, moreover, to ensure speedier and easier reintegration into their own
countries of professionals trained abroad. He believed that the Health Assembly had also
been concerned with that trend.

Dr ZS0G0N (Hungary) commended WHO's initiative in taking a global approach to the
question of health manpower development. The comprehensive programme rightly concentrated
its efforts on developing countries but did not neglect the problems of the developed
countries also.

Her country had considerable experience with three particular aspects of the programme
and was ready to share that experience with the international community. In the first place,
integrated development of manpower and organization of health services were fields in which
Hungary had achieved considerable success over the past 25 years. All institutes for the
training of health professionals, including medical schools, were under the authority of the
Ministry of Health. The reforms made were intended to bridge the gap between theory and
practice, i.e. to ensure that studies were relevant. While much had been accomplished, a
great deal remained to be done.

Secondly, in connexion with the stress laid by the programme on the growing role to be
played by health care teams, she said that health care of rural populations in her country was

carried out by means of teams, whose various members had clearly defined tasks. A point

worthy of emphasis was the need for close cooperation between members of the team at the

training stage. Hungary had a good doctor population ratio, and its situation was about

average among European countries where the ratio of paramedical personnel to population was

concerned. This was because of the high priority given to the training of doctors and
paramedical personnel in national projects within the overall development of the economy and

of health. In 1950, the number of doctors per ten thousand population had been 11, and it

had increased in 1970 to 22.8. The ratio of paramedical staff to one doctor had been 1.5 in

1950 and had increased to 3. In the following 15 years, the ratio of doctors per ten
thousand population, at present 23, should increase to 28, and the ratio of auxiliary staff

to 4 or 4.5 for one doctor.
She agreed with the particular emphasis in the programme on the new trend towards

management of health manpower, and on continuing training. There also, her country had had

wide experience over several decades. For instance, regular refresher courses, well -

organized and at a very high level, were given not only to doctors but also to all other

categories of health personnel.

Dr GOMAA (Egypt) said that the report gave a precise analysis of all aspects of the

problem. He had been particularly interested in the sections on the difficulty of finding

teachers for the institutions set up rapidly to train the numbers of auxiliary staff that

were needed, and on the problem of supplying modern training aids to medical schools and

schools responsible for intermediate level training. Egypt had received help from WHO, both

directly and in conjunction with UNICEF, and the report made it clear that his country could

count on receiving still more help with regard to meeting the needs for manpower training in

various health fields. He hoped tangible results would be seen in the near future. Planning

for the training of manpower to meet the health needs of the country would have to take into

account not only the needs of the health services but also the capacities of the training

institutions. Such planning required expert help and experience of manpower development based

on the classification of functions (both quantitative and qualitative), with a view to long-

term planning of training at all levels, beginning with general education and extending up to

medical qualification and specialization. WHO could help in organizing study groups and

seminars to scrutinize the various strategies relating to health manpower development. In

that way guidance would be given to national health authorities and institutes and it would be
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possible to avoid a misuse of manpower resources resulting in problems of scarcity or
unemployment.

Professor DOGRAMACI (Turkey) asked whether medical faculties and schools of health
sciences were producing the right kinds and numbers of health workers to meet the urgent needs
of their countries. Although efforts to improve training methods had intensified in the
past two decades, many developing countries still modelled their medical schools on those of
the industrialized western world. It had been repeatedly stated that medical education must
be relevant to the needs of the society in which it took place. Such health patterns as mor-

tality and morbidity, together with epidemiological data, should indicate the areas to be
given greatest emphasis in the light of changing health patterns in the community. He
believed there should be an entirely new approach to teaching programmes, not only in the
developing countries but also in the industrialized ones. By rearranging the curriculum,
the length of studies could be shortened. In the traditional pattern of medical teaching,
the first two years were generally devoted to the study of the basic sciences. One innovation
might be to start with family health and community health, and to follow up with the clinical
and the basic sciences in an integrated programme.

Traditionally, the teaching hospitals attached to medical schools were sophisticated
institutions for treatment, but the patients seen there were not representative of those who
normally consulted a general practitioner. In one medical set -up with which he was con-
cerned, some seven rural health centres referred their patients to one district hospital,
from where they were referred to a university teaching hospital; of the 30 000 seen in the
paediatric age -group in 1971, 93% were treated at the rural health centres and 7% were referred
to the district hospital, one -third of the latter being hospitalized; only 0.75% of the
30 000 patients had to be referred to the university teaching hospital. He concluded that
medical faculties, especially in developing countries, should use primary care centres for
teaching purposes in preference to sophisticated teaching hospitals. It might be objected
that such a teaching system would not be accepted by institutions in the industrialized
countries for granting equivalence of diplomas and degrees. Lack of equivalence might,
however, be an advantage in that it would limit emigration of manpower.

The report discussed teacher training programmes in progress and in the planning stage.
The teachers involved in such programmes should be carefully selected in the hope that they
would be pioneers in kindling curiosity in their students and encouraging them to adopt new
systems, altogether different from the traditional or classical ones. Scientific knowledge,
including medical knowledge, was increasing rapidly: more than half of what had been taught
forty years ago had since been found to be incorrect or, at least, inaccurate. Students
should therefore be taught to appraise critically their skills and knowledge in the light of
modern developments.

He stressed the importance of improving the status of general practitioners. WHO, in
cooperation with national governments, should do everything possible to ensure that they
enjoyed a prestige at least comparable to that of specialists. General practitioners, and
also nurses, should be included in sufficient numbers on the staff of every medical faculty.
He did not subscribe to the idea that medical students who failed at some point in their medical
training could be oriented to other health careers. They should be directed to a profession
outside the health sciences so that members of the health team did not feel that those who were
not doctors were the less capable students.

Dr MILLER (World Federation for Medical Education) said his organization strongly
endorsed the proposals for health manpower development contained in the Director -General's

report. The Federation represented the regional, national, and local associations of medical
schools in Africa, the Americas, Europe, the Middle East, and certain major countries in
South -East Asia and the Western Pacific. It could point with pride to past progress in
educating physicians made by the medical schools comprising those associations, but it was
clear that new initiatives in health manpower development would be needed if expanded and
improved health services were to be provided for all Member States of WHO. The report offered
persuasive evidence that the task could not be accomplished by medical schools alone. But the
schools must adopt new strategies in educating physicians for new functions, so that they would
be integral elements in a system of health service and medical care for all, rather than
independent providers of those services for the relatively few. If the Health Assembly
accepted the recommendations in the report, the World Federation for Medical Education looked
forward to working with all those groups whose efforts would be required to translate the
principles into practice.

Professor LEOWSKI (Poland) expressed full agreement with the statement in the report
that most of the problems it covered would have to be solved at national level, using all

available resources and possibilities; and that the role of WHO could be that of stimulating,

coordinating, and facilitating international cooperation. He said that medical schools were
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not preparing their graduates according to the real health needs of communities - or, at
least, not in all respects. That was the main reason why postgraduate education had become
so important. Medical education must be considered a life -long process and a formal system
of postgraduate education, including a system of specialization, should be organized. Post-

graduate education should be fully integrated with the national health service and thus able
to respond directly to the changing health needs of the population. Training should be
undertaken at the most peripheral level of the health services. With regard to teacher
training, the report contained an important well -planned programme, of great relevance to
present and future requirements.

He stressed the need for WHO to advise countries on the various aspects of health manpower
development, including methodological aspects of research on health manpower. His delegation
supported the proposal for the integrated development of health services and health manpower
and his country was ready to share its experience in this respect with other Member States.

Dr KRAUSE (German Democratic Republic) said that health manpower planning should be a
constituent part of national economic planning and that the central planning organs, on the
basis of demographic projections, should provide planning targets for manpower development in
accordance with the health needs of the different areas. In the German Democratic Republic
the health institutions notified their labour demands according to a previously established
ratio of medical and paramedical personnel, which depended upon the health care tasks stipu-
lated in the State plan. Between 1960 and 1975 the proportion of those working in the health
services had risen from 3.3% to 5.1% of the total working population. Thus, the health
services were among the few sections of the economy to have received an increase in manpower.
In addition to the medical education of students at the six universities and three medical
academies, great emphasis was placed on postgraduate and continuing training of physicians,
which was a uniformly planned process. The Academy of Postgraduate Medical Training was
regarded as essential for the organization and carrying out of postgraduate and continuous
education. A prerequisite for the efficacy of medical training was that it should be a
uniform process of coordinated educational steps, with clearly defined educational goals and

objectives.
For paramedical staff, special courses were organized by the Central Institute for the

Continuing Training of Paramedical Personnel, as well as by the regional academies. All forms

of education and continuing training in the German Democratic Republic were open to foreign
health personnel, who came mainly from the developing countries. Special courses in tropical
medicine were organized for students from tropical countries. Specialized training was also
being provided for a number of WHO fellows. His country would be in a position to organize
specialized training courses, financed by its own contributions to UNDP.

Dr RODRÍGUEZ TORRES (Spain) said, since adequate numbers of properly trained personnel

were a prerequisite for the successful implementation of health programmes, the education and

training of health personnel at both national and the international level should be given

highest priority. In his country, attempts were being made, with the help of WHO, to adopt

new criteria for a systematic and planned approach to the definition of teaching objectives

and new methods of in- service training. In this connexion, the educational handbook
for teachers mentioned in the reportl was very useful and he thought it should be given wide

circulation. It was a matter of concern to his delegation that the concept of continuing

education had been insufficiently developed in Spain.
He felt that not enough attention had been given in the report to a problem that was

particularly acute in Spain but also affected a number of other western countries, namely, the

excessively large number of students applying for admission to medical schools. The figures

given in annex to the report pertained to 1970, but during the subsequent five years the

number of requests for admission to medical schools had doubled in his country. He thought

it would be useful if WHO would make a study of this problem and report on it.

Dr CUMMING (Australia) said that the part of the report containing proposals for future

activities was particularly important. The concise description of the major difficulties

in relation to health manpower development was just as relevant to the developed countries

as to those in the process of development. The undue emphasis being placed on traditional

training of certain categories of health personnel, especially doctors, at the expense of

other groups, needed to be corrected. The description of the principles, aims and objectives

of manpower programmes was most useful. Special attention should be given to the statement

that "all health activities should be undertaken at the most peripheral level of the health
services as is practicable, by the workers most suitably trained to carry out these

activities ". Emphasis should also be placed on the statement that changes in the health

1 Document HMD /76.1.
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manpower system could only be carried out in the countries and by the countries themselves,
with WHO acting as coordinator and catalyst. The development of various categories of
health personnel must be aimed at satisfying the health needs and demands of the people.
In the past, curricula that were of no relevance to the needs of a particular country had
played a considerable role in the production of the brain drain. With regard to the emphasis
on the training of health auxiliaries, he was gratified to note that emphasis was also laid
on the need to train more doctors for the role of leadership in health teams and in community

development. Too frequently nowadays, there was a tendency to talk of the importance of
health auxiliaries and to forget that the doctor working from some central health post was

still the vital member of the health team. Through the health auxiliaries, his expertise
and knowledge were passed on to a much wider community than would be the case if he were
attempting to treat each person individually.

Referring to the progress report on the multinational study of the international
migration of physicians and nurses, he said considerable stress should be placed on
training health workers for the requirements of their own countries rather than to gain

qualifications that would be accepted internationally. That was not a matter of lowering

standards, but of providing more appropriate training; it should result in the graduate being

better suited to his job and gaining greater job satisfaction. It was only by taking such a

positive approach that any real end to the problem of the "brain drain" would be seen. Measures

taken to prevent the migration of health personnel, either by limiting their exit or restric-
ting their entry into particular countries, merely seemed to divert the flow into other

directions.

Professor EBEN- MOUSSI (United Republic of Cameroon) said that in the developing countries

not only was there a shortage of health personnel at all levels, but supplies of equipment and

financial resources were also inadequate. There was often a gap between the urgent needs of

the ministerial departments directly concerned with health work and the number of students

admitted to teaching institutes. It was necessary to promote a well -balanced policy of

education of health personnel at all levels. Such a programme might seem ambitious if

attempted by the developing countries individually. Collaboration and grouping of training

facilities at the regional level therefore seemed desirable. In his country there was

approximately one physician for 20 000 inhabitants, which was a relatively high ratio for

countries in Africa south of the Sahara. In comparison with western countries, however, the

ratio was a modest one. But it was not possible simply to transpose standards from western
countries to developing ones with quite different socioeconomic, ecological and cultural

conditions. More than 10 years ago, the Cameroonian Government had decided to adopt an
innovative but pragmatic approach to the training of different categories of health personnel.
It was grateful to WHO for the constant support that it had given in all phases of the
elaboration of the philosophy and the practical realization of the project for the establish-
ment of the University Centre for the Health Sciences at Yaoundé. At that Centre, multi-
disciplinary and multiprofessional training was given to integrated teams of community health

personnel. Six years after the establishment of the Centre, it could be said that the first
results were very encouraging and indicated a need to revise certain long -held concepts

concerning doctor /population ratio. He believed it would be better to select a standard

that expressed the ratio of the number of active health teams to the number of inhabitants

and the variations in that ratio over a certain period of time. He therefore firmly
supported the proposals in the report for the development of integrated services and health
personnel with a view to reaching a correct balance, both quantitatively and qualitatively,

between the different levels.
He could not subscribe completely to the principle of establishing a permanent country -

specific mechanism for functional integration of health services and manpower development, as
suggested in the report, since very much depended upon the political structure of the
country. He could, however, support the principle of integrated action in a spirit of
coordination and collaboration.

As regards the utilization of practitioners of traditional medicine, he suggested setting
up national commissions to study all aspects of traditional medicine in order to promote
medical understanding of traditional methods and confidence in them. In that way, it should
be possible to progress gradually towards a situation in which modern medicine could profit
from traditional medicine - not only by learning more about the uses of medicinal plants but
also by gaining a better insight into the psyche of the patient and a deeper understanding of

his illness.

Dr BONDZI -SIMPSON (Ghana) congratulated the Director -General on his report and said that
in particular the part on the training and utilization of practioners of traditional
medicine and their collaboration with health care delivery systems was encouraging. The

art of such practitioners could not particularly in the developing countries, be easily
dismissed and the time had come to discard former prejudices.
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Ghana had embarked on a policy of utilizing all such available resources. A centre for
research into plant medicine had been established, and, in close collaboration with the Faculty
of Pharmacology in the University of Science and Technology, it was studying the potentiality of

local plants and herbs. The centre's aim was to establish close liaison and collaboration
with the traditional practitioners in order to harness the latter's knowledge scientifically.
In the field of maternal and child health, 75% of the deliveries, particularly in rural areas,
were attended by traditional birth attendants, who were now being trained in the techniques of
asepsis and the promotion of maternal health. His delegation supported the Director -General's
proposals on the training of practitioners of traditional medicine and traditional birth
attendants and their eventual integration into the health service. In some cases it was the
only way of extending basic health services to the underserved rural periphery.

Dr HIDDLESTONE (New Zealand) congratulated the Director -General on the progress made in
the field of health manpower development.

In New Zealand, following a recent conference on medical manpower planning, it had been
decided to proceed with integrated planning: data from all health professional groups would
be used to develop computerized forecasting models.

In countries like New Zealand where medical and paramedical workers required annual
practising certificates, it was possible to obtain a detailed confidential return with the
annual application form. The information thus obtained could be fed into an electronic data -
processing system capable of providing a comprehensive statistical analysis of the size of the
work force and its utilization; more specific information could be obtained by sample surveys
and construction of simple labour -supply projection models.

The information given in the report on international migration of manpower was both
sobering and impressive. New Zealand was aware of the problem and while welcoming postgraduate
students for appropriate training, was uneasy at the reluctance they often showed to returning
home after training. There were two possible ways of approaching the problem. First,
registration should be allowed only on a temporary basis for genuine postgraduate students,
thus helping to ensure their return to their home country on completion of training. Secondly
it was possible to evolve high standard postgraduate diplomas of restricted registerability.
For example, the Fiji School of Medicine had high standards and its graduates commanded respect
throughout the Western Pacific Region. Nevertheless the Royal College of Obstetricians and
Gynaecologists had decided not to recognize the Fiji diploma as a prerequisite for the College
membership examination. Such membership was universally recognized as a specialist qualifica-
tion in most English- speaking countries, and it had consequently been decided to establish at
the Auckland School of Medicine and National Women's Hospital a postgraduate course in
obstetrics and gynaecology of identical content and standard to that membership. Fiji School
graduates were therefore trained to an identical standard but received a different diploma,
recognized in their native country but not in New Zealand, thus forcing them to return home
for specialist practice. That model might well be considered as being relevant in a wider
context.

Dr GOEL (India) said that attempts had been made in India to remove the imbalance between
the availability of medical care and health services in urban and rural areas, particularly
in the country's backward areas.

Eighty per cent. of India's doctors provided services only in urban areas, with the result
that people living in rural areas had to travel long distances for hospital treatment. Because
of the present system of education and training, doctors were reluctant to go to rural areas
and remote parts of the country; but if the goal of providing the entire population with
primary health care by the end of the century was to be achieved, the entire structure of
medical education and training would in fact have to be reoriented.

The education and training currently provided, being urban -orientated, was built around a
system of sophisticated laboratory and other facilities, which had no application in rural
areas: hence the brain drain. However, a national examination board had recently been set

up for postgraduate medical training, and there had been a large increase in the number of
medical colleges. In spite of that there was still no well -developed, comprehensive and
competent health care service for the rural areas and poorer sections of society.

The general feeling, therefore, was that medical education and training could be so
orientated as to produce all the members of the health team, including doctors conversant with

the basic health problems of both rural and urban communities and who were able to play an
effective role in preventive and curative health services. Further, medical education should
be so modified as to meet the changing requirements of both urban and rural communities.

While his delegation was in general agreement with the draft resolution recommended in
resolution EB57.R21, it felt that insufficient emphasis had been placed on the training of
physicians, and accordingly proposed that a new subparagraph should be added to operative
paragraph 2, following the present subparagraph (4), as follows:
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(5) to assist Member States in restructuring the curricula for the education of

all the members of the health team, including doctors, both at undergraduate and post-
graduate level so as to relate them to the life conditions existing within the
community.

Professor SCEPIN (Union of Soviet Socialist Republics) said that in the voluminous
document before the Committee an attempt had been made at a comprehensive analysis of one of
the basic aspects of WHO's work. The document raised a whole series of important problems,
of interest to virtually all Member States. WHO's health manpower development programme was
one of its most important long -term activities, and had received the fullest possible support
from the Soviet Union right from its inception.

The Soviet delegation supported the principles set out in the document as providing a good
basis for solving problems in the field of health manpower development. Of particular interest
were the proposals regarding WHO's work in the coming years on the preparation of an
international classification of health manpower and, in cooperation with ILO and UNESCO, a

revision of the international classification of health occupations;1 the planning of health
manpower, and content and process of training, were particularly important. The document

could serve as a basis for WHO's long -term programme in that field. More concrete definition
however was required in the proposals for future activities. There should be some indication
of time limits, clearly defined targets, and output indicators that would allow evaluation

of the effectiveness of the programmes. The question of elaborating a general model for
each specialist making up the health team should be reflected in the programme in more

detail and more clearly. In that connexion, he supported the amendment proposed by the

delegate of India. It was a vitally important problem which could and must be solved through

the efforts of an organization such as WHO. The general model, which could be adapted by

each country to its own conditions, would demand a lot of work of WHO - both scientific

research and methodological studies; but it would help solve the problem of equivalence of

diplomas on an appropriate scientific basis. Further, in drawing up the long -term programme

more use should be made of the valuable experience acquired by Member States that had had
successful results with the training of medical personnel.

He supported the draft resolution recommended by the Executive Board, but proposed a

number of amendments.2

Dr KILGOUR (United Kingdom of Great Britain and Northern Ireland), referring specifically
to the measures proposed in the report to modify the migration of health personnel, said that
in the experience of his country the most important single action for a country that was a
net receiver of migrant doctors was to relate as quickly as possible the quantitative and
qualitative output of home -grown, appropriately trained doctors to the predicted need in the

country concerned. The United Kingdom was in the seventh year of a ten -year plan that would
in effect double its medical schools, a measure which could be commended to others in a

similar position. He was surprised not to see that simple, fundamental proposition included
among the measures described.

A new factor that would soon be operative in Europe, was the freedom of movement of

doctors within the European Economic Community, where all but two countries produced a

sufficiency or more of doctors for their own needs. That should have interesting effects on

the global situation in the next few years.
His delegation hoped that the same careful thought that had gone into the analysis of the

situation would be applied to the next step, which must be a matter for individual countries in

the light of their own health manpower plans; the development of those plans would have been

greatly facilitated by WHO's work.

Dr MASSÉ (International Epidemiological Association), speaking at the invitation of

the CHAIRMAN, explained that his Association had collaborated with a number of regional offices

in the organization of training seminars and had undertaken to draft certain teaching guides

that would help teachers in schools for health professionals better to interpret the role of

epidemiology in training programmes and to understand epidemiology in all its aspects.

The first guide was a general one, and was already available in eight languages.3 The

second guide was in preparation and dealt with the use of epidemiology in the planning of

health services and public health administration. A number of other teaching guides on

epidemiology were being prepared to cater for the special needs of each type of personnel.

1 In: International Labour Office. International standard classification of

occupations, revised edition 1968, Geneva, 1969.

2 For text, see p. 439.

3 Lowe, C. R. & Kostrzewski, J., ed. for the International Epidemiological Association.
Epidemiology: a guide to teaching methods, Edinburgh, Churchill Livingstone, 1973.
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In addition, and to meet growing demand, the Association had recently increased the scope of
its programmes for developing countries and hoped, in conjunction with WHO, to increase the
number of seminars and other training courses for health personnel.

Miss PINTO DE CARVALHO (Mozambique) said that the ideas and programmes of health manpower
development in Mozambique coincided in some respects with the policies recommended by WHO.

The integrated training of medical and paramedical personnel of all levels was being

carried out throughout the country. There had been a general increase in the number of

training schools and colleges and in the courses they offered, but many difficulties had been
encountered owing to lack of qualified teaching staff. The collaboration of WHO and all

Member States in that connexion was badly needed. Difficulties were also being experienced
in utilization of communication media, teaching materials and criteria for evaluation of

programmes; and help in those areas too would be much appreciated.
Her delegation approved the report of the Director -General and was prepared to support any

resolution calling for more technical cooperation and assistance to those in need.

Dr CHUKE (Zambia) said that health manpower development was one of the priorities of the
Zambian health service. The acute shortage of health manpower had led the Government to
expand the training of medical assistants, with emphasis on primary health care. That had

brought about an increase in the number of rural health centres staffed by medical assistants,
auxiliary nurses, midwives and health assistants who were taught to work as a team, and whose
initial training was supplemented by yearly refresher courses. However, while emphasis was
placed on primary health care, the need to train conventional physicians could not be

forgotten.
The health problems of any country were to some extent dependent on the socioeconomic and

psychosocial factors in the community; and, for comprehensive care delivery, such factorshad to

be taken into account in any health care "package ". Doctors must therefore be given the

necessary knowledge and methodology to enable them to investigate those factors and to lead

the health team in an integrated service. There was, in other words, a need to consider the
training of scientific manpower in the light of a wider strategy for health manpower develop-

ment
With regard to the use of traditional healers, he supported the views expressed by the

delegate of Ghana. Such healers had been used on an official basis in Zambia for over a

decade. They were registered by the district secretary as opposed to the Medical Council,
allowed to work only in local clinics, and required to observe the Dangerous Drugs Act.
Traditional midwives were likewise being trained in provincial hospitals, in aseptic techniques

of delivery; they were furnished with delivery kits before returning to the villages. In

addition research into traditional medicine was being promoted by the National Council for

Scientific Research.
His delegation commended the comprehensive and innovative plan of action put forward by

the Director -General and supported the draft resolution.

Dr LEKIE (Zaire) said he approved the amendments to the draft resolution proposed by the

delegates of India and the USSR.
In connexion with the training of health auxiliaries, and in particular community health

workers, he hoped the Health Assembly would not take impulsive decisions that might have a
harmful rather than a beneficial effect on the health of some populations, who under the WHO
Constitution were entitled to "the highest possible level of health ".

As regards the training of the community health worker, the motives put forward in the
report were excellent, but what occurred in practice was sometimes different. It should be

remembered that most individuals preferred to be treated by a physician. There might be

economic reasons for training non -physicians, but those responsible for health manpower
development had an obligation to provide the highest possible level of health care. While he

approved of the programme outlined in the Director -General's report, he counselled prudence:
a community health worker must know when to hand over a case to a more qualified health

worker. In that connexion, he referred to the introduction to the document, The

primary health worker: Working guide; Guidelines for training; Guidelines for adaptation.1

The training of the physician must not be neglected, since it was he who was responsible

for the integration and supervision of the community health workers.

Dr CHEN Ke -chuan (China) noted that one of the four parts of the document was devoted

to traditional medicine. It was of great importance that WHO was beginning to pay attention

to that subject. The approach to traditional medicine was related not only to the development

of health manpower, but also to the way in which a country developed its medical and health

services. The Chinese delegation had already spoken on this subject in the plenary session

of the Assembly, but he wished to give further details.

1 Document HMD /74.5 (Rev. 1976). Geneva, World Health Organization, 1976.
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In China, Chairman Mao Tse -tung had called for the creation of a new unified school of
medicine and pharmacology that would integrate knowledge of traditional Chinese medicine and
pharmacology with that of western medicine. That indicated clearly the direction of health

work in China. By "integration" was meant an integration of the two types of medicine in the
light of dialectical materialism, with extensive practice as its basis. It was not a
mechanical mixing, but a real interpermeation of the two schools of medicine. The aim was to

create a new school of medicine and pharmacology attaining a level higher than either of them.
It was not merely an academic problem, but a profound revolution in medical and health work.
In the course of the integration, many obstacles, such as old conventions and bourgeois
prejudices, had been encountered. However, as with all new things, the cause of integration
of traditional and western medicine had its own thriving vitality and could not be thwarted.
China drew inspiration from the fact that the labouring people of the world approved of the
efforts it was making in that field. Friends from many countries, especially those of the
Third World, supported those efforts; and a number of colleagues in the medical profession
had begun to apply the new approach in their work.

What was the reason for advocating the integration of traditional Chinese and western
medicine? First of all, it was in order to serve the people better and to help to develop
socialist revolution and construction. In doing so, medical science itself would be promoted.

Mankind made constant progress and nature underwent constant change: the same was true of the
medical sciences. Both traditional Chinese medicine and western medicine were the creation
of the labouring people. By integrating them,by implementing the principles of "making the

past serve the present and foreign things serve China" and "weeding through the old to bring
forth the new ", and by making constant discoveries, inventions, creations, and advances, the
medical sciences could attain a new stage of development.

At present, a mass movement for the integration of the two types of medicine was in full

swing throughout China. In cities and villages, that integration was being carried out

widely. More than one and one -half million barefoot doctors were its main force. The broad
masses of workers, peasants, and medical workers joined in the work with enthusiastic support
from leading cadres at all levels. Both the clinical departments and the auxiliary services
of hospitals participated in the work. They had promoted the development of medical research
and education, and the work of integrating traditional Chinese and western medicine had reached
an unprecedented level in its depth and magnitude.

The success of acupuncture anaesthesia was a vivid example of the development of medical
sciences through exploration and elevation of traditional Chinese medicine and pharmacology.
As was generally known, anaesthesia had been developed on the basis of the analgesic effect of

acupuncture; it was a revolution in anaesthesiology. Acupuncture anaesthesia was particu-

larly indicated for patients for whom drug anaesthesia was not suitable. Up to the present,

more than 1 800 000 operations had been performed under acupuncture anaesthesia in China.

They included operations on the head, neck, thorax, abdomen, and extremities, as well as

intracardiac operations with extracorporeal circulation. As to the theoretical foundation of

acupuncture, valuable data had been accumulated regarding nerve theory, hormonal theory, and

fundamental traditional theories.
The results obtained in the prevention and treatment of the common cold and of chronic

bronchitis had justified the orientation of serving the workers, peasants, and soldiers, who

constituted the majority of the people. Chronic bronchitis was a common disease frequently

found among labouring people. As a result of prevention and treatment among large masses of

people, the integration of traditional and western medicine, the extensive use of effective
herbal drugs and other traditional medicines - and following the principles of traditional
Chinese medicine - most of the patients had shown different degrees of improvement and many of

them had recovered.
The success achieved in the treatment of acute abdominal conditions, and other acute and

serious diseases fully proved that traditional Chinese medicine could be used for acute and

organic diseases as well as for chronic diseases. For acute abdominal conditions such as

appendicitis, perforated peptic ulcer, cholelithiasis, biliary ascariasis, intestinal
obstruction, ectopic pregnancy, etc., operations were generally required in western medicine.
But with the integration of traditional and western medicine, and the proper use of herbal
medicine, acupuncture, and moxibustion, operations were needed in only a few cases. In

recent years, the mortality rate from myocardial infarction had been significantly reduced, and
the incidence and mortality rates in patients with complications of cardiac shock or cardiac

failure had been considerably reduced. For many critical cases, nonsurgical treatment had

been used successfully instead of surgical treatment. These were significant achievements.

The achievements obtained in the treatment of bone and joint injuries were a further step

in the development of China's new traumatology with respect to bones and joints. In treating

fractures, instead of following the principle of complete immobilization as in western medicine,
the principle was applied of "combination of motion and rest, attention to both ligament and

bone, treatment both local and systemic, and collaboration of doctor and patient ". For

fractures of all kinds, satisfactory results had been obtained by employing manipulation and
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small local splints, the advantages being a shorter period of treatment, a better functional
result, less pain, lower cost, and fewer complications.

For pain in the back or the leg, for protrusion of vertebral discs, diseases of the cervical

spine, and other bone and joint injuries, simple and easy treatment had been worked out for
patients not relieved by the conventional treatments of western medicine and had given good

results. The experience and knowledge gained in individual diseases was gradually being
accumulated and extended to cover the entire system.

All those developments were an eloquent testimony to the correctness of the orientation
given to the medical sciences in China. The approach was as follows. First, there must be
the right attitude towards traditional Chinese medicine and pharmacology and a profound under-
standing of Chairman Mao's instruction that "Chinese medicine and pharmacology are a great
treasure house, and efforts should be made to explore them and to raise them to a higher level ".
After liberation, the Chinese Government had adopted the policies necessary to develop tradi-

tional medicine. Doctors of traditional medicine enjoyed an equal social status with those of

western medicine; ideological education was stressed; and unity between the workers of both
schools was promoted. These policies had received enthusiastic support.

Since the Cultural Revolution, and the repudiation of the revisionist line that despised
traditional medicine, the consciousness of Chinese medical and health workers of the class
struggle and of struggle between the two lines of thought had steadily increased. Erroneous
views about traditional medicine were gradually being corrected. It was realized that
traditional Chinese medicine had played an important role in the prevention and treatment of
diseases and that, while it had originated in naive materialist thinking, its methods were
dialectical. The concept of "favouring the western and depreciating the Chinese" had been
swept away.

Secondly, a force of medical workers capable of integrating traditional and western
medicine must be formed. Doctors of western medicine were organized to learn traditional
medicine so as to popularize what they learned among the medical and health workers. Notwith-
standing their background of western medicine, they were deeply impressed by the fact that
traditional medicine was successful in many difficult and complicated cases that were
untreatable by western medicine, including the so- called "incurables ". As a result, many well -

known specialists had become very active in the work of integrating traditional and western
medicine and had made important achievements. In addition certain doctors of traditional
medicine were organized to learn western medicine. Measures were taken to extend knowledge of
workers of traditional medicine, and to enable them to benefit from the experience of veteran
doctors who were acquainted with both schools. Barefoot doctors were taught both traditional
and western medicine, and were conscientious in their work of integrating the two. New methods
of management had been developed by them, new experiences had been summarized, and new problems
had been studied. The barefoot doctors were the main force in the integration of traditional
and western medicine.

Thirdly, that integration had to be practised extensively. Medical and health workers
were organized systematically to work out effective measures for such integration and for the
prevention and treatment of various diseases, especially those that were endemic, occupational,
infectious, and widespread. Full attention was given to summarizing the experience gained
through practice, and theoretical questions were further explored by means of laboratory work.
From a mere combination of the two types of medicine, a real interpermeation of the two had
gradually developed. The principle of integration was followed in medical education, in
pharmaceutical practice, and in research, and also in medical publications. When it reached
a certain degree, a change in the organizational structure of the hospital followed quite
naturally: departments, wards, and hospitals of an integrated type appeared. The preliminary
foundation had thus been laid for the gradual elimination of the boundary between the two
schools and for the formation of a new unified school of medicine and pharmacology.

Fourthly, the knowledge and methods of modern science had to be applied to the study and
systematization of the traditional medicine and pharmacology. While exploring and improving
traditional medicine Chinese workers also took critical note of good foreign ideas. The

study of traditional drugs was an example. Chemical analyses, pharmacological investigations,
and clinical experiments had been carried out with individual herbs. At the same time, the
composite pharmacological action of drugs used in prescriptions had been studied. For the
treatment of acute abdominal conditions, Chinese workers had made a comprehensive study in the
fields of histology, pathology, pathophysiology, immunology, pharmacology, and biochemistry.
There were many other examples, and from them certain fundamental theories of traditional
medicine had gradually been elucidated. A country formerly subjected to colonial rule and
oppression could easily fall into "crawlism" and servility towards foreign things and enter
the blind alley of wholesale westernization if it did not base itself on its own actual needs
but instead copied the experience and technology of foreign countries.

By implementing the established principles and policies of the Chinese Government,
achievements and experience had been obtained in the work of integrating traditional and
western medicine. That represented a great victory for Chairman Mao's revolutionary line of
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following the principle of independence and self -reliance. It was also a manifestation of the
superiority of the socialist system of China. In reviewing the development of Chinese medical
and health work, it was clear that the essential was to shake off the enslavement of imperialism,
colonialism, and neocolonialism and win national independence and liberation; to adhere to the
principle of developing the national economy and culture independently and self -reliantly; and

to follow a series of correct policies.
The work was still in its initial stage. China was willing to learn from the good

experiences in developing national medicine and pharmacology of other peoples of the world,
especially the Third World countries. It was willing to join with those peoples in the
development of medical and health work, and to contribute to the promotion of health throughout
the world.

Dr MATTHEIS (Federal Republic of Germany) said that her country was probably similar to
other European countries as regards certain aspects of health manpower. The older experienced
doctors and nurses were still in the forefront of the picture, but new professionals - hospital
engineers, physicists, and bioengineers - were making their appearance, although they were not
yet fully accepted by the older professions. The responsibilities of doctors and nurses
clearly needed to be reconsidered; their concentration on curative work, usually in a hospital
setting, did not fully meet the needs of the people. Action was therefore required in a
number of fields. First, curricula should be revised to take into account the real needs of
people, the changing methodology of health, and new educational concepts. Second, the different
health professions should be trained to work together, and that was also important in relation
to postgraduate training and refresher courses. Her country would greatly appreciate help
from the Organization on that matter.

Salaries were the most expensive element in health care, accounting for about 70 to 80% of
the costs involved. It was important to get the best possible return from that investment and
that would be better achieved if all the health professions worked together.

Lastly, she referred to a problem that was of increasing importance in her country and
perhaps in others, namely the increasing numbers of modern "quacks" who acted as psycho-
therapists and who were unreliable and without proper training; usually they were no help to

people and sometimes actually caused harm. She hoped that WHO would consider the matter and

draw up guidelines that could be used to distinguish between reliable psychotherapy and
unreliable methods.

Professor DAVIES (Israel) emphasized that health manpower development was an integral

component of health service planning. Students needed a clear framework for reference and a

clearly defined career structure. Educational institutions had to be aware of the content of

the tasks of health workers at different levels. He congratulated the Director -General on

WHO's work in the field of training of primary health care workers, which was an example of
the application of sophisticated educational technology to basic education. Re- orientation

was perhaps easier at the lower than at the higher level of education: professors at medical

schools, for example, were often unaware of local health needs. WHO must enlist the support

of educationalists at the higher levels. He quoted an instance in southern Israel where the
Director of Health was also Dean of a new medical school and where an attempt was being made to

integrate services in the field, with community participation. Those involved in care were

also closely involved in training. Success was based on the principle of teaching the

teachers how to teach. The report before the Committee was an example of the way in which WHO

was not only meeting expressed needs but was also innovating.

Dr SCHOU (Intergovernmental Committee for European Migration) also congratulated the

Director -General on the report. He emphasized the seriousness of the brain drain for

developing countries. His own organization had been active since 1964 in carrying out what

might be called a brain gain programme, namely a selective migration programme for the

Latin American countries. The object was to encourage skilled personnel, including medical

and paramedical workers, to move to Latin American countries. Language training was given

when required. These personnel were placed only in posts that it had been impossible to fill

with local qualified personnel. It was hoped that this scheme would in some small degree

compensate for the brain drain. Opportunities were also provided for Latin Americans in

Europe to return to their own countries. All transfers were carried out with the agreement of

the authorities in the countries concerned. The services rendered by ICEM included the

provision of travel grants, temporary medical insurance and interest -free loans. Such

personnel could be very valuable to their home countries and in particular they could act as
excellent advisers on the development of health services, but incentives had to be provided

to induce them to return. It was hoped to extend the scheme to other regions.

Dr AHN (Republic of Korea) expressed his approval of the report, which emphasized that

changes in health services required the acceptance by Member States of the concept of inte-

grated development of health manpower. There had been continuous expansion of health services
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in urban and rural areas in the Republic of Korea, but the country had to face the problem of
rising costs of health care. Nationwide insurance systems had been introduced to improve the
situation. The Korea Health Development Institute had recently been created to study new
ways of providing high -quality health care at the lowest possible cost. He supported the
draft resolution as amended by the delegations of India and the USSR.

Dr DJOJOSUGITO (Indonesia) thanked the Director -General for the report. He said that
the health system being developed in Indonesia was based on the need for expanding efforts by
the government and the community. Health workers were being trained to do what was needed
and encouraged to live where they were needed. The role of the medical profession was being
re- defined. There was a need for a new kind of health worker with simple skills and compe-
tence. Massive training and retraining programmes were being planned and executed in
Indonesia. All available resources were being mobilized to implement new concepts. Much
research was still needed, including studies on the place of traditional medicine.

Dr MERRILL (United States of America) praised the report as a comprehensive review by
WHO of perspectives and goals, and he endorsed the proposals for policies responsive to health
manpower requirements. His country wished to continue collaboration with other Member States
in strengthening health manpower planning. What was particularly important was continuous
evaluation to ensure proper development of health manpower systems.

The problem of intercountry migration of personnel had been studied widely in the United
States, where an encouraging sign was a certain degree of outgoing migration to countries
of origin. The assumptions in the progress report on the multinational study of the
international migration of physicians and nurses perhaps needed to be modified since new
projections were now being made for the supply of foreign physicians in the United States
in connexion with the altered qualifications being required of physicians entering the
country. His country would continue to cooperate closely in this part of WHO's programme.

Dr PLIANBANGCHANG (Thailand) felt that the document provided useful guidelines. In
Thailand it had been realized that community participation was an essential element determining
the successful operation of health services. The main problems of communicable diseases and
malnutrition in Thailand were related to socioeconomic structure and traditional beliefs.
There was a high rate of population growth and 85% of the population lived in rural areas,

where were health services poorly developed, and to

turn to unqualified practitioners of various kinds.
The Government fully realized its responsibility for providing adequate health care

services to the underprivileged but was faced with constraints in manpower and financial
resources. Simple low -cost methods were needed to provide expanded coverage; the community's
own resources therefore needed to be mobilized. A pilot project had been launched in an area
of northern Thailand involving the training of unpaid volunteers to provide simple medical care,
collect health data, distribute health information, and collaborate with health officials in
regard to all health matters at village level. The training of two main categories of workers
( "health post volunteers" and "health communicators ") was based on local health problems and
socioeconomic conditions. The scheme was functioning very satisfactorily and providing better
access to health facilities; it was now being extended to other parts of the country. It

was not without its problems of staff supervision and turnover but these problems were being
carefully studied. Existing health personnel were also being retrained, special attention
being given to the concept of team -work and of delegation of responsibility by physicians to
other health personnel. New medical graduates were required to work for a time in rural areas.

Changes were being introduced in the medical education system, which was not relevant to
current needs and in this connexion WHO's support was greatly appreciated. A considerable
contribution was being made by the WHO Regional Centre for Medical Education located in Bangkok.
More medical students were being recruited from rural areas and encouraged to return to work in

those areas. Curricula reforms were under way. Programmes had been formulated and were
being incorporated in the next national health plan, which would be implemented as from 1977.
The delegation of Thailand supported the draft resolution under discussion.

Dr del CID PERALTA (Guatemala) felt that health manpower development was one of the most
important subjects to be considered by the Health Assembly. He was of the opinion that the
report before the meeting was useful and gave an overall picture of the whole problem.
Previously, students had been trained inefficiently, so that after graduation they provided an
inefficient service. Now, auxiliaries were being trained to cope with the real situation.

The human factor was all- important. The number of people and the quality required depended
on the national health plans, which provided the framework in which those people would serve.
The participation of UNESCO was needed in programmes for the teaching of the health sciences,
because training of that personnel must be integrated with the overall programme of

education. Doctors must be trained to provide a service rather than to work for their
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own benefit. In Guatemala, emphasis had been placed on primary health care, particularly

since the earthquake disaster. Particular attention was being devoted to the training of
teaching staff, and in this field Guatemala relied heavily on international assistance and
on the help of WHO in setting up appropriate training programmes.

Dr OBIANG -OSSOUBITA (Gabon) said that his country attached great importance to training

in general and to the training of health personnel in particular. WHO's assistance in the

form of fellowships was especially appreciated. The National School of Public Health and its
branches in the provinces were doing all that was possible to overcome the shortage of para-
medical personnel but they were still far from achieving that goal; for instance, there was

an urgent need for industrial health personnel.

Current problems were being studied at the university centre for the health sciences, and
further help would be welcomed from WHO, which had already organized a study workshop in

Libreville to define requirements in medical teaching. Certain friendly countries also had

sent teachers on study missions to Gabon. WHO's assistance in providing teaching staff would

however be invaluable. Gabon wished in particular to train public health experts, paedia-

tricians and parasitologists; doctors practising in the country had to be competent in all

these subjects as well as capable of carrying out urgent surgery when required. But the

training received by doctors from Gabon in other countries did not necessarily meet the
requirements of their home country, and a doctor trained abroad could have great difficulty

in adapting to conditions at home. If possible, Gabon would like to restrict to a minimum

the number of doctors studying abroad.

The remuneration of health personnel was also an important question on which the
Organization might make recommendations to Member States so that national health personnel
would be suitably paid. That might contribute to preventing the migration or emigration of
key personnel.

The meeting rose at 1 p.m.



TWENTY -FIRST MEETING

Thursday, 20 May 1976, at 3 p.m.

Chairman: Professor F. RENGER (German Democratic Republic)

1. REPORTS ON SPECIFIC TECHNICAL MATTERS Agenda, 2.5

Health manpower development (continued) Agenda, 2.5.7

The CHAIRMAN drew the attention of the Committee to the amendments proposed in writing by

delegations to the resolution recommended in EB57.R21 on health manpower development:

(1) Amendments proposed by the delegation of USSR:

Add a new second paragraph to the preamble:

"Reaffirming the main principles contained in resolutions WHA24.59, WHA25.42,
and WHA27.31;"

Add to the present third paragraph of the preamble, after the word "involving ":

"... the concept of the unity of medical science and health activities,
and..."

Add an additional subparagraph to the operative paragraph 2:

" (6) to establish a long -term programme of health manpower development on the
basis of these proposals in all the regions, taking into account specific needs
and possibilities of the countries in each region, and on the basis of this long-
term programme to build medium -term health manpower development programmes with con-

crete aims and target indices for evaluation of the results attained, these pro-
grammes to be discussed at the regional committee meetings in 1977;"

(2) Amendment proposed by the delegations of India, Turkey and United Kingdom
of Great Britain and Northern Ireland:

Add an additional subparagraph to the operative paragraph 2:

" (7) to study the extent of actions taken by governments in modifying their
health manpower training programmes and to assist the Member States in restructuring

the curricula for all the members of the health team, especially for physicians at
both undergraduate and postgraduate levels, to make them more relevant to the
needs of their societies;"

(3) Amendments proposed by the delegation of Romania:

Add a new paragraph to the preamble following that proposed by the delegation of
the USSR:

"Recalling that the promotion of the training of national health personnel is a
constitutional function of WHO,"

In the operative paragraph 2, subparagraph (1) delete, in the first line,

"to promote" and replace by "to help Member States in . . ."

Add a new operative paragraph 4:

" 4. REQUESTS the Director -General to report to a subsequent Health Assembly on the
progress and on the impact of implementation of this resolution in the work of the
Organization. "

Professor HALTER (Belgium) noted that the annexes to the report on health manpower
development mainly referred to developments up to 1970. He supported the amendment to
the resolution recommended in EB57.R21 proposed by the delegations of India, Turkey and the

-439-
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United Kingdom of Great Britain and Northern Ireland. Stressing the problem of the unequal
distribution of physicians, he observed that at the present time there was a plethora of
doctors in Belgium and he hoped that when migration difficulties had been overcome, links could
be established between those countries with many doctors and those with few. WHO work on the
standardization of medical qualifications was most important.

Dr MUREMYANGANGO (Rwanda) welcomed the report and thanked WHO, UNESCO and many friendly
countries for their technical and material support to his country in training health manpower.
Training had mainly taken place in Rwanda and this had enabled the personnel to specialize in
the specific problems of the country. Training of teachers of medicine, sanitary and
laboratory technicians and radiographers was still required. He pointed out the difficulties
of using different makes of apparatus which came from various countries. It was necessary to
have a uniformity of apparatus so that repairs could be easily carried out. The socioeconomic
conditions of his country prompted doctors to go abroad and he hoped that WHO could study ways
of retaining medical personnel in their country of origin, where they were so much needed. He

stressed the importance of encouraging local staff to go into research and noted that tradi-
tional healers formed a source of manpower which should not be neglected.

Dr VIOLAKI - PARASKEVAS (Greece) noted that the theme of health manpower development had been
discussed at many specialist seminars. The training of health manpower should finally fill
health needs. The delegation of Greece supported the proposals for future activities
(contained in the report) and drew particular attention to the proposals concerning
activities at national level. The "need for a country- specific permanent mechanism . . ."

was stressed. That should be reflected in the resolution recommended in EB57.R21
and the delegate of Greece therefore proposed to amend it by inserting, in operative
paragraph 2(2), the word "permanent" before the word "mechanism ". She felt that this would
further emphasize the functional integration of health services and manpower development.

Professor ORHA (Romania) said that all countries recognized education and training as an
important factor in their national health policies and he welcomed WHO guidance and support in
this field. He especially welcomed WHO's efforts to help developing countries build up their
national education and training programmes for all medical, auxiliary and paramedical personnel.

Those national programmes were a prerequisite for building up the infrastructure of national
health services matters. the
under discussion he noted that evaluation of educational processes was vital in maintaining a
flexibility to allow these processes to be geared to local health needs. The programme on
health manpower development was an important step in the integration of health services and
manpower development. All elements should be part of a comprehensive process which should
cover the education of all categories of medical personnel. Experience in Romania showed that
this method of treating the subject was successful. Teacher training was of vital importance
as teachers had to know how and what to teach. Goals had to be set for medical schools. An
experiment in Romania on a new approach involving teaching by which the faculties of medicine
were responsible for undertaking health surveys of the district around the medical centre and
thereby meeting public health service needs. The medical schools, therefore, concerned them-
selves with public health problems in a real way. Concerning the policy of training programmes
within countries, he recognized the value of wellknown training centres which could point to
new policies for health manpower development. He welcomed the fellowships awarded by WHO but
noted that people trained in local conditions are more likely to specialize in local problems
and that ten to twenty people could be trained locally at the same expense of training one
abroad. The delegation of Romania agreed with the amendments proposed to the resolution
recommended in EB57.R21 by the delegation of the Union of Soviet Socialist Republics and the
delegations of India, Turkey and the United Kingdom of Great Britain and Northern Ireland.

Dr JOSHI (Nepal) shared the view of the delegate of Turkey and felt that 95% of patients
could be cared for by health assistants or auxiliary health workers rather than by doctors.
Nepal had one Institute of Medicine,which trained health assistants and auxiliary health
workers, but sent students to India, Union of Soviet Socialist Republics, Bangladesh and China

to study for medical degrees. The Institute of Medicine trained health workers to diploma
level according to local needs. He considered that the laying down of an international
standard for medical qualifications would not prevent the brain drain. However people had
often studied for many years and still found that their medical diplomas were not accepted
abroad; he therefore felt that WHO should set standards for degree equivalences.

Dr MICHEL (France) noted that where bilateral technical cooperation was involved, there
was an additional incentive to the training of nationals of the aided country as specialists
as these staff when trained could then replace expatriates thereby releasing funds for develop-
ment of health facilities and equipment. With regard to specialization, fellowships should be
offered to meet specific local needs and he hoped that requests would be limited to the priority
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problems of countries. Specialists were trained to work in their own country and should

usually have spent two or three years working there before their specialized training. The

training given to doctors and nurses was often not basic enough to enable them to effectively

advise on and implement the primary health care services and they often required retraining for

those services.

Dr THOMPSON (Nigeria) said that in Nigeria, the national development plan 1975 -1980
accorded priority to manpower development in the health development sector in order to provide

basic health service units. There were six universities which had medical schools and the
suggestion of reducing the number of training years to four (from five or six) was not favoured

by the universities themselves. It was proposed to have an integrated approach to the training
of nurses and midwives combining both hospital experience and community medical care. To

improve environmental sanitation, health inspectors were to be trained in local areas and
schools of health technology were to be built in each state. The University of Ife had started
a new integrated course for all hospital health workers who would spend three years studying
basic health sciences before specializing. Postgraduate training programmes helped to avoid

the brain drain. WHO could assist greatly in providing teachers for nurses and health staff.
The introduction of free compulsory primary education would enable Nigeria, in the long term,
to build up a cadre of peripheral health workers on a par with the Chinese barefoot doctors.

Dr WADE (Senegal) stated that health manpower development was a major concern both in
urban and rural areas as shown by the large number of doctors who were being provided through

international and bilateral cooperation. He especially thanked WHO for its assistance with

doctors and nurses. A centre for post -basic training for nursing had been created in Senegal

dealing, partly, with the needs of primary health care. Nursing schools had an output of 100

qualified staff per year but a fifth of them left the country. Education for medical students

was adapted to local needs and conditions.

Dr FULOP (Director, Division of Health Manpower Development) said that the delegates in
their comments had shown strong and unequivocal support for the programme which could only be
implemented by Member States, WHO's role being that of an agent of change, of stimulation,

coordination and collaboration with those States. The integrated development of health

services and health manpower was a most promising idea, and for the first time a coherent,
holistic programme had been setup in this field for the improvement of health care. Drastic

changes had been proposed by the delegate of Turkey; in that respect, the report pointed out

that the main aim in the coming years should be to effect a radical change in health manpower
development that would make it relevant to present and foreseeable future community health

needs. Such changes should be made by the countries themselves and in the countries them-

selves. In relation to what a number of delegates had said, it was gratifying to see that

several new models of education were now emerging. WHO would endeavour to collect information

about them and about any assessment of the results they achieved. He hoped that a publication
would appear before the Thirtieth World Health Assembly that would describe the new strategies.
Most of the changes advocated by delegates included teacher training; that had been a priority

area in WHO for a number of years and would continue to be one. Teacher training, it had to
be stressed, was a tool intended to effect change of relevance to community health needs.

The educational handbookl referred to by the delegate of Spain had now been issued in French,

and an English edition would appear shortly. It would also be translated within the near

future into Italian, Polish and Spanish by the respective national authorities. Several

delegates had stressed the reorientation of the training of health staff, and the Indian
delegate had emphasized the importance of continuing education of physicians in this relation-

ship. In that respect, the report deliberately refrained from mentioning categories of health
workers by name, all its statements relating to all categories, including physicians and nurses.
The report indeed stressed that there should be a balanced development of health teams. WHO

had given considerable attention to doctors and nurses, but the time had now come to abandon
such a lopsided approach and develop health teams, striking the balance among the members that

was best adapted to local conditions. There could be no universally acceptable composition

of the health team; physicians were not necessarily the hub of the team.

In relation to the training and utilization of auxiliary and community health workers
and their supervisors, the report stated that new and strong emphasis would be given to them,
since simply the training of more physicians and nurses, who were generally hospital and
disease oriented, would not solve the health problems of developing countries in the fore-

seeable future. The delegate of Zaire had sounded a note of warning about the danger of
auxiliaries who did not know the limits beyond which they should not go or when and where to

refer cases. He fully agreed that such a danger existed, but, as was clearly indicated in

1 Document HMD/76.1.



442 TWENTY -NINTH WORLD HEALTH ASSEMBLY, PART II

the document on the primary health workerl that had been distributed to delegations that morning,

a primary health worker should not practice in isolation. He should be a part of a health
system and as such be regularly supervised, and he should know where and when to seek guidance
and to refer patients who were seriously ill or whose illness was beyond his competence to
treat. In any case, even physicians must also be aware of their limitations.

The keyword of the report was relevance, which had a bearing also on the migration of
doctors and other health professionals; if health workers were trained properly to carry
out their work in a way adapted to their country's needs, the brain drain would be reduced.

The delegate of Spain had referred to the problem of large numbers of students. That
problem was symptomatic of an already unsatisfactory health manpower system, and when WHO
collaboration was asked for in relation to this problem, the whole system of health manpower
development was scrutinized. The Egyptian Government had in that way requested WHO assistance
and WHO was actively collaborating in seeking a solution to the problem. In relation to the
ratio of health workers to the population mentioned by the delegate of the United Republic of
Cameroon, a proper balance, best adapted to local conditions, was required; no universal
ratio could be laid down. In the same way, there could be no uniform pattern for an
established mechanism for the application of the concept of integrated development of health
services and health manpower. In every case countries would have to work out what was most
suitable for their own conditions. The delegate of the USSR had referred to the time frame
for the implementation of the programme. The targets of the programme were laid down in

the section of the report concerning future activities, and quantification in function of time
would have to be made first at country and then at regional level. To do so at global level
would be difficult, if it were even feasible. In October 1976 there would be a meeting of
regional advisers on health manpower development to consider the targets and the implemen-
tation of this programme.

He invited the attention of the delegate of Gabon to the table showing assignments of
teaching staff in the Director -General's Annual Report for 1975 (Official Records No. 229,
page 37), which indicated that 288 teachers had been assigned that year on behalf of the
Organization to different national schools for health personnel. A programme for the pro-
vision of teachers of health sciences therefore existed already and was managed by the
regional offices concerned. The same delegate had also asked for guidelines regarding
financial incentives. As the report indicated, in the part devoted to future activities,
technical guidelines would be developed on health manpower management, including financial
incentives. A number of passages in the report concerning both past and future
dealt with the question of so- called equivalence of medical degrees and diplomas raised by
the delegate of Nepal. In relation to the brain drain, after the completion of phase A of
the migration study, WHO would be offering its collaboration for national action programmes;
it was hoped that success would be achieved through integrated efforts tackling a number of
contributory factors together and representing an overall approach leading to the establishment
of realistic health manpower policies and plans. He noted that the delegate of the United
States of America did not consider that the migration trends in the report reflected the
policy of his Government; it had not been intended to do so, but to indicate one of several

trends - a trend moreover that was in the process of changing. Finally, he assured the

delegate of the United Kingdom that the progress report on migration was not intended to be
exhaustive but it was hoped that the final report would be. It would certainly include the
points raised by the delegate.

The valuable comments and suggestions made during the discussions would be taken fully

into account in the programme.

Professor PACCAGNELLA (Italy) expressed his satisfaction with the programme and his thanks
for WHO support for programmes in his country.

The CHAIRMAN drew the attention of the Committee to the draft resolution contained in
resolution EB57.R21 and to the amendments made by the delegations of the USSR; of India,
Turkey, and the United Kingdom of Great Britain and Northern Ireland; of Romania; and of
Greece.

Professor KOSTRZEWSKI (representative of the Executive Board) accepted the various amend-
ments but suggested that the word "help" in the Romanian delegation's amendment to operative
paragraph 2 should be replaced by "assist ".

Professor ORHA (Romania) accepted the amendment and pointed out that the intention behind
the new operative paragraph he proposed was to request the Director -General to report on the
progress and on the impact of implementation of the programme, not of the resolution.

1 The primary health worker: Working guide; Guidelines for training; Guidelines for
adaptation, Geneva, World Health Organization, 1976 (Document HMD /74.5 (Rev.1976)).



COMMITTEE A: TWENTY -FIRST MEETING 443

Professor MEPIN (Union of Soviet Socialist Republics), referring to the amendments
proposed by the delegation of Romania, suggested that the new preambular paragraph should read
"Recalling that assistance in promoting the training of national health personnel is a cons-
titutional function of WHO ".

He also proposed that the new operative paragraph 4 should request the Director -General
"to report to a subsequent Health Assembly on the achievement in carrying out this programme ".

Professor ORNA (Romania) accepted the Soviet Union delegate's amendments.

Decision: The draft resolution proposed by the Executive Board in resolution EB57.R21,
as thus amended, was approved.1

2. SIXTH REPORT OF THE COMMITTEE

At the CHAIRMAN's request, Professor SADELER (Benin), Rapporteur, read out the draft
sixth report of the Committee.

Decision: The report was adopted (see p. 643).

3. CLOSURE

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

The meeting rose at 4.20 p.m.

1 Transmitted to the Health Assembly in the Committee's sixth report and adopted as

resolution WHA29.72.





COMMITTEE B

FIRST MEETING

Wednesday, 5 May 1976, at 10 a.m.

Chairman: Dr E. AGUILAR PAZ (Honduras)

1. ELECTION OF VICE - CHAIRMAN AND RAPPORTEUR Agenda, 3.1

The CHAIRMAN drew attention to the third report of the Committee on Nominations, in
which Dr P. S. P. Dlamini (Swaziland) had been nominated for the office of Vice - Chairman and
Professor K. A. Khaleque (Bangladesh) for that of Rapporteur.1 As Dr Dlamini would be absent
from Geneva until the beginning of the following week, he proposed that Dr Z. M. Dlamini
(Swaziland) be elected Vice - Chairman pro tempore, pending the arrival of Dr P. S. P. Dlamini.

Decision: Dr Z. M. Dlamini and Professor K. A. Khaleque were elected Vice- Chairman pro
tempore and Rapporteur, respectively, by acclamation.

2. ORGANIZATION OF WORK

The CHAIRMAN recalled the Committee's terms of reference, as contained in resolution
WHA26. 1, and indicated the items on its agenda that it was called upon to complete before Committee A

could consider item 2.2.2 (Recommendation of the amount of the effective working budget and
budget level for 1977). Those were: items 3.2 (Supplementary budget estimates for 1976),
3.3 (Review of the financial position of the Organization) and its four sub -items,
3.4 (Scale of assessment) and its sixsub- items, and 3.11.2 (Use of Chinese). He proposed
that they be taken in the following order: 3.3, 3.4, 3.2, and 3.11.2.

It was so agreed.

3. REVIEW OF THE FINANCIAL POSITION OF THE ORGANIZATION Agenda, 3.3

Mr. FURTH (Assistant Director -General), introducing item 3.3 as a whole, said that he could
dispense with the traditional review of the financial position of WHO, since it had been
incorporated in the introduction to the Financial Report (Official Records No. 230). That

and other changes in the presentation of the Financial Report had resulted from the Secretariat's
attempt to meet suggestions from members of the Committee, and from the External Auditor, to
present more relevant and informative material in a manner more understandable to the non-
specialized reader, while continuing to meet the statutory reporting requirements. It was
planned to make further improvements, taking into account the experience gained in that first
effort, as well as any other suggestions that members of the Committee and the External
Auditor might make.

The essential information on the year's financial operations was contained in Parts I and
II and in the Report of the External Auditor at the end of the same Official Records volume.
He drew special attention to the table (page 9) entitled "Highlights of the 1975 Financial
Operations ", in which the most significant information on the year's financial operations was
compared with corresponding figures for the previous three years, and to the "Review of the
Financial Position" (page 6). As regards the latter, he remarked on the unsatisfactory rate
of collection of contributions towards the 1975 effective working budget, which had resulted
in a substantial withdrawal from the Working Capital Fund in October 1975, and which had
repeated itself at an even much earlier stage in 1976. Thus, at 31 March 1976, disbursements
had exceeded budgetary income by some $5 115 000. It had been impossible to meet that cash
shortfall fully by a withdrawal from the Working Capital Fund, since the balance in the Fund
was only approximately $2 837 000, most of the Fund's resources still being withdrawn in
respect of cash deficits for previous years resulting from the nonpayment of outstanding
contributions. The Director -General had therefore had no choice but to resort to internal
borrowing to cover the balance of approximately $2 278 000, even though the Health Assembly
had not yet formally approved the internal borrowing authority recommended in resolution
EB57.R36. He referred to the External Auditor's comments under the heading of "Collection
of contributions" (page 124) to the effect that, should the current unsatisfactory state of
collection of contributions continue, it would be necessary to increase the level of the
Working Capital Fund. The rate of collection had somewhat improved since 31 March 1976, but
it was still unsatisfactory, standing at 28.78% on 5 May, compared with 37% at the same tjme
in 1975.

1 See p. 641.
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The usual tables giving basic information on the source and utilization of all funds at
the Organization's disposal in the year covered by the Report had been supplemented by infor-
mation on the financial implementation of projects under the regular budget, which had
previously been given in the Report of the External Auditor. Although that information might
be useful, it was based on strictly financial data that could not alone indicate the manner in
which projects had been carried out, or their effectiveness. The basic source of such infor-
mation remained the Annual Report of the Director -General, to which the Financial Report was

merely a supplement.
Part III contained the statutory financial statements and supporting schedules, which

were of interest mainly to the specialized reader.
The final pages of Official Records No. 230 contained the Report of the External Auditor.

He was pleased to report that the good working relations established with the External
Auditor and his staff had continued, as regards both the financial audit itself and certain
studies and inquiries that went beyond the scope of the traditional financial audit. He

referred in particular to the external audit assistance given in the development of an infor-
mation system within WHO and to the effectiveness audit and review of the system for planning
and budgeting at the regional level.

Mr LINDMARK (External Auditor) reiterated his view, presented to the Committee after his
first audit of WHO, that a modern audit should include both a financial audit and a management

audit. He pointed out that certain statistical information, on subjects such as project
implementation, had been excluded from his report and incorporated in the Financial Report,
since it could be regarded as an integral part of an analysis of the financial activities of

WHO. As a result, substantial progress had been made towards providing a clearer and better
general picture of the Organization's activities from the economic point of view.

His study on the current development of information systems within WHO, performed in
cooperation with the Secretariat, had been completed by the summer of 1975. The valuable
basic information that had been collected about WHO would alone have justified that study.
The External Auditor's recommendations regarding the organization and management of WHO's

work had been taken up in a constructive manner by the Secretariat. The audit had been a

useful basis for auditing the management system of a regional office.
He foresaw an undesirable financial situation as a result of the slow payment of Member

States' contributions, which raised two problems. First, the current practice of certain
Member States that postponed their payments was not in accordance with the Financial

Regulations. Furthermore, it was not entirely fair to the Members that paid on time and thus

paid relatively more than those that took advantage of a credit. Secondly, the slow pace of

collections made WHO financially dependent on the timing of payments, especially those
receivable from the larger contributors. At the same time, it created financial uncertainty,

which among other things made financial planning difficult. The Working Capital Fund was
intended, among other things, to serve as a buffer pending the receipt of contributions, but

its current level was not sufficient to serve that purpose. In order to meet the cash

requirements of the regular budget, the Executive Board had proposed to give the Director -
General the authority to borrow from internal funds. That decision needed to be regarded
as an entirely temporary solution, and more permanent measures should be taken to encourage
Member States to pay their contributions when they fell due. If the prevailing situation was
not improved by such measures, it would be necessary to increase the Working Capital Fund.

Apart from the two serious points on which he had commented, he had made a rough estimate
of the amount of interest earnings that the Organization was losing owing to late payments,
and had arrived at the sum of about $5 000 000 in 1975 - an amount that might have been
used ultimately to reduce the assessments on Member States.

Hey concluded by paying tribute to the WHO Secretariat for the open- minded attitude and

cooperative spirit shown to the External Auditor.

Financial Report on the accounts of WHO for 1975, Report of the
External Auditor, and comments thereon of the Ad Hoc Committee of the

Executive Board

Agenda, 3.3.1

The CHAIRMAN recalled that, under Article 18(f) of the WHO Constitution, the Health
Assembly was called upon to supervise the financial policies of the Organization and to review

and approve the budget. Articles XI and XII of the Financial Regulations were also appli-

cable to the item under discussion.

Dr JAYASUNDARA (representative of the Executive Board), introducing the first report of

the Ad Hoc Committee of the Executive Board,1 said that the Committee had held two meetings on

3 May to review and consider the subjects contained in its terms of reference in accordance with

1 See WHO Official Records, No. 233, 1976, Annex 1.
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resolution EB57.R65. The first report covered the Ad Hoc Committee's examination and review
of the Financial Report of the Director -General for 1975 and the Report of the External Auditor
thereon (Official Records No. 230), and the related matter of additional transfers between

sections of the appropriation resolution for 1975 that had been made by the Director -General in
connexion with the closure of the 1975 financial accounts. During the meetings, in response to
comments and queries, the Director -General had provided additional information that was

reflected in the report. On the conclusion of its review, the Ad Hoc Committee had decided to
recommend, on behalf of the Executive Board, that the Health Assembly accept the Director -
General's Financial Report and the Report of the External Auditor for the financial year 1975,
and accordingly had included a draft resolution to that effect in its report.

Mr FIORI (Canada) noted that the External Auditor had examined the activities of the

Regional Office for the Eastern Mediterranean in 1975. He asked for further information on

the issues involved and on the measures recommended, which would have implications for the
other regional offices and for the work of the Organization as a whole.

Mr LINDMARK (External Auditor) declined to go into details. He had carried out an audit
of the Regional Office and had found that many of the projects included in the budget had not

been implemented at all. Thus, of the 305 projects budgeted for in 1974 at a cost of
$15 000 000, 24% had not been implemented and 30% had deviated from the budget by more than

50 %. He had concluded that the general trend in WHO policy was towards decentralizing
decisions and activities to the field. There was also a tendency to concentrate on assisting
governments in health development planning, and to give expert advice on the main questions

involved in that respect. His main recommendations had been that planning should be more
programme- oriented, with more clearly identifiable objectives than hitherto; that budgetary

revisions should be made less frequently; that the Regional Committee should deal with broad
planning and major decisions while the Regional Office played a coordinating role and supplied
the field with technical and administrative support in addition to exercising surveillance of

all operations; and that the detailed planning and responsibility for implementation should be

delegated to the field.

Professor LISICYN (Union of Soviet Socialist Republics) said that the statements of
Mr Furth and Mr Lindmarkwere worthy of great attention, especially Mr Furth's remarks about
the utilization of WHO's resources. He hoped that the text of Mr Firth's statement would be
circulated to delegations in order to enable them to make a more detailed analysis of the
Report of the External Auditor and the Financial Report for 1975. The format of the
Financial Report had improved considerably, but it would be useful if the table showing the
allocations to all projects indicated the total number of projects implemented, and not just

the sums allocated. The comments of the External Auditor had been constructive, and he had
obviously done a large amount of work, especially as regards regional activities. He asked

why no details were given, in the External Auditor's Report, on the visit to the Regional
Office for the Americas mentioned on page 123, and why no constructive comments had been made
as a result of that trip. According to the report, economic difficulties were being
experienced in Africa, but the nature of those difficulties was not stated.

Mention was made, on page 124 of the report, of the need for reorientation in planning
financial operations, with particular stress on planning on the basis of programmes. More
specific details on how the External Auditor envisaged such planning, as well as further study,
were necessary to enable a decision to be taken. It was possible that a programme approach
might weaken the centralization of planning of WHO activities and the appropriate monitoring

of implementation. He was glad to note that administrative measures had been taken as a
result of the comments made in the External Auditor's previous report, particularly with regard
to unliquidated obligations for fellowships. It would be useful if subsequent reports could
give more information of that kind, so that the practical usefulness of the audit could be

judged. From the information in the Report, he considered that casual income could play a

greater part in financing the Organization's programme.

Referring to the first report of the Ad Hoc Committee of the Executive Board,
particularly as regards the receipt of contributions to the regular budget, he expressed concern
at the low level of payment of contributions for 1975 and at the cash deficit of more than

$7 million. As pointed out in the Ad Hoc Committee's report, that situation had reduced the
Working Capital Fund to an unprecedentedly low level, only about 20% remaining at the

beginning of 1976. If the effects of inflation and an anticipated drop in casual income were
also taken into account, the magnitude of the financial difficulties facing WHO could be

appreciated. As on previous occasions, he was obliged to draw attention to that situation,

and to stress that no solution had been found to the problem of financing the Organization's

activities, while many Member States were experiencing ever- increasing difficulties in paying

their contributions. These difficulties could be attributed to the very high rate of growth
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of the budget and to the currency and other conditions, which together confronted the Health
Assembly with the chronic problem of large supplementary budgets every year. The steps taken
by the Director -General to improve the financing and administrative machinery, including those
indicated in the Financial Report, had still not provided a radical solution to the problem,
which he hoped would eventually be solved by joint effort.

Professor JAKOVLJEVIC (Yugoslavia) said that the Financial Report was much easier for
delegates to understand in its revised presentation, and he hoped that the Secretariat would
continue their efforts to improve it.

He noted from the table on page 8 of the Financial Report that almost the entire sum
discussed under the Director -General's Development Programme had been used for activities
directly benefiting developing countries. He congratulated the Director- General on that
policy and hoped it would be continued.

Concerning the general financial situation of the Organization, he agreed that the slow
and unsatisfactory status of the collection of contributions would probably affect the
programmes of the Organization, including many country projects. The Assistant Director -
General had mentioned that the level of collection of contributions in 1976 was 7% lower than
in 1975 and it was clear that the Health Assembly would have to take action to improve the
situation in future years. He fully agreed with the External Auditor that the current
practice by which some Members postponed payment was not entirely just, since those making
prompt payments could be said to pay relatively more than slow - paying Members that took

advantage of a self- awarded credit without exposing themselves to any penalty. The Health
Assembly should take steps to ensure that the collection of contributions was improved at least
up to the level of 1975.

Dr KILGOUR (United Kingdom of Great Britain and Northern Ireland) remarked that the margin
of surplus in the 1975 budget was only about one - thousandth part of l% and he hoped that this
excellent performance could be repeated in future years. His delegation noted the increased
importance of extrabudgetary sources of income to the programmes of the Organization; it was

clear that the Organization must be more flexible in its approaches to programme planning so
that further growth of the extrabudgetary resources could be encouraged.

He congratulated the External Auditor and noted that he had been very effective in
investigating the financial methods of the Organization. The External Auditor was right to
draw attention to the unsatisfactory state of the collection of contributions. However, his
remark that the late payment of contributions had resulted in a loss of $ 5 million of casual
income was perhaps unrealistic. Absolutely prompt payment of contributions was unattain-
able, and the real loss in casual income was probably considerably less than the External
Auditor had suggested on page 124 of Official Records No. 230.

Referring to page 125, paragraph 4.2, he asked for details of the changes made in the
procedures concerning the award of fellowships. Concerning paragraph 4.5, he remarked that
the 76 cases of write -off represented a large increase over the number in 1974 and seemed to
suggest a weakness in the system of payments. Although it appeared to be a "soft option" to
achieve economies through cuts in the fellowships programme, his delegation hoped that the
programme would not be reduced too much as it was a core programme.

Professor ORHA (Romania) said that the analysis in the Financial Report constituted a
basic document for the work of the Health Assembly. The current economic problems - such as
monetary fluctuations and price instability - strongly influenced the programmes of the
Organization. So that the programmes that had entered the operational stage could be
completed, a policy of maximum austerity should be adopted. In that connexion his delegation
wished to put forward specific proposals. First, the Health Assembly should be provided with
a financial evaluation statement for all proposed programmes, regardless of the source of the
funds. Secondly, on the basis of a detailed and realistic analysis of what was needed and
what was possible, two or three programme priorities should be drawn up. First would come
those programmes that were needed for the proper functioning of the Organization (at head-
quarters and in the regions) entirely covered by existing resources within the regular budget.

Then there were priority programmes that had been accepted and prepared but that had not yet
become operational; those should be carried out only if economies could be made in the
essential programmes he had already mentioned or if finance became available from other

sources. In a third category came the "necessary" programmes of which the implementation
could be deferred without affecting the Organization's priority programmes or its public
standing; the implementation of those would have to depend on the availability of funds from
extrabudgetary resources. Establishing such priorities would make for sounder budgetary
estimations and a more balanced and more efficient use of funds, would cushion the effect of
world monetary fluctuations, and would afford greater certainty in the conduct of programmes
that redounded to the credit of the Organization.
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Dr CUMMING (Australia) congratulated the Director -General on the new format of the
Financial Report, the introduction to which was particularly useful. The new format took a
significant step forward in rendering the Report more meaningful, but that was only a first

step. Several of the tables could be reduced in size by being summarized; for example,

Tables III, IV, and V all related to the implementation of the finances and their details
might well be issued in a separate booklet to be read in conjunction with the Financial Report,
which need then contain only a summary of the figures. His delegation would refer to the
whole subject of documentation in more detail later under item 3.8 of the agenda.

Mr ANDREW (United States of America) joined previous speakers in commending the Director -
General and the External Auditor on the management approach adopted in presenting the
financial data in Official Records No, 230, and proferred congratulations on the revised
format. He was pleased to note that WHO was adopting an approach long recommended by his
delegation.

Mr FURTH (Assistant Director -General) thanked those who had expressed satisfaction with
the steps taken to improve the format of the Financial Report; the comments made, notably
those of the Australian delegate, would be taken into account in effecting further improvements.
However, it was unlikely that major improvements could be made in the presentation of the
Report before 1978, when the new information system would have become operational.

Replying to other points, he said that he would have hoped that the introductory section
of the Report, which contained his general comments on the financial situation of the
Organization, would have met the wish expressed by the delegate of the Soviet Union to have
his remarks circulated in advance. He had also understood that delegate to ask why the
tables on the financial implementation of regular budget projects in 1975 (pages 27 and 28)
did not contain any indication of the total number of projects implemented; in fact both those
tables did give that information in the next to last line ( "Projects implemented and amounts
obligated ").

The External Auditor had emphasized the need for planning to be programme- oriented as
distinct from project- oriented, and had recommended that the regional committees should take
decisions on planning and budgeting only on broad lines, while detailed project planning
should take place at a much later stage, perhaps even as part of programme implementation.
The Director -General agreed entirely with that recommendation, which he had discussed with the
Regional Directors and planned to act upon.

The External Auditor's review of projects included in the 1974 regional budget for the
Eastern Mediterranean showed that more than half of the projects listed in the budget document
were either not implemented or were carried out in a manner substantially different fromwhat had
been originally planned. This analysis implied that the budget was not a very effective tool
for steering activities in a particular programme direction, and that there must be basic
weaknesses in a budgeting system which led to shortcomings in project implementation as
compared to project planning. The traditional explanation for such repeated deviations from
the original budget was that changes had to be made to reflect changes in the priorities of
individual governments. WHO had, of course, to adapt itself to such changes. However, WHO
was not simply a service organization, whose sole function was to execute projects ordered by
governments; it had also to follow certain general programme directives laid down by the
Health Assembly and Executive Board. The purpose of biennial budgeting was to provide a
little more stability in the planning process and to diminish the workload, but the constant
revisions of the budget that had to be carried out in practice seemed to show that neither of
these objectives had been attained. The External Auditor had concluded that the only practical
solution was to link biennial planning and budgeting to broad programme objectives, and to
develop a procedure by which detailed project planning took place much closer in time to the
implementation of the budget. The Director -General had agreed with that analysis of the
situation, and had discussed the matter with the Regional Directors. Proposals were now being
prepared for a new programme planning procedure, which would be presented by all Regional
Directors to their regional committees that year. In the light of the comments of the
regional committees, a revised document would be submitted to the Executive Board in
January 1977 and eventually transmitted to the Thirtieth World Health Assembly. If the
proposals were approved, they would be implemented within the programme budgeting cycle
leading to the adoption of the 1980 -1981 biennial programme budget.

The Soviet delegate had also asked that more information should be given in the Financial
Report on casual income. That subject was covered in a paragraph on page 8 and in the tables
on pages 45 and 46.

The United Kingdom delegate had drawn attention to the increasing importance of extra -
budgetary resources to the programmes of the Organization, and that was certainly an
encouraging development. The table on page 11 showed that resources other than those of the
regular budget continued to increase yearly in proportion to overall resources. The same
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table showed that for the first time the obligations incurred under the Voluntary Fund for
Health Promotion had exceeded the obligations incurred under UNDP even though the latter
showed a considerable increase in 1975.

The United Kingdom delegate had asked for information regarding the procedure for awarding
fellowships in WHO, following the External Auditor's comments that that procedure might be
somewhat too lax. The Director -General had been trying to work out a solution to the problem,
which was complicated by the need to maintain a certain degree of flexibility. Some improve-
ments had already been made in the establishment of fellowship obligations in 1975, partly as
a result of the suggestions of the External Auditor, and partly because financial difficulties
had forced most regional offices to restrict their fellowship reserves. Three basic questions
needed to be considered in connexion with a revision of the fellowship award procedures.
First, was the obligation to be incurred at the time the decision was taken to make the award,
or only when the fellowship was actually awarded? Secondly, should the obligation cover the
whole cost of the fellowship (which might last several years), or only part? Thirdly, if,
following an award, a fellowship was not taken up, when should the obligation be surrendered?
It was now being proposed that the budgeting and obligation of fellowship costs should be on a
year -by -year basis, and that normally reserves should be established only for fellowships

actually awarded or for which final arrangements had almost been completed.
He agreed with the United Kingdom delegate that it was perhaps unrealistic to expect all

Members to comply with the requirement in Financial Regulation 4.5, which provided that
contributions were due and payable in full either within 30 days of receipt of the communica-
tion from the Director -General requesting remittance of the contribution or by 1 January,
whichever was the later. However, if all contributions could be paid within the first three
months of the financial year to which they related, not only would WHO have no difficulties
regarding the Working Capital Fund, but there would be no need to borrow funds internally or
externally. In addition, as had been pointed out by the External Auditor, the amount of
casual income that would be at the disposal of the Health Assembly each year would be much
greater.

Concerning write -off of fellowships, most of the sums involved were small, relating to
minor overpayments of stipends or of travel expenses of fellows. Unfortunately, they mainly
reflected dishonesty on the part of fellows who refused to reimburse the Organization when
payments had been made to them before they had either abandoned their fellowship or failed to
take it up. The Organization had examined the write -offs for the 63 overpayments mentioned
in the External Auditor's report, and had found that 59 cases involved overpayment in respect

of advances paid covering periods beyond the date of departure of fellows from places of study.

The other four cases involved fares and stipends paid to fellows who then never took up their
awards. Attempts to collect the debts had been unsuccessful. The number of write -offs in
1975 was abnormally high, largely because the Region of the Americas had made a particular
effort to clear outstanding debts, some of as much as 10 years' duration. That region alone
had written off 57 of the 76 outstanding debts, representing more than half the total sum
mentioned by the External Auditor. It was expected that in future the number of write -offs
would be much smaller because of the thorough clearing operation done in 1975.

He thanked the Romanian delegate for his remarks and suggestions; as they dealt with
programme priorities, they might appropriately be taken up in Committee A, which would review
the General Programme of Work and the programme budget for 1977.

Mr LINDMARK (External Auditor), in reply to the Soviet delegate, said he intended to make
an investigation of the accounts of the Regional Office for Africa and would report on the
matter the following year. His visit to the Regional Office for the Americas had been a
routine matter connected with the audit of the Pan American Health Organization.

The CHAIRMAN then invited the Committee to consider the following draft resolution,
proposed by the Ad Hoc Committee of the Executive Board:

The Twenty -ninth World Health Assembly,

Having examined the Financial Report of the Director -General for the period
1 January to 31 December 1975 and the Report of the External Auditor for the same
financial period, as contained in Official Records No. 230;

Having considered the report of the Ad Hoc Committee of the Executive Board on its
examination of these reports;

ACCEPTS the Director -General's Financial Report and the Report of the External
Auditor for the financial year 1975.

Decision: The draft resolution was approved .1

1 Transmitted to the Health Assembly in the Committee's first report and adopted as
resolution WHA29.3.
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Status of collection of annual contributions and of advances Agenda, 3.3.2
to the Working Capital Fund

Mr FURTH (Assistant Director -General), introducing the Director -General's report on the

item, said that at 30 April 1976, total collections of contributions in respect of the effective
working budget for 1976 amounted to $ 38 495 117, representing 28.63% of the assessments on the

Members concerned. The comparable percentage of collections for 1975 had been 35.95 %.
Whereas the collection rate at the end of April had been 7.32% less than it had been one year
previously, it nevertheless represented a marked improvement on the position at the end of

March 1976. As a result of the unsatisfactory rate of collections at 31 March, disbursements
had exceeded budgetary income by roughly $ 5.1 million, and for the first time the Organization
had been unable to meet a cash shortfall by withdrawing cash from the Working Capital Fund.
In such a critical situation the Director -General had only two possible courses of action,
either to resort to internal borrowing, or to cancel or defer some of the activities included
in the programme budget. Since the latter course would have had lasting disruptive effects
on the orderly implementation of the approved programme budget for the rest of the year, the
Director -General had preferred to borrow some $ 2.3 million from internal sources, although
the Health Assembly had not yet formally approved the internal borrowing authority
recommended by the Executive Board in resolution EB57.R36. The Director -General was very
much concerned about that situation, and hoped that in order to avoid similar problems in the
future Members and Associate Members would henceforth make every effort to pay their annual
contributions in full as early as possible in the Organization's financial year.

Since 30 April, three additional payments totalling $ 200 080 had been received in respect
of contributions assessed for the 1976 budget, raising the level of collections to $ 38 695 197,

or 28.78 %. The payments had come from Liberia ($ 23 000 in partial payment of its 1976
contribution), the Libyan Arab Republic ($ 150 670 in full payment of its 1976 contribution),
and Mongolia ($ 26 410 representing the balance due for 1976). In addition, since 30 April
two Members (Bangladesh and the Libyan Arab Republic) had paid their additional advances to the
Working Capital Fund, bringing the number of fully paid -up Members and Associate Members to

135 and 1 respectively. Furthermore, between 30 April and 5 May 1976, additional payments of

arrears of contributions to the total of $ 359 790 had been received, reducing arrears in

respect of the effective working budget and unbudgeted assessments for the years prior to 1976

to $ 6 965 662. The three Members concerned were Bangladesh ($ 316 987), El Salvador

($ 25 000), and Haiti ($ 17 803).

Dr GANGBO (Benin) assured the Committee that, although it was indicated in the Director -

General's report on the item that Benin still owed $ 12 792 for 1975 and $ 27 390
for 1976, totalling $ 40 182, steps had been taken to pay that sum. If that amount had not

yet been received, it was no doubt due to delays in the transfer procedure. He would confirm

later in writing that payment had been made.

Dr YU Lu -yi (China) said that in the document before the Committee China had been
inappropriately listed as a Member State in arrears for part of its contributions. The

Permanent Mission of China had notified the Organization on 29 January 1973 that the Chinese
Government would withhold a proportion of its contribution corresponding to any item of the
Organization's expenditure that did not conform to the political stand of the People's

Republic of China. The Chinese Government's stand in respect of Israel had always been

unequivocal. It had accordingly withheld a sum from its 1975 contribution which represented,
in proportion to its assessment, the provision in the regular budget for assistance to Israel.
There was therefore no question of any arrears of contribution.

Mr KEITA (Mali) expressed surprise that
arrears for 1975. In fact, the Minister of
$ 13 603 owing to WHO had been transferred.
was paid before he left Geneva.

Dr LOEMBE (Congo) said that his country
than two months previously; the only reason
difficulties in the transfer arrangements.

in Switzerland.

his country was included in the list of those in
Finance of Mali had confirmed that the sum of
He would do his utmost to ensure that this sum

had also taken steps to pay its contribution more

that the sum had not yet arrived must be
He hoped that the money would by now have arrived

The CHAIRMAN drew the Committee's attention to the following draft resolution:

The Twenty -ninth World Health Assembly

1. NOTES the status, as at 30 April 1976, of the collection of annual contributions and
of advances to the Working Capital Fund, as reported by the Director -General;
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2. CALLS THE ATTENTION of the Members to the importance of paying their annual
contributions as early as possible in the Organization's financial year, in order that
the approved annual programme can be carried out as planned;

3. URGES Members in arrears to make special efforts to liquidate their arrears during
1976;

4. REQUESTS the Director -General to communicate this resolution to Members in arrears
and to draw their attention to the fact that continued delay in payment could have
serious financial implications for the Organization.

Decision: The draft resolution was approved.1

The meeting rose at 12.25 p.m.

1 Transmitted to the Health Assembly in the Committee's first report and adopted as
resolution WHA29.4.



SECOND MEETING

Thursday, 6 May 1976, at 9.30 a.m.

Chairman: Dr Z. M. DLAMINI (Swaziland)

1. REVIEW OF THE FINANCIAL POSITION OF THE ORGANIZATION (continued) Agenda, 3.3

Members in arrears in the payment of their contributions to an extent Agenda, 3.3.3

which may invoke Article 7 of the Constitution

Dr JAYASUNDARA (representative of the Executive Board), introducing the second report of

the Ad Hoc Committee of the Executive Board,l said that the question of Members in arrears to

an extent that might invoke the provisions of Article 7 of the Constitution had been consi-

dered by the Ad Hoc Committee on 3 May 1976. Prior to the Ad Hoc Committee's meetings,

three Members had been in that position - Bolivia, the Dominican Republic, and Haiti - but

during the meetings payment had been received from the Government of Haiti sufficient to

remove that country from the list under consideration. Payments and credits had been applied

against the arrears of Bolivia and the Dominican Republic since the closure of the Twenty -

eighth World Health Assembly, and it was accepted that the Governments involved were taking

steps to settle the outstanding arrears. Accordingly, the Ad Hoc Committee had decided

to recommend that the Assembly should not suspend the voting privileges of those two Members,

but it had requested the Director -General to cable to the Governments concerned on its

behalf, asking them to arrange payment of outstanding arrears before the closure of the

Twenty -ninth World Health Assembly.

Mr FURTH (Assistant Director -General) informed the Committee that after the meetings of
the Ad Hoc Committee on 3 May a further payment of $20 000 had been received from Haiti.

Mr KHATIB (Libyan Arab Republic) wished to know why Bolivia and the Dominican Republic

were in arrears.

Dr VALLADARES (Venezuela) explained that countries Region of the Americas paid not
only the contribution required by WHO but also a further contribution, which was roughly twice
as large, to the Pan American Health Organization. That double burden was one reason why
countries of the Region might be in arrears.

The CHAIRMAN called attention to the following draft resolution:

The Twenty -ninth World Health Assembly,
Having considered the report of the Ad Hoc Committee of the Executive Board on

Members in arrears in the payment of their contributions to an extent which may invoke
the provisions of Article 7 of the Constitution;

Having noted that Bolivia and the Dominican Republic are in arrears to such an
extent that it is necessary for the Assembly to consider, in accordance with Article 7
of the Constitution, whether or not the voting privileges of these Members should be
suspended;

Noting that Bolivia and the Dominican Republic have made payments in 1975 and /or
1976; and

Recognizing the efforts made by those two countries to reduce their arrears;

1. DECIDES not to suspend the voting privileges of Bolivia and the Dominican Republic
at the Twenty -ninth World Health Assembly;

2 URGES Bolivia and the Dominican Republic to intensify the efforts now being made in
order to achieve at the earliest possible date the regularization of their position; and

3. REQUESTS the Director- General to communicate this resolution to the Members concerned.

Decision: The draft resolution was approved.2

1 See WHO Official Records, No. 233, 1976, Annex 2.

Transmitted to the Health Assembly in the Committee's first report and adopted as

resolution WHA29.5.

2
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Report on casual income and status of the Assembly Suspense Account Agenda, 3.3.4

Mr FURTH (Assistant Director- General) said that casual income amounted to $5 708 011.
It was made up of miscellaneous income amounting to $5 169 839 at the end of 1975 and the cash
portion of the Assembly Suspense Account, which on 30 April 1976 had amounted to $538 172. As
had been predicted at the last Health Assembly, the amount was significantly less than the
corresponding figure for 1974 ($8 548 000), owing primarily to the lower interest rates that
had prevailed during 1975 and to the slow and unsatisfactory rate of contributions throughout
1975, which had resulted in smaller amounts of WHO funds being on deposit with banks for
shorter periods than had been the case in 1974. Although information was presented on six
possible appropriations of available casual income, the only action required under the present
agenda item was to consider the recommendation of the Director -General and the Executive Board
that $2 000 000 of available casual income be appropriated to help finance the 1977 budget.
In accordance with resolution WHA26.1, Committee B was required to report on that matter to
Committee A before the latter recommended the amount of the effective working budget for 1977.

In the absence of comments, the CHAIRMAN said that a draft report reflecting the
Committee's views would shortly be circulated (see summary record of the third meeting, section 2).

2. SCALE OF ASSESSMENT Agenda, 3.4

Assessment of new Members and Associate Members Agenda 3.4.1

Assessment of the Comoros

Mr FURTH (Assistant Director -General) said that the Comoros, a Member of the United
Nations, had acceded to membership of the World Health Organization under the provisions of
Article 4 of the Constitution on 9 December 1975. Pending the establishment of the assess-
ment of the Comoros by the United Nations General Assembly, the Health Assembly might wish to
decide that the Comoros be assessed at the provisional rate of 0.02% for 1975 and future
years. Such provisional assessment would remain in force until a definitive assessment
rate could be established. If the assessment for the year of admission was to be in accor-
dance with the practice followed in the United Nations, the assessment of the Comoros for
1975 should be reduced to one -ninth of 0.02 %. If the Committee agreed with those proposals,
it might wish to adopt the following draft resolution:

The Twenty -ninth World Health Assembly,

Noting that the Comoros, a Member of the United Nations, became a Member of the
World Health Organization by depositing with the Secretary -General of the United Nations
a formal instrument of acceptance of the WHO Constitution on 9 December 1975;

Recalling that the Twenty- second World Health Assembly in resolution WHA22.6
decided that from 1968 new Members shall be assessed in accordance with the practice
followed by the United Nations in assessing new Members for their year of admission,

DECIDES

(1) that the Comoros shall be assessed for 1975 and future years at a rate to be

fixed by the World Health Assembly, as and when the assessment rate for this country
has been established by the General Assembly of the United Nations;
(2) that the Comoros shall be assessed at the provisional rate of 0.02% for 1975
and future years, to be adjusted to the definitive assessment rate when established
by the World Health Assembly; and

(3) that the assessment for 1975 shall be reduced to one -ninth of 0.02 %.

Decision: The draft resolution was approved.1

Assessment of Cape Verde

Mr FURTH (Assistant Director -General) informed the Committee that Cape Verde, a Member of
the United Nations, had acceded to membership of WHO on 5 January 1976. The Health Assembly
might wish to consider assessing that country at a provisional rate of 0.02 %, the assessment
being in full for 1976. If the Committee should agree, it might wish to adopt the following
draft resolution:

1 Transmitted to the Health Assembly in the Committee's first report and adopted as

resolution WHA29.6.
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The Twenty -ninth World Health Assembly,
Noting that Cape Verde, a Member of the United Nations became a Member of the World

Health Organization by depositing with the Secretary -General of the United Nations a

formal instrument of acceptance of the WHO Constitution on 5 January 1976;
Recalling that the Twenty- second World Health Assembly, in resolution WHA22.6,

decided that from 1968 new Members shall be assessed in accordance with the practice
followed by the United Nations in assessing new Members for their year of admission,

DECIDES

(1) that Cape Verde shall be assessed for 1976 and future years at a rate to be fixed
by the World Health Assembly, as and when the assessment rate for this country has been

established by the United Nations General Assemtly; and

(2) that Cape Verde shall be assessed at the provisional rate of 0.02% for 1976 and
future years, to be adjusted to the definitive assessment rate when established by the

World Health Assembly.

Decision: The draft resolution was approved.1

Assessment of Sao Tome and Principe

Mr FURTH (Assistant Director -General) said that Sao Tome and Principe, a Member of the
United Nations, had acceded to membership of WHO on 23 March 1976. The Health Assembly
might wish to consider assessing that country at a provisional rate of 0.02 %, the assessment

for 1976 being reduced to one -third of 0.02 %. If the Committee agreed, it might wish to

adopt the following draft resolution:

The Twenty -ninth World Health Assembly,
Noting that Sao Tome and Principe, a Member of the United Nations, became a Member of

the World Health Organization by depositing with the Secretary -General of the United
Nations a formal instrument of acceptance of the WHO Constitution on 23 March 1976;

Recalling that the Twenty- second World Health Assembly, in resolution WHA22.6,
decided that from 1968 new Members shall be assessed in accordance with the practice
followed by the United Nations in assessing new Members for their year of admission,

DECIDES

(1) that Sao Tome and Principe shall be assessed for 1976 and future years at a rate to
be fixed by the World Health Assembly, as and when the assessment rate for this country

has been established by the United Nations General Assembly;

(2) that Sao Tome and Principe shall be assessed at the provisional rate of 0.02% for
1976 and future years, to be adjusted to the definitive assessment rate when established

by the World Health Assembly; and

(3) that the assessment for 1976 shall be reduced to one -third of 0.02 %.

Decision: The draft resolution was approved.2

Assessment of Surinam

Mr FURTH (Assistant Director -General) said that Surinam, a Member of the United Nations,

had acceded to membership of WHO on 25 March 1976. The Health Assembly might wish to consider

assessing that country at a provisional rate of 0.02 %, the assessment for 1976 being reduced

to one -third of 0.02 %. If the Committee agreed, it might wish to adopt the following' draft

resolution:

The Twenty -ninth World Health Assembly,
Noting that Surinam, a Member of the United Nations, became a Member of the World

Health Organization by depositing with the Secretary -General of the United Nations a
formal instrument of acceptance of the WHO Constitution on 25 March 1976;

Recalling that the Twenty- second World Health Assembly, in resolution WHA22.6,
decided that from 1968 new Members shall be assessed in accordance with the practice
followed by the United Nations in assessing new Members for their year of admission,

1

Transmitted to the Health Assembly in the Committee's first report and adopted as
resolution WHA29.7.

2
Transmitted to the Health Assembly in the Committee's first report and adopted as

resolution WHA29.8.
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DECIDES

(1) that Surinam shall be assessed for 1976 and future years at a rate to be fixed by
the World Health Assembly, as and when the assessment rate for this country has been
established by the United Nations General Assembly;
(2) that Surinam shall be assessed at the provisional rate of 0.02% for 1976 and future
years, to be adjusted to the definitive assessment rate when established by the World
Health Assembly; and

(3) that the assessment for 1976 shall be reduced to one -third of 0.02 %.

Decision: The draft resolution was approved.l

Assessment of Papua New Guinea

Mr FURTH (Assistant Director -General) said that Papua New Guinea, a Member of the United
Nations, had acceded to membership of WHO on 29 April 1976. The Health Assembly might wish
to consider assessing that country at a provisional rate of 0.02 %, the assessment for 1976 being
reduced to one -third of 0.02 %. Since Papua New Guinea had hitherto been an Associate Member
its contribution in that respect for the year 1976 would be reduced to two -thirds of 0.01 %.
If the Committee agreed, it might with to adopt the following draft resolution:

The Twenty -ninth World Health Assembly,

Noting that Papua New Guinea, a Member of the United Nations, became a Member of the
World Health Organization by depositing with the Secretary -General of the United Nations
a formal instrument of acceptance of the WHO Constitution on 29 April 1976;

Recalling that the Twenty- second World Health Assembly, in resolution WHA22.6,
decided that from 1968 new Members shall be assessed in accordance with the practice
followed by the United Nations in assessing new Members for their year of admission,

DECIDES

(1) that Papua New Guinea shall be assessed for 1976 and future years at a rate to be
fixed by the World Health Assembly, as and when the assessment rate for this country has
been established by the United Nations General Assembly;
(2) that Papua New Guinea shall be assessed at the provisional rate of 0.02% for 1976
and future years, to be adjusted to the definitive assessment rate when established by
the World Health Assembly; and

(3) that Papua New Guinea, which became a full Member of the World Health Organization
on 29 April 1976, shall contribute for the period 1 January to 29 April 1976 in respect
of Associate Membership at the rate of two -thirds of 0.01% and, for the period 29 April
1976 to 31 December 1976, at the rate of one -third of 0.02 %.

Decision: The draft resolution was approved.2

Assessment of Angola

Mr FURTH (Assistant Director -General) said that Angola had been admitted to membership of
WHO by the Twenty -ninth World Health Assembly on 4 May 1976. Pending a recommendation on the
rate of assessment by the United Nations Committee on Contributions, the Director -General had
recommended that Angola be assessed at a provisional rate of 0.02 %, the 1976 assessment being
reduced to one -third of 0.02 %. The following draft resolution was suggested for adoption by
the Committee:

The Twenty -ninth World Health Assembly,

Noting the admission of the People's Republic of Angola to membership in the
Organization on 4 May 1976;

Recalling that the Twenty- second World Health Assembly in resolution WHA22.6 decided
that from 1968 new Members shall be assessed in accordance with the practice followed by
the United Nations in assessing new Members for their year of admission,

DECIDES

(1) that the People's Republic of Angola shall be assessed for1976 and future years at a
rate to be fixed by the World Health Assembly, as and when an assessment rate for this
country has been established by the United Nations Committee on Contributions;

1 Transmitted to the Health Assembly in the Committee's first report and adopted as
resolution WHA29.9.

2 Transmitted to the Health Assembly in the Committee's first report and adopted as
resolution WHA29.10.
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(2) that the People's Republic of Angola shall be assessed at the provisional rate of
0.02% for 1976 and future years, to be adjusted to the definitive assessment rate when

established by the World Health Assembly; and

(3) that the assessment for 1976 shall be reduced to one -third of 0.02 %.

Decision: The draft resolution was approved.1

Assessment of the Republic of South Viet -Nam Agenda, 3.4.2

Dr JAYASUNDARA (representative of the Executive Board) said that at its fifty- seventh
session the Executive Board had considered two requests from the Republic of South Viet -Nam.
The first was that the assessment of that country should be reduced from 0.06% to the minimum
of 0.02% as from 1975. The second was that the contribution for 1975 be waived. The

Executive Board had decided to transmit to the Health Assembly, with sympathy, the request of
the Government of the Republic of South Viet -Nam for a reduction in assessment to 0.02 %, and to

recommend to the Health Assembly the deferment of the 1975 contribution, subject to a proposal
concerning its payment that would be made by the Republic of South Viet -Nam to the Thirtieth

World Health Assembly.

Mr FIORI (Canada) said that his delegation would agree to the proposed reduction in the

assessment if the evidence warranted it. The only body qualified to judge was the United

Nations Committee on Contributions. Any reduction approved by the Health Assembly should
therefore be regarded as tentative pending an economic review of the Republic of South Viet -Nam.
The request transmitted by the Executive Board raised an important matter of principle. His

delegation was willing to support the Executive Board's recommendation that the payment of the

1975 contribution be deferred.

Dr TRAN NGOC DANG (Republic of South Viet -Nam) thanked those countries that had voted
for assistance to Viet -Nam during the Twenty- eighth World Health Assembly and the experts who

had worked hard to formulate an assistance programme. His country's request for reconsideration
of its assessment was the result of the great difficulties it had faced during more than 10
years of war. Because of the difficulties over the past year, his Government wished-to
reiterate its request that its 1975 contribution be waived completely, or at least reduced to
the minimum level. Once it was reunited, Viet -Nam would seek admission to the United Nations.
If it were admitted, the contributions of the Republic of South Viet -Nam and of the Democratic
Republic of Viet -Nam would then be integrated in a single assessment at a rate to be decided
by the United Nations. If the request was refused, the total contribution of Viet -Nam for
1976 would be that of the Democratic Republic of Viet -Nam fixed by the Twenty- eighth World

Health Assembly, pending the fixing of a new rate.

Mr ANDREW (United States of America) supported the views expressed by the delegate of

Canada. To reduce the rate of assessment without reference to the United Nations Committee
on Contributions would be an undesirable departure from the principle that the scale of
contributions in WHO should follow that of the United Nations. He agreed that arrangements
could be made for the deferred payment of the 1975 contribution.

The request of the Republic of South Viet -Nam for a reduction in its assessed contribution
and the recommendation of the Executive Board for deferred payment of its 1975 contribution
were supported by Mr SEGHIRATE (Algeria), Professor HALTER (Belgium), Dr YULu-yi (China),

Dr LOEMBÉ (Congo), Mr KTAHL (Czechoslovakia), Dr CAYLA (France), Dr LEBENTRAU (German
Democratic Republic), Mr BLAHO (Hungary), Professor VANNUGLI (Italy), Mr KHATIB (Libyan Arab
Republic), Dr RINCINDORZ (Mongolia), Dr CORNEJO- UBILLÚS (Peru), Professor ORHA (Romania),
Dr HASSAN (Somalia), Dr DE MEDEIROS,(Togo), Professor LISICYN (Union of Soviet Socialist
Republics) and Professor JAKOVLJEVIC (Yugoslavia).

The CHAIRMAN said that a draft resolution would be prepared for the later consideration
of the Committee (see section 4 of this summary record).

Assessment of Namibia Agenda, 3.4.3

Dr JAYASUNDARA (representative of the Executive Board), introducing the item, recalled
that the Executive Board had considered, at its fifty- seventh session, a request received from
the Commissioner for Namibia, acting on behalf of the Council for Namibia and the Secretary -
General of the United Nations, for a waiver of the assessment of Namibia until such time as

1 Transmitted to the Health Assembly in the Committee's first report and adopted as

resolution WHA29.11.
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it should accede to independence. A representative of the Council for Namibia had been
invited to participate in the consideration of that item in accordance with Rule 3 of the

Board's Rules of Procedure. After consideration of the information received and of the

United Nations responsibility for Namibia, of the principles laid down for the establishment
of the WHO scale of assessment and of the fact that neither the United Nations General Assembly
nor the World Health Assembly had ever exempted a Member or Associate Member from payment of
its contribution for a full year, the Board had adopted resolution EB57.R14, in which it
proposed a draft resolution for adoption by the Twenty -ninth World Health Assembly. In

the draft resolution the World Health Assembly was recommended to express its full and
continuing support to the objective of attainment by Namibia of self -determination and
independence, to confirm the assessment of Namibia as established in resolutions WHA27.39
and WHA27.9, and to urge the United Nations to make continuing provision for payment of the
assessed contributions of Namibia.

Dr DE MEDEIROS (Togo) suggested that, since Namibia was not yet independent from South
Africa, South Africa might pay the contribution for Namibia.

Decision: The draft resolution recommended by the Executive Board in resolution EB57.R14

was approved.1

Assessment of Bangladesh Agenda, 3.4.4

Dr JAYASUNDARA (representative of the Executive Board) recalled that the Executive
Board had considered, at its fifty- seventh session, a report by the Director- General proposing
that, following a change of the assessment of Bangladesh in the United Nations for 1974
and subsequent years, similar action be taken by the World Health Assembly in respect of
the assessment of Bangladesh in WHO. A representative of the Government of Bangladesh had
been invited to participate in the consideration of the item in accordance with Rule 3 of
the Board's Rules of Procedure. The Board had noted that the original assessments of
Bangladesh in WHO for the years 1972 -1976 had been based on assessments for Bangladesh set
by the United Nations General Assembly, which in turn had been based on the participation of
the Government of Bangladesh in certain United Nations activities. It had further noted that
following the accession of Bangladesh to membership of the United Nations on 17 September 1974,
the United Nations General Assembly had established a rate of assessment for Bangladesh for
the years 1974 to 1976 of 0.08 %, corresponding to assessments in the WHO scale of 0.07% for
1974 and 0.08% for 1975 and subsequent years. The Board had therefore recommended in
resolution EB57.R12 that the Twenty -ninth World Health Assembly adopt a resolution revising
the rates of assessment of Bangladesh to 0.07% for 1974 and 0.08% for 1975, 1976 and 1977
and, in addition, reducing the contribution of Bangladesh for the year 1976 by a total of
US$ 114 770, that sum being appropriated from available casual income to cover the adjustment.

Dr YU Lu -yi (China) said that, in view of the reduction in the scale of assessment for
Bangladesh made by the United Nations, a corresponding reduction by WHO would be reasonable
and that his delegation would therefore support the resolution.

Decision: The draft resolution recommended by the Executive Board in resolution EB57.R12
was approved.2

Assessment of Grenada, Guinea -Bissau and Tonga Agenda, 3.4.5

Mr FURTH (Assistant Director -General), introducing the report by the Director -General
on the assessment of Grenada, Guinea -Bissau and Tonga, noted that, following the establishment
of assessment rates by the United Nations General Assembly for those three Members, the
Director -General had recommended that the Health Assembly establish definitive assessment rates
for the three Members, which were currently assessed at provisional rates. He recalled that,
in accordance with resolution WHA28.12, Grenada, which had acceded to membership on 4 December
1974, had been assessed at a provisional rate of 0.04% for 1974 and 0.02% for 1975 and future
years. Similarly, in resolution WHA27.38, Guinea -Bissau, which had become a Member on
29 July 1974, had been assessed at a provisional rate of 0.04% for 1974 and 0.02% for 1975

1 Transmitted to the Health Assembly in the Committee's first report and adopted as

resolution WHA29.13.

2

Transmitted to the Health Assembly in the Committee's first report and adopted as
resolution WHA29.14.



COMMITTEE B: SECOND MEETING 459

and future years. Tonga, which had become a Member on 14 August 1975, had been assessed

in resolution WHA28.13 at a provisional rate of 0.02% for 1975 and future years. In its

resolution 3371 (XXX) the United Nations General Assembly had established assessments for
Grenada, Guinea -Bissau and Tonga at the minimum assessment rate in force at the time of
accession to membership of the United Nations (1974 for Grenada and Guinea -Bissau) or at the

time of starting to participate in certain United Nations activities (1973 for Tonga). Since

the United Nations minimum assessment rate of 0.04% in the United Nations scale for 1973 and
0.02% for 1974 corresponded to 0.04% in the WHO scale for 1974 and 0.02% for 1975 and
following years, the Committee might wish to adopt a draft resolution along the following lines:

The Twenty -ninth World Health Assembly,

Recalling that the World Health Assembly, in resolutions WHA28.12, WHA27.38 and
WHA28.13, fixed provisional assessments for Grenada, Guinea -Bissau and Tonga, to be
adjusted to the definitive assessment rates when established;

Noting that the General Assembly of the United Nations, in resolution 3371 (XXX),
established the assessments of:

(i) Grenada and Guinea- Bissau at the rate of 0.02% for the years 1974, 1975 and
1976; and

(ii) Tonga at the rate of 0.04% for the year 1973 and at the rate of 0.02% for the
years 1974, 1975 and 1976;

Recalling the principle established in resolution WHA8.5 and confirmed in
resolution WHA24.12, that the latest available United Nations scale of assessment should
be used as a basis for determining the scale of assessment to be used by WHO;

Recalling further that the Twenty -sixth World Health Assembly, in resolution
WHA26.21, affirmed its belief that the scale of assessment in WHO should follow as
closely as possible that of the United Nations,

DECIDES that Grenada, Guinea- Bissau and Tonga shall be assessed as follows:

1974 1975, 1976 and 1977

Grenada 0.04% 0.02%
Guinea -Bissau 0.04% 0.02%
Tonga - 0.02%

Decision: The draft resolution was approved. 1

Scale of assessment for 1977 Agenda, 3.4.6

Mr FURTH (Assistant Director- General), introducing the report of the Director -General
on the scale of assessment for 1977, stated that it provided information on the current
criteria for establishing the WHO scale of assessment in accordance with resolutions WHA26.21
and WHA27.9. Basically, the earlier criteria had remained valid except that as a matter
of principle the maximum contribution of any one Member State in the WHO scale of assessment
should not exceed 25% of the total, and specific procedures and restrictions had been
established to ensure that that objective be reached as soon as practicable. In addition,
the minimum assessment in the WHO scale should conform to that established in future scales
of assessment of the United Nations. In resolution WHA27.9, the Twenty- seventh World Health
Assembly had fixed the assessment of Associate Members for 1975 and future years at the rate
of 0.01 %. In implementation of those resolutions the proposed WHO scale of assessment for
1977 had been calculated on the basis of the United Nations scale of assessment for the years
1974, 1975 and 1976, as approved by the United Nations General Assembly in resolution 3062
(XXVIII). The proposed WHO scale for 1977 was the same as that adopted for 1976, except
that modifications would be required in respect of decisions taken by the Committee on items
3.4.1, 3.4.2 and 3.4.4, should these be approved by the Health Assembly. The draft resolution
contained in the Director -General's report on the item was proposed for the Committee's
consideration.

Mr ANDREW (United States of America) said that, since the Health Assembly, in resolution
WHA26.21, had accepted the principle that the contribution of a Member State should not
exceed 25% of the total, and since United States legislation precluded his country from

1 Transmitted to the Health Assembly in the Committee's first report and adopted as

resolution WHA29.15.
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making contributions of more than 25% to WHO and other international organizations, his
delegation wished to record its reservations regarding the WHO scale of assessment for 1977
and to urge that the United States assessment be reduced to 25% as rapidly as possible.

Decision: The draft resolution was approved.]

3. WORKING LANGUAGES OF THE WORLD HEALTH ASSEMBLY AND OF THE EXECUTIVE BOARD Agenda, 3.11

Use of Chinese Agenda, 3.11.1

Dr JAYASUNDARA (representative of the Executive Board) recalled that the Board had been
informed, at its fifty- seventh session, that pursuant to resolution WHA28.33 concerning the
use of Chinese as a working language of the World Health Assembly and the Executive Board,
a number of consultations had taken place with the Government of the People's Republic of
China. As a result, representatives of the Director -General were to visit Peking to discuss
the technical and administrative problems involved in the setting up of services for the
introduction of Chinese as a working language, and the Director -General would report further
to the Twenty -ninth World Health Assembly. The Board had adopted resolution EB57.R42, in
which it noted the report of the Director -General and asked him to keep the Board and the
Health Assembly informed of developments.

Dr MANUILA (Director, Division of Publications and Translation), introducing the
Director -General's report on the use of Chinese as a working language of the World Health
Assembly and Executive Board,2 said the report was being submitted to the Health Assembly
in conformity with resolution EB57.R42. It was planned to introduce Chinese as a working
language as a gradual process, and the report covered only the first stage of that process.
The Chinese authorities would provide, and WHO would budget for, five permanent Chinese
staff members, and an agreed number of temporary reinforcements. Subsequent stages in the
introduction of Chinese would be considered in the light of the experience of the first
stage, and would be determined through consultation between the Ministry of Health of the
People's Republic of China and the Director -General. Reports would be submitted to the
Health Assembly as required.

Mr FURTH (Assistant Director -General) said that the estimated cost in 1977 of the propo-
sed first stage of the progressive implementation of Chinese as a working language of the
Health Assembly and Board was $ 284 000. The Director -General's revised programme budget
proposals for 1977 did not take account of that additional budgetary requirement. If the
Committee decided to recommend to the Assembly that it approve that proposal, it would there-
fore be necessary to add that amount to the effective working budget for 1977.

The Committee would have to report its decision on the matter to Committee A, so that
it could be taken into account when that Committee came to consider the revised effective
working budget for 1977 (see summary record of the third meeting, section 3).

Professor KHALEQUE (Bangladesh), Rapporteur, read out the following draft resolution:

The Twenty -ninth World Health Assembly,

Having considered a report by the Director -General,

1. NOTES with approval the report;

2. REQUESTS the Director -General to report any new developments to the World Health
Assembly.

Decision: The draft resolution was approved .3

1 Transmitted to the Health Assembly in the Committee's first report and adopted as

resolution WHA29.16.

2 See WHO Official Records, No. 233, 1976, Annex 3.
3

Transmitted to the Health Assembly in the Committee's first report and adopted as
resolution WHA29.17.
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4. SCALE OF ASSESSMENT Agenda, 3.4

Assessment of the Republic of South Viet -Nam(resumed) Agenda, 3.4.2

Professor KHALEQUE (Bangladesh), Rapporteur, read out the following draft resolution:

The Twenty -ninth World Health Assembly,
Having considered the recommendations of the Executive Board on the assessment of

the Republic of South Viet -Nam,

1. DECIDES

(1) to reduce the rate of assessment for the Republic of South Viet -Nam

for the years 1975, 1976 and 1977 to 0.02 %;

(2) that in consequence the contributions of the Republic of South Viet -Nam

for the years 1975 and 1976 shall be reduced by the following amounts:
US$

1975 46 140

1976 54 800
100 940

(3) to appropriate from available casual income the sum of US$ 100 940

required for those adjustments;

2. AUTHORIZES the deferment of the payment of the contribution of the Republic of
South Viet -Nam for the year 1975 pending a decision on this matter by the Thirtieth
World Health Assembly.

Mr FIORI (Canada) said that the United Nations Committee on Contributions was currently
reviewing the assessments of all Member States. In order to maintain the principle whereby
WHO's assessments were based on the assessments determined by the United Nations General
Assembly on the advice of the Committee on Contributions, he proposed that operative
paragraph 1 (1) of the draft resolution should be amended by the addition of the following
phrase: "pending a review of its assessment by the United Nations Committee on Contributions ".

That amendment was approved.

At the request of Mr ANDREW (United States of America), the CHAIRMAN invited the
Committee to vote on the draft resolution as amended.

Decision: The draft resolution, as amended, was approved by 79 votes to none, with 4
abstentions.)

The meeting rose at 11.55 a.m.

1 Transmitted to the Health Assembly in the Committee's first report and adopted as

resolution WHA29.12.
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Monday, 10 May 1976, at 9.30 a.m.

Chairman: Dr E. AGUILAR PAZ (Honduras)

1. FIRST REPORT OF THE COMMITTEE

Professor KHALEQUE (Bangladesh), Rapporteur, read out the draft first report of the
Committee.

Decision: The report was adopted (see page 643 ).

2. FIRST REPORT OF COMMITTEE B TO COMMITTEE A

At the invitation of the CHAIRMAN, Professor KHALEQUE (Bangladesh), Rapporteur, read out
the draft first report of Committee B to Committee A.

Decision: The report was adopted (see page 646).

3. SECOND REPORT OF COMMITTEE B TO COMMITTEE A

Professor KHALEQUE (Bangladesh), Rapporteur, read out the draft second report of
Committee B to Committee A.

Decision: The report was adopted (see page 646).

4. SUPPLEMENTARY BUDGET FOR 1976 Agenda, 3.2

Mr FURTH (Assistant Director -General) called the Committee's attention to the report
by the Director- Generall on certain developments with respect to the salaries and dependants'
allowances of staff in the general service category in Geneva that had occurred since the
fifty- seventh session of the Executive Board. Under the Staff Regulations, it was within
the Director -General's authority and responsibility to determine the salary levels for
all staff (except the Deputy Director -General, the Assistant Directors -General, and the

Regional Directors), provided that such salaries and allowances followed basically the scales
of the United Nations and that, for staff occupying positions subject to local recruitment
(i.e. the general service category), the Director -General might establish salaries and
allowances in accordance with the best prevailing local practices. The salaries and
allowances in the general service category were thus based on the principle of the best
prevailing rates paid in the locality - a principle applied by all the organizations in the
United Nations system. The method of determining the level of those locally paid rates had
also been established jointly by the organizations that applied the United Nations common
system of salaries and allowances and had been reviewed by the International Civil Service
Advisory Board. It involved rather detailed periodic surveys of the local employment
market, complemented by simpler procedures, which might vary from place to place, for updating
general service category emoluments between major surveys. In Geneva, such surveys were, in
principle, carried out about every five years, and in the intervening years general service
salary scales might be adjusted from time to time by the application of a rolling three -year
average of the movement of the Swiss salary index, known as the OFIAMT index.

The most recent such survey in Geneva, carried out on behalf of the United Nations system
by an independent consultancy firm, the Battelle Institute in Geneva, had been begun towards
the end of 1975, and the results had become available in January 1976. The crude uninter-
preted results of that survey appeared to indicate that the best prevailing rates paid by other
employers in Geneva were on average more than 20% higher than the salaries paid to general
service staff by the international organizations in Geneva. Those results had been found
completely unacceptable by the organizations. After a lengthy period of intensive analysis

of the survey report by the various administrations and the staff associations, followed by

further negotiations with the seven staff associations conducted by Mr Debatin, Assistant

Secretary -General and Controller of the United Nations, who had been designated as the sole
negotiator by the Secretary -General of the United Nations and the executive heads of the
Geneva -based agencies, agreement had finally been reached in April 1976 on new general
service salary scales retroactive to 1 August 1975, which represented increases averaging

1 See WHO Official Records, No. 233, 1976, Annex 5.
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approximately 13% (as contrasted to the more than 20% which the survey report suggested). At

the same time, and in accordance with new local legislation on the subject, agreement was
reached on an increase in family allowances retroactive to 1 April 1975. That agreement was,
of course, applicable to all general service staff employed by all the international
organizations in Geneva.

The agreement on increases in the salaries and dependants' allowances of general service
staff in Geneva had budgetary implications, not only for 1976, but also for 1975 and 1977, for
which no provision had been included in either the programme budgets for 1975 or 1976 or the
revised programme budget proposals for 1977. The total estimated cost to WHO of those
increases was $ 786 000 in 1975, $ 1 810 000 in 1976 and $ 1 930 000 in 1977. The Director -

General considered that the financing of those increased budgetary requirements should preclude
the need for additional contributions by Members, and he had, therefore, made certain
proposals in that respect for each of the three years.

The financial year 1975 was already closed. It was therefore not proposed to increase
the budget for that year retroactively to meet the additional requirement of $ 786 000.
Instead, the Director- General considered it feasible and prudent to finance those additional
costs by charging that amount to the reserves established in accordance with the Financial
Regulations to cover unliquidated obligations. The background and justification for that
proposal were contained in paragraph 3.2 of the Director -General's report.

As regards 1976, the Director -General found it necessary to submit a supplementary
budget in the amount of $ 1 810 000 to cover the cost to WHO in 1976 of the increases in the
salaries and dependants' allowances of general service staff in Geneva. At the same time, he
was recommending that the proposed supplementary budget be financed by an increased
appropriation by the Health Assembly of available casual income.

The total estimated cost to WHO in 1977 of the increases in Geneva general service
salaries and dependants' allowances was $ 1 930 000. Since the Director -General was not in
a position to recommend any source of financing those unforeseen costs that would not involve
additional assessments on Members, he was not proposing that they be included in the revised
programme budget for 1977, as would normally have been the case. Instead, he intended to
present to the Executive Board and the Health Assembly the following year a supplementary
budget for 1977, in the amount of $ 1 930 000, to meet those additional requirements, and to
recommend at that time that the supplementary budget for 1977 be financed by an increased
appropriation by the Health Assembly of the casual income that was expected to be available
then.

In conclusion, he drew attention to the following draft resolution put forward for the
Committee's consideration:

The Twenty -ninth World Health Assembly,

Having considered the Director -General's proposals concerning the supplementary
budget for 1976 and the additional budgetary requirements for 1975 and 1977 relating to
unforeseen costs resulting from recent increases in the salaries and dependants'
allowances of general service category staff in Geneva, and

Considering that it is desirable to avoid the need for additional contributions by
Members for these purposes,

1. CONCURS with the recommendations of the Director -General concerning the financing of
the additional costs relating to the years 1975 and 1977;

2. APPROVES the supplementary budget for 1976; and

3. DECIDES to amend the Appropriation Resolution for the financial year 1976
(resolution WHA28.86) by

(i) increasing the relevant appropriation sections by the following amounts:

Appropriation Purpose of appropriation
Amount

section US $

2 General management and coordination . 168 600

3 Strengthening of health services . . 82 700
4 Health manpower development 48 300
5 Disease prevention and control 265 400
6 Promotion of environmental health . . . . 64 400
7 Health information and literature . . . . 187 500
8 General service and support programmes . 993 100

Total 1 810 000

(ii) amending paragraph D of that resolution by increasing the amount appropriated
under subparagraph (ii) by $ 1 810 000.
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professor HALTER (Belgium) observed that the pressure of inflation had created financial
problems throughout a large part of the world in recent months, and the power of the trade
unions in the industrialized countries had reached a stage at which it was not possible to

ignore their demands or to avoid certain obligations. His country was perfectly aware that,
in the present case, the Director -General had had to face a situation not of his own making

and for which he could not be held responsible. His remarks were therefore addressed to the

staff of the Organization rather than to the Director - General himself.

For a number of years, WHO's possibilities of action had been progressively shrinking,
and he had several times expressed concern for the future of the Organization in a world in
which inflation on the one hand and selfishness on the other were hardly contributing to

efforts in the health field. He had repeatedly called attention to the need for reinforcing

the resources of WHO by every possible means. Despite his country's economic difficulties,
its Parliament had allowed the Minister of Health to make voluntary contributions to WHO to

enable the Organization to carry out several urgent programmes by which all countries,
particularly the developing countries, were benefiting. Furthermore, no one contested the
amount or the value of the contribution to WHO when it was presented as an item of the public

health budget. That contribution would have been increased automatically had it been
possible for him to state that the Organization was increasing its budget and therefore the
contributions of its Members, but unfortunately the circumstances under discussion raised

serious and disquieting problems. It had been agreed that WHO's future activities should be
carried out through the regions rather than through headquarters, both for technical reasons

and for reasons of political expediency. However, it was at headquarters that the

difficulties mentioned by Mr Furth had arisen.
WHO was not the only organization affected, but it was gratifying that, when the entire

staff of the United Nations at Geneva had been on strike, the staff of WHO had continued to

service meetings, thus showing a positive attitude that he commended. The negative aspects

arose from the fact that, in a context of international recession, everyone had to make sacri-

fices and abstain from purely selfish claims that did not take the circumstances into account

and might lead to a highly dangerous situation. The risks that WHO was running should there-

fore be brought to the attention of the staff through the Director -General. If the budget

remained fixed and part of WHO's financial resources was spent on increasing headquarters
salaries, savings could be made only at the expense of the programmes carried out for the

benefit of the developing countries. Such demands for salary increases at a time when the
Organization's resources were blocked if not actually diminishing put him in mind of the
Rabelaisian monster, Catoblepas, which began to eat its own tail and finished by devouring

itself completely. Since the dissatisfaction of the staff had to be taken into consideration,
the Director -General was to be commended on the position that he had taken at a moment when

Geneva was being shaken by trade unions and political agitation. Every effort should therefore

be made to help him out of his difficulties. In a situation in which dissatisfaction, possibly
coupled with reduced efficiency, was counterbalanced by the reality of a reduction in WHO's
resources, the staff should realize that it was essential to avoid reaching a point at which an

institution ran the risk of collapsing or losing all efficacy. One could even imagine a

situation in which the entire budget of WHO served to finance the salaries of the staff in one
city, that staff being unable to do any work for the want of the financial means to undertake

any programmes.

In view of the threat to WHO, there was no alternative but to ask the Director- General
to make up for the increase in general service salaries by corresponding savings in the manage-

ment of the Organization. The $ 2 million increase in a budget of $ 140 -150 million could

hardly be considered as a margin of error or unforeseen expense: indeed, the financial
management of WHO was so well known that he could affirm that such a margin of error did not

exist. The Director -General would have to make a singular effort to find the money elsewhere,
Several Member States, including Belgium, that were concerned at the situation and

anxious to find a solution, had studied the problem. If the increase was approved, as in his
view it had to be, it could not be financed by increasing Members' contributions. Despite
the liberal financial structure of Belgium, his country would not accept such a course.

The Director -General's report mentioned savings and casual income, but such measures could not
be used indefinitely. Furthermore, casual income was not intended to cover items of the
regular budget. The group of Members to which he had referred had therefore reached a

compromise solution: if the increase in the budget was approved and the Director- General was

authorized to finance it from casual income, he should be urged to make savings to at least

an equivalent amount. It had not been an easy position for him to take, but he had been
afraid of losing the credit that he had won for WHO in his country, which would have agreed to
increase its contribution to expand programme activities but not to increase the salaries of
headquarters staff.

He hoped that certain Member States would realize the dramatic situation into which they

had plunged WHO by delaying payment of their contributions, thus obliging the Director -General
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to borrow. Had there not been such delays, much discussion would have been avoided, since
casual income would have been greater and the cost of borrowing would not have been incurred.
Thus not only the Director -General and his staff, but also the Member States, were to some

extent responsible for the Organization's financial straits and for the difficulties that
were being encountered in solving certain urgent problems.

Belgium and a number of other countries would therefore submit a draft resolution in
which the increase in the budget would be approved provided that the Director -General made
additional savings, which should include savings on staff. He greatly regretted that
necessity, which similar events had brought about in his own country, a rigid budget ceiling
having made it essential to restrict the number of staff. On that occasion, the trade unions
had recognized that the financial difficulty was the result of salary claims and that, in
view of the limitations of resources, it was not entirely abnormal for the staff to suffer the
consequences. Certainly, the Director -General should be free to make savings where he judged
it appropriate, but the sponsors of the draft resolution felt obliged to ask him to consider
where staff reorganization or redistribution might be carried out, and to envisage not renewing
contracts in the case of certain functions that were not absolutely indispensable, in view of
the crisis in which the Organization found itself.

In summary, he hoped that the great majority of the Committee would agree that the
Director -General's proposal for an increase in the budget should be approved provided that he
offered the Health Assembly the necessary compensation. It was to be hoped that the
financial situation and economic structure of the world would improve and that, as a result,
WHO could get off to a new start. He stressed that the intention of the sponsors of the
draft resolution was to leave the work of the regional offices and regions untouched, and
therefore to concentrate essentially on the headquarters structure.

Mr WIRTH (Federal Republic of Germany) pointed out that the basis, methods, and results
of fixing the salaries of the general service staff in Geneva were unsatisfactory. Some-

thing must be fundamentally wrong if the pensionable remuneration of a G-7 employee was
higher than that of a P -5 medical officer. Was not the whole system defective if, in fixing
general service salaries in Geneva, the existing economic, financial, and wage conditions in
the Member States were totally ignored?

The problem concerned all United Nations organizations in Geneva, not only WHO. He

wondered whether it was not necessary, in fixing general service salaries, to establish guide-
lines that did justice to the three parties concerned: the staff, the administration, and
the Member States. The whole complex of questions should, he believed, be studied by the
International Civil Service Commission.

Since the Director - General had agreed to adopt the salary increases, he should be asked

to demonstrate their justification and inevitability. It was gratifying that the Director -
General intended to avoid additional contributions from Member States for the time being.
However, the use of casual income for that purpose meant that it would be lacking for other

important objectives. The Director -General should therefore try to make savings in overheads,
particularly in personnel expenditure at headquarters, in order to accommodate the additional

amount in the 1976 budget already agreed. If that was not feasible, the Director -General

should show why those savings were not possible in the 1976 budget and whether they could be

effected in subsequent years.

The Director -General was to be commended for not proposing an increase in the budget
approved by the Executive Board. However, his delegation was unable to agree with the
recommendation that a supplementary budget for 1977 should be approved so far in advance.
The 1977 budget had not yet been accepted and would enter into force only on 1 January of that
year. A supplementary budget for 1977 could only be decided upon in the course of 1977 and
in the light of the circumstances at that time. The Director - General should do everything

in his power to accommodate the additional amount in the existing budget, without committing
in advance casual income that had not yet materialized.

Mr DE GEER (Netherlands) congratulated the Director -General on his budgetary policy;
although a very moderate increase in the budgetary level had been proposed in past years,
he had succeeded in keeping within the agreed budget for 1976 as far as WHO activities were
concerned. The supplementary budget now being proposed, however, had been necessitated by
a salary rise, over which the Director -General had no direct control. He believed that the
issue of salary levels should not be discussed at the Health Assembly, but in a more appro-
priate forum, namely in the United Nations General Assembly in New York that autumn.

In view of the responsible budgetary policy followed by WHO, his delegation could accept
the supplementary budget and also the manner in which the Director -General proposed to
finance it, namely by avoiding any increased assessments on Member States. Another aspect
of the problem, which had already been referred to by the Belgian delegate, was the relation-
ship between the level of salaries and the general employment situation, whereby too fast a



466 TWENTY -NINTH WORLD HEALTH ASSEMBLY, PART II

rise in salaries tended to increase unemployment. He felt that for future years it would be
worthwhile investigating the possibility of making economies at headquarters, notably by
reductions in existing staff levels. That would, of course, have to be done without impinging
upon essential WHO activities, especially projects in the field. He would be glad to know
the position of the Director -General on that issue.

His delegation supported WHO's budgetary policy and could accept the supplementary
budget unconditionally. It would, however, welcome the introduction of economies at
headquarters in the years to come.

Dr ROUHANI (Iran) said that the Director -General's report was commendably clear and

concise. However, the request that it contained for an allocation of more than $3 500 000
out of the already sparse funds of the Organization for an increase in salary and allowances
for general service staff was a disturbing one, particularly since it seemed likely that
there would be further requests for similar allocations in future years. It was proposed
in the report that the increased budgetary requirements should be financed out of casual
income and reserves, so that no additional contributions by Members would be necessary.
It was clear, however, that the implementation of the proposed revision of salaries and
allowances of Geneva general services staff would be to the detriment of the technical
projects, field projects, fellowships, and other forms of assistance, which were already
hard -pressed because of the limited resources at the Organization's disposal. Although

the financial upheaval of the past two years was a recognized fact, it was no less pertinent
that Switzerland had come out of that upheaval remarkably well in regard to both the rate
of inflation and the rise in the cost of living. He could not accept the figure of 19.26%
arrived at by the independent research institute as reliable, and thought that perhaps the
secretariat might find it necessary to study the question further. The whole subject might
perhaps be referred to the Executive Board for thorough examination at its next session, so
that a final report could be submitted to the thirtieth Health Assembly. In the meantime
the Director -General could proceed, as in the past, to make the necessary interim adjustments

based on the OFIAMT index.

Dr KILGOUR (United Kingdom of Great Britain and Northern Ireland) sympathized with the

position in which the Director -General now found himself. It seemed to his delegation that
the Director -General had no option but to pay the salary increases requested. The problem,

therefore, was to find ways of providing the necessary additional funds.
His delegation could support a resolution along the lines indicated by the Belgian

delegate and favoured by other speakers. The resolution would support the supplementary

budget for 1976, but on certain conditions: namely, that steps be taken to ensure that the
situation could not recur by requiring the Director -General to ask the International Civil
Service Commission to review the present system of review of grades and salary scales, so as
to ensure that they were realistic and not anomalous with other grades. Steps should also
be taken to ensure that periods between reviews in times of financial turbulence such as the
present were short enough not to leave the Organization, at the end of a period of review,

confronted by a huge increase causing considerable financial dislocation. He would also

like to see commensurate economies made in the headquarters budget during a specific. period
(he suggested the period up to the end of 1978), notably in relation to staff appointed at

the discretion of the Director -General.

He would expect to be able to comment on the Director -General's proposals to implement
such a resolution if a sufficient number of delegates were to support it.

Dr TARIMO (United Republic of Tanzania) said that the justification for the increases in
general service salaries was well established in the introduction to the report. The

increases were necessitated by worldwide inflation, over which the Director -General had no

control. The question was how the Organization could accommodate the increase with a minimum

of interference in its overall mission; unfortunately, that question was not discussed at

all in the document. He wondered whether a supplementary budget was necessarily the best

solution in a situation of worldwide inflation. As had been pointed out by previous
speakers, an important consideration was the maintenance of a proper balance between the
various activities within the Organization. It would have been helpful if, together with
supplementary budgets for 1975, 1976 and eventually 1977, delegates had been provided with
some comments by the Director -General on what would be the resultant balance of activities
within the Organization, and whether that balance was in keeping with the aspirations of

Member States. As had also been pointed out, the funds requested for the supplementary
budget would normally have been used for other activities. The Committee would soon be

discussing WHO assistance to newly independent and emerging states in Africa, while
Committee A would be discussing WHO's programme of biomedical research, intensification of
research on tropical parasitic diseases, health manpower development, the expanded programme
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of immunization, and many other important programmes. The funds available for those pro-
grammes were very limited, and it was important to see that they were allocated in such a
way as to ensure that the best possible use was made of them.

The Executive Board's study on the interrelationship between the central technical

services of WHO and programmes of assistance to Member States had shown that WHO activities
at headquarters, regional and country level were complementary and interrelated. However,
his delegation felt it important to establish some kind of policy on the allocation of resour-
ces between the three levels. The last Health Assembly had clearly shown that the activities
which Members thought should be strengthened and influenced were those of direct assistance
to countries.

It was an unfortunate fact that at present the Organization was top- heavy, and could be
compared to an army with too many high- ranking staff at headquarters and too few soldiers in
the field. If the Director -General was trying to remedy that anomaly, in accordance with
the wishes of Member States, he wondered why it was necessary to introduce a supplementary
budget; he would have expected that if professional staff were leaving headquarters to go
into the field, fewer supporting staff would be needed.

There were a number of ways in which the Organization could deal with the current

problem of inflation, and it was important that it choose ways that were in keeping with
the aspirations of Member countries. One saving that had recently been introduced was the
streamlining of the services provided by the travel office for delegates on arrival. A
further saving could be achieved by streamlining the provision of documents to the Health
Assembly and avoiding wastage.

Some clarification by the Director -General on how he intended to maintain a proper
balance of activities between headquarters and programmes of direct assistance to Member
countries, together with the effects of the proposed supplementary budget on that balance of
activities, would greatly facilitate the Committee's deliberations. It was not sufficient
simply to urge the Director -General to continue his efforts in that area. Since, unfor-
tunately, it was not possible to judge results because no targets had yet been laid down,
it was important to establish some kind of indices for measuring future success.

His delegation had not yet seen the draft resolution suggested by the Belgian delegate;
when it became available, the Committee would need to consider whether it was sufficiently
flexible, and laid down sufficiently strict conditions, to ensure that the Organization
pursued a specific course of action.

Professor REXED (Sweden) said he well understood from the Director -General's report on
the item the complex problems that beset the work of WHO in Geneva. However, he felt it
was not appropriate for the Committee to discuss deliberations between WHO and its staff;
he agreed with the Netherlands delegate that the question of salary levels would be better
discussed in the United Nations General Assembly.

His Government had always been prepared to honour in the budget the results of responsibly
conducted negotiations between employers and employees, and his delegation joined that
of the Netherlands in supporting the budgetary proposals of the Director -General. World-
wide inflation, the fall in value of the dollar, and cost increases in every phase of the
budget between them took a heavy toll of WHO's resources, and in fact the last few years had
seen a reduction in the overall scope of WHO's work on that account. The moderate budget
increases suggested by the Director -General were certainly not enough to compensate for these
factors, and in fact, if viewed in terms of what could be achieved with the resources available,
the budget actually voted upon was becoming smaller year by year. Although his delegation
had agreed to those moderate increases because it understood that many countries found it
difficult to increase their support of the Organization, it would nevertheless have been
prepared to accept greater increases in view of the great importance of the Organization's
work, notably in the building up of effective health service systems in developing countries.
It could accordingly accept the Director -General's proposals for a supplementary budget.

He hoped that the Director -General, in dealing with the problem, would not fail to make a
careful scrutiny of the existing structure of the Organization in regard to both staff levels
and programmes. His delegation would like to know from the Director -General what would be
the implications for the Organization's activities of the Belgian delegate's proposals.
Before adopting such a drastic policy as the reduction of personnel in order to meet salary
increases, it was important to know just how that policy would affect the work of the
Organization in general.

Dr ROASHAN (Afghanistan) informed the Committee that the Working Group of the Group of 77
intended to submit a draft resolution on the subject of the budget to a later meeting of the
Committee. The Group believed that its suggestions would be of great interest to the
Assembly, and he accordingly requested the Committee to take note of the Group's intention.
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Dr CUMMING (Australia) shared the concern expressed by other speakers at the general
service salary increases, especially since they came at a time when many Member States were

themselves suffering economic restraints. He was also concerned at the manner in which the
whole issue appeared to have been handled, although he realized that it was in no way the
fault of the Director -General, and he was aware that no WHO staff had been involved in any

strike action. The task now was to determine how WHO might best face up to the situation and

meet the required payments. He agreed with the views expressed by the delegates of Belgium

and the United Kingdom. His delegation could accept the proposals made by the Director -
General to meet the additional costs in 1975 and 1977 and his request for a supplementary
budget in 1976, but only if it were possible to effect equivalent or appropriate economies in
the operations of WHO, especially at headquarters, in an attempt to preserve casual income for

other eventualities. He strongly supported the United Kingdom delegate's view that the
present situation should not be allowed to recur. The whole matter should be studied by the
International Civil Service Commission to ensure that in future there would be an organized
process of arbitration to assess and agree on salary levels. His delegation would support the
resolution to be proposed by the delegations of Belgium and the United Kingdom.

Professor LISICYN (Union of Soviet Socialist Republics) observed that the matter under
discussion had clearly confronted the Organization, and in particular the Director -General,

with considerable difficulties. He would welcome clarification of a number of points. First,

he asked for further information on the independent research institute mentioned in paragraph
1.3 of the report, and particularly its relationship with the International Civil Service
Commission since that body had taken the place of the International Civil Service Advisory

Board (ICSAB). Together with such institutes, it would be useful to request the appropriate

United Nations services to take part in carrying out cost -of- living and other surveys. While

it was known that the Commission had studied recruitment, salaries, allowances and other
questions related to staff, the Director -General's report did not mention the results obtained

or their utilization by WHO. It would also be useful to know which organizations had been

associated in the United Nations salary agreement, and what steps they had taken. Perhaps the

Director -General should be asked to report on the progress of such negotiations in more detail

in the future. Since the Director -General did not intend to pay the increases before the
United Nations, which had not yet reached a decision on the matter, it might be advisable for

WHO to wait. The delegate of the Federal Republic of Germany had drawn attention to the
question of the relationship between general service and professional salaries. That was a

serious matter giving rise to moral and ethical problems that would have to be faced by the

Director -General and WHO as a whole.
In conclusion, he was not sure that it was procedurally correct to take up such a complex

of questions, covering three separate years, under one agenda item and in one report. Since
the budget for 1977 had not yet been approved, it might be unwise to take any decision that
might prove burdensome in the future. Experience had shown that any decisions regarding
additional allocations from casual income and sources other than Members' contributions would
nevertheless ultimately affect those contributions, since they reduced the overall financial
possibilities of WHO. The whole question might be examined by the Executive Board in

January 1977, when full information became available.

Mr KUMAR (India) expressed concern at the increased expenditure on the salaries and
allowances of general service staff in Geneva. While appreciating WHO's achievements in

improving health conditions, he felt that the Organization would have to play a more meaningful
role in order to accelerate the pace of improvement of health levels in developing nations. To

do that, WHO would have to spend more on programme activities than on administration services,
and all inessential expenditure on establishment and administration would have to be avoided.
The Director -General should ensure that economies were made in the budget for headquarters,
including a reduction in existing staff levels, so as to absorb the supplementary expenditure
without additional contributions from Members and without undermining programme activities.
He felt that the matter required more detailed examination and asked the Director -General to

ensure that such a situation did not arise again.

Professor BEDAYA -NGARO (Central African Republic) said that the item was an awkward one,
but particularly so for a delegate from a developing nation in view of the items to be taken up

next (agenda items 3.14.2 and 3.14.4). However, it was clear that the increase in salaries

was not under the direct control of the Director -General or the Health Assembly. As the

Health Assembly had adopted resolution WHA28.28, in which it accepted the Statute of the
International Civil Service Commission, WHO had no option but to follow the common system and

to pay the increase. The differences of opinion lay in how that payment was to be made. His

delegation supported the view that the increases should be financed from casual income and not

by an increase in Members' contributions. Further, since the matter had not been studied by
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the Executive Board at its fifty- seventh session, a mandate should be given to the Director -

General and the Executive Board to make a more thorough study of the whole question, paying
particular attention to the following points. The United Nations should review the
international civil service system; even after a reduction, there would still be a minimum of
staff for whom the question of salary increases would recur. Secondly, the proposed budget
should be revised, with particular attention to the relationship between the costs of programme
activities and of staff. Neither Committee B nor the Twenty -ninth World Health Assembly would
be in a position to make the kind of detailed study required. Thirdly, it had been suggested
that savings be made to counterbalance the salary increases affecting the years 1975, 1976 and
1977. However, the term "savings" was too inflexible; the Director -General might be requested
to consider all possible sources of financing the salary increases, which would enable him to
review receipts of casual income from 1972 to 1977 to see whether that source could cover the
increases. He might also, in the light of the experience of other international organizations
confronted with the same problems, put forward some alternative proposal. He had considered
suggesting the setting up of a special committee, but felt that the Director -General and the
Executive Board could appropriately study the question. When the Committee reached the stage
of considering a draft resolution on the item, his delegation would propose the insertion of a
further operative paragraph in the suggested text before the Committee.

Mr ANDREW (United States of America) associated himself with the request of the delegation
of the Federal Republic of Germany for a full and detailed justification of the unavoidable
nature of the recent salary increases for general service staff at WHO headquarters. His

Government needed as much information as possible for the appraisal it was making of the
increase and its implications throughout the United Nations system. Since that appraisal was
not yet complete, and was unlikely to be completed during the Twenty -ninth World Health

Assembly, his delegation would abstain from voting on any resolution calling for a supplementary
budget for 1976.

The DIRECTOR- GENERAL said that the Committee would receive detailed explanations at the
end of the present discussions. However, he felt that he had been challenged to express his
general thoughts on WHO. It was important to realize that there was no tabula rasa, and, had
there been, it was unlikely that anyone would reconstruct WHO as it existed today. It was

also unlikely that any responsible person involved in national administration would wish to
destroy the past abruptly in order to meet an uncertain future. He had tried in his few years
as Director -General to live with the past and yet make the future more productive. Over the
last two to three years WHO had revealed a remarkable shock -absorbing capacity in financial
terms. Headquarters had absárbed sums amounting to some $ 10 000 000 in order to prevent any
reduction in, indeed in order to increase, the technical cooperation activities carried out by
WHO. Further, in those three years the amount of extrabudgetary resources generated had
increased from about $ 5 000 000 to $ 35 000 000 per year, thanks primarily to some outstanding
members of the staff. That was intended, not as a defence, but to put the matter in
perspective. It did not mean that much more could not have been done in the last two to three
years, or that much more should not be done in the next two to three years.

He emphasized that in the last two to three years he had made every possible effort to
invite Member States, regional committees, the Executive Board and the Health Assembly to ask
themselves critical questions as to where they wished WHO to go. He had made certain state-
ments as to his own beliefs in that respect. He hoped that WHO would be primarily concerned
with whether its priorities were right and with its mission for the future rather than with
arbitrary budget costs. If budget came before programme priorities, something might go
radically wrong. The ultimate purpose of WHO was the elimination of inequalities in health.

The work of WHO must therefore have, as its overriding priority, cooperation with those
countries most deficient in health and socioeconomic development. That necessitated certain
critical questions as to whether there was true cooperation, whether there was enough
cooperation, and whether there was reasonable productivity from the investment of resources.
Technical cooperation currently accounted for 60% of total budgetary resources. However, that
60% was not necessarily well spent, which was why he had tried to encourage governments to
question the productivity of the traditional type of technical assistance and to ask whether
such assistance was the same as technical cooperation within WHO's coordinating mission. The
two were quite different, and profound changes would have to be made to obtain the highest
productivity at country level. Once such important questions had been resolved, Members
would see whether the Secretariat was able to respond to their ambitions. He hoped that WHO
would be structured, at headquarters, in regional offices and in countries, in such a way that
Members would be able to realize their ambitions regarding health. That would not be possible
unless Members identified with WHO genuinely and aggressively in the search for those new
things. It was clear that even though WHO, which was by far the most decentralized of the
organizations in the United Nations system, had the smallest proportion of personnel at
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headquarters, there was no justification for it to rest on its laurels. It must seek to
become better, but in the search Members must decide what kind of Organization they wished to
have. For example, if $ 20 000 000 were required for tropical disease research in Africa, it

would only become available if some outstanding people were able, at the global level, to
convince those who were able to do so to provide the money that was needed. While such a
process did not necessitate a headquarters, it did mean that the Organization must function as
a whole, with all the different levels interacting and supporting each other. He was aware
that WHO was not getting full value for money as it was now operating and that that was true
at the country, the regional and the global level. He had therefore invited the Executive
Board to make a thorough study of the workings of WHO so that greater use might be made of the
resources available. He had suggested similar action on the part of the regional committees.
He agreed with previous speakers who had felt that that aspect was more important than the
fait accompli to be faced regarding the supplementary budget, the legal explanation of which
would be given later. Although personally disliking any distinction between headquarters,
regional offices and the field, he was now being asked to consider the specific question of
making further cuts at headquarters. If the Health Assembly so decided, cuts would have to
be made. However, he was not prepared to make such cuts alone; he would insist that the
Executive Board be involved, since he had already made extensive cuts and did not think it
advisable for his personal biases to be reflected in further cuts. Cuts could certainly be
made, for instance, in the number of documents translated into many languages, as not all
documents were of equal value, or the monitoring of drug reactions could be discontinued,
because not all countries considered it of great importance. Other activities that were no
longer thought to be as important as in past years might be eliminated. However, any decisions

should be made under the collective responsibility of the Director -General and the Executive
Board so that the Health Assembly was fully aware of their importance.

It was impossible to make further cuts without hurting WHO. However, if the staff were
serious, and he considered them to be so, they would do more than might even be expected in
order to implement whatever was decided. By doing so it would be possible to make WHO more
relevant to the new development order that he felt the majority of Members wished to see come
into being. He himself was convinced that WHO had a major role to play. Either it should
play that role as a unified whole, to support Member States in their legitimate operations, or,
if not capable of that, it might be better for it to split up into some kind of supply

organization. He was not averse to that if that was the decision of the Health Assembly, but
he felt that it would have a very profound impact on the concept of WHO. There were important
questions to be considered, for example, whether headquarters should be in Geneva or elsewhere,
or whether certain functions of headquarters might be relocated within national scientific
institutions. All alternatives would have to be examined carefully in the light of the
feelings, attitudes, and aspirations prevailing among Members, and in a way that would receive
the support of a large majority of Members.

The meeting rose at 12 noon.



FOURTH MEETING

Monday, 10 May 1976, at 3 p.m.

Chairman: Dr Z. M. DLAMINI (Swaziland)

1. SUPPLEMENTARY BUDGET FOR 1976 (continued) Agenda, 3.2

The CHAIRMAN drew attention to the following draft resolution, announced at the previous
meeting by the Belgian delegation and co- sponsored by the delegations of Australia, Belgium,
Federal Republic of Germany, Italy, Japan and the United Kingdom of Great Britain and Northern Ireland.

The Twenty -ninth World Health Assembly,

Having considered the Director -General's proposals concerning the supplementary
budget for 1976 and the additional budgetary requirements for 1975 and 1977 relating to
unforeseen costs resulting from the recent adjustment in the salaries and allowances
of the general service category staff in Geneva by the organizations which apply the
United Nations common system of salaries and allowances;

Believing that the guiding principles and methodology applied in the determination
of the salaries and allowances of the general service category staff need to be reviewed
as soon as possible by an independent and impartial body;

Aware that under Article 12 of its Statute the International Civil Service Commission
has been given the functions of establishing the relevant facts for, and making
recommendations as to, the salary scales of staff in the general service and other
locally- recruited categories at the headquarters duty stations and such other stations
as may from time to time be added at the request of the Administrative Committee on
Coordination, but that the Commission has not yet assumed these functions;

Concerned over the implications which the recent increase in the salaries and
allowances of the general service category staff in Geneva has for WHO's programme budget,
and in particular for the headquarters component thereof;

Concerned that the increase in staff costs at the headquarters of the Organization due
to the recent increase in salaries and allowances of the general service category staff
in Geneva risks to affect the measures which the Director -General would be able to
include in the programme budget proposals for 1978 -79 in compliance with resolution
WHA28.76;

1. CONCURS with the recommendation of the Director -General concerning the financing of
the additional costs relating to the year 1975 through savings on "unliquidated
obligations" or - if not sufficient - through other savings within the 1976 budget;

2. APPROVES the supplementary budget for 1976;

3. DECIDES to amend the Appropriation Resolution for the financial year 1976 (resolution
WHA28.86) by

(í) increasing
Appropriation

the relevant appropriation sections by

Purpose of appropriation

the following amounts:

Amount

section US

2 General management and coordination . 168 600

3 Strengthening of health services 82 700

4 Health manpower development 48 300

5 Disease prevention and control 265 400

6 Promotion of environmental health 64 400

7 Health information and literature 187 500

8 General service and support programmes . 993 100

1 810 000

(ii) amending paragraph D of that resolution by increasing the amount appropriated
under sub - paragraph (ii) by $ 1 810 000;

4. REQUESTS the Director -General to convey to the International Civil Service Commission
the view that the Commission should assume as soon as possible the functions described in
paragraph 1 of Article 12 of its Statute, particularly with respect to the salary scales

of staff in the general service category in Geneva;

5. REQUESTS the Director -General to institute as soon as possible a programme of

operational economies in the headquarters component of the budget, including in particular

- 471 -
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reductions in existing staff levels in the most appropriate sections, which will produce

within the period from now to the end of 1978 financial savings, in real terms at least
equal on an annual basis to the cost of the supplementary budget for 1976 and of any
expenditure approved for the same purpose in 1977;

6. REQUESTS the Director -General to report to the fifty -ninth Executive Board And the
Thirtieth World Health Assembly on the programme for operational economies referred to
above and on progress made in implementing it.

Mr SEO (Japan) said that his delegation shared the concern expressed by previous speakers
about the strike of personnel in Geneva and its consequences, and about the effect that the
increase in general service salaries and allowances would have on the budgets of organizations

of the United Nations system. Cooperation with those organizations was one of the established
principles of the Government of Japan, which had met its obligations to them consistently in

spite of the rapidly growing share it had to contribute to their budgets; it hoped to con-

tinue to observe that principle, and that was one of the main reasons for its concern over

the current problem. The case had been stated clearly by the delegations of Belgium and

the United Kingdom among others. Japan also favoured a review of the whole system of
salary determination in the Organization and a search for economy in running it, including
economies in staff, especially in the light of the negotiations in Geneva on general service
salaries, to ensure that a similar situation did not occur again. The Committee should
consider that matter specifically in relation to supplementary budget estimates.

On the question whether the supplementary budget should be approved at the current
session, his delegation would support the Director -General's proposal for 1976 failing any
constructive alternative, provided that the conditions he had mentioned were fulfilled.

It was well known that the Director -General was not to blame for the situation and that
WHO staff had not joined in the strikes. A helpful attitude should therefore be adopted,
showing confidence in the Director -General. In application of its constructive, though
critical attitude the delegation of Japan supported the draft resolution just introduced.

Dr CAYLA (France) said that the French delegation was aware that increases in staff
salaries led to expenses for which the WHO Secretariat could not be held responsible, but
continued and excessive increases in statutory budget items were nevertheless inacceptable.
The Director -General should propose savings to cover the new increase without endangering

the aims that WHO had set. His delegation had difficulty in accepting the practice of
submitting supplementary budgets to Member States as a way of meeting new situations and

would vote against any resolution approving the supplementary budget for 1976.

Professor CANAPERIA (Italy) said that the procedure followed so far for determining
increases in the salaries and allowances of staff should be reviewed in order to do away with

certain anomalies. The problem should be submitted to the International Civil Service
Commission and to the Fifth Committee of the General Assembly of the United Nations so as

to bring the whole procedure under the control of Member States.
His delegation was of the opinion that casual income should be used to finance programme

activities and not to cover increases of the kind proposed, which should be met out of savings

in the WHO budget. It had therefore joined in sponsoring the draft resolution just intro-

duced.

The CHAIRMAN begged the Italian delegation to convey to the Government of Italy the,

Committee's expression of condolence following the recent earthquake disaster.

Mr HAAS (Austria) said that his delegation had the impression that the proposed increases
in general service staff salaries and allowances were justified and to some degree inevitable
and that the proposed solution for meeting the expenses was the most practicable; it therefore

supported the suggested draft resolution introduced by the Assistant Director -General at the

third meeting.
However, it also supported the arguments advanced by the delegates of the Netherlands and

Sweden, and associated itself with the remarks of the delegate of the Central African Republic.

It was therefore not opposed to the addition of a paragraph requesting the Director-General,

together with the Executive Board, to study possibilities for further economies in WHO adminis-

trative services in order to prevent a recurrence of the problem. It further supported the

proposal for involvement of the International Civil Service Commission contained in paragraph
4 of the draft resolution proposed by the delegations of Belgium, the United Kingdom and

others. These views might be combined in a revised text agreeable to all.

Mr FINDLAY (Sierra Leone) said that WHO Members were faced with an unforeseen and
inescapable commitment on an issue that was of prime importance to the efficient working of

WHO. The opportunity had been taken to focus attention on the need for a balance between
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administrative expenses at headquarters and programme activities in the field. His dele-

gation favoured a survey, including a detailed cost analysis to reveal, inter alia, the
percentage of the total cost of headquarters administration to be regarded as a direct charge

for programme activities in the field. The road would then be clear for the determination

of a strategy for the achievement of planned objectives.
Under those conditions, it would approve the Director -General's proposals, but he

reserved the right to speak on the strategy needed to rationalize the allocation of WHO's,
resources for headquarters administration and programme activities at the regional level and

in countries.

Mr KHATIB (Libyan Arab Republic) said that in view of the often urgent needs of countries,
priority should go, in decisions on the use of all funds disbursed by WHO, to direct assistance.
He agreed with the delegate of Sweden that the salary question should be determined through
the United Nations for the entire common system. His delegation was not opposed to an
increase provided that priorities were properly considered. International civil servants'

privileges should be taken into account in considering where savings might be made.

Mr OSOGO (Kenya) agreed with the delegate of the Federal Republic of Germany on the

anomalies in the staff salary scale; the World Health Assembly was not the right forum for
discussion of the matter, which would best be referred to the Executive Board. He also

agreed with the delegate of the Netherlands on the need for a reconsideration of the financing
of activities in the regions and in the field.

The Director- General was right to insist that the Executive Board be involved in any
reorganization of the WHO headquarters priorities.

His delegation supported the draft resolution submitted by Belgium, the United Kingdom
and others, which might be amended to include provision for decentralization of some services
at present provided at headquarters in accordance with recommendations that he understood
were impending from the Group of 77.

The Director -General's proposals were made in good faith, and delegations opposing the
supplementary budget should remember that he had already held negotiations with the staff on
the matter, that they had not struck, and that the executive heads of the organizations con-
cerned had already held discussions.

Dr de VILLIERS (Canada) said that his delegation had carefully studied the implications
of the Director -General's proposals as to how the cost of the increase in salaries and
allowances of general service staff might be met; they had caused it great concern, especially
the way in which the situation had been allowed to develop and the way in which the dispute
had been resolved. Canada was a strong believer in the common system and respected the
principle that salaries and allowances should be competitive with local rates. WHO should
continue to be a "good employer ".

His delegation believed that considerable caution should be exercised if the viability
and credibility of the common system was to be maintained, particularly at a time when Member
States were involved in painful anti -inflationary programmes. The recent events had done

serious harm to the common system, and Canada would press for full accounting and an indication
of the action to be taken to prevent any recurrence of the regrettable situation when the

Fifth Committee of the General Assembly of the United Nations next met. It also intended to
request the International Civil Service Commission to carry out as soon as possible its
responsibilities with regard to general service staff as set out in Article 12 of its Statute.

Meanwhile, his delegation would abstain from any vote on the proposals and on similar proposals
that might be made concerning the salary increase. It had noted carefully the references to
the first suggested draft resolution and related amendments, and to the alternative draft

resolution introduced by the Belgian delegation; these had confirmed its feeling that the

issue was a very complicated one requiring careful study before any final decision.

Mr FURTH (Assistant Director- General) said that he would try to group his replies to the
very many, and often detailed, questions asked. He would answer first one procedural question

raised by the Soviet delegate about the proposal to consider the financial requirements of a
three -year period - 1975, 1976, and 1977 - under a single item of the agenda. He pointed out
that the Director -General was merely reporting to the World Health Assembly on developments
that had occurred since the fifty- seventh session of the Executive Board and on their
financial implications over a three -year period. The matter was presented under the item
under discussion - Supplementary budget for 1976 - because at the present stage a decision by
the World Health Assembly was required only on the means to finance the 1976 costs of the
increase in the salaries and allowances of the general service staff in Geneva. As regards
1975 costs, the Director -General was merely reporting that he would meet them by savings on

unliquidated obligations; that amounted to absorbing them by reducing some obligations
already incurred with respect to 1975 but not yet liquidated. As regards 1977 costs, he was
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only giving notice to the Health Assembly of his intention to put forward, in January 1977, a
proposal for a supplementary budget, but he was not yet requesting a decision.

A series of questions had related to the International Civil Service Commission and its
role in the survey and determination of general service salaries and allowances; he had
particularly in mind those raised by the delegates of the Federal Republic of Germany, the
USSR and Iran. Many of the questions amounted to the question why the problem had not been

referred to the International Civil Service Commission, which had been in existence since 1975.
Article 12 of the Commission's Statute, to which the Canadian delegate has referred, provided
specifically that:

"At the headquarters duty stations and such other duty stations as may from time
to time be added at the request of the Administrative Committee on Coordination, the
Commission shall establish the relevant facts for, and make recommendations as to the
salary scales of, staff in the General Service and other locally recruited categories."

However, when the Commission had been set up, the General Assembly had decided that it should
give priority attention to the review of the salaries and allowances of the staff in the
professional category, which had been under review for a number of years by a special committee
of the General Assembly but without significant results. The General Assembly had also
wished to reduce the costs of the Commission, especially in the early stages. If the
Commission had had to review the very complex problem of general service category salaries and
allowances at the same time as professional salaries and allowances, the costs would have been
much greater because of the additional supporting staff that the Commission would have
required. As a result, a paragraph was added to Article 12 of the Statute stating that:
"The Commission shall determine the date or dates on which it can assume the functions set out
in this article." So far, the Commission had not assumed those functions, and that was why
it had not been involved in the survey or in the most recent determination of general service
salaries in Geneva, both of which had been undertaken under the existing procedures.

In reply to the question whether it was too late to refer the matter to the International
Civil Service Commission before any action was taken by the Health Assembly, he pointed out
that even if the Commission should now decide to assume the functions of Article 12, upon
request from the Health Assembly or even from the United Nations General Assembly in the
autumn - the Commission would not be able to review the matter before 1977 at the earliest
because its review of professional salaries and allowances was not expected to be completed
until the end of 1976. In the meantime the executive heads had established the level of
general service salaries in Geneva in accordance with the Staff Regulations and Staff Rules of
the various organizations and with the principles and guidelines approved by the various
legislative organs of the organizations and the former International Civil Service Advisory
Board. Consequently, whatever views might be held about the increases there could be no
doubt that legally binding obligations had been incurred under the regulations and rules
adopted by the legislative bodies. As had been said, the Health Assembly was faced with a
fait accompli.

Turning to the questions that had been put regarding the survey itself, the methodology
employed, the actions taken by the other organizations, and the justification for gránting a

salary increase to general service staff in Geneva, he said that the justification stemmed
from the guiding principle adopted by all the legislative organs within the United Nations
system, including the World Health Assembly which had adopted the Staff Regulations of WHO.
As was stated in the Director -General's reports that principle was that the salaries and
allowances of general service staff should be based upon the "best prevailing local practices"
or the "best prevailing local rates ". Determining the best prevailing local rates was a most
complex matter, particularly in Geneva. There had been eight general service salary surveys
in Geneva since 1950, and every one of them had given rise to enormous difficulties. Those
could perhaps best be summarized in the words of a report issued in 1962 by a committee of
government experts that had reviewed the situation at that time - a situation that was
essentially the same today:

"Comparisons between salary scales are always difficult to make, except in the
limited number of cases where there is a reasonable similarity of duties. In Geneva
these latter considerations do not obtain and the problem is therefore one of particular
difficulty. The international organizations as a whole are by far the largest
employers of office staff in Geneva. The concept of a graded organization with
recognized or prescribed scales of pay is, in the case of outside employment, virtually

limited to the various forms of Swiss Government or public service (Federal, Cantonal or
Municipal). Even in these cases there is at times a measure of elasticity in regard to
such matters as entering salary. In the private sector there are few cases where
scales of pay exist. While there are numerous group contracts which fix minimum



COMMITTEE B: FOURTH MEETING 475

salary rates, in practice, the salaries actually paid exceed the rates laid down in

such contracts ... Elsewhere there is a broad and somewhat elastic range of pay, the

actual remuneration of employees being determined to a varying degree by considerations

of individual merit. The problem of making comparisons is accentuated by the common
practice, when advertising vacancies, of not stating the salary to be paid but of asking
applicants to indicate what salary they would wish to receive."

That gave some indication of the problems in determining the "best prevailing local rates" in

Geneva
Despite the difficulties involved, a survey had been carried out to the best of its

ability by an independent surveyor - the Battelle Memorial Institute, an independent research
institute in Geneva - according to a methodology which had been reviewed by the former
International Civil Service Advisory Board, and which was exactly the same as that used in

the previous survey in 1969. The 1969 survey had also been undertaken by the Battelle

Institute and had resulted in an average increase of 4% in the salaries of general service

staff. It was therefore normal, since the previous survey and the resulting increases had
not created any difficulties, to use the same methodology for the 1975 survey. As he had

pointed out when introducing the current agenda item, the results of the recent survey
indicated that the best prevailing outside rates called for an increase of over 20% in the
general service salaries paid in Geneva by the organizations of the United Nations system.
The organizations had reduced that figure, through very hard negotiations, to an increase of

approximately 13 %. Consequently, it could be argued - and it was being argued by the staff
associations - that the rates now being implemented by the executive heads did not represent

the best prevailing local rates. Many of the staff felt that the new salary scales were the

result of a compromise in which the staff had been asked to make a sacrifice.

The increase in the dependants' allowances was simply based on the local practices and
the tax legislation in force in Geneva, which provided for a certain amount of tax relief for
spouses and children.

As regards the situation in other organizations, the agreement signed between the
organizations and the various staff associations provided that all organizations would
promulgate the general service salary scales and the new rates of dependants' allowances by

the end of April 1976. That had already been done, not only by the Director -General of WHO,

but also by the Secretary -General of the United Nations and other executive heads. There

were some exceptions, including ILO, where the Director- General did not himself have the
authority to promulgate the scales but had to seek the authority of the Governing Body, which
would be meeting at the end of the current month. He had been given to understand that the
Director -General of ILO would then submit to it the salary scales probably with a supplementary

budget.

Thus, pursuant to the above -mentioned agreement, the payroll for June 1976 of all the
organizations (subject to certain reservations in the case of ILO and ITU owing to their
constitutional provisions) would reflect the payment of the new salary scales and the new

rates of dependants' allowances. The Secretary -General of the United Nations was in fact in

exactly the same position as the Director -General of WHO. According to the rules in force in
the United Nations it was the responsibility and obligation of the Secretary -General to fix

the general service salaries and allowances; he had done so. He might also have to submit
a supplementary budget to the United Nations General Assembly in the autumn to cover the

increased costs; that would be considered by the Fifth Committee. The legislative organs of

the United Nations would thus not have to approve or disapprove the salary scales as such.
In fact, the Secretary -General would be paying salaries and allowances at the new rates as of
June 1976, while the Fifth Committee would be reviewing only a possible supplementary budget

at the very earliest in September 1976.
Drawing attention to paragraph 1.7 of the Director -General's report, where it was stated

that in view of the need for coordinated action between the organizations in Geneva, the
Director -General intended to effect payment of these increases at the same time as the United
Nations, he said that the Director -General would not pay the increases before they were paid

by the United Nations. If for some unforeseeable reason the Secretary -General of the United
Nations would not pay the increases in June as agreed, the Director -General, too, would not

pay them at that time.

Replying to the questions of the delegates of the Soviet Union and of the Federal Republic
of Germany as to the relationship between the scales of tte general service salaries in Geneva
and those of the professional salaries, he said that in theory there was no link between them
because the two scales were based on completely different criteria. General service salary
scales were based on the principle of the "best prevailing local rate ", while professional
salary scales were based on the principle of the best - paying national civil service. However,
it was clear that the originators of those principles had never conceived of a situation in
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which the local rates for general service staff for some grades would be higher than profes-
sional salaries. That had occurred in Geneva because Swiss salaries were high in terms of
dollars, particularly after the recent rise in the value of the Swiss franc or, if one pre-
ferred, the devaluation of the dollar. That anomaly in Geneva was certainly one of the
questions with which the International Civil Service Commission would be faced, and he would
not attempt to predict what the outcome of that review might be or how the Commission might
solve the problem. It might be solved by raising professional salaries - though he doubted
that the Commission would adopt that solution - or by revising the principle governing the
determination of general service salaries. The whole problem was very complex and, in his
opinion, it was impossible to foresee what solution would be adopted.

Another group of questions had related to the need to stabilize the budget, to make

economies in operations - particularly at headquarters - to maintain the proper balance be-
tween activities there and in the regions, and at the same time to give substantial additional
assistance to the regions and to countries. It had been asked what policy the Director -
General was pursuing, what measures he was taking to maintain a proper balance, or rather to
transfer as much as possible of the Organization's resources to the provision of direct assist-
ance to Member States.

The overriding policy directive given by the Health Assembly to the Director -General in
that matter was resolution WHA28.76, in which the Health Assembly had decided that the regular
programme budget should "ensure a substantial increase, in real terms, of technical assistance

and services for developing countries from 1977 to the end of the Second Development Decade ",

i.e., 1980. That might be interpreted as calling for a substantial increase in the total
regular budget level to ensure a substantial increase in technical assistance to developing
countries. However, in view of the desire - often expressed by Members in the past and again
during the current discussion - to avoid an excessive increase in the budget and in the level
of assessed contributions of Members, it was clear that any substantial increase in real terms
of technical cooperation with, and services to, developing countries to be financed from the
regular budget would have to be achieved through other means. As many Members apparently
considered only field projects or activities at the regional or country level as technical
cooperation activities, that would necessarily have to be achieved by a reduction of funds
devoted to headquarters activities, even though many of the latter could clearly be identified
as technical cooperation activities providing direct health assistance to countries.

Members of the Committee would recall that resolution WHA28.76 had been adopted in May
1975, at a time when the programme budget for 1976 -1977 had already been prepared and, in
regard to 1976, had even been reviewed and recommended by the Executive Board and was under
consideration by the Health Assembly. Even so, the Director -General had been able to take
some measures for its implementation, which were reflected in the revised proposals for 1977.
First of all, he proposed to transfer from headquarters to the regions interregional activities
amounting to approximately US$ 355 000 under the regular budget, and $ 460 000 under other
sources of funds. Secondly, there was to be a net increase in regional allocations for 1977
of some $ 2 million to be made directly available to the developing countries most in need.
It was proposed to distribute that increased allocation between the regions, as follows:
Africa, $ 700 000; the Americas, $ 200 000; the Eastern Mediterranean, $ 300 000; South -

East Asia, $ 450 000; and the Western Pacific, $ 350 000. That increased allocation for 1977
had become possible without a corresponding increase in the budget level because of a fortuitous
saving at headquarters of approximately the same amount, resulting from a higher budgetary rate
of exchange between the US dollar and the Swiss franc (a rate of Sw.fr. 2.65 to the dollar in
1977 as against Sw.fr. 2.51 in 1976). Thirdly, the Director -General was proposing to earmark
the greater part of the budgetary provision for his Development Programme, amounting to $ 1.5
million in 1976 and $ 1.7 million in 1977, to technical cooperation activities in programme
areas of direct relevance to the needs of the developing countries. As shown in the Financial
Report for 1975 (WHO Official Records, No. 230, 1976, page 8), already in that first year of
the Development Programme, for which the provision had been $ 1 425 000, the Director -General

had incurred virtually all of the obligations under that programme for assistance to the de-
veloping countries. More than $ 1 million had been spent on smallpox eradication in Bangla-
desh and India; emergency assistance to an amount of approximately $ 175 000 had been pro-
vided to Cape Verde, Guinea- Bissau, Mozambique, Sao Tome and Principe, the Democratic Republic
of Viet -Nam, the Lao People's Democratic Republic, and the Republic of South Viet -Nam; and
another $ 188 000 had been provided for research and training in tropical diseases and cancer
consultations in Africa. The Director -General intended to pursue that policy of spending
the greater part of the funds in his Development Programme in 1976 and 1977 and future years
on the most urgent needs of the developing countries. Fourthly, the 1977 revised programme
proposals included a new development - the establishment of Regional Directors' Development
Programmes - thus providing a mechanism for financing WHO collaboration to meet special needs
arising outside the conventional planning cycle. The Regional Director for Africa planned to
use $ 310 000 of the increased allocation to the African Region to establish a Development
Programme for use on additional activities in, and services to, developing countries as needs
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arose during the operating period. The Regional Director for the Eastern Mediterranean
planned to do likewise, but in a somewhat smaller amount, although a large sum might be forth-
coming from extrabudgetary funds for the same purpose. Fifthly, there had been, concomitant
with the transfer of funds from headquarters to the regions, a real redistribution of resources
at the regional level following the review of the regional programme budgets for 1977 by the

various regional committees. That redistribution had taken two forms: first, a number of
Member States had generously offered to accept a reduction in monetary terms of WHO cooperation
in favour of other countries which found themselves in more difficult economic situations;
secondly, technical cooperation programmes had been initiated for the first time in certain
new Member States and newly independent countries such as Angola, Cape Verde, Mozambique, Sao
Tome and Principe, and the Democratic Republic of Viet -Nam.

The net result was a budgetary increase in 1977 of 7.15% over the 1976 level, which was
the lowest increase since 1958, i.e., in 19 years. In view of the current inflationary
tendencies that certainly could not be considered anything but a stabilized budget. Of the
total proposed increase of 7.15 %, increased regional activities represented 5.04 %, while org-
anizational meetings, including regional committees, headquarters and interregional activities,
represented only 2.11 %. Put differently, the headquarters allocation had increased by 5.74 %,
while the allocation for the regions had increased by 9.07 %. The increase of 5.74% in the
headquarters allocation represented in fact a programme decrease in real terms, since the cost
increases alone amounted to 5.97 %. On the other hand, in the regions the increase in the
regional allocations of 9.07% reflected a real programme increase of 4.22 %, since estimated
cost increases amounted to only 4.85 %. Some of the regions, of course, would have overall
increases much larger than 9 %. That was the case of, for example, the South -East Asia Region
which, within the framework of an overall budget increase of 7.15 %, would receive an increase
in its allocation of 11.67 %, and of the African Region which would receive an increase of
9.36 %.

Already the 1976 revised budget showed a decrease of 134 posts as compared to 1975; the

1977 revised budget proposals reflected further decrease of 37 posts under the regular budget,
as could be seen on page 170 of WHO Official Records, No. 231.

In order to minimize the impact of increased assessments of Member States, the Director -
General was also proposing an increase in the amount of casual income to be used to help
finance the 1977 budget from the $ 1.5 million originally proposed to $ 2 million, as well as
an increase in the amount of estimated reimbursement of programme support costs to be used to
help finance the regular budget in 1977 from the $ 2 million originally proposed to $ 2.6
million. As a result the 7.15% increase in the budget would entail only a 6.75% increase in
Members' contributions towards the effective working budget.

Those changes, made with respect to the revised. 1977 programme budget, should be regarded
as precursors of more extensive changes to be reflected in the proposed programme budget for
1978 -1979, which was in preparation and which would be the first programme budget to be prepared
since the adoption of resolution WHA28.76. Although the programme budget proposals were not
finalized yet, it could already be indicated that the following redistribution of funds would
be reflected in the proposals for 1978 -1979 to be submitted by the Director -General in 1977.
First, the Director -General was aiming at a reduction of the headquarters component of the
regular budget by approximately $ 2 million by the end of 1979, in real terms, using the 1977
budget as a base. He planned to achieve that by reducing by $ 1 million the headquarters
component of various programme sectors in each of the years 1978 and 1979. To avoid
misunderstanding, it had to be made clear that such a reduction would not necessarily mean
that there would be no increase in the headquarters budget, since cost increases would have
to be taken into account. If the Director -General decreased the headquarters budget by, say,
3% or 4% in real terms but cost increases averaged, for instance, some 7% to 9 %, there would
obviously have to be an increase in the headquarters budget in dollar terms. As part of that
reduction in real terms in the headquarters budget a target had been set for a reduction in
professional posts at headquarters which might amount to as much as 6%, or perhaps 7 %, of the
total professional posts there. Some of those reductions in headquarters posts might, of
course, also entail reductions in general service posts. There would also be a further trans-
fer of interregional and headquarters activities to the regions. The amount of that transfer
was still not clear, but it was expected to be of the order of at least $ 1 million. As he
had already said, the Director -General's Development Programme and the Regional Directors'
Development Programmes would again be devoted largely to technical cooperation activities in
the least developed among the developing countries; and he was sure that the Regional Direc-
tors would continue to consult governments in their regions with a view to a continuing re-
distribution of WHO technical cooperation funds at the regional level, i.e., reductions in
WHO funds used to finance regional offices and for activities in some countries in favour of
others which found themselves in more difficult economic circumstances.

He apologized for spending so much time in outlining a matter which perhaps could be
considered more appropriately in connexion with the Director -General's programme budget pro-
posals for 1977, but, in view of the number of questions that had been asked, during the
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discussion, about the proper distribution of funds between headquarters and the regions, he
thought that he should give the Committee that information already, even though the subject
formally under discussion was only the supplementary budget for 1976.

Another group of questions had related to the desirability of reducing allegedly "top -
heavy" headquarters staff, and of making economies at headquarters, justified by the need to
increase technical cooperation with developing countries. That view was obviously based on
the assumption that headquarters staff and activities had nothing to do with technical coop-
eration activities and that most, or all, headquarters staff were merely to be considered as
"overhead" or "administration ", both of which terms had been used, he thought, in the course
of the discussion. He invited the Committee to look briefly at the facts in order to under-
stand the present situation and the direction that current trends were taking. He would not
labour the point, which had already been made by the Director -General at the previous meeting,
that, since 1971, when the Swiss franc had begun to go up in relation to the dollar, head-
quarters had been forced to absorb millions of dollars of cost increases despite the supple-
mentary budgets that had been adopted from time to time by the Health Assembly. To give but
one example - the most recent - for the year 1975: some of the members of the Committee would
recall that, in May 1975, the Director -General had had to report to the Health Assembly that,
while the budgetary rate of exchange on which it had been necessary to base the 1975 budget
estimates had been Sw.fr. 3.23 to the dollar, the actual rate of exchange at that time had been
Sw.fr. 2.51. In fact the average rate of exchange for the year 1975 had been Sw.fr. 2.58 to
the dollar. That had necessitated reductions in the programme and economies in an amount of
approximately $ 9.5 million. Virtually all those savings had been made at headquarters.
They had been of all kinds - freezing of posts, delays in recruitment even when recruitment
was absolutely necessary, cuts in research grants, in collaborative research and in assistance

to research, cuts in interregional projects, operational economies of every sort - so that,
as the Director -General had said, a point might soon be reached where further economies of
that kind - and a few had been mentioned during the discussion - were perhapsno longer possible.

As the Director -General had said, of all the major organizations in the United Nations
system, WHO, with only 29% of its total staff located in Geneva, had the smallest percentage
of its total staff located at headquarters and was the most decentralized. The United
Nations, with very large offices and regional commissions in various parts of the world,
including a large office in Geneva, currently had as much as 37% of its staff at its head-
quarters in New York. The ILO had 51% of its staff at headquarters in Geneva; FAO had
52% of its staff at headquarters in Rome; and UNESCO had 62% of its staff at headquarters in
Paris. Those figures should be borne in mind in connexion with any discussion of "top- heavy"
WHO headquarters staff. Moreover, that result had been achieved despite the many resolutions
of the Executive Board and the Health Assembly expressly calling for support services and
other facilities such as procurement of equipment and supplies, health statistics, health
literature services, health information of the public, publications, translations,
interpretation and conference services, all of which required the concentration of staff and
financial resources at headquarters rather than in the countries themselves. To give but
two examples: the procurement of equipment and supplies, and language staff; it was esti-
mated that, in 1977, equipment and supplies, including pharmaceuticals, to the amount of
approximately $ 5.6 million would be procured for field projects. Virtually all ofthose
purchases would be undertaken by staff at headquarters simply because it was much more econo-
mical to concentrate procurement effort and expertise at one location while providing an
essential service to a large number of Member States. As regards language staff, the
Committee well knew, WHO had at present six working languages. The Committee might not be
aware that at headquarters alone there were 150 staff members engaged in interpretation and
in translation, editing, typing and printing documents and publications in five languages
(he gave the figures for five languages only because the one language had to be the original
language) at a cost, in 1977, of $ 7 400 000, which would rise to over $ 9 million, and
probably $ 10 million, by 1979 not only because of cost increases but also because, until
that date, thanks to the generosity of the Arabic - speaking countries, the Organization would
not be paying for interpretation and translation into Arabic.

There also seemed to be a notion prevalent that most of the headquarters component of
the budget and of the staff was devoted to administration, i.e., administrative management,
personnel, supply, conference, office and building services, budget, finance and accounts,
data processing, legal services, internal audit services and so on - in short to general
services and support programmes. In fact, the general service and support activities just
mentioned took up only 14.19% of the regular budget in 1976 and had been reduced to 14.07%
in 1977. It was only fair to point out that general service and support programmes, which
were the so- called "administrative" activities, would in 1977 require only 8.2% of all funds -
including extrabudgetary funds since the latter, too, had to be accounted for, budgeted and
sustained by the same type of work on the part of general services and support staff as
regular budget funds. That was, in his opinion, a very small proportion for an organization
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of the size of WHO, and one that would compare favourably not only with the proportion in
other international organizations, but also with that in most private firms of comparable
size.

If that were so, the question arose as to the nature of the functions of the headquarters
staff who were not administrative staff, general support staff, or language and publications
staff, and as to the relationship of their activities to technical cooperation. In reality
WHO had very few constitutional functions or programmes whose objectives were not closely
related to assisting governments in meeting the health needs of their peoples. That was
true irrespective of the level of the Organization - headquarters, region or country -
where those activities were carried out. As the Director -General had said at the previous
meeting, WHO did not really have a country or regional technical cooperation part of its
programme budget that was in any meaningful sense separable from the Organization's programme
of work as a whole. That had been made abundantly clear by the Executive Board in its

organizational study on the interrelationships between the central technical services of WHO
and programmes of direct assistance to Member States, in which the Board had drawn the
attention of the Assembly to the need for an integrated approach to the development of the
Organization's programmes at all levels. Virtually all programmes in WHO, whether at the
country, regional office or headquarters level, had a technical assistance component, now
referred to as "technical cooperation with, and services to, governments ". That was true,
for example, of such global programmes as smallpox eradication, which was almost entirely
directed and serviced at headquarters, malaria control, and the expanded programme on
immunization, where strong central direction and technical leadership at headquarters had
been required to deliver assistance at the country level. Such new programmes as primary
health care, training of auxiliary health workers, and integration of health services were
all increasingly directed towards collaborative assistance and development at the national
level, with the technical support of headquarters and the regional offices. Many of the
professional staff assigned to headquarters for budgetary or management purposes in fact
spent much, if not most, of their time providing technical and advisory services to countries.
Thus there was really no clear distinction or separation between headquarters, regional and
country activities, or between interregional, intercountry or country projects. Many of the
centrally run programmes and projects served countries just as directly as projects within
those countries, or resulted in an eventual transfer of operations to the country level.
There was no doubt that if headquarters resources in staff and funds were to be reduced beyond
a certain point, the Organization would not only not be able to furnish certain central

services to Members in the style and amount to which they had become accustomed - such as
health statistics, library services, publications and supplies - but technical cooperation
projects at the intercountry and country levels in certain technical fields in which head-
quarters exercised strong leadership and direction would suffer in quality. Whether that
point had been or might soon be reached would, in his view, have to be considered very

seriously by the Health Assembly.

At the CHAIRMAN's request, Dr SACKS (Secretary) enumerated the documents before the
Committee, informing it in particular that a draft resolution was in course of preparation by
the Group of 77 along the lines outlined in the Committee by various members of the Group.
It had also been suggested that some elements concerning technical cooperation with and
services to governments that the Group of 77 was discussing should be related to the draft
resolution introduced by the Belgian delegation. As the Group of 77 was to meet the following
morning and a number of delegations had expressed the wish for a very full discussion, the
Committee might wish to defer further consideration of item 3.2 until a subsequent meeting.

It was so agreed. (See summary record of the fifth meeting, section 1.)

2. COORDINATION WITHIN THE UNITED NATIONS SYSTEM Agenda, 3.14

Assistance to newly independent and emerging States in Africa Agenda, 3.14.2

Dr JAYASUNDARA (representative of the Executive Board) recalled that the Director -General,
at the request of the World Health Assembly in resolution WHA28.78, had submitted a report to
the fifty- seventh session of the Executive Board on the situation with respect to assistance to
newly independent and emerging States in Africa up to November 1975, concentrating mainly on
operational assistance to the former Portuguese territories in Africa and transitional
governments, and the Organization's collaboration with the national liberation movements
concerned. The Regional Director for Africa, when introducing that report, had referred to
action taken by the Regional Committee for Africa on the emergency programme: namely, integra-
tion of health activities with socioeconomic development; the establishment of all forms of
cooperation; creation of multidisciplinary panels of experts; strengthening national health
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councils and the redistribution of funds between better endowed countries and those still among

the least developed.
Members of the Board had supported the principle that help be given to countries in

developing their own health manpower and assistance in the restructuring and setting up of
health services appropriate to local needs, with the aim of providing an opportunity for the

development of WHO's new approach regarding community involvement. It had been suggested that

more practical programmes should be drawn up to show how services could meet the greatest needs.

WHO should try to provide assistance from its regular budget, taking into account the programme

to be financed by UNDP, while at the same time acting as adviser and coordinator. Represen-

tatives of the liberation movements recognized by OAU had attended the twenty -fifth session
of the Regional Committee for Africa in Yaoundé in September 1975, at which discussions had been
held on the needs of the populations and on the preparations being made to meet them,
particularly in the health field, until the transitional governments came into being.

In that connexion it was planned to devote the greater part of the resources in 1976 and

1977 under the Director -General's Development Programme to technical cooperation activities in
programme areas of direct relevance to the priority needs of developing countries. In 1976

that programme comprised US$ 1.5 million and would comprise US$ 1.7 million in 1977. There

was, moreover, a new provision in 1977 of $ 310 000 for the development programme of the
African Region and $ 50 000 for the Eastern Mediterranean Region, with a further $ 750 000 to
the latter from extrabudgetary funds for its development programme. The Board had encouraged

support for the Director -General's Development Programme through such supplementary provisions

as could be secured.
The Board had adopted resolution EB57.R55, and in accordance with that resolution the

document submitted to it had been brought up to date.

The CHAIRMAN drew attention to the following draft resolution proposed by the delegations
of Angola, Guinea -Bissau, Mozambique, Swaziland, and the United Republic of Tanzania:

The Twenty -ninth World Health Assembly,
Having considered the Director -General's report, submitted in accordance with

resolutions WHA28.78 and EB57.R55 on assistance to newly independent and emerging States

in Africa;

that several projects and programmes of assistance to newly independent
emerging States have not been implemented mainly due to delays and inaction on the part of

UNDP;

1. TAKES NOTE of the state of implementation of projects to assist such States in
accordance with resolution WHA28.78 and resolution 3294 (XXIX) of the United Nations
General Assembly;

2. URGES the Director -General to intensify his efforts of collaboration with UNDP,
UNICEF and other organizations to secure funds for new programmes and those not yet
implemented;

3. THANKS those Member States that have generously responded to the Health Assembly's
appeal for contributions to assist in the development of health services in these countries
and calls upon those Member States that have not already done so to support this emergency
operation;

4. REQUESTS the Director -General:
(1) to intensify his efforts to assist newly independent States in Africa in
cooperation with other organizations within the United Nations system;

(2) to continue exploring possibilities of financial resources from budgetary and
extrabudgetary funds, for accelerating and intensifying the provision of health
assistance to national liberation movements recognized by the Organization of
African Unity;

(3) to report to the fifty -ninth session of the Executive Board and the Thirtieth
World Health Assembly on the implementation of the present resolution.

Dr MARTINS (Mozambique) said that his delegation had welcomed the adoption of resolution

WHA28.78, by which Member States had clearly shown their attachment to the principle of

assistance to newly independent States in their efforts to raise the level of health of their
people. Moreover, that resolution made the unusual provision of having recourse to reserve
funds, which had led his delegation to be hopeful of assistance from WHO and from other
specialized agencies through WHO. However, that hope had not been fulfilled; it was clear
from the updated report that the measures taken by WHO fell far short of what the governments

concerned had been led to expect. In Mozambique, the only projects under way were those
which had been prepared at the beginning of 1975, before the Twenty- eighth World Health
Assembly. In his delegation's view the provisions of resolution WHA28.78 had hardly been
fully applied.



COMMITTEE B: FOURTH MEETING 481

Dr TARIMO (United Republic of Tanzania) said that his delegation, having studied the
Director -General's report in the light of resolution WHA28.78, was unable to express its satis-

faction with the rate of programme implementation. It felt that an appropriate resolution
should be passed, pointing out the slow rate of implementation of the emergency programme and

calling on the Director -General to intensify his efforts to collaborate in response to the

previous resolution. The draft resolution before the Committee correctly reflected the

situation.

Professor DE CARVALHO SAMPAIO (Portugal) said that Portugal fully supported the WHO
programme of assistance to the newly independent States of Africa. The difficulties in the
health field in developing countries were obvious, and only the new economic order could
possibly bridge the gap between the developed and the developing countries. Well- planned and

well- conducted assistance programmes by international organizations could contribute greatly

to efforts towards world peace. The difficulties encountered by newly independent African

countries, first in their struggle for independence and at present in their efforts at
development, clearly justified increased help by the international community. Portugal was

ready to give all possible support in the health field to the new Portuguese- speaking countries,
not only through WHO, but also through bilateral technical assistance programmes.

Dr MALABA (observer for the African National Council of Zimbabwe) expressed the
appreciation of the African National Council of Zimbabwe for the opportunity of attending the

Health Assembly.
The Director -General's report was of great interest to the African National Council since

it covered the provision of health assistance both to newly independent States and to

liberation movements. Zimbabwe was in desperate need of emergency medicaments and supplies

such as ambulances, surgical equipment and basic medicines. The African National Council
fully supported the view expressed by the representative of OAU, at the sixth plenary
meeting, that United Nations organs and programmes should not obstruct implementation of the
health projects of developing countries and should avoid bureaucratic procedures. Delays in
the implementation of such projects merely prolonged the suffering of the people, frustrated
them, and strained relations with the United Nations bodies. UNDP, UNICEF and WHO should
therefore adopt flexible measures and expedite matters to meet needs fundamental to the welfare

of the people and their host communities.
Detailed lists of Zimbabwe's needs, endorsed by OAU, would be submitted officially to

UNDP, UNICEF and WHO, in accordance with resolution WHA27.36. Any health assistance received
in response to this request would be used not only to alleviate the suffering of the people of
Zimbabwe but also to provide health services for their host communities.

Mr SWEGER (Sweden) said that his delegation had found difficulty in drawing a clear
picture from the Director -General's report of WHO's current technical assistance programmes
for the newly independent African countries, and was concerned about the limited resources

available to them under the regular budget. As he understood it US $123 000 had been
allocated from the regular budget for 1977 with a further US $400 000 from other sources,
principally UNDP, representing an actual decrease of US $300 000 compared with 1976. In

addition only a small proportion of the extra US $2 000 000 available for technical assistance

under the regular budget had been allocated to them.

While his delegation was aware that WHO had no direct influence over the allocation of
UNDP funds, it was puzzled by the substantial decrease in those funds to those countries,
particularly since the UNDP Governing Council had at its latest session decided that the
poorest and the newly independent States should be the last countries to experience any

reduction in UNDP funds on account of that Programme's current financial crisis. He wondered

whether there was more information that the Committee might be given on any discussions that
might have taken place between WHO and UNDP on that matter.

Sweden, which had long voiced its strong support for assistance for liberation movements
in southern Africa and, indeed, had been responsible for the inclusion of that subject on the
agenda of a previous Health Assembly, welcomed the activities undertaken by WHO in pursuance of
Health Assembly resolutions and urged the Director -General to strengthen the efforts of WHO in

further assisting liberation movements in southern Africa. Concerned at the limited resources

made available under the regular budget, his delegation urged the Director -General to make

every effort to ensure that a fair share of the regular budget be made available for technical

assistance to newly independent States and national liberation movements in southern Africa

and to intensify WHO cooperation with them.

Dr LABIB (Egypt) expressed his delegation's concern at the gradually diminishing funds

available, particularly in view of the health problems and lack of health personnel and

experience in the countries concerned. He urged the Director -General to focus more attention

on those problems and to concentrate all efforts on finding the necessary funds, regardless of
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their source. Assistance, particularly in the primary health services and in health protection
of the population, was essential, and his delegation would support any resolution to that
effect.

Dr BOAL (Guinea- Bissau) said that the newly independent countries were handicapped by not
being aware of all the possibilities of assistance through WHO, and were therefore not always
able to avoid some of the problems and drawbacks inherent in the administration of large
international organizations. WHO should act more rapidly and be less bound by bureaucratic

practices. It would be desirable, for instance, to allow a State to contract directly with
foreign experts, whose salaries would be paid by WHO; such salaries were often much lower
than those of experts provided through the international organizations.

Professor LISICYN (Union of Soviet Socialist Republics) stressed the importance of
resolution WHA28.78 to which reference was made in the draft resolution under consideration;
in it WHO had been asked to intensify collaboration with governmental and other organizations
and to make active use of available funds, including the Voluntary Fund for Health Promotion.
He referred to that resolution because, in the opinion of his delegation, extrabudgetary
sources of funds were not used fully or sufficiently actively by WHO for many important

programmes, such as those for the development of health services, the training of health
personnel of various categories and the development of the expanded programme on immunization.
He stressed the need for more active coordination in the activities of WHO related to the
development of health services and measures to meet the most urgent current and future needs
of the newly independent and emerging States in Africa. His delegation supported the draft

resolution.

Professor LOPES DA COSTA (Brazil) commended the Director -General on the action he had
taken. His delegation favoured continued assistance, regretting only that funds for that

purpose were diminishing.

Dr LEBENTRAU (German Democratic Republic) said that in the past his country had
provided many forms of assistance to the newly independent and emerging States in Africa -
including help with the training of personnel, health care, and the provision of supplies and
equipment - and would continue to supply such aid. His delegation fully supported the draft
resolution.

Mr KUMAR (India) commended WHO's action and urged the Director -General to extend full
assistance to the newly independent and emerging States in Africa. The Director- General
should explore the possibility of securing assistance and funds from other bodies such as UNDP
and UNICEF, but more important still was the efficient and proper utilization of the funds.
Health care facilities should properly be catered for to ensure the improvement of health
conditions. His delegation fully supported the draft resolution.

Dr QUENUM (Regional Director for Africa), replying to comments, recalled that before
resolution WHA28.78 had been adopted, a certain number of measures had been taken when the
1976 programme budget had been under review to finance a number of programmes for the newly
independent countries. If, as the delegate of Mozambique had said, the resolution had not
been fully applied that was because only the regular budget provisions were used to implement
the projects referred to in the Director -General's report. Any lack of implementation,

therefore, was entirely due to lack of resources. As far as the 1978'79 programme budget was
concerned, efforts were being made to give priority to the newly independent countries
although there were some for which adequate information was still not available. With
reference to the Swedish delegation's question as to any discussion between WHO and UNDP, the
WHO Secretariat had merely been informed of the cuts being made by UNDP in programmes for which
WHO was the executing agency, and there had been no prior exchange of views. The Director -
General had done his best to facilitate the implementation of the programmes for Africa in
particular through his Development Programme. If Member States made a greater contribution,
the Director -General would have available all the funds needed for so important a programme.

Some countries were not, indeed, informed as to all the possibilities offered by WHO's
administrative mechanisms, as the delegate of Guinea- Bissau had said, and their programmes
had thus been handicapped, hence the advantage of having WHO representatives on the spot.
Nevertheless, and notably in the case of Guinea- Bissau, WHO had displayed all possible
flexibility within the existing mechanisms and had even accepted nominations made by
Guinea- Bissau for the provision of assistance.
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With reference to liberation movements, he said that regular budget resources for inter -
country activities would be inadequate to meet the enormous needs of those movements. In

that connexion, too, Member States would have to make additional efforts if cooperative
programmes with those movements were to become a reality.

Decision: The draft resolution was approved.1

The meeting rose at 5.45 p.m.

I Transmitted to the Health Assembly in the Committee's second report and adopted as

resolution WHA29.23. "



FIFTH MEETING

Tuesday, 11 May 1976 at 9.30 a.m.

Chairman: Dr E. AGUILAR PAZ (Honduras)

1. SUPPLEMENTARY BUDGET FOR 1976 (continued from the fourth meeting, Agenda, 3.2

section 1)

The CHAIRMAN drew attention to the draft resolution proposed by the delegations of
Australia, Belgium, the Federal Republic of Germany, Italy, Japan, and the United Kingdom,
the text of which had been distributed at the fourth meeting. He also drew attention to the
following amendment proposed by the delegation of the Central African Republic, adding two
paragraphs to the draft resolution introduced by the Assistant Director -General at the third

meeting:

4. REQUESTS the Director -General and the Executive Board to study:

(1) all possible sources of financing the increase in salaries of general service
staff at headquarters;
(2) possible assumption by the International Civil Service Commission of the
function of recommending or determining salaries and allowances of the general
services category staff at the headquarters of the Organizations;

(3) the proper balance between the components of the regular budget to be devoted
to staff costs and other elements of the programme;

(4) the use of casual income to finance unforeseen expenditures;

5. REQUESTS the Executive Board to report on the implementation of this resolution to
the Thirtieth World Health Assembly.

Professor JAKOVLJEVI6 (Yugoslavia) said that the Director -General had made significant

efforts to implement resolution WHA28.76. For that and other reasons, he did not think that
the last paragraph of the preamble to the draft resolution proposed by Australia, Belgium and
others was appropriate; it could be variously interpreted, and he proposed that it be deleted.
If that change was not acceptable to the cosponsors of the draft resolution, his delegation
would not be able to support the resolution.

Dr KILGOUR (United Kingdom of Great Britain and Northern Ireland) said that the purpose
of the preambular paragraph was to strengthen and to preserve the resources required to give
effect to the resolution with which the Yugoslav delegation had been closely associated at the
previous Health Assembly. However, the cosponsors of the draft resolution would accept the
amendment proposed by the delegate of Yugoslavia.

Professor LISICYN (Union of Soviet Socialist Republics) proposed the deletion of the
second preambular paragraph of that draft resolution, since it overlapped with operative
paragraph 4, which was more explicit. He also proposed that the words "in the headquarters
component of the budget, including in particular reductions in existing staff levels" be
deleted from operative paragraph 5. The Assistant Director -General had indicated that the
appropriations for staff and other purposes at headquarters were considerably lower than in
other organizations, and to economize on staff was only one of the measures that the
Director -General might take. The Director -General should be free to consider economies not
only as regards headquarters staff.

He noted that the amount of $1 810 000 was required to cover additional expenditure for
1976. The Assistant Director -General's explanations had thrown light on only part of the

complex problem. It seemed, on the basis of the available information and proposals from the
International Civil Service Commission, that another solution might be found. Without making
a formal proposal, he suggested that operative paragraphs2 and 3 might be deleted and the
matter be referred to the Executive Board at its fifth -ninth session in January 1977. If those
paragraphs were retained, in that or another draft resolution, his delegation would be obliged
to vote against the resolution, although it respected the aim of finding economies within WHO
so as to avoid additional appropriations in the future. His delegation also reserved the
right to ask that the draft resolution be voted upon section by section.

Dr KILGOUR (United Kingdom of Great Britain and Northern Ireland) said that the amend-
ments proposed by the delegate of the Soviet Union would be unacceptable to the cosponsors
of the draft resolution.

-484-
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Professor BÉDAYA -NGARO (Central African Republic) suggested that the cosponsors of the
draft resolution under discussion, and his own delegation, which had proposed the addition of
two operative paragraphs to the other draft resolution, should meet in order to reach a

consensus on the text to be submitted for approval to the Committee.

Mr OSOGO (Kenya) expressed surprise that the cosponsors of the draft resolution intended
to reject the amendments proposed by the delegate of the Soviet Union. The second paragraph

of the preamble was redundant as its substance was contained in operative paragraph 4. His

delegation also agreed with that of the Soviet Union as regards the words to be deleted from
operative paragraph 5, since economies should be effected in the whole budget, not only at

headquarters.

Dr KILGOUR (United Kingdom of Great Britain and Northern Ireland) pointed out that the
preambular paragraph was intended to set the scene and give the reason for operative paragraph

4. It described in general what was needed, and the operative paragraph asked the Director -

General to take the necessary action. There was thus no duplication. The wording of

operative paragraph 5, as it stood, was required in order to carry through the intention of

the cosponsors. Those and the other amendments proposed by the delegation of the Soviet Union

would be unacceptable to them.

Dr CUMMING (Australia), agreeing with the delegate of the United Kingdom, pointed out that
the second preambular paragraph set out the basic idea behind the necessity for an independent
review and operative paragraph 4 described the way in which it should be carried out. It was

essential to retain the original wording of operative paragraph 5 since it was, after all,
additional expenditure at headquarters that was giving rise to worry.

Professor LISICYN (Union of Soviet Socialist Republics) wished to make it clear that he
had not formally proposed the deletion of operative paragraphs 2 and 3 but had merely conveyed
the views of his delegation on the matter. His reasons for proposing the deletion of the
second preambular paragraph had been clearly put by the delegate of Kenya. He would agree to
the retention of that paragraph if the words "an independent and impartial body" were replaced
by "the International Civil Service Commission and other United Nations bodies ".

Dr KILGOUR (United Kingdom of Great Britain and Northern Ireland) said that the cosponsors
of the draft resolution would not disagree to substituting "the International Civil Service
Commission " for "an independent and impartial body ".

Mr KHATIB (Libyan Arab Republic) said that the fourth and fifth preambular paragraphs
expressed concern and warned against the consequences of the increased staff costs, whereas
the supplementary budget was approved in the operative part of the draft resolution. He did
not see how those two ideas could be reconciled in one and the same resolution; there was an
inherent illogicality with which his delegation could not agree.

Mr FURTH (Assistant Director -General) asked for a clarification of the words "and of any
expenditure approved for the same purpose in 1977" in operative paragraph 5, since they allowed
more than one interpretation.

Dr KILGOUR (United Kingdom of Great Britain and Northern Ireland) agreed that the phrase
was somewhat ambiguous as it stood and proposed that "and" be replaced by "or ".

Dr SACKS (Secretary) summarized the proposed amendments to the draft resolution under
discussion. In the second preambular paragraph it was proposed that the words "an independent
and impartial body" should be deleted and replaced by the words "the International Civil
Service Commission "; that proposal had been accepted by the sponsors of the draft resolution.
In operative paragraph 5 the words "in the headquarters component of the budget, including in
particular reduction in existing staff levels" should be deleted; that proposal had not been

accepted by the sponsors and he understood that the delegation of the Soviet Union would wish
it to be put to a separate vote. Again in operative paragraph 5, the sponsors were amending
"... and of any expenditure" to read "... or of any expenditure ".

The CHAIRMAN recalled that, under Rule 70 of the Rules of Procedure, a decision on the
supplementary budget for 1976 should be made by a two -thirds majority of the Members present
and voting.

Dr CAYLA (France) requested that before a vote was taken the proposed amendments to the
draft resolution be circulated in writing.
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Professor REXED (Sweden) said that all the Nordic delegations would support the draft
resolution, since it offered an appropriate solution to the problem of the supplementary budget
for the years 1975, 1976 and 1977, but considered that the terms of operative paragraph 5 were
too strict in defining how the Director -General might solve the economic problems involved; a

more flexible formula would have been preferable.

Professor LISICYN (Union of Soviet Socialist Republics) formally requested that the draft
resolution be voted on paragraph by paragraph, since his delegation could not accept all parts
of the draft resolution, although it considered that some parts offered an appropriate solution
to the economic problems concerned. His delegation did not approve of the specific sums
mentioned in the draft resolution since it was not convinced that the Secretariat and the
Director -General had taken all possible measures to find the best solution. He supported the
request that proposed amendments be circulated in writing.

Professor BÉDAYA -NGARO (Central African Republic) considered that the draft resolution

under discussion referred to aspects that went beyond the scope of the supplementary budget

and were more closely related to programme budget matters that would be discussed by

Committee A. It was therefore premature to discuss them. The question of salary

increases and their repercussions was dealt with broadly in the paragraphs which his

delegation proposed should be added to the other draft resolution.
Operative paragraph 5 of the draft resolution he considered too restrictive. In that

connexion he recalled that, in the amendment proposed by his own delegation, the Director -

General and the Executive Board were requested to study all possible sources of savings.

His delegation would maintain that proposed amendment unless it was possible to achieve

agreement on a new draft with the sponsors of the draft resolution under discussion. He

therefore proposed that there be consultation between those sponsors and his delegation

before any further discussion on item 3.2.

The SECRETARY said that, in accordance with Rule 51 of the Rules of Procedure, the
texts of the amendments under discussion would be circulated in writing at the next meeting and
suggested that the proposed consultations take place between the present meeting and the next.

The CHAIRMAN proposed the deferment of further discussion of item 3.2 to the next meeting,

when the relevant texts would be available.

It was so agreed. (See summary record of the sixth meeting, section 1.)

2. COORDINATION WITHIN THE UNITED NATIONS SYSTEM (continued) Agenda, 3.14

Special assistance to Cambodia, the Democratic Republic of Viet -Nam, Agenda, 3.14.4

the Lao People's Democratic Republic and the Republic of South Viet -Nam

Dr JAYASUNDARA (representative of the Executive Board) introduced the item, saying that
the Executive Board at its fifty- seventh session, having considered a report by the Director -

General that reflected the steps taken by WHO in consultation and cooperation with the Regional

Director and the Regional Committee for the Western Pacific, and having noted the decisions taken

by the Regional Committee in resolution WPR /RC26.R4,had adopted resolution EB57.R56, which endorsed

the steps taken by WHO and requested the Director -General to report further to the Twenty -ninth World

Health Assembly. Further action had been foreseen by the Director -General regarding appropriate

collaboration with other United Nations organizations in providing special assistance to the

Member States concerned, regarding the acceleration of the development of detailed programme
proposals with those Members, and regarding specific appeals - based on those proposals - to

be made to Member States and other possible sources of supplementary support. Further, the

Executive Board recommended to the Twenty -ninth World Health Assembly that the Lao People's

Democratic Republic be one of the countries authorized to receive special assistance under

resolution WHA28.79.

Dr DY (Regional Director for the Western Pacific) said that, following the adoption of
resolution WHA28.79, consultations had taken place with representatives of the Democratic

Republic of Viet -Nam and of the Republic of South Viet -Nam. In October 1975, a representa-

tive of the Director -General had visited both countries for discussions. That had been

followed in December by a visit by the Director -General and himself. Representatives of both

countries had indicated their needs and because of the magnitude of those needs had been
invited to the Regional Office in Manila to discuss them in February 1976. Following the
preparation of material indicating the problems of and required inputs by those countries and
because, at that time, no external contributions had been received, a special meeting had
been convened in Manila on 30 -31 March 1976 in which Member States in the Western Pacific



COMMITTEE B: FIFTH MEETING 487

Region, Member States outside the Region with administrative responsibilities within it, and
the UNICEF representative in Viet -Nam had participated. The result of the meeting had been
disappointing, since only two countries had offered assistance: the Philippines had offered
BCG vaccine, smallpox freeze -dried vaccine, and cholera El Tor vaccine for a period of three

years; and Malaysia had offered the sum of Malaysian $ 20 000 to be managed by WHO for use
in assistance to the Democratic Republic of Viet -Nam and the Republic of South Viet -Nam.
The representatives present in Manila had agreed to consult with their governments and it was
hoped that favourable consideration would be given to the appeals in resolutions WHA28.79 and

EB57.R56.

Professor JAKOVLJEVIC (Yugoslavia) said that, while his delegation supported the views
of the Director -General and the Executive Board, it considered that the Twenty -ninth World

Health Assembly should reaffirm the facts and seek to intensify the efforts being made to

implement resolution WHA28.79. His delegation therefore proposed the following draft

resolution:

The Twenty -ninth World Health Assembly,
Bearing in mind resolution WHA28.79 on special assistance to

Viet -Nam and the Republic of South Viet -Nam;

examined the report of the Director -General on
Republic of

Having
resolution;

Considering resolution EB57.R56, in which the
that the Lao People's Democratic Republic be added
special assistance under resolution WHA28.79;

Concerned at the urgency with which immediate, effective
is required for the reconstruction of health services in these
slowness with which assistance has so far been forthcoming;

Cambodia, the Democratic

the implementation of this

Executive Board recommended, inter alía,
to the countries authorized to receive

and large -scale assistance
countries, and at the

1. TAKES NOTE of the report;

2. DECIDES that the Lao People's Democratic Republic be one of the countries to
receive special assistance under resolution WHA28.79;

3. REQUESTS the Director -General
(1) to intensify his efforts to provide all forms of assistance in the
most expeditious and flexible way through simplified procedures without
obligations for and the impositions of financial participation of governments
concerned;
(2) to implement without delay the plans of assistance prepared with the
governments concerned;
(3) to consult Member States as to the voluntary contributions they are in
a position to provide for this operation;

4. REITERATES its appeal to all Member States to make voluntary contributions for
this exceptional operation;

5. REQUESTS the Director -General to report to the fifty -ninth session of the

Executive Board and the Thirtieth World Health Assembly on the assistance provided
to these countries.

Mr CHUN (Republic of Korea) said that his Government supported, in principle, WHO's
humanitarian activities, and had actively participated in the special meeting held in Manila
in March 1976 to which the Regional Director for the Western Pacific had referred. He hoped
that WHO's efforts would be fruitful, contributing to the easing of health difficulties in
the Western Pacific Region. His delegation supported the draft resolution.

Mr SWEGER (Sweden) said that his delegation had noted the results of the Manila meeting
and the great gap between the resources available and the needs, even in terms of an
emergency programme to cover assistance to Viet -Nam in the field of health. Progress had
been made, but the needs were still enormous; that was only to be expected after nearly
30 years of war. Since 1973, his country had been involved in the financing and construction
of two hospital projects in the Democratic Republic of Viet -Nam. The Swedish contribution to
those projects would amount to some US$ 25 -30 million. These contributions formed part of
the total Swedish development programme for that country, which amounted to approximately
Swedish kroner 300 million for the coming year. Noting that for 1976 approximately
US$ 1 390 000 had been set aside for assistance to Viet -Nam and approximately the same sum for
1977, he wondered why no increase had been foreseen for the latter year. He wished to know
whether any part of the additional US$ 2 million made available for technical assistance in
1977 had been set aside for Viet -Nam and suggested that a fair share of WHO's regular budget
available for technical assistance should be made available to that country. Given the
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immediate needs and the exceptional problems caused by the recent war, he hoped that further
substantial contributions from the international community would permit WHO to meet the wishes

of Viet -Nam and engage actively in the reconstruction and development programme of that

country.

Miss KIM Mun Gyong (Democratic People's Republic of Korea) said that resolution WHA28.79

had been adopted on the initiative of many countries, including her own. The recurrence of

the question of medical aid to the Member States concerned was a reflection of the unanimous

demand of the world's progressive peoples. After a successful conclusion to the war, those

countries were now struggling vigorously to achieve prosperity. The after -effects of the war

were still seriously affecting the economic and social life in those countries, particularly

in the domain of health. The honest -minded and progressive peoples of the world sent their
entire support and encouragement to those countries in their struggle to build a new life and

society under the banner of independence. Her delegation wished them success. She hoped

that WHO would work actively to give them more effective and substantial medical aid. Her

delegation supported the proposal that the Lao People's Democratic Republic be one of the

countries authorized to receive special assistance under resolution WHA28.79. She expressed

her Government's continued support to the Governments of Cambodia, the Democratic Republic of
Viet -Nam, the Lao People's Democratic Republic and the Republic of South Viet -Nam. Her

delegation fully supported the draft resolution under consideration.

Professor SENAULT (France) said that his delegation, taking into account resolution
EB57.R56 of the Executive Board and the contents of the Director -General's report on the item,
supported the draft resolution proposed by the Yugoslav delegation.

Dr YU Lu -yi (China) said that after heroic and protracted struggles, the peoples of
Cambodia, Viet -Nam and Laos had eventually defeated imperialism and its lackeys. The battle

had been a hard one, and immense sacrifices had been made. Her delegation believed that WHO
should strengthen the assistance it was providing to the peoples of those countries, and
should stipulate specific measures for the implementation of that assistance.

Dr PHOLSENA (Lao People's Democratic Republic) thanked the Regional Director for the
Western Pacific for the aid he had given, and the Executive Board for having recommended
that his country should be included among those authorized to receive special assistance in
accordance with resolution WHA28.79. His country, together with its neighbours, Viet -Nam and
Cambodia, had undergone the most intense sufferings in its history in the course of a war
which had lasted thirty years, with all the destruction of life and property that that

entailed. After three million tons of bombs and toxic substances had been dropped on Lao
territory, its schools, hospitals and other sectors of the economic infrastructure had been

almost totally obliterated. Thousands of people, almost one -third of a population of three

million, had been made homeless, and thousands of others had been injured or orphaned.
Numerous diseases had been rampant during the war and persisted in the postwar period.

In order to undertake the task of reconstruction and to heal the grievous wounds
inflicted by the war, his country had not only to deal with a wide range of diseases - such
as malaria, parasitic diseases, tuberculosis, gastrointestinal diseases, leprosy, and
venereal disease - but also to give aid to orphans, uprooted families, drug addicts and

psychotics. He felt that with such a range of serious health problems to solve, his country,
with its inadequate infrastructure, particularly merited special assistance.

He urged delegates to give favourable consideration to the provision of special
assistance to Cambodia, the Democratic Republic of Viet -Nam, the Republic of South Viet -Nam,

and the Lao People's Democratic Republic.

Professor LISICYN (Union of Soviet Socialist Republics) said his delegation wished to
commend WHO for assisting the four countries under discussion in several important fields,
notably that of maternal and child health. He would like to see that assistance increased,
and also urged that efforts should be made to find additional resources to assist the

countries concerned. His delegation would vote in favour of the draft resolution proposed by

Yugoslavia.

Dr FRESTA (Angola) noted with interest the Yugoslav delegate's concern that immediate,
effective and large -scale assistance should be provided as a matter of urgency for the
reconstruction of health services in the countries mentioned in the draft resolution, and his
concern at the slowness with which that assistance had been forthcoming until now. His own
country, which had just emerged from a war that had lasted fifteen years, fully sympathized
with the problems confronting Cambodia, Viet -Nam and Laos. He had already drawn the
Director -General's attention to the need to avoid delays caused by the slowness of bureaucratic
procedures, and wished to take the opportunity to impress on the Assembly that all the problems
confronting peoples emerging from a period of war should be treated with the utmost urgency.
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Dr TARCICI (Yemen) said the draft resolution submitted by Yugoslavia had commendable
humanitarian aims, and his delegation would be pleased to give it its support.

Dr RINCINDORL (Mongolia) also supported the draft resolution.

Dr LEBENTRAU (German Democratic Republic) said his delegation had read with great
attention the letter circulated by the Director -General from the Vice -Minister of Health of

the Democratic Republic of Viet -Nam. His country was already assisting on a bilateral

basis the countries mentioned in the draft resolution, notably the Democratic Republic of

Viet -Nam and the Republic of South Viet -Nam; for example, it was at present assisting in the

reconstruction of hospitals in Hanoi. He shared the Director General's view, expressed in
the conclusions to his report, that the steps so far taken by the Organization did not
fulfil the expectations aroused by resolution WHA28.79, or by Economic and Social Council

resolution 1944 (LVIII). His country would continue further assistance to the countries

mentioned in the draft resolution, which his delegation supported.

Dr DY (Regional Director for the Western Pacific), in reply to the question raised by the
Swedish delegate, said that it was true that the allocation for the Democratic Republic for
Viet -Nam and the Republic of South Viet -Nam was to remain at the level of $ 1.5 million for

some years to come. He had felt that that level should be maintained in order not to deprive

the governments of other Members in the Region of WHO's technical collaboration. As was
indicated in the report, the resources currently available to WHO and to the United

Nations system as a whole were not adequate to meet either the immediate needs of these
countries or their needs in long -term rehabilitation. In fact, WHO was not able to meet even

the most urgent priority needs of the governments; for example, it was even unable to provide

DDT, although malaria was a very serious disease in the two Viet -Nams. He hoped that some of

those needs could be provided for by contributions to the Voluntary Fund for Health Promotion
or by bilateral arrangements between donor countries and countries in need.

Decision: The draft resolution proposed by the delegation of Yugoslavia was approved.1

3. EARTHQUAKE IN ITALY: EXPRESSION OF SYMPATHY WITH THE ITALIAN GOVERNMENT AND PEOPLE

Dr TARCICI (Yemen) said that Italy was now suffering a painful human tragedy as a result
of the earthquake which had demolished homes and caused thousands of casualties. He

welcomed the assistance that was being provided by the Organization in the emergency, and
suggested that the Director -General be requested to increase WHO's aid in order to alleviate
the sufferings of the victims of the disaster. He offered the Italian delegation his fullest
sympathy and support, and expressed the conviction that all delegates would join in his
concern for a country that had made so great a contribution to civilization.

Professor CANAPERIA (Italy) thanked the previous speaker for the sympathy he had
expressed for his country in the catastrophe which had befallen it. The Director -General and

Regional Director for Europe had offered the necessary assistance, and he was sure that his
country would make good use of it as necessary. He also wished to thank the Chair and all
the delegations which had expressed their condolence and their support.

The meeting rose at 11.20 a.m.

1 Transmitted to the Health Assembly in the Committee's second report and adopted as

resolution WHA29.24.



SIXTH MEETING

Tuesday, 11 May 1976, at 2.30 p.m.

Chairman: Dr E. AGUILAR PAZ (Honduras)

1. SUPPLEMENTARY BUDGET FOR 1976 (continued from the fifth meeting, Agenda, 3.2
section 1)

Dr SACKS (Secretary) said that as a result of the Committee's earlier discussions on the
item and following the informal consultations held immediately before the present meeting,

the Committee had before it the following revised version of the draft resolution originally
proposed by the delegate of Belgium and co- sponsored by the delegations of Australia, Federal

Republic of Germany, Italy, Japan and the United Kingdom of Great Britain and Northern Ireland:

The Twenty -ninth World Health Assembly,
Having considered the Director -General's proposals concerning the supplementary

budget for 1976 and the additional budgetary requirements for 1975 and 1977 relating to
unforeseen costs resulting from the recent adjustment in the salaries and allowances of
the general service category staff in Geneva by the organizations which apply the United
Nations common system of salaries and allowances;

Believing that the guiding principles and methodology applied in the determination
of the salaries and allowances of the general service category staff need to be reviewed
as soon as possible by the International Civil Service Commission;

Aware that under Article 12 of its Statute the International Civil Service Commission
has been given the functions of establishing the relevant facts for, and making recommen-
dations as to, the salary scales of staff in the general service and other locally -
recruited categories at the headquarters duty stations and such other stations as may from
time to time be added at the request of the Administrative Committee on Coordination, but
that the Commission has not yet assumed these functions;

Concerned over the implications which the recent increase in the salaries and
allowances of the general service category staff in Geneva has for WHO's programme budget,
and in particular for the headquarters component thereof;

1. CONCURS with the recommendation of the Director -General concerning the financing
of the additional costs relating to the year 1975 through savings on "unliquidated
obligations" or - if not sufficient - through other savings within the 1976 budget;

2. APPROVES the supplementary budget for 1976;

3. DECIDES to amend the Appropriation Resolution for the financial year 1976
(resolution WHA28.86) by

(i) increasing the relevant appropriation sections by the following amounts:
Appropriation

Purpose of appropriation
Amount

section US $

2 General management and coordination 168 600
3 Strengthening of health services 82 700
4 Health manpower development 48 300
5 Disease prevention and control 265 400

6 Promotion of environmental health 64 400
7 Health information and literature 187 500
S General service and support programmes . 993 100

1 810 000

(ii) amending paragraph D of that resolution by increasing the amount appropriated
under sub -paragraph (ii) by $ 1 810 000;

4. REQUESTS the Director- General to convey to the International Civil Service Commission
the view that the Commission should assume as soon as possible the functions described
in paragraph 1 of Article 12 of its Statute, particularly with respect to the salary
scales of staff in the general service category in Geneva;

5. REQUESTS the Director -General to institute as soon as possible a programme of
operational economies in the headquarters component of the budget, including in
particular reductions in existing staff levels in the most appropriate sections, which
will produce within the period from now to the end of 1978 financial savings, in real
terms at least equal on an annual basis to the cost of the supplementary budget for 1976
or of any expenditure approved for the same purpose in 1977;

-490-
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6. REQUESTS the Director -General to report to the fifty -ninth Executive Board and the

Thirtieth World Health Assembly on the programme for operational economies referred to

above and on progress made in implementing it.

The Committee also had before it a proposal by the Soviet delegate to amend operative
paragraph 5 of that draft resolution by deleting the words: "In the headquarters component of

the budget, including in particular reductions in existing staff levels ".
The consultations had indicated that the only other proposals before the Committee were

the draft resolution introduced by the Assistant Director -General at the third meeting and an

amendment thereto by the delegation of the Central African Republic submitted at the beginning

of the fifth meeting.

Professor BEDAYA -NGARO (Central African Republic) explained that unfortunately his
delegation's amendment had been submitted rather late: he had understood that the Group of 77

had been considering something along similar lines. Following the consultations mentioned
by the Secretary, it now wished to withdraw that amendment.

He supported the revised draft resolution proposed by the delegation of Belgium as far as

operative paragraph 4 dealing with the International Civil Service Commission, which echoed
the sense of paragraph 4(2) of the withdrawn amendment. With regard to operative paragraph 5,

economies could not really be considered in terms of cutbacks in staff; they had to be

considered as coming from all possible sources. The amendment proposed by the USSR, which

placed the emphasis on "the most appropriate sections ", reflected his own Government's position.

His delegation therefore supported that amendment.
As regards operative paragraph 6, his delegation was of the opinion that as it was the

last paragraph, it should refer to the implementation of the resolution as a whole, including
paragraph 4 as well as paragraph 5, and should therefore be amended to read as follows:

REQUESTS the Director -General to report to the fifty -ninth session of the Executive Board

and the Thirtieth World Health Assembly on the implementation of this resolution.

Mr DILEN (Belgium) said that, as one of the co- sponsors of the revised draft resolution
before the Committee, his delegation would vote against the amendment proposed by the Soviet
delegate, which it did not consider to be in the interest of the Organization. It was not
logical for economies to be made to the detriment of the regional budgets, simply because the
general service staff in Geneva had obtained substantial salary increases by union pressure.
That was no reason why the regional programmes should suffer.

Dr KILGOUR (United Kingdom of Great Britain and Northern Ireland) said that the amendment
to operative paragraph 6 put forward by the delegate of the Central African Republic was
acceptable to his delegation, as it improved the draft resolution, but, like the delegate of
Belgium, it could not accept the amendment proposed by the delegate of the USSR and would vote
against it.

The CHAIRMAN said that in accordance with his earlier proposal to vote on the revised
draft resolution paragraph by paragraph, the delegate of the USSR might like to suggest which
paragraph should be dealt with first.

Professor LISICYN (Union of Soviet Socialist Republics) said that there was apparently no
objection to the preamble and that voting could therefore begin with the operative paragraphs.
His delegation still stood by its amendment.

Professor BEDAYA -NGARO (Central African Republic) proposed that as a paragraph by
paragraph vote had been requested at the previous meeting, the operative paragraphs should be
taken in numerical order, the decision on paragraph 5 being reached when its turn came.

The CHAIRMAN pointed out that under the Health Assembly's Rules of Procedure, approval
or rejection of paragraph 2 would require a two - thirds majority and the other paragraphs would

require a simple majority, approval of the revised draft resolution as a whole requiring a
two -thirds majority.

Dr KILGOUR (United Kingdom of Great Britain and Northern Ireland) recalled that in
accordance with Rule 65 of the Rules of Procedure of the Health Assembly, the amendment
furthest removed from the draft resolution had to be taken first. Paragraph 5 would
accordingly have to be considered first.

The SECRETARY explained that, in pursuance of Rule 65, it had been the Chairman's
intention to deal first with the amendment proposed by the USSR. The Committee would then
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decide, in accordance with Rule 64, on the request for a separate vote on each paragraph.
Rule 64 clearly stated that a delegate or a representative of an Associate Member might move
that parts of a proposal or of an amendment should be voted on separately. If objection was
made to the request for division, the motion for division should be voted upon, permission to
speak on the motion for division being given to two speakers in favour and two against. The
Chairman would first put the Soviet Union's amendment to the vote, and then ascertain if there
were any objection to the request for a separate vote on each paragraph.

The CHAIRMAN invited the Committee to vote by show of hands on the amendment to operative
paragraph 5 proposed by the delegate of the Soviet Union.

Decision: The amendment was rejected by 49 votes to 16, with 19 abstentions.

Dr KILGOUR (United Kingdom of Great Britain and Northern Ireland), supported by Mr WIRTH
(Federal Republic of Germany), suggested that as there had been only one amendment, which had
already been rejected, the draft resolution could be taken as a whole, and not paragraph by
paragraph.

Dr CAYLA (France) said that delegations should have the opportunity to express their
views on each paragraph of a draft resolution of such importance. He therefore supported the
proposal for a vote paragraph by paragraph.

Mr OSOGO (Kenya) drew attention to the amendment to operative paragraph 6 suggested by
the delegate of the Central African Republic, which appeared to have been accepted by the
delegate of the United Kingdom. Before disposing of the entire draft resolution it might
first of all be streamlined.

He supported the view of the United Kingdom delegate that there was no need to vote
paragraph by paragraph.

The SECRETARY understood that the amendment to operative paragraph 6 put forward by the
delegate of the Central African Republic had been accepted by the sponsors. The Committee
could therefore proceed to vote on the USSR delegate's request for a vote on separate
paragraphs under Rule 64 of the Rules of Procedure.

The CHAIRMAN invited the Committee to vote on the proposal of the Soviet delegate,
supported by the French delegate, for a vote on separate paragraphs of the operative part of
the revised draft resolution.

Decision: The proposal was rejected by 51 votes to 27, with 11 abstentions.

The CHAIRMAN next invited the Committee to vote on the revised draft resolution as a
whole. He reiterated that under the Rules of Procedure a two - thirds majority was required
for approval.

Decision: The revised draft resolution, as amended, was approved by 65 votes to 9, with
20 abstentions.1

Professor BEDAYA -NGARO (Central African Republic) explained that his delegation, which
had always recognized the necessity of the Director -General's proposals, had agreed with most
of the paragraphs of the draft resolution just approved, as it would have been able to show
had there been a vote by paragraph; but it had felt obliged to abstain because operative
paragraph 5 represented a step backwards, allowing the Director -General too little flexibility
in considering all possible economies, and placing emphasis on reductions in staff.

Dr CAYLA (France) said that his delegation, which had voted against the draft resolution
as a whole, would have voted for paragraphs 1, 4, 5 and 6.

Dr BOAL (Guinea -Bissau) said that his delegation had been in favour of the general tenor
of the draft resolution but had abstained because it considered that the amendment proposed by
the delegation of the USSR would have given greater flexibility to the Director -General.

Professor LISICYN (Union of Soviet Socialist Republics) said that his delegation would
have supported paragraphs 1, 4 and 6 but had not been able to approve the resolution with

1 Transmitted to the Health Assembly in the Committee's second report and adopted as

resolution WHA29.25.



COMMITTEE B: SIXTH MEETING 493

operative paragraph 5 as originally drafted. The amendment it had proposed would have given
greater possibilities to the Director -General in the way in which reserves could be found, and

would have made it possible to avoid the use of inappropriate procedures.

2. WORKING LANGUAGES OF THE WORLD HEALTH ASSEMBLY AND OF THE Agenda, 3.11

EXECUTIVE BOARD (continued from the second meeting, section 3)

Use of Arabic Agenda, 3.11.1

Dr JAYASUNDARA (representative of the Executive Board) said that when reviewing the matter
at its fifty- seventh session, the Executive Board had had before it a report by the Director -
General (Official Records No.231, Part I, Annex 12) on measures taken to implement resolution
WHA28.34 concerning the use of Arabic as a working language of the Health Assembly and the
Board. The report had stated that, in order to reduce the cost of implementing that
resolution and limit the increase of staff at headquarters that would otherwise be necessary,
every effort had been made to ensure that a maximum amount of work would be contracted out,
or handled by freelance staff. As a result, it had been decided to keep to a minimum the
nucleus of regular staff required to ensure continuity and to supervise temporary
reinforcements, and only five posts - three of professional grade and two in the general
service category - had been established. It had also been reported that besides those
permanent posts it would be necessary to engage for meetings 17 professionals with a
corresponding number of general service staff. The hope had been expressed that some of
them might be obtained on loan from sister organizations; the rest would have to be recruited
on the freelance market.

Arrangements had also been made with the Regional Office for the Eastern Mediterranean,
and with two reputable firms specializing in Arabic translation, for the production of the
Arabic versions of the Proposed Programme Budget, the Financial Report, the Director -General's
Annual Report, and the pre- session documentation for the Executive Board and the World Health

Assembly. It had also been reported that appropriate arrangements would be made for the
printing of the documentation.

The Director -General had declared that he was satisfied that those arrangements would
ensure acceptable services at a minimum cost.

At the fifty- seventh session of the Board part of the documentation had been issued in
Arabic and interpretation from and into Arabic had been provided. During the Board's
discussion, it had been stated that the cost of placing the Arabic and Chinese languages on
a par with the other working languages of the Organization had been provisionally estimated
at $ 2 500 000, involving a recruitment of about 60 members of staff. The hope had been
expressed that the alternative arrangements being put to the test by the Director -General in
view of the high cost of such a permanent structure would provide the present Health Assembly
with a full service in Arabic at only a fraction of the cost originally envisaged. As for
the literary qualities of the Arabic translation, Arabic - speaking members of the Board had
been asked to be patient, bearing in mind that the service was new and that the translators
lacked experience of WHO methods and terminology.

The Board had adopted resolution EB57.R41, in which it noted with satisfaction the
approach taken by the Director -General and asked that a further report on the matter be
presented to a future session of the Executive Board and the World Health Assembly.

Dr LABIB (Egypt), Dr TARCICI (Yemen) and Dr AL- AKHZAMI (Oman) expressed their appreciation
of the efforts made to provide the necessary documents in Arabic for the current session of
the Health Assembly, and of the interpretation to and from Arabic. It was hoped that the use
of Arabic would soon be extended to correspondence with the Regional Office for the Eastern
Mediterranean.

At the request of the CHAIRMAN, Professor KHALEQUE (Bangladesh), Rapporteur, read out the

following draft resolution:

The Twenty -ninth World Health Assembly

Having considered resolution EB57.R41 adopted by the Executive Board at its fifty -
seventh session on the basis of a report submitted by the Director -General,

1. ENDORSES the Executive Board's resolution;

2. REQUESTS the Director -General to pursue his efforts along the same lines.

Decision: The draft resolution was approved.1

Transmitted to the Health Assembly in the Committee's second report and adopted as
resolution WHA29.26.
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3. WORKING CAPITAL FUND Agenda, 3.5

Review of the Working Capital Fund (authority to borrow from internal funds) Agenda, 3.5.3

Dr JAYASUNDARA (representative of the Executive Board) said that at its fifty- seventh
session the Board had considered a report by the Director -General (Official Records No. 231,
Part I, Annex 10) proposing that he be formally authorized to borrow temporarily from internal
funds, under certain conditions, in order to assist in financing the budgetary appropriations
pending the receipt of contributions.

It had reviewed the background to this situation, particularly the less satisfactory
collection of contributions in recent years, the capacity of the Working Capital Fund for the
financing of budgetary appropriations pending the receipt of contributions, and the
possibility that long delays in the payment of assessed contributions could result in
temporary cash shortages of such magnitude that they could not be met from the Fund.
The Board had noted that the Director- General considered that the authorization would postpone
an increase in the level of the Fund and would mean that the increase ultimately required

would be minimized.
The Board had adopted resolution EB57.R36, in which it recommended a resolution for

adoption by the Twenty -ninth World Health Assembly. That resolution would authorize the

Director -General to borrow from internal funds with certain stated restrictions and limitations,
and call on Members and Associate Members to ensure full and prompt payment of their annual

contributions. The recommended resolution also included the necessary amendments to the

Financial Regulations and set out the arrangements that would be applicable for the
reimbursement of amounts borrowed from the Working Capital Fund to finance budgetary

appropriations.

Mr FURTH (Assistant Director -General) drew attention to a working document which updated
two of the appendices to the Director -General's report to the Board by providing information

covering the first four months of 1976. It illustrated the necessity of the Director -General's
proposal that he be formally authorized to borrow from internal funds to meet temporary cash
shortages of a magnitude that could not be met from the Working Capital Fund.

The Committee would note from the last column of the revised Appendix 2 that the net cash
balance of the Working Capital Fund varied considerably, but that only for the first two of
the 19 months shown in the table did it approach the Fund's established level of US$ 11 120 000.
As at'31 December 1975, the amount available to start the year 1976 had amounted to about
$ 2 270 000 - only about 20% of the established level of the Fund. At the end of March 1976,

the entire available cash balance of the Fund ($ 2 837 310) had only been sufficient to cover
about 55% of the regular budget cash deficit ($ 5 115 498), and the Director -General had had
no choice but to resort to internal borrowing ($ 2 278 188) to continue operations.

It was the first time in the Organization's history that the Working Capital Fund's cash
balance had been insufficient to cover the regular budget cash deficit; it was also the first

time that the Fund had been completely depleted.
These factors provided ample justification for adoption of the Director -General's

proposals, which had been endorsed by the Executive Board.

Mr WIRTH (Federal Republic of Germany) supported the Board's recommendations on internal
borrowing contained in resolution EB57.R36. During the discussion on the Financial Report
for 1975 and on outstanding contributions, the question of increasing the Working Capital Fund
had been raised. However, that was not the only way of solving the problem of liquidity due
to unpaid contributions. A general solution would have to be found, giving consideration to
the effects that a similar situation would have in business in the private sector, where
interest would certainly be charged on the sums overdue.

Decision: The resolution recommended for adoption by the World Health Assembly in
resolution EB57.R36 was approved.1

4. REAL ESTATE FUND Agenda, 3.6

Dr JAYASUNDARA (representative of the Executive Board) said that the Director -General had
reported to the Board at its fifty- seventh session the status of projects being financed from
the Fund. The report (Official Records No. 231, Part I, Annex 9) had indicated that the

1 Transmitted to the Health Assembly in the Committee's second report and adopted as

resolution WHA29.27.
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final cost of the projects authorized for the period 1 June 1970 to 31 May 1974 had been within
the amounts already reported to the Health Assembly.

Regarding the projects authorized by the Twenty- seventh and Twenty- eighth Health Assemblies

listed in that report, all, with one exception, were proceeding within the estimates previously

given; if they had not yet been started, there had been no indication that the estimated
amounts would not be sufficient. The one exception was that, in addition to the amount of
$ 35 000 authorized by the Twenty- seventh Health Assembly for repairs to the property to be
purchased by the Government of Denmark for lease to the European Regional Office, a further sum
of $ 25 000 would be required, in the opinion of the surveying architect, to cover the cost of
the repairs necessary to make the property usable as offices.

For the period 1 June 1976 to 31 May 1977, three new projects were proposed. First, it
was considered essential to add some offices, as well as storage space, to the Regional Office
for the Eastern Mediterranean in order to improve the present crowded conditions of the
building and to enable the Regional Office to assume responsibility for a substantial proportion
of the translation work involving Arabic. The cost had been estimated at $ 45 000.

Secondly, the telephone exchange for the Regional Office for Europe needed to be replaced,
since spare parts and accessories for the present exchange were no longer being manufactured
and additional telephone lines were required. The cost of the new exchange had been estimated
at $ 100 000.

Thirdly, the Regional Office for the Western Pacific, which had recently reviewed its
office space requirements, was proposing the construction of an annex to its present building
which would provide 42% more office space, as well as storage and parking space, at an
estimated total cost of $ 460 000. There had been a considerable increase in the number of
staff since the construction of the building in 1955, with the result that the space was no
longer sufficient to accommodate the staff.

The immediate requirements of the Real Estate Fund amounted to $ 630 000. However, as
the Fund had an unencumbered balance of $ 320 000, including accrued interest, only an
additional amount of $ 310 000 was required. In accordance with the Director -General's
request, the Executive Board had recommended in resolution EB57.R35 that the Health Assembly
authorize the financing of the above projects from the Real Estate Fund. The cost in January
1976 had been estimated at $ 630 000, entailing the appropriation to the Fund of $ 310 000 from
casual income.

Mr ANDREW (United States of America) supported the transfer requested by the Director -
General, but said that in future funds for construction and building improvements should be
included as a specific item in the regular budget.

Dr GALAHOV (Union of Soviet Socialist Republics) asked if obligations had been incurred in
respect of all projects authorized for the period June 1975 - May 1976. If not, he would like
to know the reasons.

Mr FIORI (Canada), referring to the proposals to extend the Regional Offices for the
Eastern Mediterranean and Western Pacific, urged that alternative methods of financing the
accommodation of extrabudgetary staff should be examined; for example, it might be paid for
by the agencies, such as UNDP, that provided the extrabudgetary funds.

Mr LARSEN (Denmark) informed the Committee that with the recent completion of negotiations
between the Government of Denmark and the owner of the property neighbouring on the WHO Regional
Office for Europe, his Government had bought the property as of 1 April 1976 and was making it
available to the Regional Office.

Mr FURTH (Assistant Director -General) replying to the delegate of the United States of
America, pointed out that the Real Estate Fund had been created in 1970 by resolution WHA23.14
for the specific purpose of financing construction, repairs and alterations, since which time
the Director -General had always proposed the financing of construction work from the Fund.

To the delegate of the Soviet Union he replied that a partial answer regarding the
Regional Office for Europe had been provided by the delegate of Denmark. The extension of the
Regional Office for Africa had begun, but delays due to shortages of cement and reinforcing rods
had occurred. If other approved projects had not yet been completely implemented, that was
due to the usual delays experienced in construction work.

In answer to the delegate of Canada, he said that most of the extrabudgetary staff worked
on field projects; the few working in regional offices were staff members of WHO even if their
posts were financed from extrabudgetary sources, and WHO was thus obliged to give them
adequate office accommodation without distinction. He recalled that for the last three years
the Director- General had pursued a policy of charging support costs at the rate of 14% of the
costs of all activities financed from extrabudgetary sources (in fact true support costs were
nearer 23 %), and part of the 14% figure could be considered as going towards the cost of
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accommodation of staff financed from extrabudgetary sources. The whole question was being
examined by ACC on the basis of a report by the Joint Inspection Unit.

Professor KHALEQUE (Bangladesh), Rapporteur, read out the following draft resolution:

The Twenty -ninth World Health Assembly,

Having considered resolution EB57.R35 and the Director -General's report on the
status of the projects financed from the Real Estate Fund and the estimated requirements
of the Fund for the period 1 June 1976 - 31 May 1977:

Recognizing that certain estimates in that report must necessarily remain
provisional because of the continuing fluctuation in exchange rates;

Noting in particular that it is now necessary to undertake an extension to the
building of the Regional Office for the Western Pacific,

1. AUTHORIZES the financing from the Real Estate Fund of the projects envisaged in the
Director -General's report at the following estimated costs:

Extension of the building of the Regional Office for
the Western Pacific $ 460 000
Construction of eight offices and storage space in the
Regional Office for the Eastern Mediterranean $ 45 000
Installation of a new telephone exchange in the
Regional Office for Europe $ 100 000
Additional repairs to the property to be purchased by
the Government of Denmark and to be leased to the
Regional Office for Europe $ 25 000

2. APPROPRIATES to the Real Estate Fund, from casual income, the sum of $ 310 000.

Decision: The draft resolution was approved.l

5. USE OF THE EXECUTIVE BOARD SPECIAL FUND Supplementary agenda item 1

Mr FURTH (Assistant Director -General), introducing the item, said that subsequent to the
earthquake that had affected Guatemala in early February 1976, causing a great number of
deaths and injuries and extensive damages to the water distribution system and to hospitals,
health assistance had been provided by the United Nations system, bilateral and voluntary
sources, and by governments, in the form of medical teams, equipment and supplies for medical
and surgical care as well as disaster hospital kits.

The Director -General of WHO had requested and obtained approval by cable from members of
the Executive Board to use the Executive Board Special Fund in the available amount of
$ 100 000 to purchase supplies and equipment to be used towards the restoration of drinking -
water supply systems in rural areas in Guatemala.

As indicated in the report, the amount provided would not be reimbursed, as all

possible government and other financial resources would be absorbed by the needs arising from

the emergency in Guatemala. In order to ensure that the Executive Board Special Fund was
reinstated to its original amount and thus to ensure that funds were available for any
emergencies that might occur during the remainder of 1976, the Director -General proposed that
US$ 100 000 be transferred from casual income available at 31 December 1975 to the Special
Fund.

Should the Assembly agree to the proposal, the following draft resolution was submitted

for its consideration:

The Twenty -ninth World Health Assembly,
Recalling resolutions WHA7.24 and EB15.R59;
Noting that the amount of $ 100 000, being the established level of the Executive

Board Special Fund, has been expended for the purchase of supplies and equipment urgently
required for the provision of safe water supply for the victims of the Guatemala
earthquake,

1. CONCURS with the Director -General's recommendation to bring the Executive Board
Special Fund to its established level of US$ 100 000 by transferring this amount from
casual income available at 31 December 1975; and

2. AUTHORIZES the Director -General to transfer US$ 100 000 from casual income available

at 31 December 1975 to the Executive Board Special Fund to reimburse the Fund for the

1 Transmitted to the Health Assembly in the Committee's second report and adopted as

resolution WHA29.28.
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expenditure incurred for the purchase of supplies and equipment to be used towards
restoring safe water supply for the victims of the Guatemala earthquake in 1976, thereby
bringing the credit in the Fund to its established amount of US$ 100 000.

Mr FIORI (Canada), expressing support for the draft resolution, welcomed the use of the
Executive Board Special Fund to meet the Guatemalan emergency, but wished to know whether
there had been consultation with the Office of the United Nations Disaster Relief Coordinator;
the document before the Committee made no reference to it.

Mr FURTH (Assistant Director -General) assured him that there had been extensive con-
sultation with the Office of the Disaster Relief Coordinator, and WHO had collaborated with
other organizations through that Office.

Decision: The draft resolution was approved.1

6. ORGANIZATIONAL STUDIES BY THE EXECUTIVE BOARD Agenda, 3.7

Organizational study on "The planning for and impact of extrabudgetary Agenda, 3.7.1

resources on WHO's programmes and policy"

Dr JAYASUNDARA (representative of the Executive Board) recalled that the Board's
organizational study on the planning for and impact of extrabudgetary resources on WHO's pro-
grammes and policy had been requested originally in resolution WHA27.19. The Board had
examined the matter in depth at its fifty- fifth, fifty -sixth and fifty- seventh sessions and
had established a working group, under the chairmanship of Dr A. Sauter, to prepare the study
which was to be found in Official Records No. 231, Part I, Annex 8.

Before introducing the study itself, he informed the Committee that the Director- General
had received from the President of the Twenty- eighth World Health Assembly, Professor Halter,
a letter which had been placed before the Board in the context of the study.

In that letter Professor Halter had drawn attention to the large number of resolutions
adopted by the Health Assembly on important aspects of the Organization's work and to the
financial repercussions that the implementation of those resolutions would have and the need
to provide the Director- General with the necessary additional resources to carry out his tasks.
Professor Halter suggested that the regular budget, as designed and approved so far, could not
cover those new tasks and that difficulties had been met with in the implementation of the
Organization's traditional programmes for some years. A number of countries had therefore
been in the habit of making contributions to the Voluntary Fund for Health Promotion, thus
enabling certain programmes to go forward. Professor Halter had proposed that the Director -
General should convene a consultation of about a dozen people from various countries who had
shown interest in the work of WHO, or who had been instrumental in granting voluntary con-
tributions, or were very familiar with the problems arising in their countries, to look into
ways and means of attracting new voluntary resources. It was felt that WHO was in a position
to carry out extremely important activities with modest resources owing to its ability to
mobilize an enormous intellectual, technical and specialist potential; that in many areas of
the world Member States were confronted with problems that could often be substantially dealt
with through experts or by some relatively inexpensive intervention of the Organization; and

that, in both developing and developed countries, health problems were increasingly viewed as
a priority concern essential to deal with. Professor Halter was sure that many Member States

and friends of WHO could, by making large or even modest special contributions, develop an
additional form of international solidarity that was particularly necessary, desirable and
welcome in the current times of economic change and crisis. The Board had considered that
Professor Halter's proposal was well in line with the principles contained in the study.

As regards the study itself, Chapter 2 placed the problem in its proper focus and gave an
indication of the present volume of extrabudgetary contributions. Some of the trends of
expenditure under different headings of the Organization's resources were shown in Appendix 2.
Chapter 3 contained an analysis of the critical requirement for more funds if the Organization
was to fulfil its mandate; the Board was unanimous in recognizing that requirement. Bound
up with that was the problem of programme planning under the uncertainties of extrabudgetary
resources and the even more important problem of the possible distortion of WHO's programme
priorities by substantial extrabudgetary contributions. A reply to that central problem was
contained in Chapter 4, which emphasized the need for using uniform criteria for all funds
administered by the Organization, with the regular budget continuing to finance the core of
its activities. The Board was of the opinion that, by ensuring full integration of regular
budget activities with extrabudgetary programmes, the priorities set by Member States would be

1 Transmitted to the Health Assembly in the Committee's second report and adopted as
resolution WHA29.29.
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reflected in the overall planning process carried out with the guidance and under the super-

vision of the Board and the Assembly, thus minimizing any danger of distortion. That approach

would be fully consistent with the constitutional mandate of WHO to act as the directing and

coordinating authority in international health work and would, at the same time, ensure that

the regular budget remained the basis of WHO's operations while attracting other funds and

serving as a means of catalysing such additional resources in the WHO programme. The Board

considered that such an approach should not interfere in any way with national endeavours and

responsibilities for coordination of outside assistance at country level, but that WHO could

play a positive role in that area also, should governments so wish.

Chapter 6 set out approaches that could be taken by the Organization in seeking new

sources of extrabudgetary resources. The Board recognized a difference of opinions on whether

WHO should engage in fund -raising and considered that it should concentrate efforts for several

years to come on the promotion of specifically planned health programmes in line with the main

thrust of its activities, emphasizing governmental and multilateral arrangements rather than

the purely private sector except for programme collaboration purposes; thus it should not be

engaged, at least for the time being, in fund -raising.

Chapter 7 dealt in some depth with the problem of how best to link WHO, as an inter-
national community of Members, with the multitude of multilateral and bilateral sources of

funds. The Board was convinced that WHO already possessed many of the instruments needed to
undertake that particular task of coordination, and that more could be achieved through
further adaptation of the Organization's structures and approaches as recommended in the study.

The Board, after having considered the study, had adopted two resolutions, each containing
a recommended text for the Health Assembly's consideration and possible adoption.

The first was resolution EB57.R29, which dealt with the Voluntary Fund for Health

Promotion. In adopting that resolution the Board's intention had been, firstly, to confirm
the Fund's role as a mechanism for the provision of extrabudgetary funds and its obvious
relevance to contributions made to the Organization in accordance with the new policies set

out in the organizational study. Secondly, the Board had felt the need to consolidate in
one comprehensive resolution the various decisions taken by the Assembly and the Board on the
establishment, reporting and functioning of the Voluntary Fund since its inception in 1960.
Thirdly, the Board had recognized that some flexibility was necessary in the utilization of
the funds accruing in the General Account for Undesignated Contributions and it therefore
recommended that resources accumulated in that subaccount be transferred to another subaccount
or be utilized for other purposes, as proposed by the Director - General and approved by the

Chairman of the Board.
In presenting to the Health Assembly for possible approval the second draft text, which

was contained in resolution EB57.R33, the Board had considered that the Director -General
should be given a firm mandate to develop further initiatives, mechanisms and programmes
capable of attracting and coordinating an increased volume of bilateral and multilateral aid
in order to foster international health activities as well as health assistance programmes in

favour of developing countries.

Dr CUMMING (Australia) congratulated the Board's working group on successfully coming

to grips with a most complex problem. He wished to single out two areas of particular

importance. The first, which was dealt with in section 3.2, concerned the difficulty of
planning under conditions of uncertainty. It was pointed out that even within the United

Nations system, which provided more than 60% of the extrabudgetary support, there was a risk
of planning succumbing to administrative differences. The major funding agencies such as

UNDP, UNFPA and UNEP did not have the same budget cycles as the major executing agencies,
were unable to predict with accuracy the availability of funds from voluntary government con-
tributions, and consequently could not usually provide firm commitments in advance for WHO
biennial programmes or medium -term planning periods. That uncertainty and lack of
synchronization of budgetary cycles was the single most important fact preventing adequate use

of extrabudgetary funds. WHO should lend its full support to endeavours within the
United Nations system to overcome those problems, particularly the efforts of ACC, the Task
Force on Harmonization of Programme Budget Presentation, and the Group of Experts on the
Restructuring of the United Nations System, which were the spearhead of the attack on those

fundamental difficulties.
The second area was the role of WHO as coordinator, which was dealt with in Chapter 7 of

the study. There the study broke new ground. WHO had a potential for generating increased
extrabudgetary resources for directing assistance to governments far greater than its own

limited regular budget. Member States should use the policy and technical coordination
expertise of WHO in order to stimulate such assistance, avoid duplication of effort and help
when technical advice from a number of donors appeared to conflict. It was essential that

WHO should play an active role in encouraging such activities rather than passively await

requests. That new role for WHO called for a major decision affecting the whole future of
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the Organization's work that was acceptable both to Member States and to the Organization.

WHO must assume that wider planning and coordinating role if it was to play more than a
marginal role in international health work in the future. In general, therefore, his
delegation supported the study.

Professor AUJALEU (France) wished, as a member of the working group, to single out a
number of points from the study that would carry greater weight if they received the express
approval of the Health Assembly.

The group had been constantly aware of the danger of infringing the prerogatives of
Member States, whether donors or recipients, in considering bilateral and multilateral
assistance. He thought the group had succeeded in avoiding it and that the right of each
country to do what it thought best had been respected.

He wished merely to make three observations. The first concerned section 7.3, on
working relations between WHO and Member States, where mention was made of direct contacts
between WHO and other national ministries than ministries of health. While the necessary
precautions had been taken and mention had been made of the fact that such contacts were
constitutionally possible by special agreement with the country concerned, he stressed the
need for great prudence in discussing health matters with ministries other than those of
health.

His second observation related to section 7.5, on the strengthening of the role of
regional offices and of WHO representatives, and concerned the role that WHO representatives
were intended to play. In fact, the higher the level, the more easily coordination was
accepted, so that Member States would be likely to accept WHO coordination more easily at the
regional office and regional director level than at the level of WHO representatives, since
countries would not necessarily always recognize the WHO representative's technical expertise
as superior to their own; care should also be taken there. The logical consequence was the
need for a study of the role and training of WHO representatives and that was why he had
proposed, and the Board had taken up his proposal, that they be the subject of the future
organizational study. Even so, care would have to be taken to work through WHO representa-
tives only when their usefulness was accepted by the countries concerned.

His third observation concerned the conclusion, in section 8.8, that "in view of the
need to commit regular budget resources to the coordination and planning roles of WHO, it
becomes all the more important to develop additional mechanisms for coordinating and increa-
sing the amount and effectiveness of bilateral and multilateral aid ". In that connexion, he
foresaw a difficulty in the light of recent discussion. Where would the Director -General
find the necessary staff? Perhaps it had been intended that they should be paid from the
extrabudgetary resources; if so, he was somewhat reassured as the staff would then be found
if there were extrabudgetary resources available. But if they were to be financed from the
regular budget, the difficulty would be very real. He did not recall that the group, or
the Board, had discussed that problem, probably because it had appeared less acute then than
it had since become. He would welcome the Secretariat's views on the subject.

Mr VINETTE (Canada) expressed his delegation's interest in and satisfaction with the
study. Since their application to developmental activities of international institutions
and specialized agencies, extrabudgetary resources had become a real part of the overall
management, from initial planning to ultimate implementation and evaluation. In the case of
WHO, extrabudgetaryresources were particularly important. Such resources could have a great
impact when appropriately used, and they were being used to enable programmes to proceed
faster, to enlarge established programmes, to promote new ones, or as a catalyst for human
and financial resources, as in the case of the smallpox eradication programme, the expanded
programme on human reproduction, the new programme on training and research in tropical
diseases, and the Volta River basin onchocerciasis programme respectively.

It was stated in section 4.1 that "well planned programmes, aimed at clear objectives,
will resist adverse influences and at the same time stimulate the productive use of extra -
budgetary resources" and (in section 4.1.1) that "sound planning begins at national level ".
But planning had to be carried out at all levels so that extrabudgetary funds could be most
effectively allocated, as they became available, though with recognition of their possible
uncertainty. The study judiciously warned against planning new priorities and programmes
on the basis of extrabudgetary resources, recommending that planning should be completed
first, any extrabudgetary funds available being used to speed up implementation. His
delegation agreed with those views and stressed the importance of extrabudgetary resources
not being allowed to influence the development of WHO's priorities.

As the study indicated in section 6.4.4, ". . . health priorities are established by the
Member States themselves, by the regional committees, the Executive Board and the Health
Assembly ". The Secretariat could make an important contribution to that process since it
had the expertise and knowledge and a unique worldwide view of the world health situation.
Priorities should be set in relation to the most important global, regional and national
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problems. The Secretariat should therefore continue to inform the Executive Board and the
Health Assembly of the most serious problems and identify those that could be attacked with

the best chance of success, so that a realistic selection could be made.
As mentioned in section 7.2.1, WHO was designed and should therefore be used to

coordinate and develop health work, in accordance with its "consensus policies for priority

action" (section 7.2.6). The same view, which his delegation supported, was expressed in

section 7.7.1. The Organization's coordinating activities might include bringing together

potential donors and recipients; they should not be confined to attracting extrabudgetary

resources. WHO programmes therefore should not be designed to attract resources. If they

were well executed, so as to meet the needs of Member States and achieve the Organization's
goals, the extrabudgetary resources would be forthcoming. There should also be better

coordination of international field activities, as that would facilitate the planning and
implementation of programmes of technical collaboration. Consequently, the role of the WHO
representative was important and he welcomed the proposal that his role and training be the
subject of the next organizational study. He also agreed with the study that "WHO should

not engage in fund -raising activities in the private sector "; there were potential dangers

in such activities.
He was concerned about the statement in section 7.9 on the possibility of "a signifi-

cantly different emphasis in manpower and resource allocations to meet the increased demands
in the planning and in the coordinating fields ". His delegation required more information
on that subject before agreeing to the "substantial changes" proposed and hoped that any
future action along those lines would first be thoroughly discussed by the Executive Board.
In fact, his delegation would recommend that the Director -General report to the fifty -ninth

session of the Board on the necessary mechanisms and modified structures for implementing
the proposed changes.

His delegation agreed with most of the recommendations of the study as far as the impact
of extrabudgetary resources and the setting of priorities was concerned. It agreed that
extrabudgetary resources were useful additional means that could be employed by the
Organization in its efforts to achieve its programme objectives.

Professor LISICYN (Union of Soviet Socialist Republics) joined previous speakers in
complementing Dr Sauter and his colleagues on their work. The organizational study was
both exhaustive and specific. It rightly stressed the need for WHO to play a coordinating
role in health work, including the use of extrabudgetary funds to extend its activities.
The working group had paid great attention to the theoretical aspects of shaping policies,
the needs of planning, and its necessary link with socioeconomic development; those aspects
of the study met with his delegation's approval. However, in the context of the difficulties
of planning for extrabudgetary resources, no suggestions had been made as to how they might
be overcome - a point he considered very important.

In section 2.1.3 it was stated that the WHO regular budget had become virtually
stabilized, but that was not so. There had been a very considerable increase between 1973
and 1975, reflecting not only inflationary trends but also a real programme increase in
response to the numerous resolutions passed during those years asking for additional programme
activities. Section 2.5.2 pointed out that a substantial proportion of the support costs
for activities financed from extrabudgetary funds continued to be borne by the regular budget.
The problem had not been given sufficient attention in the study.

His delegation approved the suggested measures for improving planning and programming with
a view to wider use of extrabudgetary resources and he commented on the positive nature of the

trend in obtaining those resources from international and intergovernmental organizations as
well as from the organizations of the United Nations system, and the importance of constant
cooperation with the donors.

He agreed with the delegate of Canada on the importance of well planned programmes and
of the way in which activities financed from extrabudgetary resources should be integrated
in WHO programmes, as indicated in sections 4.1 and 4.4 of the study. Such planning would

further the coordinating role of WHO and minimize the impact of extrabudgetary funds on WHO

programmes and policies.
It would be useful to have a single uniform presentation of extrabudgetary resources in

the Official Records series, and particularly in the programme budget volume. The question

was touched on in sections 5.3 and 5.3.6 of the study.
As regards the draft resolution contained in resolution EB57.R33, which he supported,

he suggested that since operative paragraphs 1 and 2 contained substantially the same

subject matter, they should be combined.

The meeting rose at 5.30 p.m.
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1. SECOND REPORT OF THE COMMITTEE

At the invitation of the CHAIRMAN, Professor KHALEQUE (Bangladesh), Rapporter, read out
the draft second report of the Committee.

Decision: The report was adopted (see page 643).

2. ORGANIZATIONAL STUDIES BY THE EXECUTIVE BOARD (continued) Agenda, 3.7

Organizational study on "The planning for and impact of extrabudgetary

resources on WHO's programmes and policy" (continued)
Agenda, 3.7.1

Mr DE GEER (Netherlands) said that the limited financial possibilities of WHO were
partly explicable by the restrictive budgetary policy adopted by the Member States. In the
past, the Netherlands Government had stressed the importance of financing health activities
from the regular budget. However, as the demands made by recent Health Assemblies had
exceeded the limits set by the regular budget, it was clear that certain high -priority goals
would have to be financed in other ways. His Government had therefore made extrabudgetary
contributions, in addition to its regular contributions, for several activities that it
considered to be of vital importance. Thus, in 1975, it had contributed some $ 2 million
towards the programmes on smallpox eradication, immunization, tropical diseases, and immunology.
Since it seemed unlikely that the regular budget would be increased substantially in the near
future, the Netherlands Government intended to continue its extrabudgetary support to the
Organization and hoped to have close cooperation with the Secretariat in choosing programmes
which, as far as possible, met its criteria, the first of which was to give priority to the
poorest people in the world.

He agreed with the recommendations made in the study of the Executive
of the extrabudgetary resources had been drawn from the United Nations system - UNDP, UNEP
and UNFPA in particular. In addition, and in view of financial difficulties being experienced
by certain organs of the United Nations, it was desirable that the Member States of WHO should
contribute to the Voluntary Fund for Health Promotion in order to make possible the implemen-
tation of programmes that they considered to be of prime importance. For that reason, he
attached particular importance to resolution EB57.R33, especially paragraph 5(b) of the
resolution recommended to the Health Assembly, requesting the Director-General-to continue to
develop appropriate mechanisms for attracting and coordinating an increased volume of bilateral

and multilateral aid for health purposes. In establishing such mechanisms and in order to
attract more money to the Fund, it was important to ensure coordination, particularly to avoid
using different ways of raising funds for different subaccounts. The activities so funded
should be closely linked with the programme activities financed from the regular budget. As

the Director -General had stated, health should be seen as a social problem; it was essential
to maintain close collaboration with other funding and executing agencies in order to achieve
balanced social and economic programmes for the developing countries. He hoped to hear an
explanation of how that could be realized at all levels, especially the United Nations level.

Dr UHRICH (United States of America) said that the planning for and impact of extra-

budgetary resources on the programmes and policy of WHO were of considerable importance for
the fulfilment by the Organization of its constitutional mandate as the directing and
coordinating authority in international health work. On the one hand, there was recognition
of the close interrelationship between health and socioeconomic development and there were
increasing needs and requests for health programmes, particularly in developing countries.
On the other hand, the costs of implementing those programmes continued to increase, at a
time when there were constraints on the regular budget of WHO. Extrabudgetary resources in
support of global, regional, and country health programmes had thus become essential, and the
role of WHO in helping to mobilize and orient the use of those resources became of prime
importance. However, several existing or potential problems needed to be recognized and
solved. The budgetary cycles and programming methods of the principal funding agencies
within the United Nations system were different from those of WHO. As over 60% of WHO's
extrabudgetary resources came from those agencies, that made planning very difficult.

-501-
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Another problem was the risk that extrabudgetary resources might alter priorities or control
the development of programmes, perhaps even diverting limited national resources from

other priority programmes. The coordinating role of WHO was of critical importance in ensu-
ring that the application of extrabudgetary funds was guided by WHO objectives and policies
and by regional and country priorities. His delegation supported WHO's efforts to promote
a more effective matching of donor and participant resources with country priorities and needs,
although it urged the Secretariat to continue to work through ministries of health in the

effort to coordinate with technical assistance agencies of Member States. Planning was a

vital element; information systems must be developed to provide accurate data about the

sources of extrabudgetary funds, estimated obligations, and actual expenditure; and the

evaluation of results should not be overlooked. He believed that the role of WHO staff,

especially country representatives, in working with other organizations, with donors, and with
the countries concerned, should reflect a broad, multisectoral view of health activities.
Such staff should be able to exert leadership by the force of their technical competence and
by their ability to generate programmes that would attract the support and reflect the
priorities of both countries and donor agencies.

The United States delegation supported the draft resolution contained in resolution

EB57.R33. Untapped sources of extrabudgetary funds were available to WHO. They could be
exploited if there was continuing leadership, exercised at all responsible levels of the

Organization.

Dr WRIGHT (Niger) endorsed most of the recommendations that had been made. Extrabudge-

tary resources were indeed becoming increasingly important, and they should increase further,

since they were still insufficient
He considered that WHO should engage in fund -raising and fully agreed with the tenor

of sections 6.7.1 to 6.7.5 of the organizational study (WHO Official Records, No. 231, Annex 8).
Not only should WHO collect funds at the headquarters and regional office levels, but it

also had a duty to coordinate with the programmes of the various United Nations organizations

at those levels. At the national level, fund -raising was the role of the WHO representative -
a difficult and delicate role, varying from one country to another, especially in the case of
massive bilateral aid when the donor might be hesitant about total integration. WHO represen-

tatives, in close collaboration with the national health authorities, played an important role
in coordinating the programmes of the international agencies, and also as information channels,

since they were able to supply ministries of health with a wide of documents.
He therefore approved of the proposed staff development programme for WHO representatives, and
hoped to receive fuller information on it. He wondered where the budgetary resources could
be found for strengthening the functions and offices of WHO representatives, as had been pro-

posed over the past two years.
Working relations between WHO and its Member States should be strictly with ministries

of health or, through them, with other ministries.
Finally, he inquired how the Director -General proposed to finance the new coordination and

planning mechanisms mentioned in section 8.8 of the organizational study, since the regular
budget was limited and extrabudgetary funds were sometimes lacking or delayed, as had been the
case with the programmes in Mozambique and in Sao Tome and Principe.

Dr SAUTER (Switzerland), Chairman of the working group on the organizational study,
expressed his thanks for the constructive remarks that had been made on the report of the

working group. The delegates of Australia, the United States of America, and the Netherlands
had stressed the difficulties resulting from differences in the programming and budgetary
cycles of the various United Nations organizations, and in that connexion had emphasized the
importance of operative paragraph 5 of the draft resolution contained in resolution EB57.R33.
The delegate of Australia had also expressed the hope that Member States would have recourse

to WHO's coordinating functions, thus avoiding duplication. As stated in section 7.2.4 of the

report, the ingredients for successful fulfilment of that coordinating role were: competence on

the part of the Organization, willingness by Member States to make use of WHO, and commitment

of resources to that effort.
The delegate of France and other speakers had remarked that the report respected the

competence of Member States as regards planning and the setting of priorities. The question
of relations between WHO and government departments other than ministries of health, to which
the French delegate had also referred, was a delicate one, but such contacts were sometimes

inevitable owing to the wide scope of WHO's activities.

The role of WHO representatives, mentioned by the delegate of Niger, had been mooted
frequently during the meetings of the working group and of the Executive Board, and had
consequently been chosen as the subject for the next organizational study, as proposed in

resolution EB57.R31.
The new mechanisms for coordinating bilateral and multilateral aid had not been dealt

with by the working group, and information on that point would be supplied by the Secretariat.
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As the delegate of Canada had emphasized, the object of improved coordination was not merely
to attract new resources; it was primarily to satisfy the health needs of Member States.
The draft resolution contained in resolution EB57.R33 consequently requested the Director -
General "to take particularly into account the promotion of those planned health programmes
that could attract additional resources for the benefit of the developing countries ". Thus,

in making a selection from among several equivalent programmes, it would be advisable to choose
the programme likely to attract additional extrabudgetary resources.

The Secretariat would supply information on the important changes in staffing and
appropriations that had been touched on in the report and mentioned by the delegate of Canada.

The Soviet delegate had raised the question of how the difficulties hampering better
coordination of activities funded from extrabudgetary resources might be overcome. There were
recent examples of how such difficulties had been surmounted: the onchocerciasis control
programme and the smallpox eradication programme. As to the problem of presenting extra -
budgetary resources in the Official Records, which had rightly been stressed by the delegate
of the Soviet Union, he drew attention to the innovative approach mentioned in paragraph 5.3.6
of the report of the working group.

The suggestion formulated by Professor Halter in his letter to the Director -General - i.e.,
that the Director -General should take the initiative of convening meetings of persons from
Member States who had shown an interest in WHO, had played a role in collecting voluntary
contributions, or were acquainted with problems in their own countries - was in no way con-
trary to the ideas expressed in the report, which stated (section 6.7.9) that the "provisional

policy of endorsing specific health programme promotion would, if accepted, provide a basis
for the Organization to move ahead in the planning for and use of increased extrabudgetary
resources, without precluding the eventual possibility of further elaboration and consideration
by the Executive Board and the Health Assembly of other appropriate new approaches to the
generating of additional resources ".

Dr FLACHE (Director, Division of Coordination) said his reply would cover the points
raised by the delegates of France, Canada, and the Netherlands concerning sections 7.9 and
8.8 of the report, and concerning the role of health in social and economic development. In

regard to paragraph 7.9, the consequences of the expansion of WHO'S role should be seen in the
light of the two essential functions of WHO and of two types of financial aid, provided on
three different levels. The two chief functions of WHO - on the one hand, coordination of
health activities, and on the other the type of assistance which could now be called technical
cooperation - had shown a tendency towards imbalance, with the former perhaps beginning to
play a preponderant role. As the conclusions of the Board's organizational study had shown,
it was necessary to reverse that trend, and the expansion of the role of WHO would be likely
to have that effect.

Regarding the two types of aid, multilateral and bilateral, multilateral aid was merely
a drop in the ocean of bilateral aid and here, too, there might well be an expansion,
particularly at country level. WHO was endeavouring to combat the tendency for this form of
aid to be personally equated with the donor, and to facilitate the process of coordination
established by countries themselves, so that programmes might be devised that would meet real
needs. He stressed that there was no question of WHO intervening in any way in national
affairs.

As was stated in sections 7.5, 7.6 and 7.7 of the report, WHO's activities were carried
out at the country, regional and global levels. At country level, the WHO representative and
his team played a key role, and it was encouraging that delegates had once again drawn
attention to the importance of that role. Coordination, planning and programming required
talents and skills different from those needed in the days when the WHO representatives' role
had chiefly been one of liaison, and when the WHO team had concentrated its activities solely
on technical cooperation. The reorientation of personnel towards the acquiring of skills in
the fields of coordination and programming would thus be one consequence of the expansion of
WHO's role. The same effort needed to be made at the regional and at global levels, but
there could be no question of providing any new resources on a large scale for effecting such
reorientation. The needs of WHO's programme greatly exceeded its financial resources; for

example, the needs of Viet -Nam for the next five years were for a sum of $ 75 000 000, whereas
WHO's budget for the purpose was barely more than $ 2 000 000, and the same constraints
applied to the expanded programme of immunization, the onchocerciasis control programme, and
the special programme for research and training in tropical diseases.

In reply to the point raised by the French delegate in connexion with paragraph 8.8 -
namely, whether the new coordination and planning mechanisms could be financed without any
increase in the regular budget - there were three approaches to the solution of that problem.
First, existing energies and resources should be channelled in the direction of mobilizing
extrabudgetary resources. Secondly, extrabudgetary funds should themselves be used to
finance activities connected with the regular budget. Thirdly, new machinery should be set
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up, which need not necessarily be costly since it could be in part financed by these same
extrabudgetary resources. Here again, action should be taken on three different levels:
first at country level, where coordination machinery could well be developed through the UNDP
representative as team leader; secondly at regional level, where some success had already
been achieved, as was shown by the results of the Conference on Coordination and Cooperation
for Health in Africa, held in Yaoundé in September 1975; and finally at global level, where
too, notable strides had been made. Meetings involving donor countries, as well as meetings
with bilateral and multilateral aid agencies, had already taken place at WHO headquarters for
the purpose of reviewing special programmes, and WHO missions to donor countries at the
political, administrative and technical level had already shown encouraging results. The
struggle to obtain additional resources on any scale would be a long and hard one,
particularly in the present economic situation; much imagination, perseverance and skill would
be needed, but the basic requirement remained that of having programmes of high quality that
would be found attractive by donors. It was important, too, to remember the growing
confidence of Member States in the role WHO could play.

The question raised by the delegate of the Netherlands as to the integration of health and

social development was also one of special concern to the Director -General, which he was
dealing with on several levels - country, regional, and global. At the country level,
a great effort was being made, centred upon the United Nations representative. The United
Nations team, which represented the United Nations system at the country level, was playing an
increasingly important role, notably in establishing contacts with ministries of health,
planning and finance. Specific programmes were now being developed in which WHO, UNICEF,
FAO and UNDP were playing an important role.

The regional level was one at which it was very difficult to achieve coordination within
the United Nations system because of the regional variations between different organizations.
Within the system therefore, the regional effort was simply in support of activities in the
various countries.

At the global level, the supreme coordination was carried out through the highest
relevant organ of the United Nations, namely the Administrative Committee on Coordination(ACC),
which met several times a year in sessions that were preceded by those of its Preparatory
Committee. Problems of they integration of health activities with social and economic
development, in which all the agencies had a role to play, had an important place on the
Preparatory Committee's agenda. One such problem was that of rural development, which had at
first been promoted under the aegis of IBRD, but for which responsibility had now been taken
by ILO. WHO was playing an increasingly important role in that area. Further examples of
the development of the United Nations activities in such fields as science and technology,
population, and others, would be set out in the Director -General's report on coordination with
the United Nations system - general matters, which would be considered in connexion with

item 3.14.1.
The problem of the harmonization of budgetary cycles, raised by several delegates, was

one of concern to the United Nations system; it had recently been discussed at a preparatory

meeting of ACC at which the Secretary of Committee B had been present.

Dr SACKS (Secretary) said the delegates of Canada, Australia and the United States had
raised the important question of planning in relation to resources of an extrabudgetary
character, particularly within the United Nations system. That problem had been covered by
the Joint Inspection Unit in a recent report which had been considered by the Executive Board.
The Director -General had made clear to the Board that he was prepared to do his utmost to
achieve greater harmonization of programme budget proposals within the United Nations system.
Such harmonization would enable the Health Assembly, the Executive Board and the Economic and
Social Council to have an overview of the totality of WHO's work. Great strides had been made,

both through ACC and through resolutions of WHO's Executive Board and Assembly, towards
achieving a common approach to programme budget presentation.

A major problem that had arisen was how funds from such bodies as UNDP, UNEP, UNFPA, and
UNFDAC were to be dealt with, since they were based on voluntary contributions and had
different programming periods as well as different approaches to programme planning. That
problem had been of concern to ACC, and indeed the previous year the executive heads of
those funding bodies had been requested to take all possible steps to harmonize their

different approaches towards programme development in consultation with their governing
bodies. Such harmonization would assist the governing bodies of the specialized agencies to
review overall work plans in order to be able to undertake forward planning on a more
comparable, and perhaps a more rational, basis. The problem was being studied by the
various organizations concerned as well as by ACC, but it was becoming increasingly
complicated. It was also linked to the whole question of the restructuring of the United
Nations system. He hoped that in due course he would be able to report that progress had
been made in solving the problem.
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The CHAIRMAN drew the Committee's attention to the draft resolution recommended by the

Executive Board in resolution EB57.R29.

Decision: The draft resolution recommended by the Executive Board in resolution EB57.R29

was approved.1

The CHAIRMAN drew attention to the draft resolution recommended by the Executive Board in

resolution EB57.R33.

Dr SAUTER (Switzerland) recalled that, at the previous meeting, the USSR delegate had
pointed out that paragraphs 1 and 2 of the draft resolution were somewhat repetitive. He

therefore proposed amendment of the draft resolution by the deletion of those two paragraphs,

the insertion of a new paragraph reading: "1. AGREES that the study has far- reaching

implications for furthering the work of the Organization and that it constitutes a suitable

basis for the fulfilment of WHO's constitutional mandate as the directing and coordinating

authority on international health work;" and the consequent renumbering of the following

paragraphs.

Decision:

(1) The amendment proposed by the delegate of Switzerland was approved.

(2) The draft resolution recommended by the Executive Board in resolution EB57.R33, thus
amended, was approved.2

Future organizational study Agenda, 3.7.2

Dr JAYASUNDARA (representative of the Executive Board) said that the subject of the
future organizational study had been considered by the Executive Board at its fifty- seventh
session, in conformity with resolution WHA9.30. The Board had considered a report in which
the Director -General had recalled his suggestion to the fifty -fifth session of the Board that
organizational studies could be an important tool for promoting the Board's close involvement
with the planning, programming and evaluation of the Organization's activities. He had
suggested the selection for a study of a specific area of the Sixth General Programme of Work
Covering a Specific Period, as part of the pattern of assessment of the programme of the

Organization in subsequent years.
The Board had also considered proposals that the organizational study should deal with

WHO's role with respect to health development processes at the country level, with WHO's role
in rural development, or with the role and functions of WHO representatives. After

discussion, it had been suggested that the first and third of these items might be combined

as the subject for the next study, to be entitled: "WHO's role at the country level,

particularly the role of WHO representatives ".

The CHAIRMAN then drew the Committee's attention to the draft resolution recommended by the

Executive Board in resolution EB57.R31.

Decision: The draft resolution recommended by the Executive Board in resolution EB57.R31
was approved.3

3. ANNUAL REPORTING BY THE DIRECTOR- GENERAL Agenda, 3.8

AND OTHER DOCUMENTS ON THE WORK OF WHO

Dr JAYASUNDARA (representative of the Executive Board), said that at its fifty -fifth
session in 1975 the Board had examined proposals by the Director -General on the subject of
annual reporting by him, and in resolution EB55.R38 it had recommended to the Twenty- eighth
World Health Assembly the adoption of a resolution on the matter. The Health Assembly had
adopted resolution WHA28.29, recommending that as from 1977 the Director -General should issue

1 Transmitted to the Health Assembly in the Committee's third report and adopted as
resolution WHA29.31.

2
Transmitted to the Health Assembly in the Committee's third report and adopted as

resolution WHA29.32.

3
Transmitted to the Health Assembly.in the Committee's third report and adopted as

resolution WHA29.33.
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in odd -numbered years a short report covering significant developments during the preceding

year, and that in even -numbered years he should issue a comprehensive report on the work of
WHO during the preceding two -year period. The Director -General had also been asked to report
on projects in a document separate from the Annual Report, in such a form as to facilitate
evaluation of the Organization's programme. The Board had been asked to continue at its
fifty- seventh session its review of the Director -General's- report and other documents on the
work of WHO.

Accordingly, the Board had examined a report by the Director- Generall on the main
reporting documents issued by WHO, and had notably concentrated on the project list in
relation to the development of programme evaluation and on the usefulness of that list in
relation to its length and to the cost of its production in six languages.

The Board had borne in mind resolution WHA28.30 on the organizational study on the inter-
relationships between the central technical services of WHO and programmes of direct
assistance; that study deprecated the concept of fragmented projects, and stressed instead
the need for integrated programme planning and for a new approach tg evaluation. It had also
considered a working paper on the development of evaluation in WHO, and had adopted resolution
EB57.R17, which stressed programme evaluation at all levels.

There had been a wide measure of agreement among the members of the Board that details of
individual projects ought not to be scrutinized at the Health Assembly level, particularly in
view of the approach to evaluation that the Board was recommending to Member States and in
view of the high cost of issuing a global project list. On the other hand, it was recognized
that information on any individual project should be made available to any delegate to the
Health Assembly or member of the Board who might desire it.

On the understanding that such information would be furnished on request, the Board had
felt that it would be as well to discontinue issuing a global project list, thus effecting a
considerable economy and helping to rationalize the Assembly's work and documentation. The
Board had not considered that the list facilitated to any great extent evaluation of the
Organization's programme.

A- resolution of the Health Assembly was required to authorize that discontinuation, and
a draft resolution to that effect was recommended by the Executive Board in its resolution
EB57.R37.

Dr MANUILA (Director, Division of Publications and Translation) said that in submitting
his report the Director -General had not been motivated only by the desire to effect savings
simply in order to reduce the total expenditure of the Organization, although it was true that
if the Health Assembly accepted the Board's recommendation to discontinue publishing a report
on individual projects, very significant savings would result, since the cost of producing the
project list in six languages was estimated to be in the region of half a million dollars.
The Director -General had been more concerned to improve the whole system of project and
programme evaluation by the Organization, and in particular by the governing bodies, and also
to implement resolution WHA28.76. In connexion with that resolution, the discussions on the
supplementary budget that had taken place in the Committee over the last two days had shown
how difficult it was to find activities performed by headquarters' staff that could be reduced

or altogether dispensed with without reducing substantial and useful services to Member States.
It had seemed to the Director -General that one activity that could in fact be dispensed with
was the routine publication of a project list, and it was in that light that he had made his
proposals to the Executive Board, which had resulted in the draft resolution now before the
Committee.

Dr GUMMING (Australia) said his delegation believed that all WHO documentation could be

considerably reduced in length, and made more meaningful. Documents should be expressed in
simpler and clearer language if they were to be used as a basis for fruitful discussion.
Although there had been great improvement in that respect over the past two years, much
remained to be done.

Some difficulty had been experienced in extracting meaningful information from WHO
documents, especially on financial matters. While the Organization provided a number of
summaries of estimates and expenditure at both the macro and the micro levels, it was difficult
to obtain such summaries at an intermediate level, the level which was often the most useful
for making comparisons and drawing conclusions.

He suggested that instead of issuing the large programme budget volume in the Official
Records, it might be possible to produce a much more modest summary book; that might be
complemented by smaller volumes, one for each region and distributed only within the region.
At present, all Member States received a large volume of information, most of which was not

1

See WHO Official Records, No. 231, 1976, Part I, Annex 11.

2 WHO Official Records, No. 231, 1976, Part II, Appendix 7.
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highly relevant to their particular needs or interests. Such a change would not only result
in a substantial saving in printing and distribution costs but would also enable delegates to
contribute much more meaningfully to discussions.

His delegation strongly supported the proposal to replace the Director -General's Annual
Report by a comprehensive report every two years, linked with the two -year programme budget

cycle. With regard to the question of the project list, his delegation supported the

comments made in section 5 of the Director -General's report to the Executive Board in Official

Records No. 231, Part I, Annex 11. Apart from the financial aspects, the Executive Board and

Health Assembly should be assessing wider issues, such as general programme orientations, and
should not lose sight of overall strategy in a mass of detail. The suggestion that regional
committees should conduct reviews of some projects, and the suggestion that the Board should

select groups of related projects for detailed analysis, were sound ones.
Referring, in conclusion, to the Financial Report, he said that his delegation would

support any move to bring the presentation of that volume more into line with the programme

budget volumes, in order to make the two more easily comparable. He supported the draft

resolution recommended by the Executive Board in its resolution EB57.R37.

Dr GALAHOV (Union of Soviet Socialist Republics) stressed the importance of the question
under discussion, concerning as it did improvements in the work of the Organization. He
recalled the irovisions of resolution WHA28.29 regarding the publication of a comprehensive
report every second year. The basis for the adoption of that procedure was the fact that
the Assembly would be able to devote its attention, in alternate years, to studying a
two -year programme budget, and a comprehensive report. He asked, therefore, whether it
was justified to publish a comprehensive report in 1978 (covering the years 1976 and 1977)
if separate programme budgets were approved for each of those two years. Would it not be
better to postpone adoption of the two -year reporting system until the Organization had
constitutionally gone over to the biennial budgetary cycle? He would welcome a legal
opinion on that point.

With regard to reporting on projects, the draft resolution recommended by the Executive
Board in its resolution EB57.R37 proposed that the Director -General be authorized to
discontinue publishing a report on individual projects, on the understanding that he would
make available to members of the Board and delegates to the Health Assembly, on request,
full information on any project. However, the recommendation of the Executive Board at its
fifty -fifth session (approved by the Twenty- eighth World Health Assembly in resolution WHA28.29)
had been that the Director -General should report on projects, hitherto listed in the Annual
Report, in a separate document, in such a form as to facilitate evaluation of the Organization's

programme. That particular aspect seemed to have been forgotten in the meanwhile; moreover,
it had been decided to discontinue the practice of including details of WHO assistance in

future reports on the world health situation.

During the recent discussion on WHO's financial situation, it had been stated that in
one region up to 50% of the projects approved had not been implemented, and that the
situation was somewhat similar in some of the other regions. Some speakers had urged

more rigid control in the planning and implementation of projects; others had stressed

the need to maintain flexibility in planning. The right solution, no doubt, lay somewhere

between the two extremes. The majority agreed that it was unacceptable that such a large

proportion of the projects approved by the Assembly was not implemented; the role of

collective decision -making suffered thereby.
The purpose of the draft resolution recommended by the Executive Board in resolution

EB57.R37 was surely not to enable members of the Board and delegates to the Health Assembly

to obtain any information they wanted on any particular project; it was difficult to

imagine how that would be possible in the limited time available. In his delegation's

view the Assembly should have an opportunity to review and evaluate regularly the projects
as a whole, considering their planning and implementation, and the relationship between

individual projects and the programmes of countries, regions and WHO as a whole. That was

possible only if, in addition to a project list, detailed information was submitted regularly

to Health Assemblies; the agendas should automatically include provision for a review of

the project list, along with discussion of the Director -General's report. This was the

only approach that could ensure the active participation of Member States in the evaluation
and improvement of WHO's work. The objection that was usually raised in that connexion

was that the number of projects might grow ad infinitum; however, the Secretariat might

present recommendations on the selection of projects, taking into account their importance,

scope and relationship to other programmes.
It was clear that changes were needed, but the problem had to be viewed as a whole.

He therefore proposed two amendments to the draft resolution contained in resolution EB57.R37:
first, an additional paragraph in the preamble stating that the Health Assembly considered
that an improvement in documentation was basic to the effective functioning both of WHO and
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of its Member States; secondly, an
Board to study the documentation of
to a future Health Assembly.

As the Australian delegate had
readable and more informative; the

additional operative paragraph requesting the Executive
the Health Assembly and the Board and to report thereon

said, it was important to make the documentation more
proposed amendments should achieve that aim. It was

also important that the programme budget should contain not only full information, including
tables and graphs, but also sufficient commentary to allow that information to be evaluated.
That consideration should be borne in mind as well as the need to economize on the time of
the Health Assembly and on the cost of documentation.

Dr UHRICH (United States of America) said that the Director- General's report to the
Executive Board at its fifty- seventhsessionl showed that careful thought had been given to
the changes in annual reporting and other documentation as approved by the Twenty- eighth
World Health Assembly and that assessments of past activities and planning for the future
would be facilitated by the improvements. He considered that asking and answering the type

of question outlined in section 1.2 of the report gave a better basis for the work of the
Executive Board and the Health Assembly than did detailed or comparative analyses of
individual projects. He supported the proposal to discontinue publishing a global project
list for submission to the Health Assembly and suggested that computer storage of the
information, permitting rapid retrieval, should be adequate to meet most needs, in particular
for analysis at the regional and country level. He urged that revision of the information

system and the rationalization of project design and management proceed as rapidly as possible.
His delegation supported the resolution recommended by the Executive Board in its resolution
EB57.R37.

Mr SEABOURN (United Kingdom of Great Britain and Northern Ireland) welcomed the
streamlining of the flow of information, which would facilitate the digestion of the mass of
material produced. He supported the proposal to discontinue publishing the project list.
He noted that, in the revised regular budget for 1977 (Official Records No. 231, Part II,
Appendix 1), an increase was foreseen in the staff budget for health literature services as
compared to 1976 and he wondered if there was any prospect of reversing this trend in

subsequent years.

Mr GUTTERIDGE (Director, Legal Division), in answer to the question of the Soviet
delegate as to whether the revised reporting system was constitutionally compatible with the
fact that true biennial budgeting would not come into operation until the amendments to
Articles 34 and 55 of the Constitution had entered into force, said that reporting by the
Director -General was not a constitutional requirement, other than in relation to financial

matters and to the preparation of the budget. The only reference to annual reporting by

the Director -General was contained in Rule 5 of the Rules of Procedure and it was therefore
for the Health Assembly to determine the manner and frequency of such reporting. The

arrangement adopted by the Health Assembly might therefore be considered to be in conformity

with constitutional provisions.

Dr MANUILA (Director, Division of Publications and Translation), thanked the delegations
of Australia, the Soviet Union, the United States of America, and the United Kingdom for their
comments, which would be a useful guide to the Secretariat. In particular, the comments of
the Soviet delegate would be considered very carefully and would be taken into account in future
developments. Much of what had been said was a matter of major concern to the Director -

General and to the heads of all the specialized agencies of the United Nations system, since
the situation had become unmanageable in terms of both volume of material and the form in which
it was presented. The Director -General was continuing to study the matter in detail and
further reports would probably be made to the Thirtieth or Thirty -first World Health Assembly.

The CHAIRMAN suggested that, pending the distribution in writing of the amendments
proposed by the Soviet Union, the Committee defer further consideration of item 3.8.

It was so agreed. (See summary record of the eighth meeting, section 2.)

4. REPORT OF THE INTERNATIONAL CONFERENCE FOR THE NINTH REVISION

OF THE INTERNATIONAL CLASSIFICATION OF DISEASES

Agenda 3.9

The CHAIRMAN drew attention to the report of the International Conference for the Ninth
Revision of the International Classification of Diseases and to two draft resolutions.

The first draft resolution took the following form:

l See WHO Official Records, No. 231, 1976, Part I, Annex 11.
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The Twenty -ninth World Health Assembly,

Having considered the report of the International Conference for the Ninth Revision

of the International Classification of Diseases,

1. ADOPTS the detailed list of three -digit categories and optional four -digit sub-

categories recommended by the Conference as the Ninth Revision of the International
Classification of Diseases, to come into effect as from 1 January 1979;

2. ADOPTS the rules recommended by the Conference for the selection of a single cause
in morbidity statistics;

3. ADOPTS the recommendations of the Conference regarding statistics of perinatal and
maternal mortality, including a special certificate of cause of perinatal death for use
where practicable;

4. REQUESTS the Director -General to issue a new edition of the Manual of the Inter-
national Statistical Classification of Diseases, Injuries and Causes of Death.

The second draft resolution was framed as follows:

The Twenty -ninth World Health Assembly,

Noting the recommendations of the International Conference for the Ninth Revision of
the International Classification of Diseases in respect of activities related to the
Classification,

1. APPROVES the publication, for trial purposes, of supplementary classifications of
Impairments and Handicaps and of Procedures in Medicine as supplements to, but not as
integral parts of the International Classification of Diseases;

2. ENDORSES the recommendation of the Conference concerning assistance to developing
countries in their endeavour to establish or expand the system of collection of morbidity
and mortality statistics through lay or paramedical personnel;

3. ENDORSES the request made by the Executive Board in resolution EB57.R34 to the
Director investigate the possibility of preparing an International
Nomenclature of Diseases as a complement to the Tenth Revision of the International
Classification of Diseases.

Dr JAYASUNDARA (representative of the Executive Board), introducing the item, said that
the report of the International Conference for the Ninth Revision of the International
Classification of Diseases had been considered by the Executive Board at its fifty- seventh
session. The Conference had been attended by delegates from 46 Member States, including a
significant number of developing countries, and had approved the revision proposals prepared
by WHO with only minor amendments. The Conference had approved a number of supplementary
classifications dealing with diagnostic, prophylactic and therapeutic procedures in medicine
and with impairments and handicaps, had made recommendations concerning definitions and

standards in perinatal and maternal mortality statistics, and had urged WHO to assist
developing countries in their efforts to secure reliable morbidity and mortality statistics.
Discussions had made it clear that revision of the Classification should consider two opposing
points of view: that the revision be as conservative as possible for the sake of continuity
and the costs involved in changes; and that there was a need to incorporate new medical
knowledge and to cater for new types of user. The consensus was that the Ninth Revision
represented a just compromise between those points. The introduction of an element of
medical nomenclature into the Classification had received considerable attention. Work done
on this aspect by the Council for International Organizations of Medical Sciences (CIOMS) and
by WHO in the fields of mental health, cancer, oral health and eye diseases had been
incorporated in the Ninth Revision. Since standardization of disease nomenclature on a multi-
lingual basis was of great importance, it had been considered that WHO should collaborate with
CIOMS in extending this work to the whole of medicine. The Executive Board had adopted
resolution EB57.R34,which drew attention to various recommendations of the Conference and
requested the Director -General to investigate the possibility of preparing an International
Nomenclature of Diseases as a complement to the International Classification of Diseases.

Dr LANDMANN (German Democratic Republic) noted that the introduction of the Eighth
Revision had produced good results in his country and that it met the demands of hospital
specialists and facilitated international comparisons. In addition to helping in the
compilation of morbidity and mortality figures, the Classification also facilitated the
observation of epidemiological trends and the structural planning of the health services.
Preparation for the Ninth Revision had commenced early in his country, revised material being
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passed to the appropriate medical and scientific bodies for technical appraisal. His country
stressed the use of the Classification at all levels of health care. His delegation accepted
the recommendations on the introduction of an international certificate of perinatal death, on
the definitions and recommendations on statistical data collection concerning the perinatal
period, and on the introduction of the short lists and of the modification rule for selection
of the underlying cause of death. The development of supplementary classifications was a
further improvement in the collection of data on the efficiency of health work; selected
supplementary classifications would therefore be tried out in his country. In conformity with
WHO recommendations, the Ninth Revision would come into force in his country on 1 January 1979.

Mr NYGREN (Sweden), speaking on behalf of all the Nordic countries, recalled that during
consulations on the Ninth Revision the Nordic Medical Statistical Committee had urged that only
minor changes be made in that Revision. The Nordic versions of the Eighth Revision were in

extensive use at all levels in the health services, involving many thousands of personnel. A

radical revision would therefore have serious effects, resulting in errors in data acquisition,

in a great demand for education and training, in a demand for costly changes in computer
programmes, and in difficulties in conducting long -term epidemiological and follow -up studies

and computer analyses. All those would impose new financing strains on the health care

budget. The gains were neither obvious nor great enough to compensate for those effects.
The Nordic countries would therefore accept only minor changes from the Eighth Revision. They

were planning to introduce their own version of the Ninth Revision and would take into account,

as far as possible, the suggestions made. They would have preferred greater changes to be
postponed until the preparation of the Tenth Revision since they considered that radical
changes should not be made within a period as short as ten years.

Dr UHRICH (United States of America) said that his delegation supported the draft

resolutions under discussion. The Ninth Revision was clearly superior to the Eighth,

although a number of health groups in his country considered that additional refinements were
still required. He hoped that when those responsible for the Tenth Revision began work on it
they would take those refinements into account. He noted that increasing use was being made
of multiple- condition coding and analysis (section 10 of the report under consideration) in a

number of countries besides his own. WHO should encourage such work and serve as a focal
point and coordinator, to provide countries with a means of keeping abreast of developments and

of exchanging information. Without such leadership, duplication and waste of effort was

likely. He hoped that special recommendations could be made at the time of the Tenth Revision.

Finally, his delegation welcomed and supported the preparation of an International Nomenclature
of Diseases as a complement to the Tenth Revision.

Dr CAYLA (France) expressed his satisfaction at the Conference report and supported the

draft resolutions under consideration. He suggested, however, that in operative paragraph 3
of the second draft resolution, the words "a complement" were unsuitable, since logically
nomenclature should have been established prior to classification. He therefore proposed the
substitution of the words "an improvement ".

The SECRETARY suggested that the words "a supplement" might be more suitable.

Dr CAYLA (France) considered that the Secretary's suggestion again indicated an addition
and maintained that the words "an improvement" would be more suitable.

Dr OZUN (Romania) congratulated all concerned in the preparation of the Ninth Revision,
which his country was prepared to adopt. He noted with satisfaction that Volume 1 (the
tabular list) and Volume 2 (the alphabetical index) would become available during 1976 and 1977
respectively, to permit countries to prepare translations and the necessary instructions in

good time for the introduction of the Ninth Revision in 1979.
He considered that international comparability would be improved by WHO's proposal to

organize familiarization courses at the regional level to help in the training of coders and

by the rule for selection of the underlying cause of death. He suggested that WHO might
study the possibility of establishing single diagnostic criteria for certain diseases for which
present statistics, or indicators of health status, were not comparable because of differences

in the criteria for diagnosis or classification.
Regarding statistics of perinatal death, he considered that a birthweight of 1000 g

and a crown -heel body length of 35 cm should be taken as the lower limit for both national

and international purposes. While the recommendations on maternal mortality in respect of

direct and indirect obstetric deaths were useful, differentiation should be carefully
regulated, given the existence of certain equivocal situations.

Mr BLAHÓ (Hungary) noted that his country had participated in the preparation of the
Classification since 1970 and was proud that many of its proposals had been accepted and
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incorporated. He supported the views expressed in the Conference report. He was pleased
that a change in outlook had resulted in the Classification being regarded as an important
means of improving health care. Expressing support for the classification of procedures in
medicine, he said that it would be tried out in Hungary and that a report would be made at a
later date. The international classification had been used for Hungarian mortality statistics
for 50 years and for disease statistics for several decades. A Hungarian language version of
the Ninth Revision would be published, as had been done for the earlier revisions, and he
asked whether chapters that had already been completed could be made available so that trans-
lation could commence immediately. His delegation intended to ensure Hungary's participation
in the familiarization course to be held in the Regional Office for Europe.

During the preparation of the Ninth Revision his country had proposed that, in view of
their significance, a separate classification of occupational diseases be prepared, providing
for simultaneous reference to the nature and state of the disease and to the cause, but the
draft classification submitted had not been approved. His delegation considered the
preparation of such a list to be essential and proposed that it be included as an appendix to
the general classifications. In conclusion, he said that his delegation approved the
Conference report and supported the draft resolutions.

The meeting rose at 12.30 p.m.



EIGHTH MEETING

Wednesday, 12 May 1976, at 2.30 p.m.

Chairman: Dr E. AGUILAR PAZ (Honduras)

1. REPORT OF THE INTERNATIONAL CONFERENCE FOR THE NINTH REVISION Agenda, 3.9

OF THE INTERNATIONAL CLASSIFICATION OF DISEASES (continued)

Professor LOPES DA COSTA (Brazil) said that his delegation had noted the report of the
International Conference and particularly the recommendations transmitted to the Health
Assembly.

The Ministry of Health of Brazil, which wished to improve both statistics concerning
services and vital statistics, considered the wide and proper use of the International
Classification of Diseases (ICD) a constructive means of obtaining more reliable mortality
and morbidity data. Considerable efforts had been made to improve training in the use of
ICD to meet the needs of the state health services within the country and of the Ministry of
Health. For some years the School of Public Health of the University of Sáo Paulo had
been offering courses and, in collaboration with the Latin American Centre for Classification
of Diseases, two courses had been given in the use of ICD in hospital morbidity studies.

The 1955 and 1965 revisions of ICD had been translated into Portuguese at the expense
of the Brazilian Government, with the due authorization of PAHO and WHO. Brazil had been
represented by specialists in that field in WHO meetings for the revision of ICD and at the
Conference, where it had been indicated that it would be desirable to establish an ICD
centre for the Portuguese language. In consultation with PAHO and WHO, the Minister of
Health of Brazil had therefore already taken the necessary steps to set up such a centre in
the University of Sáo Paulo. Its objectives would be: to advise WHO, upon request, upon
questions relating to ICD and the supplementary classifications; to collaborate in research
involving the use of ICD; to assist state health services and the health professions and
other categories of personnel in the adoption of ICD; to cooperate in the nationwide
adoption of a standard death certificate; to provide adequate training of personnel on
disease classification; to translate Volume 1 of the 1975 Revision into Portuguese before
31 December 1976, so that it could be put into effect in 1979, and Volume 2 in 1977, with
the adaptations necessary for its use in Brazil.

Professor CAYOLLA DA MOTTA (Portugal) expressed approval of WHO's work on the Ninth
Revision of ICD and on the supplementary classifications, which would contribute to the
better understanding of health action and health terminology among countries. His

delegation supported the report and the comments of the delegation of the United States of
America and would support the draft resolutions, with the amendment to the second proposed
by France.

In order to improve the application of the Ninth Revision among the recently increased
number of Portuguese- speaking countries, with their many inhabitants, he suggested that WHO
should sponsor an official Portuguese centre for the translation and application of ICD;
there were already WHO centres for the English, French, Spanish and Russian languages. He

considered that the centre being set up at the University of Sáo Paulo could well become
such a centre and hoped that it would become operational in the near future in order to help
with translation, so that the Ninth Revision could come into effect on time, and subsequently
with its application. He also hoped that WHO would support the Portuguese- speaking countries
in their collaboration with the centre, so that the final Portuguese version of the Ninth
Revision, and especially Volume 2, could include all the different terms in use in the

Portuguese- speaking countries.
He would welcome the opinions of the Portuguese- speaking countries on the suggestion so

that, if it met with their approval, a formal proposal could be made before the end of the

Health Assembly.

Dr GALAHOV (Union of Soviet Socialist Republics) expressed his delegation's
appreciation and approval of the work of the International Conference and of its conclusions.

Dr NATH (India) said that in developing countries, where not all terminal illness was
attended by qualified physicians, the question of lay- reporting (referred to in paragraph
3(e) of resolution EB57.R34) was of particular importance and the emphasis on it had not

been sufficient. To obtain the much needed vital statistics a system of lay- reporting by
paramedical personnel - the model cause -of -death registration scheme - had been tried out

in India with results nearing 90% accuracy within the constraints of the scheme. He
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therefore appealed for any revised ICD to contain a short list of causes of death suitable

for use within lay- reporting systems. Without such a list it would be impossible to
obtain comparable statistics from countries that had to rely on lay- reporting systems.

Dr ACUNA (Regional Director for the Americas) said that, thanks to the generosity of
the Government of Brazil, the last two editions of ICD had been issued in Portuguese,

without cost to the Organization.

He confirmed that the centre being established at the University of Sáo Paulo, while set
up in the first place as a national centre, was intended to become an international centre.

Dr KUPKA (International Classification of Diseases) thanked delegates who had taken part
in the discussion and all who participated in work on ICD for their past and future

collaboration. Without their help the Ninth Revision could not have become what it was.
Their comments would guide the Secretariat in improving ICD for the greater satisfaction of
all. He also thanked those countries that had provided financial assistance for the work on

the Ninth Revision.
On the question of lay reporting he informed the Committee that, with the collaboration

of the Regional Office for South -East Asia, a meeting was to be held in November 1976 which
should clarify many aspects of the problem.

The CHAIRMAN invited the Committee to consider the two draft resolutions introduced

at the previous meeting. The first related to the Manual of the Ninth Revision of ICD.

Decision: The first draft resolution was approved.1

Referring to the second draft resolution, dealing with other recommendations of the
International Conference, Dr SACKS (Secretary) recalled that at the previous meeting the
delegate of France had proposed that in operative paragraph 3 the words "a complement" should
be replaced by "an improvement ".

Decision: The second draft resolution, as amended, was approved.2

2. ANNUAL REPORTING BY THE DIRECTOR - GENERAL
AND OTHER DOCUMENTS ON THE WORK OF WHO
(continued from the seventh meeting, section 3)

Agenda, 3.8

The SECRETARY noted that three amendments proposed by the Soviet delegation to the draft
resolution recommended by the Executive Board in its resolution EB57.R37 had been circulated
to the Committee. First, it was proposed that after the first preambular paragraph, the
following preambular paragraph should be inserted:

"Considering that an improvement in documentation is one of the basic prerequisites
for effective performance of the function of both the Organization and the Member States ".

Secondly, the existing operative paragraph should be numbered paragraph 1. Thirdly, the
following new operative paragraph should be added:

"2. REQUESTS the Executive Board to conduct a comprehensive study of the
documentation of the World Health Assembly and Executive Board, and to report on this
matter to one of the forthcoming sessions of the World Health Assembly ".

He had been asked by the Soviet delegation to state that the proposed amendments were
additions only, the intention being to emphasize the importance of the question and to ask
for a study of Executive Board and Health Assembly documentation.

Decision:
(1) The amendments proposed by the delegation of the Union of Soviet Socialist
Republics were approved.
(2) The draft resolution recommended by the Executive Board in resolution EB57.R37,
as thus amended, was approved.3

1 Transmitted to the Health Assembly in the Committee's third report and adopted as
resolution WHA29.34.

2 Transmitted to the Health Assembly in the Committee's third report and adopted as
resolution WHA29.35.

3
Transmitted to the Health Assembly in the Committee's third report and adopted as

resolution WHA29.36.
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3. AMENDMENTS TO THE RULES OF PROCEDURE OF THE WORLD HEALTH ASSEMBLY Agenda, 3.12

Dr JAYASUNDARA (representative of the Executive Board) said that the amendments to the

Health Assembly's Rules of Procedure recommended by the Executive Board in resolution EB57.R39
were intended either to accommodate recent decisions of the Assembly, or to consolidate
matters of practice for which there was no express provision in the existing Rules. The

Committee would note that, as in the past, recourse had been had to the rules and practice of
the United Nations and of other agencies within the United Nations system for the formulation
of the amendments.

The CHAIRMAN invited the Committee to consider a draft resolution embodying the proposed
amendments.

Decision: The draft resolution was approved.l

4. AMENDMENTS TO ARTICLES 24 AND 25 OF THE CONSTITUTION - INCREASE IN THE
MEMBERSHIP OF THE EXECUTIVE BOARD Agenda, 3.13

Dr JAYASUNDARA (representative of the Executive Board) recalled that the recent
amendments to Articles 24 and 25 of the Constitution, increasing the Board's membership from
24 to 30, had come into force during the Twenty- eighth World Health Assembly. Following the
annual election of the Members to be entitled to designate a person to serve on the Board,
attention had been drawn in the General Committee to the practical effects of the application
of a geographical distribution of the membership taking into account a theoretical
mathematical distribution of the seats. One result was that despite the increase in the
Board's membership, the theoretical distribution of seats did not result in an additional seat
for the South -East Asia Region, despite its physical dimensions and the size of its population.
As a consequence, the Assembly had adopted resolution WHA28.22, in which it had requested the
Director -General to propose draft amendments to the Constitution to permit a further marginal
increase in the Board's membership in order to facilitate a better geographical distribution
of the seats.

The Director -General had accordingly drawn up and circulated proposals to Members in a
letter dated 23 June 1975, a copy of which was attached to his report on the item. The
Committee would note that the letter contained: proposals for an increase in the membership of
the Board by one, two or three members, namely the marginal increase referred to in resolution
WHA28.22, those figures for an increase having been variously referred to in the discussions
in the General Committee of the Twenty- eighth Health Assembly; a proposal to make it
mandatory for each region to have at least three seats on the Board; and proposals for
optional provisions to attempt to ensure a regular rotation of seats within regional groups.
The document itself pointed out that practical considerations made that end somewhat difficult
to attain.

Of the replies received, one only proposed an amendment going beyond the Director -

General's proposals - that of Egypt, which proposed that the membership of the Board should be
increased to a total of 42 members, thus permitting the accommodation of three Members from
the South -East Asia Region without departing from the theoretical mathematical distribution
of seats.

The proposals had been examined by the Executive Board at its fifty - seventh session.
The Board had decided to transmit the summary records of its discussions on the subject
(Official Records No. 232, pp. 342 -346) to the Health Assembly. As the Committee would see
from those discussions, most of the members of the Board who spoke on the item had expressed
a preference for the maintenance of the status quo or for an increase of one seat only.

Mr KIBRIA (Bangladesh) recalled that the Director -General had prepared the report now
before the Committee in response to resolution WHA28.22. His delegation had given much
thought to the various possibilities and, together with the delegations of the Democratic
People's Republic of Korea, India, Indonesia, Nepal, Sri Lanka and Thailand, wished to propose
the amendments to Articles 24 and 25 of the Constitution contained in the following draft
resolution:

1
Transmitted to the Health Assembly in the Committee's third report and adopted as

resolution WHA29.37.
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The Twenty -ninth World Health Assembly

1. ADOPTS the following amendments to Articles 24 and 25 of the Constitution, the texts
in the Chinese, English, French, Russian and Spanish languages being equally authentic:

Article 24 - Delete and replace by

Article 24

The Board shall consist of thirty -one persons designated by as many Members. The

Health Assembly, taking into account an equitable geographical distribution, shall elect
the Members entitled to designate a person to serve on the Board, provided that of such
Members, not less than three shall be elected from each of the regional organizations

established pursuant to Article 44. Each of these Members should appoint to the Board
a person technically qualified in the field of health, who may be accompanied by

alternates and advisers.

Article 25 - Delete and replace by

Article 25

These Members shall be elected for three years and may be re- elected, provided that
of the eleven members elected at the first session of the Health Assembly held after the
coming into force of the amendment to this Constitution increasing the membership of the
Board from thirty to thirty -one the term of office of the additional Member elected shall,
insofar as may be necessary, be of such lesser duration as shall facilitate the election
of at least one Member from each regional organization in each year.

2. DECIDES that two copies of this Resolution shall be authenticated by the signatures
of the President of the Twenty -ninth World Health Assembly and the Director -General of
the World Health Organization of which one copy shall be transmitted to the Secretary -
General of the United Nations, depositary of the Constitution, and one copy retained in

the archives of the World Health Organization;

3. DECIDES that the notification of acceptance of these amendments by Members in
accordance with the provisions of Article 73 of the Constitution shall be effected by the
deposit of a formal instrument with the Secretary -General of the United Nations, as
required for acceptance of the Constitution by Article 79(b) of the Constitution.

Members of the Committee would note that the increase proposed was of one member only.
The sponsoring delegations had taken into account that such an increase would facilitate the

geographical distribution of seats on the Executive Board. The South -East Asia Region, with

about one -quarter of the world's population and with all its urgent health needs, was the only

region to have only two seats. It was necessary to ensure that those health needs were

brought before the Board. An increase of one in the membership of the Board would give that

Region three members without disturbing the distribution of the other seats. At the same

time it was a minimum increase, since the cosponsors appreciated the reasons for keeping down

the number of members of the Board in the interests of efficiency.

Professor SULIANTI SAROSO (Indonesia) expressed her delegation's full support for the
draft resolution and for the arguments put forward by the previous speaker. The Committee
would recall that the Member States of the South -East Asia Region had been active in their
support for the recent increase in the Board's membership from 24 to 30 seats because they had
felt that the two seats they then had were not enough for their Region. Yet the increase had

brought no change for the Region, despite its large population. Her delegation therefore

urged the Committee to approve what was a minimal increase.

Mr KUMAR (India), supporting the draft resolution, said that at its twenty- eighth session
the Regional Committee for South -East Asia had recommended an increase of one in the

membership of the Board. He urged the Committee to approve the draft resolution, which would
meet the requirements of equitable geographical distribution of seats and facilitate the
renewal of membership, since every year each region would be able to elect a Member to
designate a person to serve on the Board.

Dr TOURÉ (Senegal) proposed that the membership of the Board be increased to 33; that

would not be excessive when compared with the membership of similar bodies.

Mr SEABOURN (United Kingdom of Great Britain and Northern Ireland) reiterated the view
expressed by his Government in response to the Director -General's circular letter that an
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increase of three seats would be desirable. That would have the advantage of giving a total
membership divisible by three, an advantage his delegation considered worth preserving.

Mr ONISHI (Japan) joined the two previous speakers in proposing an increase of three seats
for the reasons given by them, and further because of the necessity to take the population
factor into consideration.

Dr AL SARRAG (Sudan) considered that there should be a total revision of the arrangements
to make the seating on the Board equitable and just. Its large population would entitle the
South -East Asia Region to more than three seats, but for the time being he would support an
increase of one seat, to be attributed to that Region.

Dr CUMMING (Australia) favoured an increase of one, which was the minimum increase that
would meet the requirements of resolution WHA28.22 and the rightful claims of the South -East
Asia Region. His delegation felt strongly that the effectiveness of the Board and the economy
in length of its sessions were likely to be inversely proportional to the number of its
members.

Dr UHRICH (United States of America) said that, in view of the recent increase in the
Board's membership, his delegation was opposed to any further increase, or at the most an
increase of one, until time had shown how the enlarged Board was fulfilling its constitutional
responsibilities.

In the discussion that followed, Dr ROUHANI (Iran), Dr PLIANBANGCHANG (Thailand) and
Mr HAAS (Austria) supported an increase of one seat, while Dr GARRIDO GARZÓN (Spain),

Dr LÓPEZ MARTÍNEZ (Mexico), Dr DE MEDEIROS (Togo) and Mr UTKAN (Turkey) supported an increase
of three.

Professor LISICYN (Union of Soviet Socialist Republics) suggested that in view of the
recent increase it would be premature to vote a further increase, especially as there was no
unanimity on its desirability. The needs of geographical distribution could be met through
the elections that took place each year. He recalled that. at the fifty- seventh session, out
of 16 who spoke on the matter, 11 members of the Executive Board itself had expressed them-
selves in favour of the status quo. His delegation shared the views just expressed by the
United States delegation.

Mr DILEN (Belgium) and Dr CAYLA (France) also shared those views.

Professor SULIANTI SAROSO (Indonesia) agreed that the Board had not approved the principle
of an increase, but neither had it rejected that principle, since the question had been
transmitted to the Health Assembly for decision. The South -East Asia Region wished to
continue and expand its constructive work for the health of its large population with all its

problems. To await the results of the work of the enlarged Board might mean a long delay,
and she appealed to the Committee to take a realistic approach and approve the increase
proposed by the delegate of Bangladesh.

The SECRETARY pointed out that the proposal of the delegate of Senegal would entail the
same amendment of Article 24 of the Constitution as the draft resolution introduced by the
delegate of Bangladesh, but with "thirty- three" instead of "thirty -one" in the first sentence.

The consequent amendment to Article 25 would not be that proposed by the delegate of
Bangladesh, but would be alternative (c) under the first option contained in Annex I to the
Director -General's circular letter, reading as follows:

"These Members shall be elected for three years and may be re- elected, provided that
of the thirteen Members elected at the first session of the Health Assembly held after the
coming into force of the amendment to this Constitution increasing the membership of the
Board from thirty to thirty -three the term of one Member shall be for one year and the
term of one Member shall be for two years as determined wholly or partially by lot, in
order to facilitate the election of at least one Member from each regional organization
in each year."

A decision on the proposals would require a two- thirds majority of the Members present
and voting, in accordance with Article 60 of the Constitution.
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The CHAIRMAN invited the Committee to consider, first, the proposal of the delegate of

Senegal, and second, the draft resolution introduced by the delegate of Bangladesh.

Decision:

(1) The proposal by the delegate of Senegal was rejected by 42 votes to 22, with

13 abstentions.

(2) The draft resolution introduced by the delegate of Bangladesh was approved by

42 votes to 4, with 27 abstentions.1

5. COORDINATION WITHIN THE UNITED NATIONS SYSTEM (continued) Agenda, 3.14

General Matters Agenda, 3.14.1

Dr JAYASUNDARA (representative of the Executive Board) said that at its fifty- seventh
session the Executive Board had considered a series of reports by the Director -General
concerning coordination with other organizations of the United Nations system: its attention

had in particular been drawn to the decisions and resolutions adopted by the Economic and
Social Council at its fifty- eighth and fifty -ninth sessions, and the resolutions adopted by
the United Nations General Assembly at its thirtieth regular session, which had a direct
bearing on health and health programmes, and to the steps being taken to implement them in
collaboration with other organizations and institutions of the United Nations system. As a

result the Board had adopted resolution EB57.R48.
The attention of the Executive Board had been drawn to United Nations General Assembly

resolution 3453 (XXX), entitled "Torture and other cruel, inhuman or degrading treatment or
punishment in relation to detention and imprisonment ". The Board had been informed that a
document prepared in accordance with resolution EB55.R64, on health aspects of avoidable mal-
treatment of prisoners and detainees, had been submitted to the Fifth United Nations Congress
on the Prevention of Crime and the Treatment of Offenders and to the United Nations General
Assembly at its thirtieth regular session.

WHO had been invited by the General Assembly to continue its study and elaboration of
principles of medical ethics relevant to the protection of persons subjected to such treatment.
Subsequently, at its fifty- seventh session, the Executive Board had adopted resolution
EB57.R47, in which it had noted the Declaration adopted by the Twenty -ninth World Medical
Assembly in Tokyo in October 1975 entitled "Guidelines for medical doctors concerning torture
and other cruel, inhuman or degrading treatment or punishment in relation to detention or
imprisonment" and had requested the Director -General to collaborate with other organizations
of the United Nations system with responsibilities in that field, as well as with the non-
governmental organizations concerned, for the purpose of developing codes of medical ethics,
including those related to the protection of persons subjected to any form of detention or
imprisonment against torture and other cruel, inhuman or degrading treatment or punishment.

After considering a report by the Director -General on the United Nations Development
Programme and other United Nations and extrabudgetary programmes, the Executive Board had,
with particular reference to UNDP, noted in resolution EB57.R48 the action that WHO had
undertaken to strengthen the health sector in UNDP country programming.

The Board had taken note of the new machinery being instituted by UNDP in virtue of United
Nations General Assembly resolution 3461 (XXX), on technical cooperation among developing
countries, the objectives of which coincided with those of resolutions WHA28.75 and WHA28.76
dealing with new ways of expanding assistance to the developing countries and particularly of
assisting them in achieving self -reliance. The Board had adopted resolution EB57.R50
requesting Member States to accord priority attention to technical cooperation among developing
countries and requesting the Director -General to cooperate fully with UNDP to that effect.

The Board had noted the cooperation between WHO and UNDP, particularly WHO's accelerated
delivery of 1974 and 1975 prior to UNDP's financial problems. A summary report on those
problems had been submitted by the Director -General to the Executive Board. Indications at
the UNDP Governing Council's session in January 1976 had been that there would have to be a
reduction in programme delivery and curtailment of expenditure envisaged for 1976. In resolu-
tion EB57.R49 the Executive Board had expressed the hope that the UNDP Governing Council would
find ways and means in the immediate future to solve its liquidity problem, and encouraged
initiatives by UNDP to establish financial policies and practices that would prevent sudden
reductions in UNDP- supported activities. The Director -General was now providing the infor-
mation requested in resolution EB57.R49 on developments since the Executive Board's January
session, based on decisions taken by the UNDP Governing Council to solve its financial problems.

Dr FLACHE (Director, Division of Coordination), referring to that information and to the
difficulties encountered by UNDP, said that the seriousness of the problem had become evident
towards the end of the previous year when the expenditure incurred by UNDP on a global basis

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted as

resolution WHA29.38.
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began to outstrip its liquid resources. A number of factors were responsible, inter alia
a sizable improvement in programme delivery and a significant increase in activity costs due

to inflation. Yet another factor had been the late payment of pledges to UNDP by certain
contributors and the failure of others generally to increase their contributions. UNDP's
incoming resources had consequently not kept pace with its cash outflow. It was still too
early to assess the impact of the reprogramming activities on the health sector. Although
WHO only executed a small percentage of the overall UNDP- assisted programme, a number of
elements or projects had had to be curtailed or at least deferred. The reprogramming exercise
had not been easy but WHO had done its best to help governments and UNDP to meet the realities
of the situation. Regional projects, particularly affected by inflation, had had to be
negotiated with special care.

The Governing Council, at its forthcoming session in Geneva, would be reconsidering the
question in detail, and particularly the prospect of more funds being available. In the
meantime the Director -General would keep the situation under constant review and would report
to the Health Assembly and to the Executive Board as developments occurred.

The CHAIRMAN drew the Committee's attention to a draft resolution proposed by the
delegations of Australia, Canada, Ghana, Haiti and Switzerland, which read as follows:

The Twenty -ninth World Health Assembly,

Having considered the Director -General's report on the current financial situation
of the United Nations Development Programme,

Noting the resolution adopted by the Executive Board at its fifty- seventh session
after consideration of these problems and their possible effect on WHO's programme of
technical cooperation with the developing countries,

Noting further the measures decided by the UNDP Governing Council at its twenty -first
session held in January 1976 to mitigate the effects of the liquidity crisis on the opera-
tional programme,

Recalling that the Governing Council will again review the situation at its twenty -

second session in June 1976,
Recalling the terms of resolution EB57.R49 adopted by the Executive Board;

1. EXPRESSES deep concern over the financial problems that the UNDP is facing and the
impact these may United Nations development system's support of the developing
countries' efforts towards self -reliance within the overall framework of the New
International Economic Order;

2. ENCOURAGES Member States benefiting from UNDP assistance to make special temporary
arrangements through their health administrations to attenuate major disruptive effects
that the current financial situation of UNDP may have on the ongoing internationally -
assisted health programme in their countries through recourse to such measures as partial
self- financing or cost -sharing, enlarged use of national staff and institutions, and

judicious reprogramming with other available sources of funds;

3. REQUESTS the Director -General to continue his full collaboration with the
Administrator of UNDP in order to ensure a systematic consultation at all levels between
the governments concerned, UNDP and WHO with a view to safeguarding essential projects
and components in the programme of health and related fields;

4. REQUESTS the Director -General to keep the situation of UNDP- financed activities

executed by WHO under constant review and to report on further developments to the fifty -
ninth session of the Executive Board.

Mr HANNA (Lebanon) recounted the tragic events that had occurred in his country and had
brought about a critical situation as regards the treatment of the wounded, mutilated and
homeless. Transport, drugs, sanitary equipment and other forms of medical aid provided
earlier through the United Nations and WHO, within the framework of the latter's regular budget,
and through emergency funds, had long since been exhausted. The Red Cross, Red Crescent,
Red Lion and Red Sun, as well as neighbouring Arab countries, had also helped in providing
emergency aid. Nevertheless, Lebanon was now forced to appeal to all countries for all
possible aid to alleviate the suffering of its people. He urged the Committee to approve the
following draft resolution, which had been proposed by the delegations of Argentina, Brazil,

Cyprus, France, Greece, Honduras, India, Mali and Yugoslavia:

The Twenty -ninth World Health Assembly,

Mindful of the principle that the health of all peoples is fundamental to the
attainment of peace and security;

Taking into consideration the appeal made by Dr Kurt Waldheim, Secretary -General of

the United Nations, to the international community on 26 February 1976 requesting that
assistance be provided to Lebanon and urging the Member States to contribute generously
to alleviate the results of the current conflict in Lebanon;
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Noting the resolution adopted by the Regional Committee for the Eastern Mediterranean
(Sub -Committee A) in October 1975 inviting the international community to increase its
assistance to Lebanon;

Taking note of the assistance given by WHO, in cooperation with UNHCR, to Lebanon in
the field of health within the overall framework of the efforts of the United Nations, its
programmes and specialized agencies;

Noting that, notwithstanding this assistance, there still remains an urgent need for
more assistance on account of the aggravation of the situation in Lebanon, of the
increasing number of injured, mutilated and handicapped persons, and of the fact that
many of the inhabitants are being forced to flee from battle areas;

Expressing its thanks and appreciation to the United Nations Secretary -General and
the Director -General of WHO for their efforts in favour of Lebanon;

REQUESTS the Director -General to explore ways and means of increasing the volume and
kinds of assistance made available by WHO so as to provide more services to the afflicted
displaced persons and to secure for that purpose the necessary funds within the
availability of various WHO financial resources as well as from extrabudgetary sources,
and to report to the Thirtieth World Health Assembly on such assistance.

The CHAIRMAN expressed sympathy with the Lebanese people and the hope that peace would

prevail in the area.

On behalf of the delegations of Chad, Gambia, Mali, Mauritania, Niger, Senegal and Upper
Volta, Dr TOURE (Senegal) introduced the following draft resolution on aid to the Sudano-

Sahelian populations:

The Twenty -ninth World Health Assembly,
Noting the Annual Report of the Director -General on the work of WHO in 1975,

Recalling:

(1) resolution 1797 (LV) adopted by the United Nations Economic and Social Council
under the title "Aid to the Sudano -Sahelian populations threatened with famine ", at

its fifty -fifth session,

(2) resolution 1918 (LVIII) adopted by the United Nations Economic and Social
Council under the title "Measures to be taken for recovery and rehabilitation of
the Sudano -Sahelian region stricken by drought" at its fifty- eighth session,

(3) resolution 3253 (XXIX) adopted by the United Nations General Assembly on
4 December 1974 under the title "Consideration of the economic and social situation
in the Sudano -Sahelian region stricken by drought and measures to be taken for the

benefit of that region ",

(4) resolution WHA28.48 entitled "Coordination with the United Nations system.
WHO activities related to disasters and natural catastrophes. Drought in the
Sahelian zone" and adopted by the Twenty- eighth World Health Assembly at its twelfth
plenary meeting on 28 May 1975,
Noting with satisfaction the constitution of the "Friends of the Sahel Club ", which

testifies to a common will to give the countries of the Sahel important aid to enable them
to make the best of their potentialities,

Noting also the decision to set up a working group which, under the auspices of the
coordinator of the Permanent Inter -State Committee on Drought Control in the Sahel, is
going to contribute to the drawing up of a medium- and long -term economic and social
development strategy by the member countries of the Permanent Inter -State Committee,

Realizing that despite the efforts made by governments and international organiza-
tions the Sahel subregion is still confronted with serious health care problems due to
shortage of human, material and financial resources,

1. INVITES WHO in addition to what it is doing at present to prepare a short- and
medium -term intervention plan with a view to participating in correcting the effects of
the drought in the countries of the Sahel;

2. REQUESTS the Director -General to direct this participation by WHO into the fields of
nutrition, communicable disease control and the strengthening of infrastructures by the
improvement of health care services;

3. REQUESTS the Director -General to present a report to the Thirtieth World Health
Assembly on all the measures taken for the promotion of health in the countries of the

Sahel.

The countries of the Sahel region had suffered catastrophic drought for seven years with
severe consequences for the health of the population. They had been spared the worst, thanks
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to international solidarity, but if the climatic effects had lessened, the biological reper-
cussions of the drought remained, and preventive action must be taken, coordinating efforts

for assistance to the Sahelian countries and combining services among them in case a similar
calamity should occur again.

He expressed gratitude for the efforts of the "Friends of the Sahel Club" and hoped
that other Members of WHO would join in crusading efforts on behalf of the stricken popula-
tions, giving full support to the draft resolution.

Mr PATERAS (Cyprus) said that his Government had been following the recent tragic events
in Lebanon closely, and was ready to give any assistance within its means. His delegation
was a co- sponsor of the draft resolution on medical assistance to Lebanon, and his country's
efforts were only an earnest of the close ties of Cyprus with the Arab world and repayment of
the support given to Cyprus in its hour of need.

Mr ARIM (Turkey) supported the draft resolutions on assistance to Lebanon and aid to

the Sudano -Sahelian populations.

Mr SWEGER (Sweden) congratulated the Director -General on the presentation of his report
on the financial situation for UNDP- supported activities, and noted his undertaking to keep the

Health Assembly and Executive Board informed of developments. He reiterated the Swedish
delegation's concern for a review of those and other technical assistance activities financed

from extrabudgetary funds.

UNDP's financial problems might result in a reduction of as much as 20% in its
activities in 1976 and 1977. Sweden had stated at the last session of the UNDP Governing
Council that a solution must be found within the context of UNDP's own resources. It had
increased its contribution to 255 million Swedish crowns, but such measures would not be
enough to solve the problem, and important reductions not only in planned activities but
even in ongoing programmes must be expected.

As the Director -General had stated, it was difficult to know what the effect on WHO
programmes would be, but the Swedish delegation urged him, in line with the concern
expressed in the Governing Council of UNDP, to ensure that programmes of assistance to
developing countries did not suffer.

Dr ETER (Federal Republic of Germany) supported the draft resolutions on health assistance
to Lebanon and on aid to the Sudano -Sahelian populations.

Dr MICHEL (France) expressed support for the draft resolution on health assistance to
Cyprus (see page 530). Secondly, he associated himself with the Lebanese delegate's remarks;
as a co- sponsor of the draft resolution on assistance to Lebanon, his delegation called for
a maximum effort to help that country. Lastly, the return of climatic and meteorological
conditions to normal in the Sahel did not mean a rapid return to good health for populations
of the stricken countries, many having migrated, and children and young people having suffered
nutritional consequences to an extent that they were more vulnerable to certain diseases.
The French delegation therefore supported the draft resolution on aid to the region and hoped
that coordinated action could be taken to protect the vulnerable groups.

Dr ROUHANI (Iran) supported the draft resolution on assistance to Lebanon. He was
confident that WHO would continue its assistance to that country, but a global approach was
indicated in view of the seriousness of the situation, and he appealed to Members of WHO to
support the special measures proposed. He also expressed support for the draft resolution
on aid to the Sudano -Sahelian populations.

Professor LISICYN (Union of Soviet Socialist Republics) drew attention to the Director -
General's report reviewing major developments of direct concern to WHO in the United Nations
system, and particularly to the resolutions of the seventh special session of the United
Nations General Assembly. As the Director -General had pointed out in the report, section III
(Science and technology), paragraph 9, of resolution 3362 (S -VII) called on WHO and other
organizations, in particular UNICEF, to "intensify the international effort aimed at
improving health conditions in developing countries by giving priority to prevention of
disease and malnutrition and by providing primary health services to the communities,
including maternal and child health and family welfare ". His delegation attached particular
importance to the examination of social and economic developments and their influence on
health, and although it did not wish to make a formal proposal, he suggested that the
resolution, together with others taken up by the Director -General in his report, should
provide the basis for revitalized coordinated action. It might be appropriate for WHO to
make a special study, within the terms of reference of the ad hoc committee established in
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section VII of resolution 3362 (S -VII), of the resolutions and decisions of the United Nations
and related organizations with a view to increased coordinated action. In particular, WHO
should take the initiative in a search for new sources of multilateral assistance.

His delegation supported the draft resolutions on assistance to Lebanon and on aid to
the Sudano -Sahelian populations, as well as that on the financial situation regarding UNDP-
supported activities. Drawing attention to two anomalies in the Russian texts of the first
two texts, he said that it would be preferable in the draft resolution on Lebanon not to
indicate in the operative paragraph which sources of funds should be used.

The meeting rose at 5.30 p.m.
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Thursday, 13 May 1976, at 11.30 a.m.

Chairman: Dr E. AGUILAR PAZ (Honduras)

1. THIRD REPORT OF THE COMMITTEE

Professor KHALEQUE (Bangladesh), Rapporteur, read out the draft third report of the

Committee.

Decision: The report was adopted (see page 644).

2. COORDINATION WITHIN THE UNITED NATIONS SYSTEM (continued)

General matters (continued)

Agenda, 3.14

Agenda, 3.14.1

The CHAIRMAN drew attention to the following draft resolution proposed by the Rapporteur:

The Twenty -ninth World Health Assembly,
Having studied the report of the Director -General on coordination within the United

Nations system on general matters;

Noting the resolutions of concern to the Organization that were adopted by the
Economic and Social Council at its fifty - eighth and fifty -ninth sessions and by the United
Nations General Assembly at its thirtieth session;

Re- emphasizing the importance of resolution 3362 (S -VII) on Development and Inter-
national Economic Cooperation, adopted by the seventh special session of the United Nations
General Assembly, and the need for the World Health Organization to contribute fully to
the implementation of that resolution, in collaboration with the United Nations and other
organizations of the United Nations system;

Recognizing that the activities of the World Health Organization, in meeting the
health needs of populations, are intrinsically related to the major issues of concern to
the Economic and Social Council and the United Nations General Assembly,

1. APPROVES the measures taken by the Director -General to ensure the fullest involvement
of the Organization in the overall efforts being made by the United Nations system;

2. WELCOMES the efforts being undertaken by the United Nations Development Programme to
achieve closer coordination of the activities pertaining to technical cooperation among
developing countries and requests the Director -General to continue his collaboration,
particularly through the regional committees and regional offices, with the Administrator
of the United Nations Development Programme in the promotion of these activities, in
accordance with resolution EB57.R50;

3. REQUESTS the Director -General
(a) to continue close cooperation with the organizations and institutions of the
United Nations system;
(b) to continue to keep the Executive Board and the World Health Assembly informed
of relevant decisions of the United Nations system of concern to WHO.

Dr SACKS (Secretary) noted that in the draft resolution on aid to the Sudano -Sahelian
populations, which had been introduced at the previous meeting, the word "intervention" in
operative paragraph 1 should have been deleted. He also noted that certain editorial changes
had been made in the draft resolution on UNDP- supported activities (financial situation);

the second preambular paragraph now commenced "Noting the terms of resolution EB57.R49 adopted
by the Executive Board ", while the fifth preambular paragraph had been deleted.

Mr FINDLAY (Sierra Leone) expressed approval of the Director -General's useful report.
The situation in the Sudano -Sahelian region and in Cyprus called for determined and con-

certed action by all agencies. His delegation congratulated the Director - General on the
effective role WHO had played and on the material support it had provided to those afflicted
areas. The draft resolutions on aid to the Sudano -Sahelian populations and on health and
medical assistance to Lebanon highlighted the urgent need for continued and increased support.
His delegation fully supported the draft resolutions and the humanitarian considerations on
which they were based.

-522-
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His country was grateful for the assistance provided by UNDP. The liquidity crisis was
now a common phenomenon, affecting both national governments and donor agencies. As a result
of the shortfall in funds facing UNDP, support of Sierra Leone's health statistics project had
had to be terminated at a time when the services of the expert concerned were most needed in a
field that was vital to the effective and realistic planning of the health service, in
particular for rural areas and for maternal and child care. The departure of the expert had
left a vacuum. He hoped that the situation would soon improve and that UNDP assistance would
once again become available. His delegation supported the draft resolution on UNDP- supported
activities (financial situation).

Dr UHRICH (United States of America) noted that some resolutions at the World Food
Conference had had clear health implications and had made specific requests of WHO. Further,

the Director -General had indicated that collaboration had continued to expand under the World
Food Programme. He requested information concerning the present state of those activities,
considering the importance of nutrition as an essential element of integrated health programmes.

Mr SIDERIS (Greece) said that his delegation had felt it a duty to co- sponsor the draft
resolution on health and medical assistance to Lebanon, given the distressing situation facing
that country. Lebanon was a nation dear to his countrymen, particularly since its people and

Government had never failed to extend assistance to other suffering countries, even when their
means were not adequate to meet their own needs. Lebanon was in urgent need of health assis-
tance. If adopted, the resolution would enable the Director -General to continue and increase
his efforts to alleviate the suffering of people. His delegation therefore urged its
unanimous adoption. He also expressed unreserved support for the draft resolution on aid to
the Sudano - Sahelian populations. Every effort should be made to avoid a repetition of the
tragedy in the Sahel area.

Dr CAYLA (France) welcomed the steps taken to coordinate WHO's activities with the United
Nations system, and particularly the efforts at inter -organizational coordination in adminis-
trative, budgetary and financial matters. He therefore supported the draft resolution

proposed on that subject by the Rapporteur. He noted with concern the financial situation
confronting UNDP and had listened with interest to the further explanations given by the

Secretariat. His delegation supported the draft resolution on UNDP- supported activities

(financial situation). He reiterated his delegation's support for the draft resolutions on
aid to the Sudano -Sahelian populations and on health and medical assistance to Lebanon.

Professor LISICYN (Union of Soviet Socialist Republics) noted that, in the finalpreambular
paragraph of the draft resolution on health and medical assistance to Lebanon, the Russian text
included words that meant "efforts to protect the interests of Lebanon ", while the English text

read "efforts in favour of Lebanon ". He requested that the Russian version be amended to

correspond with the English wording. He noted that the Russian texts of the other draft
resolutions under discussion were now in agreement with the English and French texts.

The SECRETARY said that the necessary change would be made.

Dr BADDOO (Ghana) joined in congratulating the Director -General on his efforts to assist
Lebanon and the afflicted populations in the Sudano -Sahelian area, and expressed support for

the draft resolutions on health assistance to the countries concerned.
With regard to UNDP's financial difficulties, he appreciated the steps being taken to

minimize disruption in WHO's programme activities and supported the suggestion that countries

affected by the reduction in UNDP- supported programmes should make temporary arrangements to

meet the situation. In view of the limited financial and manpower resources of the developing

countries benefiting from UNDP- supported programmes, he urged the Director -General to continue

negotiations with UNDP to normalize the situation as soon as possible. His delegation there-

fore supported the draft resolution on that matter, subject to the following amendments in

operative paragraph 2: "benefiting from UNDP assistance" should be changed to "experiencing

reductions in the expenditure level of UNDP assistance ", and "attenuate" should be changed to

"mitigate ".

Dr CUMMING (Australia) supported the draft resolutions on aid to the Sudano -Sahelian

populations, and on health and medical assistance to Lebanon, as well as that on general matters

(proposed by the Rapporteur). He wished to stress the content of the draft resolution on

UNDP- supported activities (financial situation) and agreed with the suggestion that in

operative paragraph 2 "attenuate" be changed to "mitigate ". He commended the draft resolu-

tion, with that amendment, to the Committee.
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Mr SWEGER (Sweden) requested clarification concerning WHO's cooperation with the United
Nations Fund for Population Activities (UNFPA) and the United Nations Protein -Calorie Advisory

Group. WHO received infrastructural support from the former organization, which for 1976
would amount to US$ 688 000. Since the UNDP Governing Council had discussed the gradual
phasing out of that support, had WHO made any preparation to take over the costs of staff at
present financed by that support? In the budget proposal for 1977 continued financial support
for the United Nations Protein -Calorie Advisory Group by WHO was foreseen. However, discus-
sions were in progress in the United Nations system to consider the abolition or reorganization
of that Group. His delegation considered that such suggestions should first be discussed by
the governmental bodies currently contributing to the financing of the Group. He believed
that WHO should continue to give financial help to the Group, which had an important task to
fulfil in the field of nutrition and performed well. Indeed, no other organization was suited
to take over its responsibilities. The present problems of resource constraints within

UNDP should first be eliminated by increasing the resources of UNDP, and he strongly supported
the UNDP Governing Council's appeal to governments to make additional voluntary contributions
to UNDP in 1976. His delegation supported the draft resolution on UNDP- supported activities
(financial situation) and agreed with the Ghanaian proposal that in operative paragraph 2 the
words "benefiting from UNDP assistance" should be replaced by "experiencing reduction in the
expenditure level of UNDP assistance ".

Dr ISSA (Jordan) and Dr TOURÉ (Senegal) expressed support for the draft resolution on
health and medical assistance to Lebanon.

Dr BEHAR (Nutrition) said he would reply to two questions that had been raised, the first
by the United States delegate in regard to WHO's response to requests made of it in resolutions
of the World Food Conference, and the second by the Swedish delegate on the present position of
the United Nations Protein -Calorie Advisory Group (PAG). On the first point, delegates would
be aware that the World Food Conference had made a number of important recommendations both to
countries and to international organizations for the combating of problems of famine and mal-

nutrition. The World Food Council, which had been set up by the Conference to implement
those recommendations, had agreed to assign specific responsibilities in the area of food and
nutrition to appropriate specialized agencies. Two responsibilities had been entrusted to
WHO: the first was the control of nutritional deficiencies (such as, for example, endemic
goitre, anaemia and vitamin A deficiency) that could be alleviated by measures that did not
imply changes in the diet of the population; the second was to cooperate with countries in
setting up epidemiological surveillance systems to evaluate the nutritional state of their
people, not by means of cross -sectional surveys, which were costly and not always effective,

but by a continuous monitoring system using simple indices.
The first of those two tasks was not a new one to WHO, as it had been working in that

field for a number of years. The Organization was cooperating, with the assistance of UNICEF,
with countries that were concerned to control the problem of goitre. In the case of vitamin
deficiency, the Organization was supporting studies in various parts of the world which were
designed to evaluate different control techniques; one such technique was the periodic
administration of large doses of vitamin A to high -risk sectors of the population, another

was the incorporation of vitamin A in foodstuffs consumed regularly by all the population,
and a third was the encouragement of the consumption of foods rich in vitamin A through edu-
cation and by increasing production at local level. Those studies were now being carried
out to establish which of those three techniques was the most effective and which was the
most suitable for application in widely varying ecological, social and economic conditions.

Regarding the control of anaemia, WHO was again supporting studies in different parts
of the world to evaluate control techniques. One such technique was the enrichment of food-
stuffs by the addition of iron salts, and another was the administering of iron compounds to
particularly vulnerable groups. By studying the effect of each of these methods in the con-
text of the natural diet of the population it could be established which was biologically the
more effective. For both those studies WHO had obtained much valuable cooperation from the
United States Agency for International Development and the Swedish International Development
Authority.

The second task entrusted to WHO, the establishment of an epidemiological surveillance
system, presented a problem because the methodology involved was entirely new. Accordingly,
the Organization, together with FAO and UNICEF, had decided to convene a group of experts to
advise on methodology. That group had met in 1975 and its recommendations had been presented
to the fifty- seventh session of the Executive Board. Because the methodologies recommended
had not yet been tried in practice, a series of operational studies were being carried out in
the field in order to evaluate them and to find which were most appropriate to particular
countries.

Another important task for WHO not specifically indicated by the World Food Conference
was the incorporation of nutritional activities in programmes of primary health care. He
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believed that that task should have high priority among the existing activities of the

Organization in the field of nutrition.
He drew attention to two problems arising from the recommendations made by the World Food

Conference. First, too much emphasis had been placed on the production and marketing of

foodstuffs. Although it was important that populations should be provided with sufficient
food, not enough emphasis had been given on how to ensure an adequate diet for those under the

risk of malnutrition. The real problem for the majority of countries was not the national
availability of food, but its nutritional quality and actual availability to the different
sections of the population, and the Conference had not paid enough attention to that fact.

The second problem was that although the Conference had made a series of major recommen-
dations, implementation of which was to be entrusted to the specialized agencies, no additional
funds had been allocated to those agencies to enable them to fulfil their new responsibili-

ties. In the case of WHO, the funds within the regular budget that could be devoted to
nutrition programmes were totally inadequate in relation to the scale of the problem. The

Organization had therefore directed its efforts chiefly towards cooperation with other
agencies in the field of nutrition, notably UNICEF and the World Bank, as well as with

bilateral agencies.

In reply to the Swedish delegate, PAG was a technical group set up in 1955 by WHO to
advise the Organization on the safety, nutritional value and other aspects of new dietary
sources of protein, as well as on specific technical aspects of protein- energy -malnutrition.

PAG had carried out its responsibilities efficiently, and FAO and UNICEF had joined WHO as
co- sponsors of the Group. Later, its advisory role had been progressively expanded to
energy sources and food in general, and to the economic, social and educational aspects related

to malnutrition; thus it had no longer been confined to technical questions, and the World
Bank and the United Nations had also become co- sponsors. Accordingly, PAG's membership had
been diversified to include sociologists, economists, educators, planners and other

experts. Responsibility had also been given to the Group for advising on the overall pro-
gramme of nutrition of the United Nations system and on the development of new programmes.

Those changes in the Group's functions and membership had been supported by the
Organization as being in accordance with its general policy that malnutrition should be seen
not only as a technical problem but also as an economic, social and educational problem.
Unfortunately, it had proved difficult in practice for a group of such highly qualified and
very busy experts to meet more than sporadically (sometimes only once a year) and it was thus
difficult for it to fulfil its considerable responsibilities. That was not the fault of
individual members of PAG, but rather of the structure and functioning of the Group itself.
That had been recognized by PAG, which had decided at its last session to restructure its
membership completely and to redefine its methods of work. WHO had once again given its
support to those changes and had, as had been mentioned, made provision to continue to
finance the Group up to 1977, when a decision on future support would have to be made, based
on the review now in progress in the United Nations system on institutional arrangements
related to nutrition.

One of the recommendations of the World Food Conference called for a review of activities
of the United Nations system in relation to nutrition and of the interrelations and respective
roles of the agencies and other bodies involved. A study on that question had been under-

taken recently, notably by ACC.

The SECRETARY, supplying further details of that study, said that at the Twenty- eighth
Health Assembly attention had been drawn to all the recommendations of the World Food
Conference of direct relevance to WHO. It should be noted that resolution XXII of the
Conference requested the United Nations Economic and Social Council to consider urgently
possible rearrangements in the United Nations system to ensure effective follow -up of the
World Food Conference's decisions in the area of nutrition. Following that request, ACC
had suggested to the Council that the Committee study the question at inter -secretariat level.
The Council had the previous year agreed to that suggestion, and at ACC meetings over the
past year there had been an intensive dialogue between the agencies concerned in an endeavour
to find a formula to meet the request of World FoodConference resolution XXII. In April

1976, ACC had agreed to recommend to the Economic and Social Council at its sixty -first
session new formulae for strengthening work on nutrition at country level, as well as for
coordination of such work at regional and global level, including institutional arrangements
and an interagency secretariat. Consideration had been given to how to provide adequate
expertise to implement the proposals likely to be made by the World Food Council in the
area of nutrition. After consultation, it had been agreed to recommend to the Council a
re- examination of the concepts underlying the expertise in nutrition available to the system
as a whole. ACC was suggesting the setting up of a broad nutritional advisory panel of the
United Nations system including the expertise now available in PAG, which would not only
advise on specific problems, but at least every three years would be required to review the
way in which the United Nations system as a whole was dealing with nutritional problems.
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In reply to the comments made by the USSR delegate the previous day on the importance of
United Nations General Assembly resolution 3362 (S -VII), he said that WHO had followed very
closely the work of the General Assembly on that issue, as well as giving intensive study to
the implications of the resolution for its own activities.

In addition to being requested to intensify its activities in a number of specific health
areas, WHO was also affected by a number of other decisions of the General Assembly's seventh
special session. Those decisions related to such areas as science and technology, the
transfer of technology, natural disasters, the brain drain, human settlements, and nutrition,
among others. ACC had set up a special task force in March 1976 to discuss how each
organization, individually and collectively, could best meet the demands of resolution 3362
(S -VII). The task force's conclusions would be submitted to the Economic and Social Council.
Measures had therefore been taken to deal not only with the resolution's substantive aspects,
but also with its structural aspects. The Director -General of WHO had addressed the United

Nations Ad Hoc Committee on the Restructuring of the Economic and Social Sectors of the
United Nations System at its second session and had also been in continuous contact with the
work of the ACC task force. The results of the discussions in the Ad Hoc Committee would be
brought to the attention of the Executive Board and Health Assembly.

Dr ZAHRA (Director, Division of Family Health) recalled that the Swedish delegate had
inquired about WHO's collaborative programme with UNFPA, and had referred to the possibility
that UNFPA might in the near future reduce or phase out its present support for a WHO
infrastructure - namely, a core group of staff at headquarters and the regional offices
responsible for the administration and execution of the programme of work on the health aspects
of family planning, human reproduction and population dynamics.

This was the sixth year of satisfactory collaboration between WHO and UNFPA. That
programme, in line with the Organization's mandate in that field, had rapidly expanded, so
that WHO was now assisting in the planning or implementation of UNFPA- funded projects in some
62 countries in six regions. Support was being given to the service aspects of country and
intercountry activities, to training programmes for different categories of personnel, to
epidemiological and operational research, and to the dissemination of information on the health
aspects of family planning and population dynamics. Participating in those activities were
programmes in maternal and child health, human reproduction, health education, nutrition,
mental health, nursing and midwifery, and health statistics, all of which were supported from
WHO's regular budget and from other sources of funds such as UNDP and UNICEF. UNFPA assis-
tance in the health aspects of family planning, human reproduction and population dynamics
was therefore complementary to overall WHO collaboration at the regional and country levels.
In addition, UNFPA maintained close consultation with WHO and other relevant agencies on the
technical aspects of projects in some 12 other countries directly assisted by UNFPA.

Furthermore, WHO's activities had taken on new dimensions as a result of the follow -up
to the World Population Conference and of resolution WHA28.44, in which the important role
of health - and hence of WHO - in population activities was stressed throughout. For example,

WHO was responsible for reporting to the United Nations Population Commission and the Economic
and Social Council on trends in neonatal, infant, childhood and maternal mortality and
morbidity, and on health aspects of fertility regulation, as part of the monitoring of population
trends and policies under the World Population Plan of Action.

In 1975, WHO had received some $ 15 million from UNFPA, of which $ 14.4 million had been
directed to the interregional, regional and country activities he had described. UNFPA
support to WHO infrastructure in headquarters and in the regional offices necessary for the
administration and coordination of such a large programme amounted to some $ 630 000 in 1976
(slightly less than in 1975), about 4% of the total UNFPA funds allocated to WHO, or 5.4% of
the total programme delivery in 1975.

Both UNFPA and WHO regularly reviewed the question of the proportion between infrastructure
and programme delivery, and in fact, in view of the decentralization of responsibility for
country and intercountry activities that had taken place in the last year or so, it had been
possible to effect some reduction in infrastructure at headquarters. He had every reason to
believe that UNFPA appreciated how essential its present modest support to infrastructure was
for the efficient running of the programme. However, should there be any change in that
support to infrastructure in the future, WHO would see no alternative but to charge UNFPA over-
head costs (which it did not at present do) calculated at the rate of 14% of programme
delivery, as was the accepted practice for UNDP- funded activities. That would be essential
if such a major programme was to be carried out and developed adequately and fully.

The meeting rose at 12.30 p.m.
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Chairman: Dr E. AGUILAR PAZ (Honduras)

1. COORDINATION WITHIN THE UNITED NATIONS SYSTEM (continued) Agenda, 3.14

General matters (continued) Agenda, 3.14.1

The CHAIRMAN invited the Committee to take up in turn the four draft resolutions before
it under the agenda item, beginning with that on aid to the Sudano -Sahelian populations.

Dr SACKS (Secretary) said that in operative paragraph 2 the delegate of Senegal proposed
the replacement of "the strengthening of infrastructures through" by "the strengthening of
infrastructures by ". He noted that the word "intervention" had been deleted from operative
paragraph 1.

Decision: The draft resolution, as thus amended, was approved.1

The CHAIRMAN invited the Committee to consider the draft resolutions on health and
medical assistance to Lebanon and on coordination within the United Nations system: general
matters.

Decision: The draft resolutions were approved.2

The CHAIRMAN then drew
financial situation.

The SECRETARY recalled
two amendments to operative
"experiencing reductions in
by "mitigate ".

attention to the draft resolution on UNDP- supported activities -

that at the previous meeting the delegate of Ghana had proposed
paragraph 2: the replacement of "benefiting from" by
the expenditure level of ", and the replacement of "attenuate"

Decision: The draft resolution, as thus amended, was approved.3

International Women's Year Agenda, 3.14.3

Dr JAYASUNDARA (representative of the Executive Board) recalled that 1975 had been pro-
claimed by the United Nations General Assembly, in its resolution 3010 (XXVII), as
International Women's Year, with a view to the "attainment of equal rights for women and
full integration of women into political, economic, social and cultural life so that they
can make an active contribution to the further development of friendship between peoples of
all countries and to the strengthening of peace "; and that the Twenty- eighth World Health

Assembly, in resolution WHA28.40, had called for the active participation by WHO in the
programme for International Women's Year, and for continuing action to promote the partici-
pation of women in health and development, and had requested that a report thereon be
submitted to the Executive Board and the Twenty -ninth World Health Assembly. Accordingly,
the Executive Board at its fifty- seventh session had given careful consideration to a report
by the Director -General on International Women's Year; that report was submitted to the
Assembly together with the comments of the Board.

The Executive Board strongly supported the statements contained in the introductory part
of the report, underlining the importance of the effective participation of women in the
health and development process. The status of women bore a close but complex relationship
to various health problems such as infections, malnutrition and ill health associated with
inadequate care during child -bearing. There was ample evidence that the health and nutri-
tional status of mothers and various malnutrition factors in turn influenced the growth and
development of children, the incidence of childhood malnutrition, and infant and child

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted as
resolution WHA29.39.

2 Transmitted to the Health Assembly in the Committee's fourth report and adopted as
resolutions WHA29.40 and WHA29.41.

3 Transmitted to the Health Assembly in the Committee's fourth report and adopted as
resolution WHA29.42.
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morbidity and mortality. That relationship had been recognized in a number of international
forums, including the World Population Conference, the World Food Conference, and the World

Conference of International Women's Year. It was recognized that the participation of women

in development could contribute most significantly to socioeconomic progress, but that full
participation was impossible unless changes were made in the conditions of women's lives.

The Executive Board welcomed the active participation of WHO in International Women's Year

as described in section 3 of the report, and drew attention to section 4 which described the

proposed action by WHO in collaboration with Member States to promote the health of women and

their full participation in development. That action was grouped for convenience of presen-

tation in the report under six headings: health, nutrition and social services; family health

education; education and participation of women in the health sector; occupational health;

research; and consideration given in all WHO programmes to women.
The activities were based on the premise that men and women assumed equal responsibility

for the care of their own health and that of their children. At present, women, particularly

those working at home, bore most of that responsibility, which made them the most obvious and

effective health agents and educators available to society; but their efforts must increasingly

be shared by their partners and supported by an adequate health system - in particular they
must have the benefit of primary health care services centred on the family as the basic health

unit. Wherever women were trapped in a cycle of poverty and repeated child- bearing, their

potential contribution to development was being overlooked. Half the world's population was

also half the world's resources.

Dr ABDELLAH (United States of America) said that it would be fitting for the World Health
Assembly during International Women's Decade to honour Florence Nightingale, whose birthday

had been on 12 May. She had not only established nursing as a profession but had also been
the first health research worker and statistician, defining specific disease categories upon
which the International Classification of Diseases had been built.

Expressing her delegation's satisfaction with the Director -General's report, she said
that it wished to encourage collaboration between governments of Member States of WHO and
with other multilateral and bilateral agencies, in order to develop effective systems of data
collection and analysis, research and locally based lines of communication to determine the
needs and potential of women in health and development. Her delegation supported the
resolution recommended in resolution EB57.R54 of the Executive Board, and encouraged WHO to
include in its plans and programmes a statement of how they would affect women both as

participants and as beneficiaries. She hoped that measures initiated in International
Women's Year to improve the health and status of women would be pursued further.

Miss PINTO DE CARVALHO (Mozambique) said that her delegation considered that economic
development was not hampered by the inequalities between men and women, but by the capitalist
system with its division of society into the exploiting and the exploited. Women had been

doubly exploited under Portuguese colonial and fascist domination in Mozambique by the
colonialists and by the traditions by which even the exploited men were oppressors of women
through their practice of polygamy, through taboos and by other abuses. One of the main aims

of the struggle against Portuguese colonialism had been the social and economic emancipation
of women, who had participated in Mozambique's liberation war and who now constituted a
decisive element in the organization of activities for national defence and reconstruction in
the liberated areas. Frelimo, the Mozambique Liberation Front, had created the Mozambique
Women's Organization to include women in the revolutionary process, and women were participating
fully in all sectors of social life, in politics and government, and in democratic organiza-
tions of the people. The emancipation of women was not a favour, but was a revolutionary
necessity which would guarantee the progress of human society.

Her delegation appreciated the report of the Director -General, and would support any
resolution expressing the need for the complete emancipation of women.

Professor LISICYN (Union of Soviet Socialist Republics) recalled that when the plan for
International Women's Year had been considered in 1975 the Soviet delegation had supported it,

together with the resolution on the subject. He wished to express his delegation's approval
of the work already carried out by WHO during the past year in that connexion.

The Director -General's report contained much interesting information on plans for

implementing resolution WHA28.40. Of particular interest were the proposals for strengthening

and coordinating collaborative research in Member States into questions directly related to the

protection of the health of women and children.
The plan of activities - both of WHO and of other international organizations - had been

attentively studied and sympathetically received in the USSR, where problems regarding the
participation of women in political, social, scientific and cultural aspects of life had been

successfully dealt with for many years past. He would refer specifically to the field of

health, in which women had traditionally played an important part. The latest available
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statistics in the USSR showed that, of the total of more than 832 000 doctors (representing
a doctor /population ratio of more than 31 per 10 000), about 70% were women, including
specialists. Women were playing an ever -increasing role in health administration. In 1975,
11 deputy ministers of health in the republics of the USSR, three ministers of health in the
autonomous republics, 48 heads of departments in ministries of health, six rectors of medical
schools, 37 directors of research institutes were women, and more than 4000 women held the
degree of doctor of sciences.

His delegation approved the Director -General's report, and supported the resolution
recommended by the Executive Board in resolution EB57.R54.

Dr MIRAMS (New Zealand) said that many of the objectives initially set in the Director -

General's report to the Executive Board were already being pursued in New Zealand. Internatio-
nal Women's Year had meanwhile seen a significant change in awareness and interest in the
status of women in the country; the Government had made a grant of 123 000 New Zealand dollars
towards the activities of the Year, which had been spent on establishing women's centres, child
care centres and crèches, promoting research, and similar activities.

New Zealand's health and welfare services were available to all citizens without
discrimination, and the Government was undertaking a review of the health system with a view
to improving coordination of services. Life expectancy at birth was 68.4 years for men and
73.8 for women; overall infant mortality rates had dropped from 29.5 to 16.5 per thousand live
births between 1946 and 1971. Free comprehensive maternity services were available to all
women, with antenatal care by general practitioners and in public hospital clinics, confine-
ments in public hospitals and postnatal examinations, including specialist services as
necessary. Child health services over and above those furnished by family doctors and
paediatricians were provided by nurses, and free immunization and periodic checks were made up
to school - leaving age. There was a comprehensive dental health programme for schoolchildren.

Thirty -one family planning clinics were operating in New Zealand, run by the Family
Planning Association with some financial assistance from the Government; the facilities were
not yet available in all areas, and most women obtained advice from their medical practitioner.
The "pill" was still the most widest prescribed and used method of contraception. Suggestions
that more liberal standards should be recognized had provoked fierce debates on moral and
social issues in New Zealand as elsewhere. A Royal Commission had been set up to consider
questions of contraception, sterilization and abortion, and many individuals, organizations and
health professionals had been heard at its public sessions. The final report would make
recommendations for relevant legislation.

Professor PACCAGNELLA (Italy) described the family counselling services being established
in his country following the promulgation of relevant legislation in 1975. Teams worked to
help solve problems of married couples and young people, within the context of maternal and
child health services; under the leadership of a family counselling expert, the teams usually
included paediatricians and gynaecologists, psychologists and sociologists. The popular
demand and that of women's organizations for the services was very strong.

Dr TOURÉ (Senegal) said that women held responsible positions in all spheres of activity
in Senegal, especially social spheres, and had done so long before International Women's Year.
In 1969 a study of the psychological, economic and sociological conditions of women had been
carried out by the Economic and Social Council of Senegal. Traditional values were deep -
rooted in the country, but the people were forward -looking.

His delegation supported the draft resolution with the reservation that such a national
situation imposed.

Mr ASSAR (Iran) said that his delegation supported the resolution recommended by the
Executive Board. Iran had for many years been acting upon the principles embodied in that
resolution, and a woman Cabinet minister was responsible for ensuring that women's affairs were
safeguarded in the decision- making and planning processes of government.

Dr LÓPEZ MARTINEZ (Mexico) said that his delegation approved WHO's plans for furthering
the participation of women in health and development activities, and recalled that his
Government had been the host for the World Conference of International Women's Year. It had
also given particular attention to problems such as nutrition affecting the health of women
and children in both urban and rural areas, and was participating actively in the preparation
of programmes to improve women's role in development. Changes were also being made with
respect to the admission of women to universities and other institutions for higher education
to increase further the already growing number of women in responsible positions in public
administration and the private sector.

The Mexican delegation supported the resolution recommended by the Executive Board.
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Dr PLAZA DE ECHEVERRIA (Maternal and Child Health) said that ACC was considering the
establishment of a medium -term interagency programme for International Women's Decade to
implement the resolutions adopted at the World Conference of International Women's Year and
by the United Nations General Assembly, as well as other organizations of the United Nations

system; it was hoped the plan of action would then get under way. The main concern was to
ensure a concerted effort by Member States and on a regional as well as a global basis, for
the solution of problems affecting women, in particular those of women's education and health
and the balance between the different roles that women played in family life and at work.

A research institute on those problems was being established within the United Nations
system, through which it was hoped to make a systematic study of the major issues just

discussed.

Decision: The draft resolution proposed by the Executive Board in resolution EB57.R54

was approved.1

Health assistance to refugees and displaced persons in Cyprus Agenda, 3.14.5

Dr TABA (Regional Director for the Eastern Mediterranean) said that the Director -

General's report on the item described health activities undertaken in collaboration with
UNHCR and UNICEF in response to resolution WHA28.47 for the period January 1975 to March

1976. During that period UNHCR had contributed US$ 630 000 for health assistance to refugees
and displaced persons in Cyprus. The Organization had financed some advisers from its
regular budget (section 2.2 of the report) and had taken steps to prevent the reintroduction
of malaria to the North Sector, the disease having been eradicated from the island for
20 years (section 2.5). A medical supply officer had been sent to establish a records
system, and an administrative assistant had been recruited to help in the receipt and delivery
of supplies to both North and South Sectors (section 2.8). UNICEF had provided equipment and
supplies to the value of $ 30 000 for maternal and child health centres in the North and South
Sectors and for health laboratories in the North. Although the report stated that UNHCR had
made an additional amount of $ 140 000 available in 1976, owing to unforeseen circumstances
only $ 65 000 had actually been forthcoming; WHO had provided another $ 50 000 from the
regional regular budget. Consultations were in progress with the Government on the
procurement of supplies and equipment corresponding to those amounts in 1976. While all the
actual needs might not yet have been met, WHO, in consultation with the Government, might be
able to provide further assistance to the extent possible.

Professor JAKOVLJEVI6 (Yugoslavia) recalled that resolution WHA28.47 requested the
Director -General "to continue and intensify health assistance to refugees and displaced

persons in Cyprus ". Despite the efforts made, the numbers of refugees and displaced had not
been reduced and the problem remained of such magnitude that the Government of Cyprus was
quite unable to deal with it unaided. His delegation, together with that of India, therefore
proposed the following draft resolution, which was along the lines of resolution WHA28.47 and
which he hoped would be approved unanimously:

The Twenty -ninth World Health Assembly,
Mindful of the principle that the health of all peoples is fundamental to the

attainment of peace and security;
Recalling resolution WHA28.47;
Noting all relevant General Assembly and Security Council resolutions on Cyprus;
Considering that the continuing health problems of refugees and displaced persons

in Cyprus call for further assistance;
Noting the report of the Director -General and expressing appreciation for the health

assistance to refugees and displaced persons in Cyprus by WHO;

1. REAFFIRMS resolution WHA28.47;

2. FURTHER REQUESTS the Director -General to continue and intensify health assistance
to refugees and displaced persons in Cyprus in addition to any assistance made available
within the framework of the efforts of the Coordinator of United Nations Humanitarian
Assistance in Cyprus and report to the Thirtieth World Health Assembly on such assistance.

Mr MACRIS (Cyprus) said that the assistance provided following the unanimous adoption of
resolution WHA28.47 was greatly to the credit of WHO, as were WHO's emergency relief services
which had been rapidly brought into operation, even before the adoption of that resolution,

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted as

resolution WHA29.43.
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to give much -needed help in the emergency created by the events of 1974. Those events were

too well known to need description. On behalf of the Government and people of Cyprus, and of

the refugees and displaced persons particularly, he thanked the sponsors, the Health Assembly
and WHO for the practical assistance rendered, which had been put to the best possible use.
The problem was of such magnitude that it was impossible for the Government of Cyprus to face
it alone; it had to turn to the international community for assistance, which had so far been

readily granted. The work of the United Nations High Commissioner for Refugees, as the
Coordinator of United Nations Humanitarian Assistance in Cyprus, had earned the gratitude of
all Cypriots.

He had no doubt that the Director -General and the Regional Director for the Eastern
Mediterranean would explore all the possibilities and use all available resources including
savings, emergency funds and the Voluntary Fund for Health Promotion, in order to provide the
help that was referred to in paragraph 2 of the draft resolution as being additional to

assistance provided by UNHCR. He shared the hopes of the sponsors that the draft resolution

would be approved unanimously.

Mr BANNA (Lebanon) expressed his support for the action taken by the Director -General and
his staff and joined the delegation of Cyprus in supporting the draft resolution. He did
that from an appreciation of the suffering of people in so- called "civil" wars.

Late though it was, he wished also to place on record his support for the draft
resolution on aid to the Sudano -Sahelian populations and hoped that the action of the
international community would be able to avert disaster in that area.

Mr SIDERIS (Greece) said that WHO assistance during the previous year to the many
thousands of refugees and displaced persons in Cyprus had proved of considerable importance.
As one of the parties concerned, his Government wished him to thank all Members of WHO and
the Director -General and his staff for their invaluable help. However, life had still not
returned to normal, and a tremendous humanitarian problem still existed that the Government of
Cyprus would not be able to deal with successfully without further assistance from the
international community. The draft resolution, if adopted, would permit the continuation of
WHO action, in addition to that of UNHCR, to alleviate the plight of the displaced in Cyprus.
His delegation therefore supported it and appealed for its unanimous approval.

Mr KUMAR (India), as a sponsor of the draft resolution, expressed his appreciation of
WHO's efforts and his wholehearted support for their continuation and intensification. The
problem was indeed unsolved and called for assistance from the international community.

Mr ASSAR (Iran) also expressed support for the draft resolution. WHO assistance had
perhaps not been commensurate with the need, but he was sure the Regional Director had acted
to the best of his ability, within the possibilities open to him.

Mr ARIM (Turkey) said that the events that had taken place in Cyprus since 1963 and had
led to a problem of displaced persons that had lasted over 12 years were too well known to call
for comment. He congratulated the Director -General on the health assistance that had been
provided to the two communities separately and conveyed the thanks of the Turkish Cypriot
community to WHO for the health assistance provided for them within the framework of that

administered by the Coordinator of United Nations Humanitarian Assistance in Cyprus. With
reference to the third paragraph of the preamble in the draft resolution, he reaffirmed his

Government's position as expressed during the discussions leading to the adoption of the
resolutions of the United Nations General Assembly and Security Council, and the reservations
recorded by the Turkish delegation at that time. His Government's views on the problem of
displaced persons had also been expressed in the appropriate forums; on that question, too,
he reserved his position.

Decision: The draft resolution proposed by the delegations of India and Yugoslavia was
approved.1

Dr TABA (Regional Director for the Eastern Mediterranean) assured the Committee and the
sponsors of the draft resolution, on the Director -General's and his own behalf, that they

would provide all the assistance they could, in concert with the United Nations.

Transmitted to the Health Assembly in the Committee's fourth report and adopted as

resolution WHA29.44.
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2. REPORTS ON SPECIFIC TECHNICAL MATTERS Agenda, 2.5

WHO's human health and environment programme Agenda, 2.5.4

Dr JAYASUNDARA (representative of the Executive Board) said that the Board had decided to
transmit to the Health Assembly, with its comments, the report that the Director- General had
submitted in accordance with resolution WHA27.49.

Based particularly on resolutions WHA24.47 and WHA26.58 and, more generally, on the Sixth
General Programme of Work, the scope and objectives of the WHO environmental health programme
were summarized in the introduction to the report. The assessment that followed showed that
the programme had rapidly expanded and had contributed to the progress made by all Member
States in strengthening their health services and in identifying the role of health agencies
in the environmental field. Though much remained to be done, there had been progress in the
past 10 years, particularly in basic environmental sanitation - a question that the Health
Assembly would be reviewing separately under item 2.5.5.

The Director -General's proposals for the future development of the programme were closely
related to the objectives set out for it in the Organization's Sixth General Programme of Work.
Its principles, criteria, orientation and priorities were discussed with emphasis on the need
for the Organization's work to become part of overall development in Member States, the aim
being to provide basic sanitary measures for the largest possible number of the population as
a key to improving health.

Environmental problems, by their nature, called for a coordinated and multidisciplinary
approach that the Organization had been developing in recent years. The report described a
number of strategies that could be used in the implementation of the future programme,
emphasizing the need for continued collaboration with and assistance to the various national
and international programmes, agencies and ministries concerned with the improvement of the
human environment, thus bringing the WHO programme closer to other social and economic sectors
and to overall planning. The relationship with UNEP was discussed. During the fifty- seventh

session of the Executive Board particular reference had been made to the work of the Environment
Coordination Board which, in reviewing priority areas of action, had noted inter alia the effect
of inadequate water supply and sanitation on the mortality and morbidity of the rural population
and other poor sections of the population. The Coordination Board felt that it was a unique
instrument for influencing the entire United Nations system to address itself appropriately in
its activities to environmental concerns, regarding coordination as a reciprocal process
including both UNEP programming and the programming of the various agencies involved.

The problem of improving basic environmental sanitation was among those of greatest concern
to the Executive Board. Several members had reported on the continuing lack of those services
for large populations, particularly the poor populations, and the need for the Organization to
continue its effort. Water supply and waste disposal were seen as genuine methods of preven-
tive health work. It was important to promote basic environmental sanitation as part of all
kinds of development projects and programmes, but in many countries the health agencies had not
taken enough interest in doing so. Only too often health agencies neglected their environ-
mental functions; yet it was through basic environmental sanitation that the greatest impact
could be made on the health of the greatest number of people. One of the Organization's
duties would be to increase its effort in the surveillance of water supplies and waste disposal
and its cooperation with those other government programmes and agencies that had the resources
to move forward more rapidly in that field.

The Board had also recognized that the problem of environmental pollution was of
increasing importance to all Member States, and not merely to the industrialized countries, and
that, accordingly, the coordination of biomedical research on problems of environmental health
had to be a priority for the Organization. The early recognition and prevention of adverse
effects on health of environmental pollution represented a unique opportunity for many
disciplines to collaborate, and the Executive Board had encouraged the Director -General to
give high priority to the subject, keeping in mind that pollution reached man today through
many media - through the air, water, through food, at the place of work, at home, through
transportation and sources of industrial production and energy. The interdisciplinary
approach to the problem also required that the physician take advantage of the opportunity
offered to him in the environmental field to fulfil a public health function; other
professions, too, would have to recognize the unique contribution the medical professions
could make in that field.

The representative of the Executive Board then outlined the substance of the draft
resolution recommended in resolution EB57.R28.

Dr RALL (United States of America) commended the Director -General on his excellent
assessment of the programme and on the sound proposals for the future.

The United States attached high priority to the solution of the complex problems of
human health and environmental factors. The report showed that a good balance had been
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struck between the varying needs of Member States in their different stages of development.

Safe water and effective waste disposal methods were of the utmost importance for all countries
and regions. Air pollution and the problems of industrial effluents and toxic chemicals were
already a major concern for certain countries and regions, and they would certainly affect all
Member States in the future. The report was to be commended for illustrating the critical
importance of, and the need for coordination in the broad field of human health and the
environment.

The series of environmental health criteria documents was of great importance, and he
hoped that the requisite extrabudgetary resources could be secured to permit their publication
and broad distribution. The report also paid appropriate attention to the urgent need for the
development of specialized manpower.

Dr TOTTIE (Sweden) said that the only way to tackle the problem of the optimum utiliza-
tion of financial and manpower resources was through agency interaction and a clear
delineation of the agencies' respective fields of action in order to avoid overlap. It had

been decided that UNEP should provide general policy guidance for the direction and coordina-
tion of environment programmes within the United Nations system, and the executive heads and
governing bodies of United Nations organs had been invited to formulate programmes for the

development of the Environment Programme.
The members of the Environment Coordination Board had been requested in April 1976 to

collaborate with the Executive Director of UNEP in developing and applying the concept of

joint programming. Furthermore, the members had been invited to report on the steps taken to
implement strategies endorsed by the Governing Council of UNEP with respect to the development

of common joint programming. It would be of great interest if the Director -General could

enlarge on that subject.
Turning to environmental health hazards and criteria, he said that, although at first

sight the problems these raised might appear to apply only to highly industrialized countries,
industrialization was developing at such a rate that they would soon be of concern to the

entire world.
An interesting development in United Nations world conferences was the trend to recognize

the interplay between environment and health. The Director -General's explanation as to how

WHO intended to collaborate with the United Nations on the 1977 Water Conference to be held
in South America would be of interest.

In conclusion, he stressed that, in view of the number of different sections of the
United Nations system, and, indeed, within WHO itself, that were concerned with the human
environment, coordination and integration were essential for success, just as they were
essential for the prevention of traffic accidents, as had been pointed out in Committee A.

Professor HALTER (Belgium) said that the 1972 Stockholm Conference had made it clear to
the world how important environmental problems were and how important WHO's role was in that

field. The Director -General's report had pointed to the importance of the human factor in

all problems related to the environment. His delegation wholeheartedly approved that report

and the draft resolution proposed by the Executive Board.
WHO had done everything within the limited means at its disposal to contribute towards

solving environmental problems, in research, expertise and staff training. Nevertheless

attention needed to be paid to the ethics of the environment, which in a few years would be
referred to as frequently as the environment itself was referred to today. The notion that

a polluter should simply pay a monetary fine was a dangerous one, for, having paid, he was

free to continue polluting. The time was coming when appropriate legislation was needed,

at both the individual and the corporate level, making provision for imprisonment when

necessary. The person who caused death or illness by pollution was no different from him who

did so by other means.
WHO had done much good work on toxicity and other criteria and in a very short space of

time a large number of references and guidelines had become available. Nevertheless the

combined effects of chemical substances and of chemical, biological and physical factors
needed further study by WHO, although that would raise problems of financial and manpower

resources.
Referring, finally, to the role of WHO among the international organizations, he found it

gratifying to see the Organization's representatives playing a decisive role in the ever -
increasing number of important international meetings on such topics as marine and industrial

pollution and the development of energy sources. His ministry was in relation with no fewer

than 23 international organizations involved in one way or another in the environment; of

those, WHO was the only one capable of guaranteeing the protection of populations. The

dispersion of energy and resources should be avoided.

Professor REID (United Kingdom of Great Britain and Northern Ireland) stressed the com-
plementary relationship of the Director -General's report with the Technical Discussions just
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concluded and with the health input into the forthcoming United Nations Conference on Human

Settlements (Habitat). Four basic themes could be identified. First, the theme of

interaction. The Director -General's report had stressed the importance of relating the

environmental programme to a wide range of other programmes and human activities, which in

turn related to three other principles which had repeatedly emerged in the course of the

Technical Discussions - namely, that health service planning should be an integral part of

overall planning ab initio; that it should be comprehensive in scope; and that it should

have a multidisciplinary input. At international level it should similarly involve a

substantial number of members of the United Nations family.
The second theme was that of the lessons learned. The report rightly emphasized the

problems stemming from the fragmentation of responsibility for environmental health functions,
and the Technical Discussions had referred to the consequences of that at both national and

local levels. Vast environmental investments were still being made with little regard to

health matters. What was required was not merely an initial health input but the continuous
involvement of appropriate health personnel throughout both the planning and the implemen-
tation of all environmental endeavours.

Thirdly, and arising from that,was the theme of evaluation. A health input would be

most likely to carry conviction if it was founded on scientific knowledge and followed by the
evaluation of the outcome of the environmental planning process. Knowledge of health factors
in the environment was growing rapidly, and one of the most valuable services which WHO
could perform in that area lay in the further development of an information system covering
the vast subject of environmental health. The Director -General's report indicated that new

emphasis was to be laid upon health aspects of housing, with attention being devoted to
national policies, and to public health standards and requirements. Yet there was still
a dearth of scientific knowledge about the interrelationships between many aspects of housing
and health. The United Kingdom delegation therefore welcomed the references in the Director -
General's report to the need for evaluation.

The final theme was that of priorities. The report said that no single set of
priorities was global, but that several sets were regional and had been discussed by approp-
riate regional committees. A similar mechanism operated at national level, where some
environmental problems had to be given high national priority, while others were more local.
Local experimentation and evaluation frequently gave the best approach to evolving national
policies; such local initiative, in turn, depended on adequate flexibility in planning,
administration and legislation, and perhaps above all, on local public involvement and

participation.
He was confident that the Committee's discussions of items 2.5.4 and 2.5.5., together

with the results of the Technical Discussions, would help to provide the forthcoming
United Nations Conference on Human Settlements with some of the health input that was vital
if it was to fulfil its objectives. In conclusion, his delegation supported the draft

resolution recommended by the Executive Board in its resolution EB57.R28.

Dr MUNDIA (Zambia) congratulated the Director -General on his report and agreed that the
solutions to the problems of health and the environment, of which his Government was keenly
aware, were likely to be found only in a multidisciplinary approach. His delegation also
supported the draft resolution.

Professor KRANENDONK (Netherlands) said that an association had been formed in the
Netherlands of a number of working groups of students and specialists, who sought to assist
those in developing countries who needed information on the way in which knowledge and
technology adapted to local situations and to the socioeconomic situation - the so- called

"appropriate technology" - could be made available. In answer to questions received either
from individuals or from institutions, information of all kinds which had so far insufficiently
penetrated many communities was collected and disseminated; on other questions research

was conducted. Similar organizations existed elsewhere - e.g. the Intermediate Technology
Development Group in London - and many constituted a valuable form of international collabora-
tion for the improvement of health and the environment, particularly in the poorer countries.

Dr MATTHEIS (Federal Republic of Germany) said that her Government considered WHO's
human health and environment programme a decisive contribution to the development of future
health policies, particularly since the investment yielded an increase in both wealth and
health. There had been considerable legislative advances in many countries since the start
of the programme, and these in turn had led to an increased demand for detailed advice on the
evaluation of pollutants, the information being needed in, for instance, planning for
urbanization, the siting of industries, power plants and investments for other industrial
development. Other organizations, too, such as UNEP, ECE, and the Commission of the

European Communities were in urgent need of such information. Her delegation therefore
welcomed the report and the draft resolution recommended by the Executive Board.
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The completion of a critical evaluation of the health effects of pollutants was a
difficult and lengthy task; therefore whenever WHO achieved a satisfactory evaluation, the
results should be made known as quickly as possible. If that were done by means of simply
prepared and reproduced documents rather than by elaborate book publication, the information
could be more rapidly given practical application and WHO would save both time and money.

While fully agreeing with the list of pollutants forming the basis of the WHO work, her
delegation considered that their number should not for the time being be increased, but
instead the experience gained in the production of individual criteria documents could be
summarized into one general criteria document, which would assess and evaluate environmental
health risks and risk groups. That would help governments and administrations to protect
populations from the health risks caused by hundreds of different pollutants in air, water,
food and goods.

WHO should fulfil its leading role in environmental health research, including scientific
evaluation and the coordination of work done by different bodies. WHO had acquired valuable
experience in promoting the environmental health criteria programmes through bilateral
agreements with more than 20 governments, and it would be worthwhile trying to extend such
cooperation multilaterally. Just as cooperation had developed between WHO and UNEP, so it
could develop with others and provide a stronger input for the environmental health programme
as a whole.

Dr CUMMING (Australia) drew attention to a number of points in the Director -General's
report which his delegation felt to be of particular importance. While supporting in
general the criteria and principles described there for WHO's involvement in future
activities, it was important to place emphasis on WHO's only becoming involved and only
utilizing its scarce resources when it was absolutely necessary and where the activity could
not be carried out by some national body.

With respect to food safety, his delegation was pleased to see that WHO would continue
to participate in the Joint FAO /WHO Food Standards Programme. That Programme was extremely
important to both developed and developing countries, and although current financial
constraints limited activities over the next biennium, he hoped the limitations would be
temporary and would not be taken as a precedent for the future.

It was stated in the Director -General's report that one objective of collaboration with
Member States would be to strengthen the responsibility and capacity of health agencies in
Member States and to promote health- orientated environmental action by the appropriate
agencies. That effort deserved every encouragement as ministries of health had frequently
lacked the necessary influence for their voices to be heard in discussions and in the
formulation of policies in that area.

He commended the Director -General on his report and expressed his delegation's support
for the draft resolution recommended by the Executive Board.

The meeting rose at 5.35 p.m.
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Dr HELLBERG (Finland) expressed appreciation of the guidance given by WHO to its Member
States, particularly as regards the evaluation of health effects and hazards, food safety,
the prevention of accidents in the home and the general environment, and the health aspects of
housing. His delegation supported the draft resolution recommended in resolution EB57.R28.

According to the report on the item, environmental health programmes in many
countries were suffering for lack of resources. Attempts to increase allocations to that
important field were meeting with little success. As total expenditure for health was hardly
keeping up with inflation, resources for environmental health could be increased only through
cuts in other areas of the health care system. In Finland, efforts were being made to
increase such resources by reorientation and replanning. Thus, a central, national public
health laboratory that had so far been mainly clinically oriented was being reorganized to
include more environmental health services. Where local government was responsible for
environmental health in accordance with existing legislation, more dynamic planning and
better organization were being introduced in order to achieve a sounder infrastructure. The
information system was being reoriented towards giving service rather than merely collecting
data. Training programmes were essential for creating a career structure similar to that of
health centres and hospitals.

He expressed uneasiness at the way in which WHO and its Member States were dealing with
health and environmental issues. Just as the concepts of "hygiene" and "environmental
health" had not been taken seriously in the past, so nowadays was the programme for "human
health and environment" receiving only lip service from many people who thought it was not
proper to be against environmental health. Some of the reasons for that situation were that
the health field as a whole was still dominated by physicians and nurses conditioned by their
traditional medical thinking and training; the complex field of environmental health was not
well understood; and those in technical, social, economic, and medical professions were still
not able to collaborate across their professional boundaries as true equals. As a result,
the health authorities sometimes tried to concentrate everything in their own hands; or "pure"
environmental authorities, with a very weak health input, were established. The problem lay
in achieving appropriate structures and new relationships, with the help of any positive
experience that might have been gained. He inquired to what extent WHO was taking account of
that difference of opinion on environmental health and its status, and what effort was being

made to reconcile it, both within WHO and internationally, for the benefit of its Member States.
With regard to the ethical problems raised at the previous meeting by the Belgian

delegate, he believed that traditional medical ethics had been far too individualistic and
therefore not very effective so far as health services and health service systems were
concerned. There was certainly a need for ethical principles that related also to the
community and were environment -oriented as well as more comprehensive. The corresponding
legislation was also needed to deal responsibly with the issues of human health and the
environment.

Mr ELLIS (Liberia) said that his Government had given the highest priority to the
important and complex issue of human health and the environment. Many countries found it
difficult to make the necessary initial investments in the required activities on account of
other immediate priorities. He hoped that emphasis would be placed, at the regional level,
on assessing the gravity of the problem in Member States, and that more concrete measures
would be taken to assist governments in solving the problems of housing, water supply and
sanitation, food safety, and the working environment. It was to be hoped, also, that more
assistance would be made available for training, not only to assessing the situation, but also

-536-
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to combat adverse environmental factors. The technology that had been developed in that

field should not be transferred to the developing countries as it was, but should be modified

to suit local conditions.
His delegation gave its fullest support to the draft resolution recommended in resolution

EB57.R28.

Mr KUMAR (India) said that the improvement of environmental health should form part of
the total development effort and be related to other health activities and programmes for
social and economic development. In his own country, whose geographical location made it
subject to adverse climatic conditions, a master plan of operations for groundwater development
had been finalized with the assistance of UNICEF. Legislation had been enacted with regard

to water pollution, and legislation on air pollution was under consideration. A programme

for solid- wastes disposal had been launched with the object of keeping cities clean and

producing manure. The technology for dealing with many of the basic environmental sanitation
problems that had been developed in India and other developing countries would be more
relevant for those countries than the technology from highly industrialized countries. In

India, planning was carried out centrally, in consultation with the states, and implementation
was the concern of the states and local bodies. Health was not the sole prerogative of the
medical profession, but required a multidisciplinary approach. WHO should collaborate,

through ministries of health, with whatever ministry or agency was in charge of the
environmental programme in order to ensure that health aspects received due consideration.
It was for WHO and other agencies to provide assistance for such programmes, and that
assistance should be increased further so as to ensure a better quality of life.

His delegation fully endorsed the draft resolution.

Dr FETISOV (Union of Soviet Socialist Republics) said that governments were attaching
ever -increasing importance to the problem of environmental protection, which was now one of
the main areas of international cooperation at the global, regional and bilateral levels.
In the USSR it was regarded as a question of particular importance - on a par with problems
concerning raw materials, energy, control of the most dangerous and widespread diseases, the

conquest of space, and the use of the oceans. In accordance with the Five -Year Plan for the

years 1976 -19$0, considerable funds were being provided for measures for the protection of the
environment and the rational use of natural resources. Those measures included the elaboration
of new methods of controlling air pollution and the effects of noise, vibration, electricity
and magnetic fields, radiation in industry and transport; the rational use and protection of

water and forest resources; and improved methods of forecasting the effects of industry on

the environment.
Those problems were relevant to developed and developing countries alike. There was no

doubt that the international organizations, including WHO, could play a great role in
coordinating the efforts of countries to solve them. In that connexion, he attached particular
importance to the report under discussion, which described some of the results achieved and

outlined WHO's future programme. The proposed programme entailed enormous tasks not only for

WHO, but also for Member States. Positive aspects were the proposals to strengthen the medical
aspects of WHO's activities in this field, to increase cooperation in areas directly related

to it (such as the control of communicable, noncommunicable and occupational diseases), and to
continue such important activities as the environmental health criteria and standards programme.

He expressed appreciation of the programme as a whole, although it had certain short-

comings. In particular, he referred to the criteria and standards programme. The provision
of information and bibliographical reviews to countries would certainly be very useful to them
in understanding the effects and dangers of various pollutants, but WHO should state more
clearly its opinion regarding permissible levels of pollutants, and make more concrete

recommendations.
In the analysis of the implementation of the programme attention was drawn to the impor-

tance of coordination and the establishment of a scientific basis for activities. However,

in the part on the future programme, insufficient attention seemed to be given to questions

related to the coordination of scientific research; it would be interesting to know which

medical questions were being studied under the WHO- sponsored research programme.
Community water supply and wastes disposal occupied an important place in the future

programme, as in the past. However, activity in that field seemed to be insufficiently

defined; for example, it was not stated clearly enough what were the tasks regarding the
development of standards concerning wastes disposal and water quality.

Again, where it was stated that there would be greater emphasis on "systematic surveil-
lance of drinking -water quality and wastes disposal in accordance with national public health
requirements and standards ", he thought a clearer definition was required, since many countries

did not have national standards.
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It was obvious that a document of such a general character
aspects of the problem in detail; however, he felt that it was
regards the tasks to be undertaken and allowed an unnecessarily

future. Certain sections concentrated on ways of implementing

on the essence of the problem. With regard to the transfer of

could not cover the various
not sufficiently specific as
broad interpretation in the
various activities, and not

information and methods for
community sanitation, for example, the medical aspects were not clear.

A clearer definition was required of WHO's coordinating role, and more stress should be
laid on the use of WHO's medical competence in work in this field, in cooperation with other
international organizations, particularly in the increasingly important programme on the
monitoring of pollutants.

It would be interesting to have some indication of the resources that would be required
for the programme - in terms both of funds and personnel.

He agreed with the delegate of Belgium who had called for a study of the combined effects

of pollutants on the health of man; the Soviet delegation had often raised that problem in
the past. His country had accumulated considerable experience in that field, and national
standards for drinking -water had been established. He also agreed with the delegate of the
Federal Republic of Germany that WHO should put to wider use the results of bilateral studies
on environmental protection, thus contributing to a better understanding of the problem.

In conclusion, he reiterated his delegation's satisfaction that WHO was actively implemen-
ting the programme for the establishment of criteria concerning environmental pollution. He
would ask, however, how the Secretariat assessed the progress of that work; had any inter-
national reviews yet been published on certain substances; and, if so, did they fulfil the
objectives set for the programme and provide concrete recommendations for use by countries in

preparing their own standards concerning pollutants? In view of the proposed strengthening

of the medical aspects, he asked what steps were being taken to increase the medical personnel

involved in the programme. Finally, he asked whether any expert committees had considered

the programme as a whole, or parts of it; expert committees should play an important role in

formulating such programmes.

Professor LEOWSKI (Poland) said that, although WHO's assistance in regard to environ-
mental protection had been oriented chiefly towards the countries where it was the most
urgently needed, its activities in that field had been of benefit to all Member States. The

Organization's contribution to the development of environmental health, particularly in
countries that were experiencing the greatest difficulties on their way to prosperity, was

commendable and was due to the Organization's efficiency and competence. The report reflected

WHO's concern that all the resources and facilities available to it should be used to the best

advantage. He noted, however, that not all WHO's efforts made in that field had been
successful, since the multidisciplinary character of some activities had raised difficulties,
as, indeed, they had in many of the cooperating countries.

The future trends and programmes outlined in the report seemed appropriate, and he hoped

that all well -prepared projects would be implemented. In his opinion, more attention should

be given to the important role of psychosocial factors in shaping health conditions, especially
in the developed countries, as the increase in mental disorders, suicides, alcoholism, and

crime in those countries testified. Overpopulation and spreading urban areas also called for
appropriate measures to protect human health, and WHO should devote more attention to those

problems in its future activities.
Poland offered its full cooperation in respect of all WHO activities in the field of

human health and the environment.

Mr FINDLAY (Sierra Leone) said that human health and the environment had become an
extremely important issue in recent years, and the Director -General was to be commended for

outlining a strategy for achieving man's wellbeing in his immediate environment.
The Government of Sierra Leone had given high priority to a programme for the provision

of safe potable water and the sanitary disposal of wastes, and was grateful to WHO for

providing a sanitary engineer.
The whole world was now exposed to new hazards to health from pollutants and other

environmental factors, and WHO's future activities in identifying and assessing those hazards

should be extended also to the developing countries. The formidable environmental health

problems of the day resulted from man's irresponsible interference with the environment, and

concerted action would be needed to solve them. Continuous education of the public, in

cooperation with local groups and educational institutions, was needed. Legislation had a

part to play, but the cooperation of the community with the health authorities should be

emphasized.
His delegation approved the report and supported the draft resolution.

Mr CABO (Mozambique) said that, whereas in the developed countries environmental health

problems related mainly to air and water pollution and diseases caused by expanding industry,



COMMITTEE B: ELEVENTH MEETING 539

the people of the developing countries were suffering from parasitic and infectious diseases

and malnutrition. The problems were aggravated, in Mozambique, by the fact that nothing
had been done, during the time of Portuguese colonial domination, to promote environmental

hygiene so as to create better living conditions for the people. After the proclamation of
independence, the Government of the People's Republic of Mozambique had taken steps to create
the conditions necessary for normal life and health. The people were building communal

villages in which they could live and produce collectively and make use of natural resources

for social and economic development. The prevention and control of communicable diseases

were among their main preoccupations.
A national campaign of environmental sanitation, consisting mainly in the building of

latrines, with a health education campaign to ensure their maintenance, had been launched in
October 1975 with the active participation of the people at all levels. Indeed, the

principle of community participation in the prevention of disease and the promotion of health
constituted a guideline in the general development plan of the country. The environmental

sanitation campaign was not limited to latrine building, however, but had other objectives
in relation to water supply, nutrition, animal husbandry, pest control, and other fields.
All those measures were integrated in the general programme of environmental sanitation with

the control of malaria as a principal aim. Two devastating cyclones and destructive floods

had had lamentable health repercussions, particularly in a recrudescence of malaria. The

measures taken had been insufficient and it had been necessary to distribute chloroquine

tablets as a preventive measure.
Much remained to be done. The little technical experience that Mozambique, as a young

nation, had at its disposal would not suffice to overcome the country's environmental health

problems within a short period of time. However, he was convinced that, thanks to the

experience of other countries and of WHO, it would be possible eventually to create a truly

healthy environment for the people of Mozambique.

Dr GACS (Hungary) said that man and his environment were one entity. All the changes

that had taken place in the environment were the result of State programmes for the develop-

ment of industry, agriculture, urbanization, and transport. The conclusion was that it was

also the task of the State to prevent pollution and protect the environment. His delegation

therefore fully agreed with the statement in the Director -General's report to the effect that,

in many countries, the absence of a national policy for environmental health constituted a

major constraint. The complexity of the problem and the funds required made a national

policy essential. Environmental health work had begun to be implemented in Hungary precisely

on those premises. Three years previously, the Council of Ministers had set up a committee
for the protection of the environment, whose task was to plan, organize, coordinate and super-
vise the work, including research, carried out by various ministries and State institutions.
In March 1976, the National Assembly had adopted a law on the protection of the environment,
the main purpose of which was to protect the health of man through the establishment of

standards and definition of responsibilities. The law contained various provisions on the

protection of soil, water, air, fauna, and inhabited localities, and it decreed that the pro-

tection of the environment was a matter for the State and for society. That approach was in

keeping with the ideology of Hungary's socialist society and with the recommendations of the

Stockholm Conference and of WHO.

The present WHO programme already
protection of the environment, but the

took into account all the main problems related to the
general orientation of the future programme complemented

it. The principles and criteria set out for the establishment and implementation of the

future programme were clear and acceptable. He agreed with the concrete proposals regarding
community water supply and wastes disposal, and the prevention of air pollution. The disposal
and processing of various wastes, including procedures for rendering them harmless, formed a
component part of the programme; however, insufficient attention was given to the question of

toxic organic and inorganic industrial wastes, which were increasing in quantity;
measures would be required for their processing and disposal. The collection and

of information to Member States would be useful.
Hungary supported the programme and hoped to contribute to it. His delegation agreed

the draft resolution recommended by the Executive Board in its resolution EB57.R28.

special

transmission

to

Dr MONTESINOS DE PARRA (Venezuela) said that the Director -General's report clearly
brought out the interrelation between health and the environment and the need for an inter-

disciplinary approach. The expansion of the WHO environment programme was a recognition of
the effect of the environment on health. Urbanization and industrialization had introduced

new health risks because of the changes they had made to the environment. The report

reflected the optimism and the inspiration of those working in the programme, and, rather than
dwelling unduly on the obstacles, it outlined possible courses of action and solutions.
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The report drew attention to the scarcity of environmental health personnel, rightly

citing among the reasons for that situation the lack of prestige of the profession and the
lack of incentives. There was, indeed, very little attraction in health work for personnel
who were neither medical nor paramedical, such as engineers, chemists, and biologists, owing
to the lack of recognition and understanding that they received from other professional health
staff. 'Those working to protect the quality of the environment were engaged in a profession
as important and as worthy as the medical profession, and it was deplorable that invidious
distinctions were made between medical and other personnel. Those who failed to derive
satisfaction from their work and received insufficient recognition would naturally tend to
seek some personally more rewarding occupation. She considered that in WHO's future
programme, steps should therefore be taken to ensure the integration of the various disciplines
concerned and the creation of a unified and coherent body of health workers.

In her own country there had been since 1960 a malariology and environmental sanitation
department within the Ministry of Health and Social Welfare. That department had recently
been reorganized, and although it suffered from a shortage of professional staff, there had
been a considerable revitalization of programmes, which now included environmental research
and control, as well as programmes for the control of natural hazards, malaria, Chagas'
disease, etc. At the same time the Government had passed legislation for the protection of
the environment, taking into account the health sector, and there was now before Congress a
bill on environmental protection. She believed that even when environmental activities were
carried out under the aegis of a body other than the ministry of health, that ministry must
nevertheless play a leading role, because those activities closely affected public health.
In collaboration with UNDP and PAHO, Venezuela was undertaking research on environmental
pollution through a unit which formed part of the Ministry of Health. Expressing gratitude
to UNDP and PAHO for their collaboration, she regretted that UNDP's economic difficulties had
caused its financial support to be stopped in 1976 but hoped that those difficulties would soon
be overcome. The research included an overall water quality study of the Lake Maracaibo
system, an overall study of atmospheric pollution in the Caracas Valley and two cities, studies
on the collection, transport and disposal of solid wastes on Margarita Island, a study of the
environmental hazards from by- products of the petrochemical industry, and a study on the
control of mosquito larvae. The object of the research was to establish criteria for

devising control measures to ensure a satisfactory environment for the health of mankind.
Her delegation supported the draft resolution recommended in resolution EB57.R28.

Dr ONYANGO (Kenya) said his delegation supported any effective environment programme,
particularly where it related to human health, and therefore commended the Director -General's
report. It also supported the draft resolution recommended in resolution EB57.R28.

In developing countries like his own, emphasis must be given to basic needs such as
the provision of adequate and safe community water supplies, safe waste disposal methods,
effective and simple methods of environmental sanitation, and housing. It was important to
create a public awareness of those needs and to secure public participation in meeting them.
However, those facilities were very expensive to provide for the developing countries, parti-
cularly in towns and cities, where the population was becoming increasingly concentrated.
Another basic problem was the shortage of trained manpower. As had been pointed out by the
United States delegate, criteria were needed to give guidance in solving environmental problems.

DrOBIANG-OSSOUBITA (Gabon) said that environmental protection was a problem of particular
concern to his Government, in which there was a ministry responsible for scientific research
on the environment and for the protection of natural resources. So vast a problem, affecting
all social levels and all types of economic activity, had to be approached by stages, the first
being to stimulate awareness among those who might cause pollution; health education was vital
in regard to pollution through human waste. With regard to industrial pollution, the inspec-
tion of factories was essential and the health of workers was ensured in Gabon by an appropriate
Labour Code. One of the reasons prompting the improvement of environmental health in his
country was the need to eradicate malaria, but the cost was enormous and Gabon would be grate-
ful for any assistance WHO could give.

A number of measures had been taken in his country to improve environmental health in
urban centres: the powers of municipal authorities to punish infringements of public health
regulations had been strengthened; more political, economic and administrative power had been
vested in the provinces, with the object of stemming the drift to the towns which was one of
the causes of urban pollution. Attention was also being given to industrial hygiene, to the
creation of safer working conditions and to the disposal of industrial waste.

With regard to water supplies, it was easier to provide drinking -water for rural
communities than to make provision for the disposal of waste water. In countries where
drinking -water could be defined merely as water free from faecal contamination it was
relatively easy to assist the population in making simple water filters in order to solve the
problem. However, it was waste water that was responsible for most waterborne diseases and
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the provision of safe disposal systems was a particularly difficult problem, requiring con-

siderable study and expenditure. Ministries of health could more appropriately be termed in

some countries ministries of disease, since their chief concern was not with the creation of

a healthier environment but with hospitals and medical care. WHO should draw the attention

of Member States to the environmental hazards of pollution and encourage health ministries to

play a greater part in combating sources of infection in the environment.

Dr TOURÉ (Senegal) said that the Director -General's report showed that, although much

progress had been made, there was still a long way to go before the populations of all
countries could enjoy environmental conditions safeguarding their health and wellbeing and

the quality of life. Other important points to which the report alluded were the lack of

national resources for health and the environment and the need to give priority to environ-
mental health in developing countries, and notably to the provision of adequate water supplies

and waste disposal systems. During the Technical Discussions that had just been held, stress
had been laid on maintaining a biological equilibrium between man and his environment and on
planning spatial modifications with man's wellbeing in mind. The idea had also been put
forward that since man's habitat was the symbolic projection of the most fundamental aspects
of his culture, it was important to devise a style appropriate to each culture, without

rejecting modern trends.
His own Government was particularly concerned with environmental problems. The drift to

the towns, population growth and rapid urbanization had brought to the developing countries

problems hitherto known only to developed countries; among those was environmental pollution,
which was now added to the many that had always beset them such as general hygiene, water

supplies, waste disposal, and nutrition. Problems of the environment required a multi-
disciplinary approach, and in his country the ministries concerned with health, social

services, public works, urban affairs, transport, rural development, industry, and tourism
were all involved, as were private bodies dealing with environmental health. Sanitation

services had been established in the regions and medical districts by means of cadres of
specially trained sanitary workers as members of a team providing health education, drinking -
water, latrines, and village hygiene. Urban environmental health was the responsibility of
both municipal authorities and private bodies. Atmospheric pollution was taken into account
in town planning by the demarcation of industrial areas in order to avoid the nuisance of
industrial odours and waste. Three main problems of concern to his country were nutrition,
drinking- water, and environmental sanitation, and to solve them international cooperation was

needed. His delegation therefore warmly supported the draft resolution.

Dr DE MEDEIROS (Togo) said that a number of studies had shown how severe were the ravages
of disease in the unhealthy shanty towns that encircled many African cities, including those

of Togo. The principal causes of morbidity and mortality in his country were infectious and
communicable diseases, associated with malnutrition, but another important cause was the
inadequate supply of drinking -water and defective systems of sewerage and of waste water

disposal. His country's sanitation service, which was part of the Ministry of Public Health
and Social Affairs, was only in the embryonic stage and was encountering many difficulties,
due to the lack of material resources, the failure to integrate sanitation programmes into
overall plans of socioeconomic development, the lack of manpower to plan, execute, supervise
and evaluate programmes, and the lack of funds to implement the projects planned. In order

to achieve the best possible health conditions for human settlements and their environment,
and to meet the fundamental needs of populations, it was essential to devise rural and urban
health plans which took account of economic, medical, social and cultural factors. However,
the implementation of such plans required the mobilization of large resources which were beyond
the scope of developing countries.

It was important that the people benefiting from health plans should be associated from
the beginning with the efforts made to improve their own environment and raise their own

standard of health. In the poorest regions of Togo, assistance from the World Food Programme,
together with self -help on the part of the inhabitants, had enabled the population to contri-
bute to a number of community projects for house -building, well -drilling, and building

latrines, septic tanks, schools, dispensaries, roads, bridges, etc. He wished to take the

opportunity to thank those countries, such as France, the United States of America, and the
Federal Republic of Germany, which had provided supervisors and team leaders on a voluntary

basis. He was also grateful to WHO, UNICEF, and UNDP, which had often financed the purchase

of materials on a modest scale.
It was evident that the improvement of human settlements and their environment, particu-

larly in developing countries, was a slow and costly operation, which it was often impossible
to realize on any large scale because of the scarcity of resources in the countries concerned.

In Togo four former WHO fellowship holders, three sanitary engineers and onesanitary technician,
were now working in that field, thus providing the multidisciplinary approach that was needed.



542 TWENTY -NINTH WORLD HEALTH ASSEMBLY, PART II

His delegation approved both the report of the Director -General, which covered all the various
aspects of this vast problem, and the draft resolution.

Dr SUDSUKH (Thailand) said that, like many other developing countries, Thailand suffered
from considerable environmental problems, notably inadequate water supplies, insufficient
refuse and sewage disposal systems, poor food hygiene and poor housing conditions, and
pollution of water, soil and air. Those conditions gave rise to high morbidity and mortality
rates, notably from waterborne and foodborne diseases, infections of the respiratory tract,
and skin diseases. In the urban environment, pollution was mainly caused by solid wastes and

waste water from households, and the air was polluted by motor vehicles. The rural areas
suffered permanently from water and soil pollution, but air pollution was a growing problem
linked to rural industrialization.

Thailand had been making great efforts to solve these problems since 1957, but much
remained to be done. An environmental protection project - involving improvement of water
supplies, environmental sanitation and food sanitation as matters of urgency - had been given
high priority in the fourth Five Year National Health Development Plan, which would be put
into effect in October 1976. WHO had collaborated in the formulation of that plan, and would
also be assisting in its implementation. That assistance provided an excellent example of
the role WHO could play in environmental health programmes; it could take part in almost
every phase by the provision of technology, expertise, research facilities, and fellowships.
He thanked those at all echelons of the Organization who had helped to develop environmental
health programmes in his country and thus improve the health of its people.

Professor PACCAGNELLA (Italy) expressed his agreement with those previous speakers who
had remarked that the problem of malaria and vector control was in large part an environmental
problem.

WHO's environmental health criteria programme was of great value for countries not only
for establishing environmental standards but also for formulating control programmes and
coordinating research. The control of the environment implied a choice between alternative
strategies for human development, and it needed to take into account the effects on health of
environmental changes and changes in the use of resources. All countries needed to define
health criteria in order consciously to shape an environment which would enhance, not detract
from, the wellbeing of populations. The report showed how the subject of the environment
could be approached from a public health point of view and indicated how many environmental
problems could be solved without losing sight of overall health objectives.

The report gave a comprehensive account of such aspects as accident prevention, community
water supplies, sewage disposal, and occupational health. It showed that new emphasis would
be given to the health aspects of housing in the evolution of human settlements, especially
in metropolitan areas. That was an important subject for developing countries, where
urbanization was taking place relatively faster than in developed countries. More information
was needed on the factors influencing health in urban settlements; the psychological and
social factors were different from those operating in rural settlements. Such information
would be valuable in the planning and evaluation of more efficient services for town dwellers.

He hoped that the Director -General would be able to find sufficient resources, even in
the present difficult economic situation, to avoid delays in the implementation of the
programme.

Dr LANDMANN (German Democratic Republic) said that the principles and the programme
described in the report corresponded to the concepts and planned activities in environmental
health in his own country, where environmental protection was enshrined in the Constitution
and was being pursued by the activities of the State, of economic institutions and by the
public through their own organizations. The protection of the natural condition of air and
water was one of the most important prerequisites for maintaining mental health and healthy
living and working conditions and for the planned development of the national economy.

The main priorities for research in his country were methods of assessing the toxicity of
noxious substances in air and water; the interrelationship between air or water pollution and
health; methods for assaying air pollution and the establishment of limits for noxious
factors; and the application of control and monitoring systems. The most important results
of that research were embodied in the legislation and were transferred into practice by the
State Hygiene Inspection, which cooperated with regional institutions of the State administra-
tion. He suggested that it might be useful to coordinate work on the following problems with
the appropriate WHO groups: the development of standards of chemical and microbiological
investigation, in particular for screening methods,and a unified terminology; the elaboration
of standard methods for the assessment of noxious substances in water, air and food, with
emphasis on combined and synergistic effects; and the elaboration of international recom-
mendations for the protection of water and the safe disposal of waste.
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As a specialist in lung diseases and health education, he pointed out the serious adverse
effects of tobacco smoking; smoking should be taken into account when discussing environmental
health and health education. His country would fully cooperate with WHO in the proposed
environmental health programme and would, as in the past, support training programmes in that
field for developing countries.

Dr STANTON (Canada) expressed his particular agreement with the statement on trained man-
power in the report, and stressed the need for training and upgrading of the training of
operators of expensive water purification plants, sewage treatment plants, milk pasteurization
plants and allied plants producing dairy products, ice cream, etc. The development of world-
wide standards for the end products of such plants should also be encouraged. In that
connexion he inquired as to the current status of the Joint FAO/WHO Food Standards Programme.

His delegation favoured the development of the public health or sanitary inspector, whose
role was as a teacher rather than as an enforcement officer. The establishment of a suitable
training programme for such personnel would benefit the world in general and the rural farmer
or village home developer in particular. His delegation would fully cooperate in the WHO
environment programme, as in all other programmes of WHO, and supported the resolution recom-
mended in resolution EB57.R28.

Dr BORGOÑO (Chile) said that experience clearly showed that environmental problems
required a multidisciplinary approach, linked from the outset to planned socioeconomic
development in order to give an overall view of the situation. In his country, there was a
multidisciplinary authority for determining policy on the environment. No one had sufficient
knowledge in all the fields involved and therefore teamwork was essential.

An increase in monitoring of foodstuffs at both a national and an international level was
important, particularly since the import and export trade was a means of spreading human,
animal and plant diseases. Research in that field was as important as research into water
pollution.

He considered that WHO should act both as a catalyst for national programmes and as a
coordinator of work done by or through ILO, UNDP, FAO and the other organizations involved.

The report perhaps paid insufficient attention to the problem of natural catastrophes -
one that had been discussed in detail at the Stockholm Conference. Dental health was
another important factor, not only as regards the prevention of dental caries by fluoridation,
but also as regards the effects of accidents and food. The effects of a poor diet were often
reflected in dental health and the role of both physicians and dental surgeons should be taken
into account in assessing the global situation. His delegation supported the resolution
under discussion.

Dr MAMMERI (Algeria) said that in the majority of the countries of the Third World the
adverse effects of environmental pollution were reflected in an increase in the morbidity and
mortality rates, particularly among infants. Health education of the general population,
although an excellent measure, was inadequate unless it made the political and administrative
authorities aware of the serious dangers of pollution and contamination, not only for the
health of the population but also for socioeconomic and socioeducational development, the
success of which depended on the quality and productivity of human resources. It should also
contribute to an awareness in those responsible that medicine was not only curative but was
also, increasingly, preventive and educational. He therefore suggested that the training of
medical, paramedical and public health personnel be modified to put particular emphasis on
environmental health and hygiene and on social and community medicine. In his country, that
was an increasingly important consideration in medical schools and health administration
training establishments. It was important to integrate new material with conventional
syllabuses, starting as early as possible at the school level.

Dr M'BAKOB (United Republic of Cameroon) said that it was now universally recognized that
an ecological balance between the individual and the environment was essential for the well-
being of mankind, and that any disruption of that equilibrium required corrective measures.
If that was not done, man's wellbeing might be threatened by the very factors that normally
favoured it. The evaluation of pollution was subjective, depending on the socioeconomic
context of a particular community, society or region. It was for governments to establish
limits clearly by means of legislation. The causes of pollution in developing countries were
numerous: water supplies and systems for the disposal of liquid and solid wastes were lacking
or both quantitatively and qualitatively inadequate, and there were infestations of insects,
rodents and molluscs, which were the vectors or intermediate hosts of disease. In his own
country, health education was at an embryonic stage and the nutrition situation was precarious.
It was essential to undertake research in developing countries on certain environmental

factors that threatened their populations - in particular, on water and waterborne diseases,
such as schistosomiasis and others that were already a public health problem, and on basic
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sanitation. Irrigation water could be harmful unless there was careful control of the inter-
mediate hosts of parasitic diseases, and it was important to establish appropriate institu-
tions for research into their control. The problems presented by solid wastes, particularly
urban household wastes, in developing countries continued to beset the authorities and were
still unsolved.

If the improvement of environmental sanitation was to be considered a part of the total
of development effort, certain priorities had to be established. A general strategy for
action based on the following points might be envisaged: first, the prevention of the
appearance of new health hazards; second, the institution of measures to reduce the dangerous
effects of existing hazards; and third, the encouragement of the creation of a healthy
environment, particularly in areas of high population density. Within that strategy certain
objectives might be established, depending on the country or region, as follows: control of
the quality of water; control of the quality of foodstuffs; monitoring of pesticides used
in public health; analysis of the nature of household wastes with a view to possible re-
cycling and to limiting their inherent pollution; and the planning of the disposal of urban
household wastes.

His delegation agreed with the programme of action for environmental health proposed by
the Director -General and supported the resolution recommended in resolution EB57.R28.

Professor ONGOM (Uganda) said that in his country environmental sanitation was the most
important aspect of public health. The scope of environmental sanitation was wide, ranging
from the provision of potable water and the proper disposal of wastes to dealing with
industrial pollution and radiation hazards, including those produced by deliberate nuclear
explosions in the atmosphere. In Africa, the provision of safe water supplies and waste
disposal were still the main priorities. It was clear from the data given that the African
Region was lagging behind all other regions in that respect. As most of the communicable
diseases in the African Region were epidemiologically linked with poor sanitation, the matter
should be treated with the seriousness it deserved. He therefore noted with appreciation the
progress so far made by the Director -General and urged the adoption, as far as possible, of the
recommendations made, to suit individual circumstances. Unfortunately, in his country,
neither water supply nor waste disposal systems could be provided in a technologically
sophisticated way, owing to the limited resources and financial constraints. It was there-
fore necessary to devise elementary forms that could be utilized everywhere, even in remote
areas, in a manner socially acceptable to the communities concerned. Unless there was active
community participation in sanitation projects they were doomed to failure. The basic work
was therefore still in health education; for instance, to persuade the rural dweller that
pit latrines were constructed not merely to comply with health legislation but to be used and
used properly. The role of WHO should be to provide experts who, together with local
engineers and environmentalists, should devise simple instruments that could be constructed
from local materials; and to offer fellowships to train personnel in the environmental health
field. Finally, he could not understand why the importance of atmospheric nuclear explosions
as a serious health hazard had not been given greater emphasis in the report or by other
delegates.

Dr QUAMINA (Trinidad and Tobago) recalled that previous speakers had emphasized the need
for ministries of health to participate in environmental sanitation programmes and coordinate
with other agencies in their planning and implementation. However, ministries of health
were often not highly regarded as experts in environmental sanitation until a critical
situation had arisen - for instance, when epidemics were imminent as a result of a rapid
increase in Aedes breeding sites owing to the neglect of basic environmental sanitation in
urban areas. WHO should play a positive role in advising Member States of the important
contributions that could be made by ministries of health in that particular sector of public
activity. Ministries of health had three major roles: advisory, educational and monitoring.
The public health laboratory in her country had been able to take on a monitoring role with
regard to the quality of water. She emphasized the role of community participation in
environmental sanitation and noted that the Minister of Health in her country was championing
a community programme, in which village councils, schools and womens' groups had been
encouraged to "clean up their back yards ". Hundreds of vehicles had been required to transport
the garbage cleared out over designated weekends. At a local level in her country, at primary
health care centres, emphasis had been given to the integrated role of health care personnel,
who were encouraged to mirror the central roles of advice, education and monitoring in their
work. It was unfortunate that other agencies responsible for the execution of sanitary works
did not always heed the deficiencies that health personnel drew to their attention. The need
for improved environmental sanitation had brought forward new categories of health worker and,

if they were to be smoothly integrated into the health care team, it was essential that all
members of the team be educated to appreciate the new roles of such people as veterinary
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public health assistants and public health engineers. The latter were extremely scarce, at
both the professional and the subprofessional level, and regrettably the University of the
West Indies offered no postgraduate course in that field. There was also competition with
the financially more rewarding oil and building construction industries. She hoped that
WHO would increase the training of personnel for environmental sanitation programmes and
appreciated the guidelines set out in the Director -General's report. Her delegation supported
the resolution recommended in resolution EB57.R28 and endorsed the priorities it indicated,
particularly those relating to the provision of adequate and potable water and the disposal of

waste.

Mr MUNYANKINDI (Rwanda) said that in his country great importance was attached to health
in the environment. In a speech made on 31 August 1973 the President of his country had
stressed environmental health at the family level as an important means of improving the level

of health of the population. However, the situation had not improved. Health and the state
of the environment were closely linked to the economic situation, and the difference in the
economic situation of developed and developing countries was reflected in the difference in
the health levels of their populations. He considered that socioeconomic development must
come first. Each nation must write its own history both in economic development and in
public health. The developed countries had taken three centuries to reach their current
level of socioeconomic development, and the developing nations were unlikely to reach that
level within ten years of independence. For a people to develop there must be changes by
which all levels of the population achieve a single level, enjoying the same conditions of
socioeconomic development, and there must be education of the entire population to establish
a solid basis on which to build a better level of health. International assistance made the
training of qualified staff a relatively easy matter, but that would not necessarily improve
the situation, since development must begin at the base and not at the summit, and must
proceed by stages. The currently developed countries had reached their present situation
gradually, without external aid; similarly, the developing countries had to advance by the
planned efforts of their own populations, although aid was needed. He added that the
developing countries should attain the same level as developed countries in a shorter period
of time since they would benefit from the progress that had been made in science and technology.
His delegation supported the resolution recommended in resolution EB57.R28.

Mr ONISHI (Japan) said that his country faced very serious environmental problems and that
much needed to be done to improve basic sanitary measures. In order to solve basic problems
in that field economic development was essential. However, too much or too rapid economic
development could create more problems than it solved. At the end of the Second World War in
achieving economic development in the face of problems of post -war recovery, his country had
ignored many basic sanitary necessities and had created new problems. He therefore joined
with the United Kingdom delegate in stressing the importance of learning from history and
experience when formulating development strategy. The experience of his own country might
serve as a laboratory experiment for the benefit of the developing nations.

The establishment of international environmental health criteria was of vital importance
to the solution of environmental health problems, and his Government was collaborating with
WHO in preparations for a task -force meeting on environmental health criteria to be held in
Tokyo in the near future. Finally, he suggested that greater attention should be given to
radiation pollution, which might become a menacing problem to the environmental health of the
world.

The meeting rose at 12.30 p.m.
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Dr CAYLA (France) recalled that the Belgian delegate had earlier referred to the
conflict between industrial development, economic interests and the protection of health,
and had urged that penalties for pollution should be commensurate with the offence. He had
not, however, referred to the incentives that could be offered or the preventive measures
that should be taken to ensure if not the eradication, then at least a considerable reduction
of pollution. In France, as in many other countries, legislation provided for the
imposition of taxes commensurate with the degree of pollution caused, and bonuses commensurate
with the results obtained in correcting the situation. His delegation was in favour of the
draft resolution recommended in resolution EB57.R28 of the Executive Board.

Dr LOPÉZ MARTÎNEZ (Mexico) felt that WHO's attitude as reflected in the report was
extremely important in that, while the environment was one of the most important factors
affecting human health, it had not always been accorded due consideration. A matter of
particular interest was the priority to be given to action in developing countries. People
were aspiring to a better standard of living and accordingly efforts were being made to
increase per capita income and to achieve the optimum use of idle resources. Governments
were making constant efforts to improve the situation by stimulating people into an awareness
of the need for change, as results could clearly not be achieved without a marked change of
attitude.

In recent years developing countries had experienced considerable population increases but
at the same time had experienced the problems of scattered populations, division into small

communities, and migration to urban and production centres before those centres were properly
prepared. The majority of developing countries had made great efforts to initiate an
industrialization programme as the one known way of solving their problems, providing
employment, developing national technology, developing communications between communities at
national level, and strengthening international relations. Environment protection, however,
was facing further difficulties on account of the considerable contamination caused by small
and medium -sized undertakings, which did not possess the proper processing equipment,
particularly in the towns where health and safety measures were in any case inadequate.
WHO's work in stimulating attention in that field was most important.

His Government had begun to tackle the problem through its national health plan in which
priority had been given to its environment improvement programme, with emphasis on coordina-
tion between the health and other sectors. Striking a balance between the different sectors
was complicated by the lack of resources. Special bodies had been set up to deal with
problems of the environment and some staff had been trained. WHO could make a valuable
contribution by sponsoring training in planning and administration. Important as professional
staff were, it was also necessary to have properly trained medium -level and auxiliary
personnel.

He expressed support for the draft resolution recommended in resolution EB57.R28.

Dr SETIADI (Indonesia) agreed with the priorities described in the Director- General's
report, which placed emphasis on the development of basic sanitary methods in the developing
countries rather than on the control of environmental pollution.

One of the rapidly emerging environmental health problems in the developing countries
was pesticide poisoning. In Indonesia the use of fertilizers and pesticides had increased
considerably during the past five years and there had been a corresponding increase in
pesticide poisoning. To meet that health hazard, an interdepartmental committee had been

set up to coordinate the purchase, storage, distribution and handling of pesticides, and a
special working group had been formed in the Ministry of Health to work out guidelines on the
surveillance and laboratory aspects of pesticide poisoning. WHO and other agencies had
provided essential assistance.

His delegation approved the attention given to the need to improve sanitary conditions
at international airports, WHO's coordinating role in improving the safety of food and water,
and the handling of waste in international traffic.

-546-
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His delegation fully supported the draft resolution recommended by the Executive Board

on the subject.

Dr DIETERICH (Director, Division of Environmental Health) thanked the Committee for its
suggestions and comments on behalf both of the Director - General and of the Regional Directors,

who had given full support for the preparation of the report and provided much of the material.
There had been too many comments and suggestions for him to reply to each of them individually.
Nevertheless, all would be taken into account in the further development of the programme and
particularly in the preparation of the biennial programme budgets. The report before the
Committee was a planning document, the purpose of which was to obtain guidance as to the
direction, principles and criteria and the major content of the programme. The views

expressed, together with the guidance contained in the Sixth General Programme of Work, would
provide the Secretariat with ample information and instructions for the future.

A number of specific points were of particular interest. The view had been expressed by
many delegates, from both developing and industrialized countries, that basic environmental
sanitation was the prime priority in environmental health, globally speaking. The Secretariat

felt encouraged to promote environmental health with the many governmental ministries and
agencies involved, but would make a special effort to stimulate health ministries to assume

their proper role.
The problem of pollution of the general and working environment, while of particular

interest to countries with active industrial development programmes, had been said to be of
concern to all countries in the near future, and the Secretariat therefore felt encouraged to
pursue that line of approach vigorously. Food safety had also been emphasized. The

Committee had confirmed that environmental health programmes could only be successful if they
were carried out by a multidisciplinary team of specialists working as equals and in collabora-

tion. Considerable priority had been given by the Committee to the question of coordination,
at both international and national level, which the Secretariat took as an instruction to
continue to promote the establishment of national environmental health policies and programmes
in collaboration with health ministries and other ministries involved.

The delegate of Finland had asked whether health agencies had learned to plan for environ-
mental health, whether they gave adequate priority and resources to environmental health, and
whether environmental health was taken seriously as a basic preventive health measure.
Unfortunately, the answer to those questions was not encouraging. Ministries of health were
aware of the problem but only in a few cases did governments provide them with the necessary
responsibility and resources, and in all too few cases were those ministries able to strike a
balance between environmental health and other preventive measures. That might be due to the
lack of a multidisciplinary approach within the ministries themselves, the lack of environ-
mental health personnel in those ministries, and the lack of training of medical personnel in
environmental health matters. As environmental health was an effective preventive public
health measure, why did ministries of health not establish strong professional environmental
groups and give them a status comparable with that of those responsible for curative and other
preventive programmes. With a few exceptions, the situation was bleak, and in a number of
countries personnel formerly available in ministries of health had moved to other ministries.
Ministries of health should pay more attention to creating environmental health programmes, to
staffing them with specialists, and to giving them a status that would allow them to command
the respect of others and to attract the necessary resources. At the same time ministries of
health should introduce health aspects into other environmental programmes such as programmes
for water resources development and housing, but that, too, depended on the availability within
health ministries of technical expertise at a high level of authority.

As regards the questions raised by the Soviet delegate, the environmental health
criteria programme did not provide reviews of literature alone. It undertook an evaluation
of health risks to man at different exposure levels and, whenever possible, made definite
recommendations on maximum concentrations. It evaluated interaction and synergistic effects
where possible. It reviewed sources and pathways of pollution and provided summaries of
existing standards. It aimed at standard -setting by national governments, and was about to
undertake to provide a methodology for the application of criteria in the planning of national
programmes for the control of pollution. The suggestions made by the Committee in that
respect would be taken into account. The Committee might wish to note that of the 45
developing countries that had established drinking water standards, 37 had either adopted or
adapted the recommendations of the Organization.

Although basic environmental sanitation would remain the top priority globally, the
Organization was strengthening its capacity to deal with the biomedical aspects of health
effects and evaluation and other matters relating to chemical and physical hazards. That
was particularly relevant at WHO headquarters where the Division of Environmental Health now
had nine staff members from the biomedical sciences, whereas five years ago it had had only
one. It was therefore possible to make use of the biomedical information received from
Member States, inter alia, as part of the environmental health criteria programme. The
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Organization was also strengthening its capacity to add epidemiological analysis to its work
in basic environmental sanitation, particularly with a view to orienting preinvestment
planning as well as national planning for water supply and wastes disposal towards the priority
public health needs of the rural and urban poor populations. The programme naturally drew on
the biomedical expertise available in all programme sectors.

Finally, the document under consideration had been reviewed by outside experts indivi-
dually. There was no immediate plan to convene an expert committee for that purpose, but
those who had prepared the report had carefully studied the recommendations made by previous
WHO expert committees, scientific groups and study groups. The programme would continue to
be evaluated, with the advice of outside consultants and, hopefully, specialists made available
by Member States.

With regard to the points raised by the delegate of the Federal Republic of Germany, the

need to expedite publication of criteria documents was recognized, and this would be done.
Some documents were now ready, others would be ready in three months, and yet others by the
end of the year.

The delegates of Australia and Canada had referred to the Joint FAO/WHO Food Standards
Programme. That Programme would continue as outlined in the document; the present level of
the Programme was equal to that of 1975 because it had not been possible to allocate additional
budgetary resources. The two organizations were in close consultation to ensure that the
Programme met the priority needs of Member States.

The delegate of Sweden had brought up the question of WHO's collaboration with UNEP.
One of the major objectives of that collaboration was to ensure that an adequate environmental
dimension was part of health work, particularly in the Organization's collaboration with
Member States. At the same time WHO endeavoured to add an adequate health dimension to the
United Nations Environment Programme. Liaison was ensured at different levels. Policy
matters were dealt with by the heads of the two organizations, whereas focal points had been
identified for liaison on programme and technical matters. The two focal points, i.e. the
Director of the Division of Environmental Health in WHO and the Director of Division I of UNEP,
maintained continuous liaison between themselves and each was responsible within his own Agency
for liaison with other programme sectors or programme areas; the arrangement was working well.

As far as coordination was concerned the Directors of the WHO Divisions of Coordination
and Environmental Health collaborated closely and were jointly responsible for making all the
necessary arrangements within WHO. In addition to day -to -day coordination there were an
Environment Coordination Board and meetings of focal points under ECB. Other arrangements
were made on an ad hoc basis to deal with specific problems such as water resources.

WHO and UNEP were currently promoting a system of joint programming. The first joint
programming exercise had taken place in April, based on the Sixth General Programme of Work,
the report now before the Committee, and the conclusions of the fourth session of the UNEP
Governing Council held in Nairobi in April 1976. The main objective of the exercise was to
identify areas of common interest at level II of the environment programmatic approach. The

meeting had also identified areas in which WHO should play an operative role in support of the
Programme.

With regard to some of the major issues discussed by the Committee, the Secretariat had
taken note of the following.

There should be a focus on basic environmental sanitation, to improve the quality of life
and to combat poverty, with programmes based on self -reliance, community participation and

governmental determination, responding to basic human needs as a genuine preventive public
health measure and making use of appropriate technology.

Institutions and planning at national level would need to be strengthened, particularly
ministries of health, so that environmental investment would be directed towards health
objectives, the allocation of more resources to environmental health be promoted, both in
health and other agencies, and attention be given to proper priorities, authorizing legislation,
and the utilization of competent environmental health staff at high levels of authority as equal
members of the public health team.

There should be an acceleration of training programmes for an environmental health cadre
with broad professional profile, consisting of specialists from a variety of disciplines,
and careers should be designed for such personnel in health and other agencies; at the same
time, increasing emphasis should be placed on the training of middle -level personnel and of
medical and paramedical personnel in environmental matters.

The criteria programme should be brought into line with the needs of governments of an
increasing number of countries, including developing countries, for the optimal planning of
huge environmental investments, to ensure that such investments were applied for the
prevention of health problems. More emphasis should be laid on synergistic effects, the
forecasting of new hazards, the assessment of scientific information and the coordination of
relevant research as well as quality surveillance in the environment, particularly of
drinking- water.
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There should be more emphasis on food hygiene and legislation; food control services in

the developing countries should be strengthened while at the same time work should continue
on the evaluation of health hazards, food additives and contaminants and the creation of a

better information base.
Increasing priority should be given to the evaluation of the broad repercussions on

human health of life in increasingly complex human settlements from the point of view of
human ecology, and the findings should be translated into criteria for the better planning of

such settlements.
Emphasis should be laid on the introduction of health aspects and objectives into a

large variety of other programmes with the aim of achieving higher priority for health -oriented

environment action in agencies in fields other than health, and at the same time of
strengthening the environmental dimension in national health programmes.

Finally, WHO should collaborate with health agencies in strengthening their environmental
programmes as well as with other agencies in strengthening environmental health within their
programmes, supported by better environmental health information and methods for the

continuing evaluation of programme implementation.

The CHAIRMAN invited the Committee to consider the draft resolution recommended for

adoption by the Health Assembly in resolution EB28.R57.

Decision: The draft resolution was approved.
1

Community water supply and wastewater disposal (mid- decade progress report)
2

Agenda, 2.5.5

Dr DIETERICH (Director, Division of Environmental Health), introducing the progress
report, said that it was based on a survey of the developing countries conducted late in 1975.
Responses received from additional countries since the report had been prepared, as well as
country -by- country information on investments in community water supply and excreta disposal,
were to be included and an updated report presented later in the year in the World Health

Statistics Report.

The salient features shown by the 1975 mid -decade survey were that in the first half of
the 1970s the rate of progress had more than kept pace with population growth, except in the
case of houses served by public sewers; the progress in excreta disposal had lagged behind
water service; there had been great disparity in the progress between WHO regions; and,

notwithstanding some progress in meeting present targets, there was still a considerable

backlog to be caught up, particularly in the rural and urban fringe areas.
Global targets for community water supply had been proposed to the Twenty -fifth World

Health Assembly without the benefit of knowing what rate of progress countries would be able

to sustain. On the basis of the progress Member States had been able to make in the five years

1971 -1975, it had been proposed that still more should be done in several regions, while in
other regions expectations had been too high. Accordingly, the targets set for community
water supply had been revised in the light of what it was hoped governments could support.
It was also felt that such targets would become far more meaningful and useful if differences
in progress in the various regions were made the basis for regional goals for the remaining

half of the decade. Furthermore, the information that had become available for the first
time on excreta disposal had encouraged the Organization to propose similar goals in that

field. Globally speaking, the targets suggested in the document had been revised upwards.
The proposed targets, and also the courses of action contained in the report, were

addressed to Member States, while WHO's programme of technical collaboration with Member

States had been discussed under the previous item. The most important problems delaying
a higher level of services had been observed to be: population growth; urban sprawl;

shortage and uneven distribution of manpower, financial and material resources; too many

sectors demanding priority; and inadequate external assistance for the social content of

development programmes. It had become quite evident, however, that a political commitment,
the use of fundamental technology, the setting up of appropriate infrastructures, and
mobilization of community participation were the most essential prerequisites of a successful

programme.
It was hoped that a similar review at the end of the decade would show that the present

high aspirations had been fulfilled.

Mr ASSAR (Iran) said that the mid -decade report showed considerable progress in inter-
national efforts and collaboration to provide community water supplies and excreta disposal.
However, the situation was still far from satisfactory, especially in congested areas and

1
Transmitted to the Health Assembly in the Committee's fifth report and adopted as

resolution WHA29.45.
2
An article based on this report is published in WHO Chronicle, 30: 329 (1976).
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fringe sectors of towns. In view of the risk of the spread of communicable diseases, and the
need for social development and improvement of the quality of life, further measures must be
provided for in programmes on environmental health in Member States. Such measures were
recommended in operative paragraph 3 of the draft resolution on community water supply and
excreta disposal proposed by 18 delegations, including his own. He considered that WHO's
environmental health programme and Sixth General Programme of Work should reflect the need
for additional priority to be given to that field as requested in operative paragraph 4 of
the draft resolution, which read as follows:

The Twenty -ninth World Health Assembly,
Having considered the mid -decade progress report of the Director -General on community

water supply and waste water disposal;
Noting that, while the progress achieved in the first half of this decade by Member

States through their own efforts and through international collaboration is encouraging,

even more sustained efforts are required;
Stressing that potable community water supply and sanitary disposal of excreta are

basic services for the control of major communicable diseases and contribute to
socioeconomic development, and improvement of quality of life,

1. ENDORSES the regional targets proposed by the Director -General for community water
supply and excreta disposal in the developing countries to be strived for as a minimum

by the end of the United Nations Second Development Decade;

2. EMPHASIZES the vital need for ensuring that the water reaching the consumer meets
the highest possible hygienic requirements - however, at the very least is free from
pathogenic organisms and recognized toxic substances;

3. RECOMMENDS that Member States:

(1) further develop plans for and implementation of community water supply and
excreta disposal services within the context of overall socioeconomic development

planning through interagency collaboration;

(2) give greater priority to the least privileged sections of the population
living in rural and congested urban and fringe areas;

(3) secure greater participation of communities, and adoption of appropriate

technologies;

(4) establish, and periodically review, feasible programme targets in community

water supply and excreta disposal;

(5) intensify education of the public in health implications of community water

supply and excreta disposal; and

(6) strengthen the role of national health agencies so that planning in this field
takes full account of the health priorities and needs.

4. REQUESTS the Director -General to continue to accord high priority to collaboration
with Member States in national planning of services for the provision of community water
supply and excreta disposal as outlined in the Sixth General Programme of Work and WHO's

human health and environment programme and in so doing:

(1) to study ways and means of providing increased technical collaboration at
country level, particularly in those countries with the greatest needs;

(2) while continuing to emphasize the health aspects, to interrelate them with the
other aspects through collaboration with national health services and other minis-
tries, agencies or departments directly concerned with the planning and implementation

of community water supply and excreta disposal;

(3) to continue leadership in health aspects in cooperating with other international
and bilateral agencies, including UNDP, UNICEF, UNEP, FAO, IBRD and the regional

development banks;

(4) to arrange for a review of the status of community water supply and excreta
disposal in terms of quality, quantity, services and other relevant factors, both
at the regional committees in 1980 and globally at the Thirty- fourth World Health

Assembly in 1981; and at the same time to report on the implementation of the

Organization's programme, giving emphasis to all the health aspects involved.

Professor HALTER (Belgium) introduced a draft resolution on health aspects of human
settlements, proposed by his delegation and those of 17 other countries, to the list of which
the delegations of Hungary and the Central African Republic had asked to be added. The
Director- General's mid -decade progress report and the statement by the Director of the Division

of Environmental Health would have convinced all those who still had any doubts about the
urgency of a solution to the problem of safe water supply and wastes disposal. The Technical
Discussions, although not strictly a part of the Health Assembly's proceedings, had concen-
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trated attention on the health aspects of human settlements, a field in which other forums
were also concerned, in particular the United Nations Conference on Human Settlements (Habitat)

soon to take place in Vancouver, Canada. Advantage should be taken of the concentration of
attention on the issue to stress the importance of providing the infrastructure necessary for

human health, and to assert WHO's role in that field.
The draft resolution read as follows:

The Twenty -ninth World Health Assembly,

Having considered WHO's Human Health and Environment Programme and the mid -decade
progress report of the Director- General on community water supply and waste water
disposal on which it has passed resolutions;

Noting the statement presented to the Assembly by the Secretary - General of Habitat:

United Nations Conference on Human Settlements, which will take place in Vancouver from
31 May to 11 June 1976;

Having also considered the Report on the Technical Discussions on the Health Aspects
of Human Settlements;

Considering that the World Health Organization, by virtue of its Constitution, is
the specialized agency concerned with the safeguarding and promotion of health and
environmental conditions in human settlements;

Aware of the unprecedented growth rate of population, of the surge of rural
populations into urban areas, and continued lack of tangible improvements in rural areas,
particularly in developing countries, which is exacerbating the health and environmental
problems of human settlements;

1. EMPHASIZES the vital need to take into consideration health and environmental aspects
in the planning and development of human settlements, using a comprehensive and
multidisciplinary approach;

2. RECOMMENDS that governments:
(1) ensure that health authorities at central and local levels have scientific and
technical competence and sufficient breadth of responsibility in relation to
environmental health and preventive medicine to influence the hygienic features of
human settlements which are fundamentally important to health, including water supply,
hygienic wastes disposal, adequate nutrition and decent shelter;
(2) promote full cooperation between health and other central, and local government
departments as well as the voluntary agencies and the community in order that health
considerations should be taken into account ab initio in the planning and development
of human settlements. An important aspect of this is the education of decision -

makers in the planning, architectural, economic and social fields in the importance
of the potential health contributions to life in human settlements;
(3) undertake the study of health aspirations and needs of populations in human
settlements and those conditions of the environment predisposing to ill health;
determine the respective priorities of these needs; and, as far as is practicable,
allocate resources for their resolution, and for the continuing monitoring of the
situation;
(4) undertake the evaluation of the administrative, organizational and legislative
structure of their health services in terms of fulfilling the health responsibilites
within the framework of national policies for human settlements, and revising them
where appropriate, bearing in mind the importance of flexibility in such matters;

3. REQUESTS the Director -General:
(1) to give an appropriately high priority to collaboration with Member States on
programmes aimed at studying and solving population growth, health and environmental
problems in human settlements in a comprehensive manner;
(2) to study carefully the implications of the recommendations which will ensue
from Habitat: United Nations Conference on Human Settlements and, thereafter, to
study ways and means of providing increased technical collaboration to Member
countries;

(3) to promote, strengthen and coordinate research on the effects on health of the
physical and social environment of human settlements, and endeavour to develop
suitable scientific methodology applicable to resolving health problems of human
settlements under varying geographical and climatic conditions;
(4) to prepare appropriate environmental health criteria pertaining to housing, the
residential environment, and human settlements;
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(5) to build up an information system, based on information from Member States, on

all health aspects of human settlements;

(6) to further strengthen WHO's collaboration with the United Nations and the United

Nations agencies and programmes;

(7) to evaluate the work of the Organization in the field of health aspects of
human settlements and report to a subsequent World Health Assembly on the progress
which has been made and on his conclusions and recommendations for future work; and

(8) to draw the attention of the United Nations Conference on Human Settlements to

this resolution.

Sir John BROTHERSTON (United Kingdom of Great Britain and Northern Ireland) noted that
according to the mid - decade progress report the overall progress obtained in the provision
of excreta disposal facilities (sanitary sewerage and household systems) was far less

satisfactory than that for water supplies. The physician's ancient principle of primum

non nocere (first, do no harm) was particularly relevant in that regard; much harm might

be done if wastes disposal did not keep pace with the provision of water supplies. Another

delegate had described how a water supply system had been installed in the capital city
of his country without a complementary drainage system, and what had happened as a result

of the consequent waterlogging of the area. It should be recalled that typhoid had first

emerged in epidemic proportions in the western world in similar circumstances. There was

always some risk in providing such services, and it was important to balance the priorities.
He asked whether the WHO Secretariat could indicate how the necessary balance could best be
maintained, and convince administrations or institutions that still had doubts on the matter
that the provision of drainage should accompany water supply measures.

His delegation would submit a written amendment to the draft resolution on community

water supply and excreta disposal.

Mr KUMAR (India) supported the two draft resolutions just introduced. His Government
was conscious of the importance of providing safe water, especially in rural areas, and had
taken the necessary steps to do so, although full reticulation remained a distant objective,
which the participation of communities and adoption of appropriate technology would help to
bring closer. He stressed the importance of health education in that context.

He agreed with the principle that adequate drainage must be provided to cope with waste-
water resulting from increased water supplies. However, the revised targets proposed in the
report did not appear sufficiently ambitious to ensure a measurable reduction of the incidence
of disease or improvement in the quality of life. A population policy aimed at checking
population growth was particularly important if such programmes were to have any effect.

Dr FETISOV (Union of Soviet Socialist Republics), noting that the mid - decade report
stated the considerable achievements, especially in developing countries, over the past five
years with regard to the objectives for 1980, it was rightly stated that their fulfilment

would depend on the commitment of governments to the programme, with WHO continuing to play a
coordinating role. The provision of water supply and excreta disposal facilities were one of
the most necessary elements of disease control. Particularly important was safe water, and
he was a little surprised that the report appeared to cast doubt on the need for high -quality
water. The provision of low- quality water through community systems was epidemiologically
dangerous and discredited the concept of community water supply.

More attention should be paid by WHO to methods for the preparation of norms for the
content of contaminants in drinking water and the improvement of drinking water standards.
WHO should assist in establishing national systems for monitoring drinking water and plan the
training of the necessary personnel and adaption of water control methodology to developing
countries. Health standards for materials used in community water supply systems should be
reviewed by WHO, and comparative studies should be made of water treatment methods, so that
the Organization was in a position to recommend the simplest and safest methods and materials.
He regretted the absence of information on research findings in that regard in the progress

report and in the general report. Similarly, the absence of data on improvements in health
thanks to the provision of safe water and wastes disposal facilities complicated evaluation
and weakened the public health impact of the progress report. That aspect should be studied

in the coming period, in collaboration with countries. Information on successes in reducing
water -borne disease following the construction of community water supply facilities would be
a powerful argument in favour of the integration of plans for national development, water
supply, environmental protection and disease control programmes. A multiple approach would
avoid duplication and enable targets to be achieved at minimum cost.

While he approved the report in general, he considered that attention should centre on
the aspects of the problem that would bring about improvements in health, and suggested that
an evaluation of the effects on health should be included in the ten -year review. His

delegation supported both draft resolutions now before the Committee.
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Professor PACCAGNELLA (Italy) expressed interest in the report's estimate of the invest-
ments considered necessary to achieve regional targets. It was important to differentiate
between regions, and he complemented the Western Pacific Region on having the best indices.
He also emphasized the impact that historical tendencies in urbanization had had on the
environment, and particularly on the problem of sewage disposal. One aspect that was
frequently forgotten was that appraisals of wastes disposal needs were usually based on
human populations, though animal excreta could total many times the human waste in certain

areas; in parts of Italy with a total of 3.4 million inhabitants, animal excreta was equi-
valent to human wastes from a population of 50 or 60 million. Part of the organic material
must be used for fertilizing, but in some areas the amount was excessive, and treatment
measures would have to be given more attention in view of the increasing pollution of soil
and of ground and river water. There was evidence, although no specific epidemiological

tests had been made in Italy, that the resulting increase in Salmonella strains had produced
not only a greater risk of salmonellosis in human populations, but an actual increase in
incidence; the morbidity statistics had risen in Italy as in other countries.

His delegation supported the draft resolutions before the Committee, and proposed that,
in the third preambular paragraph of the draft resolution on community water supply and
excreta disposal, the words "human and animal" be added before "excreta ".

i
Dr DJORDJEVIC (Yugoslavia) supported the thesis mentioned in the introduction to the

Director -General's Annual Report for 1975 that "better rural water supplies and sanitation,
in addition to improving health and the quality of life, would also necessarily contribute
to the development of the rural economy ". Any effort to improve water supply as part of a
social and economic development programme should be recognized as the best possible contri-
bution to improving health. In Yugoslavia, basic sanitation had been provided in many under-
developed areas in accordance with the joint recommendations of WHO and UNICEF at the same

time as other measures for health protection, and the programmes had demonstrably reduced
enteric and skin diseases; typhoid fever had been eradicated in many previously endemic areas
with the assistance of vaccination, and hepatitis incidence was also lower, as was that of
other enteric and parasitic diseases. The health of preschool children and schoolchildren
had generally improved as a result of the inclusion of school health in the related integrated
programmes.

Dr MERRILL (United States of America) commended the Director -General and governments
benefiting from WHO's programmes on the progress made in the period covered by the report;
however, much remained to be done as the race between growing population and water supply
continued. The statement of targets and the review of the status of the programme would
serve as a stimulus, and although the goals seemed minimal, it must be noted that they would
cost over $ 35 000 million. Multilateral and bilateral agencies would also find the targets
helpful in the evaluation of areas requiring emphasis. For its part, his country was

participating in multilateral programmes, and was giving assistance bilaterally to over 30
projects in rural water supply and sanitation in 1976, in addition to which 11 new projects
were proposed for 1976 and 1977. His Government was also participating in over 70 projects
of which rural water supply and sanitation were a part. It was hoped that WHO, other
agencies, and governments would give increased emphasis to the subject, including research
to find simpler methods for water supply and sewage disposal. His Government was increasing
its support to such research and was collaborating, on request, in attempts to improve
analysis in countries to define problems and determine measures in keeping with national
resources.

The United States Congress had passed a federal Safe Drinking Water Act in December 1974,
and in 1975 the Environmental Protection Agency had issued interim drinking water regulations
to come into effect in mid -1977. The new national water supply programme supplemented that
launched in 1972 to control pollution from municipal and industrial sources. The Safe
Drinking Water Act further strengthened the Federal Government's role in establishing stan-
dards and providing for monitoring and research. Meanwhile, problems of water purification,
including the presence of chlorinated hydrocarbons in drinking water and of toxic heavy metals
in sewage sludge, were still to be effectively met.

His delegation supported the draft resolution on community water supply and excreta

disposal.

Miss KIM Mun Gyong (Democratic People's Republic of Korea) expressed approval of the
Director -General's progress report, and particularly its attention to water supply and waste-
water disposal, which were essential to health.

In her country, urban water supply systems had long been complete; the rural areas were
the problem. Aiming to provide complete coverage in the period of the 1971 -76 economic plan,
the Government had attacked the problem of rural water supplies, by the investment of sub-
stantial funds and continuous evaluation. The first areas to be supplied were those where
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water was inadequate in both quality and quantity. It had been found advantageous to run a
pilot project in one area and then generalize it to others, mobilizing the broad masses and
using local materials. In order to do so, the Government had explained to the people in
terms they could understand, and by means of scientific films and publications, the principles
of choosing sources of water supply, suitable methods of purification, and the experience
gained in the use of local materials. Another important measure had been to enhance the role
of the scientific research institutions and of health protection agencies. Scientific research
had been conducted to solve the scientific and technological problems of purifying water of
poor quality containing colloidal and decaying substances. The health protection agencies
had been made responsible for such problems as assessing water quality, selecting the degree
of purification required, and controlling standards. By those means water supply services
had been provided for 87% of the rural communities by the end of August 1975 and for almost
the totality by May 1976.

Dr M'BAKOB (United Republic of Cameroon) welcomed the Director -General's concise report.
In a field in which international assistance and collaboration should be geared to national
targets, situations differed within regions and even within countries. In the north of his
country, for example, which had been afflicted by the drought in the Sahel area, the water
table lad fallen, wells had given out and runoff water had dried up. In the other parts,
if water was abundant, it was rarely of drinking -water quality; the village ponds were used
for all purposes - even as latrines; and even in the larger towns there were not comprehensive
sewerage systems. His delegation therefore fully supported the proposal in the progress
report that the targets for 1980 be fixed at the regional, rather than world, level. The
urban and rural targets of 45% and 35% respectively for community water supply in the African
Region given in the report appeared to be realistic in the light of his country's figures
which, for 1975, were about 25% coverage of the total population, with 22% coverage in rural
areas and 35% in urban areas.

The first step should be to analyse the situation at the regional and subregional levels,
with particular attention to the factors impeding development. They included: fragmented
administrative organization and lack of coordination between the various governmental and
public bodies concerned; public inertia due to taboos and tradition; lack of education and
low living standards; lack of resources and manpower in the face of great needs; insufficient
attention to excreta disposal; and inadequacy of key personnel in number and quality. His
country, with the experience of its University Centre for Health Sciencies, was placing the
emphasis on the training of higher and medium -level personnel under realistic conditions.
Within the framework of the fourth five -year development plan the aim was to increase the
supply and storage of, and distribution facilities for drinking -water to all towns and to
provide supplies for all the critical areas, whether rural or urban, by inexpensive means not
necessarily modelled on the services provided in the industrialized countries.

His delegation accordingly supported both draft resolutions before the Committee.

Dr MIRAMS (New Zealand) said that the report was an excellent response to resolution
WHA25.35.

In response to operative paragraph 3 of that resolution, which was addressed to Member
States, his Government during the period under review had increased the percentage of the
population served by public water supplies from 83% to 84 %, despite an 8.5% increase in popula-
tion; 455 communities, with 5.5% of the total population, were still without public water
supplies, so that the national target for the remainder of the Decade would be to extend
supplies to 90% of the population and to improve water quality to satisfactory compliance
with the Department of Health's requirements from the present 93% to 100%.

As regards the collection of information (operative paragraph 3(2)), a five -yearly review

of public water supplies had been instituted. The fourth report on the findings had appeared
in 1975 under the title "Grading of public water supplies in New Zealand ". The factual

information collected during the grading process provided a comprehensive survey of water

supplies.

As to operative paragraph 3(3) of resolution WHA25.35, on policies, infrastructure,
financing and manpower, local authorities, which were primarily responsible for public water
supplies, employed qualified managerial and operative staff. A government school trained
water treatment plan operators. The Department of Health was responsible for the promotion
and surveillance of the public health aspects of community water supplies. A government
subsidy scheme introduced in 1970 provided financial assistance for new and improved water
supplies up to one -third of the capital cost.

As regards increased allocation of resources to rural water supplies (operative paragraph
3(4)), water supplies for rural communities of more than 500 people were already subsidized
under the Department of Health scheme. In 1975 the scheme for financial assistance for farm
water supplies had been increased to half the capital cost and extended to rural communities
of less than 500 persons.
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Concerning the effective surveillance of drinking -water quality by competent health
authorities and their association with the other tasks in that field, including planning, set
out in resolution WHA21.36 (operative paragraph 3(5)), local authorities responsible for
public water supplies were providing more laboratory services for that purpose and the
Department of Health had proposals for further improvements in its own surveillance system.
Other departments were assisting the Department of Health in ensuring that local authorities
were planning and budgeting for the improvement of water supplies.

On the priority to be given to the collection and disposal of waste -water in community
water supply programmes (operative paragraph 3(6)), the Department of Health had recommended
that community development should proceed only with the provision of water supplies and waste-
water disposal facilities. The implementation of that policy was being successfully
encouraged through the incentives of the subsidy scheme for sewage disposal systems associated
with the similar scheme for water supplies already mentioned. About 70% of the population,
or 95% of the urban population, was served by sewerage systems.

In response to the final recommendation, on technical assistance (operative paragraph 4
of resolution WHA25.35), his Government was financing proposals for water supply improvements
in neighbouring countries such as Western Samoa, and was continuing to make consultants
available to WHO. It was also able to offer training facilities for water and wastewater
treatment plant operators.

Dr WRIGHT (Niger) particularly appreciated the attempt in the progress report to quantify
the targets proposed. However, the cost of installing water supplies, at an annual invest-
ment of US$ 2.27 per capita, would take up one -tenth of his country's budget, and even that
estimate was conservative. To that would have to be added a further 50% for excreta disposal.
None of the African countries could afford to invest on that scale, so that even the modest
target proposed could not be achieved without increased multilateral and bilateral assistance,
as was noted in the report. WHO had a serious responsibility to supply expert advice that
could often be decisive in the absence of qualified national personnel. He supported both
draft resolutions before the Committee. However, he would have liked to have seen more
emphasis placed on investment aspects in the draft resolution on community water supply and
excreta disposal. He noted with satisfaction the growing realization of the need for a more
realistic revised approach to those problems.

Dr MICHEL (France) noted that community water supply was of interest to both developing
and developed countries. In the former, absence of water could prevent human settlement and
any form of development and, in the latter, unpolluted supplies were becoming increasingly
hard to find.

At the end of 1975 a WHO ad hoc group had held useful discussions on drinking -water
supplies for rural populations of tropical countries and had noted that various bilateral
agencies such as the European Development Fund, the Fonds d'Aide et de Coopération, UNDP,
USAID and others, though they had not fully solved the problems, were working along the right
lines towards the simplest and cheapest possible technology, not neglecting the important
problems of training and information. The group had studied at length plans for programmes of

information to make people at all levels - national, regional and international - aware of the
problem. It had discussed various problems of technology relating to specific situations in
the various zones and the important problem of maintaining installations. In the light of
the draft resolution on programme budget policy approved by Committee A on the previous day
the programmes concerned should concentrate on field activities; for purposes of evaluation,

there could be no better indicator than the decrease in waterborne diseases.

His delegation, as one of the co- sponsors, warmly supported the draft resolution on
community water supply and excreta disposal. Since the hygienic disposal of wastewater
depended on the correct disposal of excreta, his delegation would also support the draft
resolution on the health aspects of human settlements, which related partly to that question.

Dr ILUNGA (Zaire) suggested that wastewater and excreta disposal was an even more
difficult problem than water supply, though the needs for both were tremendous. The
accumulation of wastewater and refuse was an important factor in morbidity in a community,
especially when towns spread horizontally under the pressure of urbanization. The spontaneous
and anarchical occupation of peripheral areas, without any health infrastructure, was a well -
known phenomenon. The greatest need was for wastewater and excreta disposal. Lack of
septic tanks caused the most serious health hazards; stagnant water in streets, in open drains
and on inhabited plots provided a natural breeding place for mosquito larvae, hookworms, and
bacteria; and accumulation of household wastes promoted the proliferation of the flies that
carried communicable diseases. His delegation therefore supported both the draft resolutions
before the Committee.
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Mr FINDLAY (Sierra Leone) expressed his appreciation of the Director- General's progress

report. His country had plans both for community water supply and for waste disposal on a

national scale, but the constraints were so formidable that their implementation had been

greatly retarded. It was realized, however, that the vicious circle of insanitary conditions
and communicable diseases would have to be broken, and steps taken for the continued

implementation of those plans.
Regarding the strategy to be pursued by WHO and by the governments of Member States, the

report rightly emphasized the need for sound and effective collaboration and for increased

external assistance. Another point of particular importance to the developing countries
was the availability of skilled manpower to run water supply schemes and maintain the equip-

ment. Maintenance of water supply equipment by properly trained local personnel was of

crucial importance. Without it, not only was the valuable equipment wasted but the local
people would lose confidence in the scheme and revert to their former supply which provided

a certain continuity but was disastrous to their health. He therefore particularly welcomed

the emphasis on training; in collaboration with the Regional Director, his Government would

avail itself of the facilities offered.
The report stressed that the problem could be solved by the end of the century only

through a concerted and sustained effort by national governments and by organizations providing

aid. His Government looked forward to the closest collaboration with the Organization in its
programme of technical cooperation; the Regional Director's interest in the subject under

discussion was deeply appreciated. His delegation would like to be included among the

co- sponsors of the draft resolution on community water supply and excreta disposal and would
also support the draft resolution on the health aspects of human settlements.

Dr DIETERICH (Director, Division of Environmental Health), thanking those Member States
that had supplied information for the mid -decade report, said that the credit for any progress
made during the first half of the decade was due to Member States, whose investment of their
financial and human resources had made it possible. WHO's contribution could only be small

by comparison. In that connexion he had particularly appreciated the reference by the
delegate of Sierra Leone to the need for a sustained and concerted effort by governments and

by the agencies providing aid; that was crucial to the solution of the problem.
In reply to the delegate of the United Kingdom, he recalled that resolution WHA25.35, in

operative paragraph 3(6), referred to the need to give priority to the collection and disposal
of wastewater in satisfactory hygienic conditions, whenever community water supply programmes
were instituted, and called upon the Director -General to give consideration to the related

problem of wastewater disposal. As the delegate of Zaire had pointed out, the stagnation of
water, particularly in urban areas, brought not only waterborne diseases but also parasitic
diseases, such as filariasis. In that connexion he drew attention to the report of the WHO
Expert Committee on Disposal of Community Wastewater (WHO Technical Report Series, No. 541,
1974), in which that problem was more fully discussed.

It would be difficult to quantify the risk if wastewater disposal was delayed, although

there was no doubt of its existence. It was for the planner and administrator to see that
the risk was controlled, for instance by ensuring that the quantity of water supplied was not
such as to increase the risk unduly. The problem was also an economic one and it would
sometimes be difficult for those providing funds for a water supply project to double the
amount at the same time in order to include wastewater disposal. There was no doubt,

however, that as a public health principle the two should go together. In all cases, plans
for water supply should include provision for the disposal of wastewater; where construction
of waste disposal facilities did not accompany the installation of water supplies, it was
essential, at the least, that the construction programme as a whole should follow a schedule
in keeping with public health requirements. WHO's approach, in that respect, was to try to
impress upon the agencies with which it collaborated that planning and implementation should
always include both elements. As an executing agency for UNDP it saw that community water
supply preinvestment projects normally also included studies of wastes disposal. That aspect
also received attention on the appraisal missions that the Organization carried out in
collaboration with the World Bank and in the cooperative programme in progress with the Bank,
under which national studies for water supply and wastes disposal were undertaken, as outlined
in the Director -General's report on the Organization's human health and environment programme
The practice in lending funds had changed over the years and now there was much greater
recognition of the need to deal with both elements of the problem at once.

In reply to the delegate of the Soviet Union, the problem of drinking -water surveillance,
standards and methods had been covered in the information submitted to the Twenty -fifth World
Health Assembly, and subsequently in World Health Statistics Report, Vol. 26, No. 11, 1973.
If the draft resolution was adopted, the Secretariat intended to include the subject in the
Director- General's report to the Health Assembly in 1981. It had not been dealt with in the
mid -term report because it was believed that governments would prefer not to have to make the
additional statistical effort of reporting on a further topic at a time when the decade's
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programme was accelerating. A monograph was being published that would include a practical

guide for Member States in the planning and organization of water quality surveillance.

In reply to the delegate of India, he explained that the report had been based on
minimal assumptions, which accounted for the unambitious targets proposed. Member States, as
part of their national development plans, should establish their own targets as they would be
the only real means of encouraging practical planning and the allocation of resources.

Dr SACKS (Secretary) announced that the delegate of the Central African Republic, who had
been called away from the meeting, had asked him to inform the Committee of his delegation's
wish to co- sponsor the draft resolution on the health aspects of human settlements and to
support the draft resolution on community water supply and excreta disposal.

He noted that there were no amendments to the draft resolution on the health aspects of
human settlements. With regard to the draft resolution on community water supply and excreta
disposal, in addition to the amendment proposed by the Italian delegate to the third pre-

ambular paragraph, the United Kingdom delegate proposed the insertion of a new operative
paragraph 3, which would read:

"EMPHASIZES also that arrangements for sanitary disposal should accompany, or closely
follow, the provision of community water supplies ".

The existing operative paragraph 3 would be renumbered accordingly. The co- sponsors of
the draft resolution, in so far as he had been able to contact them in the time available,
had accepted those amendments.

Decision:

(1) The draft resolution on the health aspects of human settlements was approved.
(2) The draft resolution on community water supply and excreta disposal, as amended,
was approved.2

The meeting rose at 5.30 p.m.

1 Transmitted to the Health Assembly in the Committee's fifth report and adopted as

resolution WHA29.46.
2
Transmitted to the Health Assembly in the Committee's fifth report and adopted as

resolution WHA29.47.



THIRTEENTH MEETING

Saturday, 15 May 1976, at 9.30 a.m.

Chairman: Dr P. S. P. DLAMINI (Swaziland)

1. FIFTH REPORT OF THE COMMITTEE

At the invitation of the CHAIRMAN, Professor KHALEQUE (Bangladesh), Rapporteur, read
out the draft fifth report of the Committee

Decision: The report was adopted (see page 644).

2. REPORTS ON SPECIFIC TECHNICAL MATTERS Agenda, 2.5

Mycotic diseases Agenda, 2.5.11

Dr LEPES (Director, Division of Malaria and Other Parasitic Diseases), introducing the
Director -General's report, said that it was generally accepted that fungal infections were
widely distributed throughout the world, although no data existed to substantiate the extent

of the problem. Mycoses were not notifiable diseases, and a special diagnosis was made in
relatively few medical centres. Therefore the prevalence and incidence of those diseases
could be judged only from published information, which, in most cases, covered a relatively
small geographical area and dealt mainly with clinical cases in outpatient clinics. Derma-
tological clinics dealt mostly with superficial fungi, while systemic mycoses might not even
be diagnosed, owing to the lack of the necessary expertise in diagnostic techniques and

chemotherapy.

Only 35 out of 146 Member States had replied to the Director -General's circular letter
transmitting resolution WHA28.55, and only 17 of those had provided data on the prevalence of

mycotic infections in their countries. It was therefore extremely difficult to evaluate

the public health importance of such diseases. However, despite the scarcity of information,

the Director -General's report attempted to provide examples of the incidence and prevalence
of mycoses in some of the countries where more attention was being given to the problem.
The report also drew attention to the role that opportunistic fungi might play in human

pathology.
Technical advances in the field of mycotic diseases had developed sufficiently to

facilitate correct diagnosis and appropriate chemotherapy. Laboratory studies had made it

possible to classify species of fungi according to their taxonomy. Field studies had
revealed important facets of the ecology of the various species and had indicated the ways

in which mycotic infections were transmitted to the human host. Those studies had also

enriched existing knowledge of the type reservoir of pathogenic fungi in nature.
The activities carried out thus far by WHO in that field had been marginal, but in

conformity with the interest expressed by Member States. Although budgetary limitations

would not permit specific action by WHO on a larger scale, the Organization could cooperate
with Member States, particularly as regards the training of specialized manpower, the exchange
of information, and, to a certain extent, the provision of specific - particularly biological -

reagents.
With the many health problems that had to be faced, Member States - especially those of

the Third World - might not be able for the time being to devote a substantial part of their
health budgets to the development of specialized services or to the control of the mycotic
infections that might lend themselves to mass campaigns. Nevertheless, the Director -General

would welcome the advice of the Health Assembly on the range and intensity of activities
that the Member States wished WHO to undertake on mycotic infections.

Professor VANBREUSEGHEM (Belgium) expressed his intense satisfaction at seeing the
subject of mycotic diseases included in the agenda of the Health Assembly. He had tried

for over 25 years to interest WHO in mycoses, until at last the Twenty- eighth World Health
Assembly, in resolution WHA28.55, had adopted the Belgian proposal that the Organization

should turn its attention to the parasitic disorders caused by fungi. It was true that

WHO had lent modest support to a few projects, such as the mycetoma study in the Sudan and

that on keratomycoses in India, as well as having convened a meeting of four experts eight

years previously, but little else had been done until the resolution of the previous Health

Assembly and the report now before the Committee.
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The reason why the problem had remained neglected was not that it did not exist, or
that the alarm had not been sounded, but simply that, as the medical world had not been
conditioned to perceive and recognize mycoses, it could not imagine that they might constitute

a problem. Medical mycology was not included in medical curricula, and the few courses on
the subject were only for specialists. At best, two or three hours' teaching were given,
usually by microbiologists unfamiliar with fungi. It was just as if mycoses did not exist.

Mycoses were often classified as superficial, subcutaneous, or deep, depending on the
degree of fungal penetration into the tissues, but that was an outdated concept, since all
fungí could produce a wide variety of lesions. Even the common agents of tinea could invade
the skin, the lymph nodes, the liver, and the brain, and they could kill. The most common
agent of vulvovaginitis - Candida albicans - could cause fatal septicaemia.

From the public health point of view, it was important to distinguish benign from

serious mycoses. The former had many causes, symptoms, and victims. In the rich countries,
doctors had witnessed the gradual disappearance of tinea capitis. In Belgium, with a
population of 10 million, only 500 -1000 cases per year were seen, and those occurred mostly
in the children of immigrants. In Africa, on the other hand, the condition was extremely
prevalent and he had estimated the number of affected children at 20 million. In Algeria,
Morocco, Somalia, Tunisia, and Zaire 10 -50% of schoolchildren were affected. Although tinea

capitis was regressing in the developed countries, athlete's foot - which was of mycotic
origin in about 50% of cases - was flourishing: in the Ruhr area of the Federal Republic
of Germany, 80% of miners had been estimated to be affected, and in Belgium the condition
had been diagnosed in 60% of workers in rolling -mills. Signs of athlete's foot had been
detected in 10 -20% of a random sample of the population. The vaginal cavity was invaded
by C. albicans in 20 -30% of pregnant women, and the frequency of such infections was
increasing as a result of the contraceptive pill and intrauterine device. The examples he
had given proved the importance of benign mycoses, which caused a large number of minor
health problems and entailed a huge expenditure on medicaments.

Serious mycoses could be primary infections, as in the case of South American blasto-
mycosis, of which more than 6000 cases had been reported in 1968; North American blasto-

mycosis (now recognized in Africa); and histoplasmosis, which affected about 60 million
persons in the United States of America. Mortality from histoplasmosis, and also from
coccidioidomycosis, which affected 20 -30 million persons in the United States of America,
was, however, low. Serious mycoses could also be secondary, and were generally attributed
to opportunistic fungi, although a better name for such infections might be asthenomycoses,
since all fungi were opportunistic. He would give two examples, whose importance was
increasing. In malignant haemopathies, and particularly leukaemia, it was estimated that
10% of patients died invaded by fungi. Secondly, mycotic infections constituted 30% of the
infectious complications - themselves responsible for one -third of rejections - in persons who
had undergone renal transplants.

He stressed the serious consequences of the widespread ignorance of mycoses on the part
of doctors. The frequently polymorphous symptomatology of mycoses caused them to be mistaken
for one another or even to be diagnosed as something completely different. Thus pityriasis
versicolor had been known to mask leprosy, and tinea imbricata to simulate it, whereas African
histoplasmosis had simulated a wide variety of diseases, including yaws, tuberculosis, osteo-
myelitis, tropical ulcer, and leprosy. Ignorance of mycoses had led to their being 'considered
very often as contagious diseases. Yet with the exception of tinea capitis mycoses were
mostly not contagious: they were diseases of the environment or the soil. The serious
consequences resulting from ignorance of mycoses were financial as well as therapeutic, since,
for instance, griseofulvin was widely prescribed for all cutaneous mycoses, whereas it was
effective only against tinea. As a further result, little effort was made to develop new
drugs, especially for the treatment of deep mycoses, for which only two or three medicaments
existed.

Having provided, he thought, sufficient arguments to demonstrate that the problem of
mycoses was an important one, calling for both training and information, he expressed the
hope that WHO would urge medical schools to give students an adequate grounding in medical
mycology before specialization; encourage the few existing courses on medical mycology by
giving them recognition; organize, with the help of its own or outside experts, regional
courses for doctors and technicians; review and publish its nomenclature of mycoses with a
view to improving information on morbidity and mortality from those diseases; and convene
a meeting of experts in mycology in order to study the most important problems and propose
solutions to them.

If he had refrained from mentioning other aspects of disease caused by fungi, such as
mycotoxicoses and fungal allergies, it was because he had wished to confine himself to the
substance of the Director -General's report. His delegation would now present a draft
resolution on the subject.
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Professor HALTER (Belgium) introduced the following draft resolution, which had been
framed with the intention of giving effect to a number of the points made by the previous

speaker:

The Twenty -ninth World Health Assembly,
Thanking the Director -General for his report on mycotic diseases submitted in

pursuance of resolution WHA28.55;
Noting with appreciation the contribution of governments in reporting on mycotic

diseases in their respective countries;
Realizing the important place these diseases have in human pathology, in spite of

the scarcity of data regarding their prevalence and incidence;
Stressing the fact that the control of some mycotic infections is feasible with

the tools now available,

1. RECOMMENDS that Member States build up specialized expertise within their health
services to enable an adequate assessment to be made of the prevalence and incidence of
mycotic diseases and, subsequently, of their public health importance;

2. REQUESTS the Director -General:

(1) to assist Member States in training technical personnel for the application of
available diagnostic and treatment procedures;
(2) to promote the establishment of an up -to -date nomenclature of mycotic disorders;

(3) to stimulate research on mycotic infections, with particular emphasis on
simple diagnostic techniques and chemotherapy.

Sir John BROTHERSTON (United Kingdom of Great Britain and Northern Ireland) agreed with
the emphasis in the Director -General's report on the acute need for more and better infor-
mation on the mycotic diseases and expressed his delegation's wish to cosponsor the draft

resolution.
In 1974, the British Society of Mycopathology had initiated a pilot cooperative reporting

scheme under which data on mycotic infections regularly furnished by its members at 15 labora-
tories in different parts of the United Kingdom were pooled and analysed by a central
Mycological Reference Laboratory. All but one of the major mycological diagnostic labora-
tories in the country were included in the scheme, which probably gave quite a good picture
of the relative prevalence and incidence of mycotic diseases and of their regional differences.
Among more than 5000 isolations, some two - thirds were from superficial infections caused by

Trichophyton rubrum, T. mentagrophytes and T. mentagrophytes var. interdigitale; less
clear a picture was obtained of deep- seated infections, which were of increasing interest.
It was hoped that the scheme would develop into a more complete survey. Important features
were the relative simplicity of the methods used and the strong leadership and epidemiological
role played by the central laboratory.

Dr CAYLA (France) said that mycotic diseases were of growing importance. Iatrogenic
mycoses, for instance, were becoming a worldwide problem, and it was clear that certain
practices, such as the use of the intrauterine device, could lead to the development of
some forms of mycosis. His delegation agreed with the proposals of the Belgian delegates
and supported the draft resolution.

Dr HELLBERG (Finland) agreed that the problem of mycoses was as much one of training as
of information. He noted that the Director -General's report made no reference to the
relationship of mycotic diseases to allergic symptoms caused by spores or other fungal sub-
stances and dependent, among other things, upon certain weather conditions. He enquired
whether it had been decided to include actinomycosis and nocardiosis in the programme
mentioned in the report, although they were not mycotic diseases in the same sense as others
that had been mentioned. With reference to nomenclature for mycotic diseases, he suggested
that some changes were needed in the International Classification of Diseases. His
delegation supported the draft resolution.

The meeting rose at 10.15 a.m.
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Monday, 17 May 1976, at 9.40 a.m.

Chairman: Dr P. S. P. DLAMINI (Swaziland)

REPORTS ON SPECIFIC TECHNICAL MATTERS Agenda, 2.5

Mycotic diseases (continued) Agenda, 2.5.11

Dr VALLADARES (Venezuela) expressed full support for the draft resolution on the item

introduced by the delegate of Belgium. In 1961 a similar resolution had been adopted by

the Regional Committee for the Americas on a proposal by the delegation of Venezuela, although

there the subject had been deep mycoses. His country was particularly concerned with

histoplasmosis, South American blastomycosis, coccidioidomycosis and cryptococcosis. However,

he was glad to see other mycoses included in the draft resolution, as even if they were not

an important cause of death, they caused much morbidity and incapacity for work.

Dr RODRÍGUEZ TORRES (Spain) said that mycotic infections were a growing problem which had
been well described in the Director -General's report. Lack of information on mycoses and the

lack of trained personnel were important aspects. He agreed that, conceptually speaking,
mycotoxicosis and fungal allergies, which had not been dealt with in the report, could be taken

separately. The question, as with any other item, was to establish the priorities of Member

States and WHO. As the measures proposed by the Director -General could be carried out at
relatively low cost, his delegation fully supported the draft resolution before the Committee.

Dr AL KAZEMI (Kuwait), supporting the draft resolution, proposed the addition to
operative paragraph 1 of the recommendation that Member States "encourage the teaching of
health personnel in mycoses at medical schools and other appropriate institutions ". He also
suggested that special studies by instituted.

Professor ONGOM (Uganda) also supported the draft resolution, although mycotic diseases
were of relatively little importance among the health problems of his country. More emphasis
should perhaps be placed on chemotherapeutic methods, as drug regimes were sometimes more
dangerous than the mycotic diseases being treated.

Professor LISICYN (Union of Soviet Socialist Republics) commended the Director -General's
report and welcomed the comprehensive statement of the delegate of Belgium. Although in
the USSR mycotic diseases were not of the highest priority, they required systematic and
constant attention. In the Soviet Union that attention was ensured through both the health
care system and research institutions, and had in recent years reduced the prevalence of
mycoses. Methods of prevention and treatment were being studied in nine research centres for
skin and venereal diseases. The treatment of active mycoses was dealt with by the Marcinovskij
Institute of Medical Parasitology and Tropical Medicine. The control of trichophytosis,
and particularly the animal trichophytoses, was the responsibility of the veterinary health
authorities.

He noted that although the report referred to the comparative ease of establishing
control programmes for mycoses, it indicated no systematic procedures. WHO should give more
attention to methodology. The methods used in the USSR, based on its outpatient services,
might serve as a model for other countries. He described the procedures followed in general
medical institutions, dermato -venereological clinics, and clinics for mycotic diseases in the
USSR. The activities of those institutions included the early detection and compulsory
registration of cases of mycoses; examination of families and contacts of patients;
treatment of all patients, including hospitalization when necessary; follow -up of treated
patients; anti -epidemic and disinfection measures; screening of children and service personnel;
health education; and the planned training of specialists in dermato -venereology and mycotic
diseases.

His delegation supported the proposal for standardization of nomenclature on mycoses
and the intensification of research on the development of effective systemic and topical
antimycotic drugs. In addition, WHO should make information on mycotic diseases widely
available.
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Supporting the draft resolution, he proposed the addition in operative paragraph 2(1),

referring to the training of technical personnel, of a sentence drawing attention to the need
for medical curricula to include training in the diagnosis, treatment and prevention of mycotic
diseases.

Dr KRAUSE (German Democratic Republic) said that in his country the mycoses of importance
were the dermatomycoses, candidiasis, mycoses affecting the inner organs, and allergic
reactions to mycotic infections. The establishment of diagnostic centres in university
clinics and some county public health institutions had proved very successful; they carried

out not only diagnostic but also epidemiological work. Cooperation between physicians,
veterinary surgeons, biologists, hygienists and agriculturalists was well organized and

contributed to the successful control of trichophytoses. Meanwhile, the experience of
physicians and scientists had been applied in relevant legislation, such as that for public

baths. In recent years good progress had also been made in the immunology of mycoses.
He proposed that WHO extend its programme to include the establishment of international

reference laboratories, the promotion of research on new and more effective antimycotics,
and the development of screening tests. It supported the draft resolution before the

Committee.

Dr LEPES (Director, Division of Malaria and Other Parasitic Diseases) expressed the
Secretariat's interest in the statement by Professor Vanbreuseghem at the previous meeting.
Replying to the points raised during the discussion, he said that the Director -General's
report had not claimed to be comprehensive, and had not covered, for example, the question
raised by the delegate of Finland as to whether actinomycosis and nocardiosis should be
included among the mycotic diseases. While he did not wish to prejudice the results of the
discussions on nomenclature which it was expected would be held in the next year or two,
thus far Nocardia had been grouped with the bacteria and nocardiosis therefore treated as a
bacterial disease, while the Actinomycetaceae were considered to be organisms without a well

specified place in botanical systematics. He agreed that mycotoxicosis was a considerable
problem in some countries, as was mycetism, especially in certain European countries.

It was true that existing training of medical students gave exaggerated importance to
bacteriological techniques that would find no application in a dispensary, while mycological
techniques that could be easily applied were not taught; curricula must be corrected
accordingly. The problem of fungal allergies was well known; delegates' comments had been
noted, and with the limited means available the Director- General would try to accommodate

requests. There had been close collaboration between WHO and the International Society for
Human and Animal Mycoses, and a joint review of nomenclature was proposed in order to fill
in gaps in the International Classification of Diseases.

Mycotic diseases were among the problems faced by developing countries, although they
did not receive as high priority as many other problems. WHO, he agreed, must continue
its collaboration in their control, but was bound to observe the priority given to the question
by Members.

Dr SACKS (Secretary) said that the proposed amendment of the delegation of Kuwait to the
draft resolution would be introduced as section (b) of operative paragraph 1, the previous
paragraph becoming section (a). He asked if the amendment, which had been accepted by the
sponsors, would cover the point made by the delegate of the Soviet Union.

Professor LISICYN (Union of Soviet Socialist Republics) said that a reference to

specialized personnel in general was desirable: that would include auxiliary and technical

staff as well as medical personnel.

The SECRETARY explained that the reference to specialized expertise would remain in the

first part of the operative paragraph.

Decision:

(1) The amendment proposed by the delegate of Kuwait was approved.

(2) The draft resolution, as thus amended, was approved.1

Schistosomiasis Agenda, 2.5.10

Dr DAVIS (Schistosomiasis and Other Helminthic Infections), introducing the report of the

Director -General, remarked that the three primary epidemiological elements involved in
schistosomiasis - the environment, the intermediate snail host, and man himself - were all

1 Transmitted to the Health Assembly in the Committee's sixth report and adopted as

resolution WHA29.59.
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subject to endless variation. There was thus a mosaic of transmission patterns in different

habitats of the four species of schistosome that commonly infected man, Schistosoma japonicum,
S. mansoni, S. haematobium and S. intercalatum. Also, schistosomiasis was spreading, its
intensity was increasing in many countries, and the whole epidemiological phenomenon was one

of considerable complexity. The subsidiary causal factors were human behavioural
characteristics leading to environmental pollution, rural poverty and ignorance, and increasing
population growth outstripping available sanitary and water supply facilities. The more

direct causes were due to man's own efforts - agricultural expansion dependent on irrigation
systems in endemic areas and the creation of large artificial water impoundments for hydro-

electric power. Nor should the impact of the small water bodies now popular in many tropical
areas in contributing to the spread of infection be minimized.

Those multiple etiological considerations led to a holistic philosophy of control:
multiple available control techniques should be used, but any emphasis on a particular control
tool in any particular area would depend on the epidemiological diagnosis of the current trans-
mission pattern and its clinical consequences in that area. That philosophy in fact repre-
sented a major departure from the previous disproportionate reliance on a single control tool
- in the past, usually molluscicides. Increasing recognition of the vital importance of the
interest, involvement and participation of the community in controlling the infection in its
own area had helped in giving the tactical approach a much broader base.

On the technical side, the development of molluscicides was at present static, although
some advances had been recorded in delivery systems. Concern about the possible harmful
effects of the chemicals on non - target organisms or flora had revived interest in monitoring
areas where molluscicides were applied to detect low -level residues and observe any undesirable
effects on the general biota. Chemotherapeutic drugs were improving rather slowly, but over
the last 10 years solid progress had been made and mass drug administration was being used as
an adjunct to other control measures in some endemic zones.

Increasing interest by UNEP in schistosomiasis had refocused attention on physical methods
of habitat modification and snail control - and rightly so, for such source reduction measures
had largely been undervalued in the past. Research continued on biological means of
controlling intermediate snail hosts, which were still in the experimental stage. Similarly,
the recent interest of immunologists in parasitology suggested that improvements in immuno-
diagnostic techniques would accrue in the short term, and perhaps in the long term an effective
vaccine would appear.

In the meantime, WHO's programme could best be described as broad -based, operating on an
narrow budget. The holistic concept of control necessitated new tools and research

funding was directed towards their development. The concept also demanded education of
professional and technical staff and, with the help of DANIDA, courses had been and would
continue to be held. The various documents referred to in the Director -General's report would
shortly be available to Member States; the English version of one already was.

Field research continued, and the programme in Ghana had moved well into the operational
control phase after the complicated transmission patterns of S. haematobium in Lake Volta had
been unravelled.

Finally, in cooperation with the Special Programme for Research and Training in Tropical
Diseases, a clinical pharmacology laboratory had been established in Ndola, Zambia, trials of
new antiparasitic compounds had commenced, and a future programme of work had been planned.

Professor ONGOM (Uganda) said that the public health importance of schistosomiasis had
been recognized through the adoption of resolution WHA28.71 on the development of research on
tropical diseases. Speaking on behalf of the co- sponsors,1 he introduced a draft resolution
on the item, which simply provided for the continuation of what had already been undertaken
and requested the Director -General to intensify his activities and to promote research into
new control methods. The draft resolution read as follows:

The Twenty -ninth World Health Assembly,
Noting with satisfaction the Director -General's report on schistosomiasis prepared

in accordance with resolution WHA28.53 and the activities undertaken so far;
Noting also with concern the spread of schistosomiasis in areas where water manage-

ment schemes are being implemented;
Recognizing that considerable resources would be required in terms of finance and

manpower for effective large -scale control programmes;

Realizing that the control of schistosomiasis requires further basic and applied
research to develop new tools and operational methodology compatible with the financial
resources of Member States,

1 The co- sponsors were the delegations of Botswana, Egypt, Kenya, Liberia, Malawi,
Nigeria, Sierra Leone, Syrian Arab Republic, Uganda, United Republic of Tanzania and Zambia.
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1. RECOMMENDS that Member States build up scientific knowledge and services within the
framework of their health programmes and establish the priority to be given to the control
of schistosomiasis in accordance with the role this disease plays in human pathology;

2. URGES Member States in which schistosomiasis is or could become endemic to undertake
specific measures to prevent the spread of the disease into areas where any new water
management schemes are being planned or are under construction;

3. REQUESTS the Director -General:
(1) to expand the activities of the Organization in the field of schistosomiasis;
(2) to further promote research in control methods of the disease, including its
chemotherapy;

(3) to take all necessary steps to harness international support for prevention
of the disease in water management schemes.

The co- sponsors of the draft resolution accepted the proposal by the delegation of
Venezuela which had been circulated to the Committee, to replace operative paragraphs 1 and 2
by the following:

1. RECOMMENDS that Member States promote, within the framework of their health

programmes, the acquisition of scientific knowledge on all aspects of this disease and
the organization of appropriate services, and that they establish the priority to be
given to the control of schistosomiasis  in accordance with the importance this disease
presents as a public health problem;

2. URGES Member States in which schistosomiasis is or could become endemic to take into
account the epidemiological aspects of this disease when planning and implementing water
management schemes, and to undertake specific measures to prevent the spread of the
disease into new areas.

Schistosomiasis was known to affect at least 200 million people in the world, and in its
severe forms - caused by Schistosoma mansoni and S. japonicum - killed its victims through
portal hypertension. Genito- urinary complications, including carcinoma of the bladder, were
known to occur with S. haematobium. The epidemiology of the disease varied from one continent
to another, and even from one village to the next. In many parts of the world, man -made
water reservoirs aggravated the situation. In the Far East, schistosomiasis was a classical
zoonosis with severe clinical manifestations; in the Americas, on the other hand, those
manifestations were less severe and the fight against the disease had nearly reached its peak.

The manifestations of schistosomiasis also varied in different parts of Africa. Those
who shared the waters of Lake Victoria and the Nile bore the brunt. Whereas in Uganda the
Nile was used for fishing and domestic purposes, in Sudan and Egypt it was used in addition
for irrigation. The terrain along the Nile differed, and hence also the epidemiology of the

disease. The Great Lakes and the Nile together formed the cradle of the schistosomes, and
some of the worst clinical manifestations known were found there. Individual variations in
the manifestations of the disease in places with a similar environment remained to be
investigated. A concerted effort in the immunology of the disease, which could be achieved
only through research, was called for.

The Director -General's report highlighted the achievements made in the control of
schistosomiasis, including the preparation of manuals, the collection of data, and financial
support to 15 laboratories that were currently investigating various aspects of the disease.
The report indicated the encouraging results achieved in some Member States, and it was to be
hoped that the logistics used would be adapted to the different environments in other countries.
Promising results were also emerging from epidemiological and control models. Attention was
drawn to difficulties in the recruitment of certain key personnel for WHO- supported projects.
The importance of including schistosomiasis control in national development plans, and of
undertaking research to find cheaper control methods, were stressed in the report, which also
pointed out the financial assistance received from other agencies collaborating with WHO.

The international conference on schistosomiasis, held in Cairo in October 1975 under the
sponsorship, inter alia, of WHO and UNEP, had laid special emphasis on the modification of the
habitat as a means of controlling the disease. He hoped that WHO would soon communicate to
Member States the plan of action evolved by UNEP, as some delegations were beginning to wonder
whether the new approaches had been shelved indefinitely.

In the draft resolution, Member States were urged to help themselves by giving priority
to the control of schistosomiasis in their national health programmes. As schistosomiasis
was a disease resulting from poor sanitation, the solution lay in ensuring, through health
education, that the transmission cycle was broken by means of proper excreta disposal. He
doubted, however, whether the disease could be controlled by that method alone, and a multi-
disciplinary approach appeared to be the best. Member States were further urged to restrain
the spread of schistosomiasis through the proper handling of new projects for the construction
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of large water reservoirs. Such projects had resulted in epidemics of schistosomiasis in many

parts of the world, and the solution to the problem lay in well -planned engineering and
agricultural projects that took the advice of medical consultants into account. The draft
resolution also requested the Director -General to expand WHO's activities, to promote research
into control methods, and to enlist international support to prevent the disease in water

management schemes.
WHO should give clear guidance on research into the priority subjects in schistosomiasis.

Research carried out for its own sake, especially in non -endemic areas, gave unreliable results.
Model projects or pilot schemes needed to be carried out in the actual problem areas. It

was unrealistic to show how schistosomiasis had been eradicated from a place benefiting from

external aid that allowed the provision of a piped water supply to every house, and even

swimming pools. Once every house was supplied with water, the disease would be well on the

way to control and eventual eradication. What was needed was simple techniques of environ-
mental sanitation, with appliances made from locally available materials. Insufficient
emphasis had been laid on that aspect. Research into the immunology of schistosomiasis,

longitudinal studies, the control of vector snails by habitat modification, and chemotherapy,
needed to be intensified. More encouragement should be given to research workers in endemic
areas. Local scientists were better able to obtain information and to assess the economic

effects of the disease. Unlike visiting consultants, they could continue their observations

by surveillance.

Although the draft resolution did not set specific targets for the Director -General, it
was to be hoped that new impetus would be given to the study of schistosomiasis, so that
encouraging new developments might be reported at the Thirtieth World Health Assembly.
Although, in the battle against schistosomiasis, the enemy was known, as well as some of the
weapons with which to combat it, there was a danger that the enemy might resort to guerilla

tactics. A change in current strategy was therefore required, with the emphasis on the
intensification of research into realistic control methods.

He pledged his delegation's full support for the draft resolution.

Dr MICHEL (France) said that his country was concerned at the schistosomiasis problem,
which affected certain of its overseas departments. For that reason, institutes and research
and teaching units in France were devoting part of their activities to the disease, and it had
been included among the priorities for biomedical tropical research in the seventh four -year
development plan. It was hoped thus to contribute to the common effort as regards a better
knowledge of the host -parasite relationship and the behaviour of the vectors. The
Organization for Coordination and Cooperation in the Control of Major Endemic Diseases (OCCGE),
in West Africa, had also included schistosomiasis among its priority research topics.

His delegation had noted from the Director -General's report that a research project on the
epidemiology of schistosomiasis in artificial lakes had been undertaken in Ghana. The project
would contribute to a better understanding of the grave repercussions of dam -building on the
incidence of the disease. Even if direct mortality from schistosomiasis seemed low - although
the visceral complications of intestinal schistosomiasis were serious in heavily infested
regions - it was necessary to bear in mind the blood deficiencies, particularly haematuria,
that the disease caused in children and that were additional to those caused by malaria,
which unfortunately had the same geographical distribution as schistosomiasis.

The French delegation therefore supported the draft resolution, together with the
amendment proposed by the delegate of Venezuela.

Dr VALLADARES (Venezuela) said that his delegation had had doubts about presenting its
amendment, which was one of form rather than of substance except for the proposed
substitution of the words "importance this disease presents as a public health problem" for
"role this disease plays in human pathology ". He thanked the co- sponsors of the draft
resolution for having accepted the amendment.

Professor VAN DER KUYP (Surinam) said that in his country, which was one of only three

on the American mainland where schistosomiasis was found, Schistosoma mansoni was
second only to malaria in social and economic importance, and that relationship was likely to
be reversed as malaria was controlled. Although man was the main reservoir, S. mansoni ova
had been found in the field rat, field mouse, great anteater and squirrel monkey. The snail
host - Biomphalaria glabrata - was indigenous, but it was believed that S. mansoni had been
introduced with African slaves.

In 1962 S. haematobium had been found in the faeces of a farmer born in Surinam who had
never left the country, and ova had been found in the urine of a male adult. It was thought
that some small occult residual foci of S. haematobium might still subsist.

A rural house -to -house survey of some 100 000 persons had been carried out between 1956
and 1972. Of the single faeces specimens collected from each individual, 4.3% contained
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S. mansoni ova. The estimated infestation rate (1964 population figures) was 3.9% of the

rural population, or 2.7% of the total population. The rate was higher in males than in

females and higher in adults than in children. It was twice as high in people of Indonesian

origin (who formed 15% of the total population) as in those of Indian origin (37% of the total)
and twice as high among the latter as among all the other racial groups combined, reflecting
the different personal habits, housing conditions and occupations of the various groups.

The disease was endemic in the inhabited rural parts of the swampy north -central coastal

zone, especially where ridges formed of sand and shells provided favourable conditions for

B. glabrata because of the high calcium content of surrounding waters. The snail also2

proliferated in ditches beside roads surfaced with broken shells. In all some 1200 km , or

0.75% of the total area of the country, was infested. Mass population movements were
favouring the spread of the disease and it was feared that increased land use might endanger

a further 3200 km2, or 2% of the total area of the country.

Although breeding places near their dwellings played a part in infection in some families,

the extensive rice fields and overgrown swamps were evidently the main foci, since the infection
rates were higher in males than in females and higher among agricultural labourers than among

other workers. Although the law required that every house have toilet facilities, the rice
fields had become infested and so schistosomiasis could be considered an endemic occupational

disease. As rice was both staple food and Surinam's main agricultural export, schistosomiasis
was not only a very serious public health problem but also an obstacle to economic development.
In 1973, an anti -schistosomiasis campaign had been started in the hyperendemic region with the
assistance of WHO /PAHO.

His delegation supported the draft resolution introduced by the delegate of Uganda, as

amended by the delegation of Venezuela.

Sir John BROTHERSTON (United Kingdom of Great Britain and Northern Ireland) expressed his
appreciation of the Director -General's report and noted the frank admission of the lack of
progress in the development of effective control of the disease. The approaches open to the
Organization - health education and community involvement, diligent application of known
control techniques and biomedical research - all required much greater impetus than had so far

been apparent if the position was to improve. He therefore welcomed the interest shown in
how the problem had been successfully tackled in countries such as China, Israel, Japan and

Venezuela. It also welcomed the important place the disease was to occupy in WHO's Special
Programme for Research and Training in Tropical Diseases.

With reference to the last sentence of the summary on the first page of the Director -
General's report, his country would be looking for practical ways of participating in the
intensification of WHO's work on schistosomiasis, in both technical cooperation and coordinated

research. It was already helping to finance the research programme and hoped that many other
countries would join in that activity.

In conclusion, he supported the draft resolution, as amended, and asked for his delegation
to be included in the list of sponsors.

Dr LEÓN (Argentina) expressed his approval of the Director -General's report. There
was no schistosomiasis in his country but there was a serious danger that, if introduced, it
would become established as the snail host was present, although not, so far, infected. His

delegation therefore warmly supported the draft resolution, with the Venezuelan amendment,
and wished to be included among the co- sponsors.

Dr LABIB (Egypt) said that the ancient scourge of schistosomiasis was given high priority
in the health work of his country because of its impact on the health of the individual and
the economic development of the country. He congratulated the Director -General on the

conciseness and clarity of his report, which gave some idea of the best way of controlling
the disease and an account of WHO work in that field.

Although much was known about the vector /host cycle, snail control and treatment of the
disease, little progress had been made in economic terms and the disease was becoming more

severe. Despite constant efforts in diagnosis and reduction of the snail population by
improved water supply, the results were not satisfactory.

The Director -General's report mentioned the WHO- assisted operational research project in

Qalyub, near Cairo, and the major project in the Nile delta, which had improved knowledge of

the epidemiology of the disease. A project in the province of Faiyûm, carried out in
collaboration with the Federal Republic of Germany, had successfully reduced the incidence of
the disease in that area, and another similar project was in progress in Middle Egypt supported

by a loan from the World Bank. The same methods were being tried out in a further area where

the irrigation and drainage systems were entirely different.

Schistosomiasis was a disease caused by man. It was one of the few where health

education was particularly important. Assistance would have to be provided, however, if

progress was to be made, particularly where scientific research and laboratory studies of

drugs were concerned.
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He stressed that treatment of the disease was a lengthy process, and the
patient often discontinued treatment before a cure had been effected. Improved environmental
sanitation and hygiene were not enough; supplies of pure water and accessible sanitary
excreta disposal facilities were also necessary, and the people had to be educated to use
those facilities.

He recalled the international conference on schistosomiasis held in Cairo in October
1975 under the auspices of WHO, UNEP, and the Governments of the United States of America
and of Egypt, and particularly its resolution on the importance of research on seroimmuno-
logical techniques, molluscicides and new and reliable therapeutic methods.

As regards the draft resolution before the Committee, he requested WHO and countries
with research facilities to contribute to the solution of the problem.

Mr AVRAMIDIS (Greece) said that a dozen or so cases of schistosomiasis had been
diagnosed in Greece during 1975 among students and migrant workers from endemic countries.
As there were Bulinus and Planorbis snails - respectively the intermediate hosts of
S. haematobium and S. mansoni - in all Greek lakes, there was a danger of the disease becoming
established unless all the necessary measures were taken.

In his opinion a system of intensive surveillance should be instituted to prevent the
spread of the disease to areas so far unaffected. His delegation therefore approved the
Director -General's report and warmly supported the draft resolution as amended by the
delegation of Venezuela.

Dr DIGGS (Liberia) said that, within the context of rural development, a number of
programmes were planned in his country, including cultivation of rice. With the necessary
irrigation schistosomiasis had become a serious hazard. An assessment of the problem, in
collaboration with the Regional Office for Africa, had shown a sporadic distribution of

S. haematobium and S. mansoni. Referring to the Director -General's report, he noted that
only consultant services were to be provided for the African Region in 1976 and stressed that
available funds should be used, not only for the countries mentioned in the report, but for
all those that considered the disease a major health hazard. He hoped that the consultant
services would lead to a better understanding of the disease and that joint effort and study
would result in a realistic handling of the problem. As one of the co- sponsors, he called
for warm support for the draft resolution and agreed to the Venezuelan amendment.

Dr Al KAZEMI (Kuwait) said that although schistosomiasis was not a serious threat in a

desert country such as his own, his Government was aware of its responsibilities towards
the world community and of the hazards involved, several S. haematobium infections having

been found among migrant workers. It therefore warmly supported research on chemotherapy

and molluscicides. In his delegation's view, the achievements of China in public health
and schistosomiasis control compelled admiration and should be studied by WHO and the

medical profession throughout the world. He supported the draft resolution as amended.

Dr MERRILL (United States of America) considered that schistosomiasis, which affected
over 200 million people in as many as 70 countries, was one of the most important health
challenges of the present day and called for a determined and sustained effort. His

Government would continue its support towards the control of the disease in a variety of
ways including the support of its own scientific resources, and those of WHO as soon as the

requisite procedures could be worked out.
It would continue to assist initial surveys and analyses of the problem to ascertain

its magnitude, determine alternatives for control, and identify research requirements. It

had, in particular, been glad to co- sponsor the international conference held in Cairo in

October 1975.
Noting from section 19 of the Director -General's report that the disease was spreading

and its severity increasing, he expressed the hope that the attack on it would be accelerated.
He therefore supported the draft resolution and the Venezuelan amendment to it.

Dr BADDOO (Ghana) expressed his approval of the Director -General's report. He welcomed

the research now in progress on schistosomiasis control and congratulated the Secretariat
on its untiring efforts to find solutions to the problem. He hoped that those efforts

would be continued and intensified until the disease was controlled.
In his country, the gigantic new man -made Lake Volta was posing problems of the spread

of the disease, which was being aggravated by population movements. S. haematobium infection,

with its debilitating effects on the individual and on the economy, was the commonest form

of the disease. However, the clearing of weeds, the provision of water supplies, and the
application of molluscicides at selected points, coupled with drug trials using metrifonate
and community involvement through health education, held out hope of interrupting the vector -

host transmission cycle in the research areas.
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His delegation wished to be added to the list of co- sponsors of the draft resolution
and supported the Venezuelan amendment.

Mr OSOGO (Kenya) joined in expressing approval of the Director -General's report. He

welcomed the inclusion of schistosomiasis among the diseases for priority consideration in
WHO's Special Programme for Research and Training in Tropical Diseases. His Government

looked forward to receiving the guide to schistosomiasis control and the consultants' technical
report, both mentioned in the Director -General's report. He confirmed his delegation's
acceptance of the Venezuelan amendment to the draft resolution before the Committee.

The problem of schistosomiasis had been increasing in Kenya for many years with the
introduction of more and more irrigation schemes to open up new agricultural land and settle

landless people. The largest of such schemes, to cover 81 000 hectares and settle 100 000
people, would bring attendant health problems, and much assistance would be needed. At

present a crude estimate was that 3 million out of a population of 13 million were infected

by S. mansoni and S. haematobium. Modest research projects and clinical trials were being

carried out in cooperation with the East African Research Organization, Mwanza, and the
financial problem of combating the disease was being taken into account. He joined the
Ugandan delegate in emphasizing the hope that, although no target figure was given in the

draft resolution, there would be an intensification of effort. He thanked the delegates of

the United Kingdom of Great Britain and Northern Ireland and the United States of America for
their pledges of continued support for the programme and asked for WHO's help in combating

the spread of the disease in the new irrigation schemes.

The meeting rose at 11.20 a.m.
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Dr MUNDIA (Zambia) thanked the Director- General for his efforts to implement resolution

WHA28.53. In Zambia a research centre had been established at Ndola, which was to focus on
a number of problems related to tropical diseases, among them schistosomiasis, within the
framework of the WHO programme for research and training in tropical diseases. Tropical

diseases were still rampant in Zambia, and schistosomiasis was unfortunately on the increase,
following the construction of dams and increasing irrigation of arable land. His Government,

which had already spent a considerable sum on the research centre and would continue its
support, greatly appreciated WHO's participation and cooperation in every aspect of the

project.
His delegation supported the draft resolution on schistosomiasis that had been introduced

at the previous meeting.

Dr KIVITS (Belgium) said his delegation appreciated the efforts made by the Organization

and by countries concerned to control schistosomiasis. Despite those efforts, however, the
progress had not been great; the report showed an increasing spread and intensity of the
disease along with increasing growth of populations and with the extended use of land for

agriculture. Research was still needed in all fields, notably into easy methods of
immunological diagnosis, into new chemotherapeutic methods, into improved means of combating
vectors, and also, if possible, into methods of immunization. His own country was conducting
immunological research, which, it was hoped, would lead to new chemotherapeutic methods.
In addition, his Government was making a substantial voluntary contribution to WHO's research

programme on tropical diseases. His delegation therefore welcomed the draft resolution before
the Committee and supported the amendment proposed by the Venezuelan delegation, He asked

whether the sponsors of the draft resolution would agree to amend subparagraph (2) of para-

graph 3, to read: "to further promote research on diagnosis, control methods of the disease,
including its chemotherapy, and methods for the elimination of snail intermediate hosts ",

Mr FINDLAY (Sierra Leone) said that his country was one of those where the incidence of
schistosomiasis was of concern to the health authorities. Identifying the source of

infection was a complex problem since the whole population was daily exposed to risk of

infection. The most vulnerable groups lived in rural areas, where agriculture was often the

only means of livelihood. They were constantly exposed to polluted swamps and streams which
served as a reservoir for the snail hosts, and even after hospital treatment they could be
reinfected on returning to their daily work in the same area.

Intensive research and measures of preventive health care were needed to break the
vicious cycle of the disease. Research could lead to the development and production of a
vaccine which might at least give some, if not complete, protection to the entire rural

population. The incidence of the disease was almost nil in urban areas, but it would be
contrary to the generally accepted policy to encourage further migration to the towns. The

rural population would therefore have to continue to live with the risk of schistosomiasis
until the medical profession took up the challenge to conquer the disease, with its devas-
tating effects on the socioeconomic development of developing countries. His delegation

was therefore grateful to the Director -General for setting up a special programme for
research and training in six tropical diseases, including schistosomiasis, but stressed that
if that programme were to be fully implemented there was need for financial and other support.

The keen interest within the Secretariat in the work of the special programme augured well for
its success and he hoped that donor agencies and national governments would give it all possible
support so that a positive solution could be found to one of the most serious health problems

of the developing countries.

Professor LISICYN (Union of Soviet Socialist Republics) said the schistosomiasis

programme was one of WHO's most important activities. The Director- General's report, prepared

in pursuance of resolution WHA28.53, gave a useful outline of how WHO was attacking the problem.
For the future, however, it would be helpful to have material provided for the guidance of

-569-



570 TWENTY -NINTH WORLD HEALTH ASSEMBLY, PART II

health personnel of various levels, including nonmedical staff, so that they could be better
informed on the spread of the disease. At present, active programmes of schistosomiasis
control could only be carried out in a limited number of countries because of the expense
involved. As previous speakers had stressed, public health authorities should pay more
attention to the importance of health education in this respect. Schistosomiasis control
should be closely linked with the general socioeconomic development of the countries where
it was endemic, notably with the development of water supply projects, sewage facilities, and
agricultural projects.

He regretted that the Director -General's report did not contain any information on the
production of means for combating schistosomiasis, notably molluscicides and other drugs:
with few exceptions, those drugs were not being produced in developing countries where the
disease was endemic, and he thought it appropriate to study the possibility of initiating the
production of drugs in those countries. As the discussion had shown, considerable experience
had been accumulated in the control and prevention of schistosomiasis, and one of WHO's
immediate tasks should be to collate and analyse that experience and to disseminate the
information gained among the countries concerned.

Many delegates had stressed the need for an overall, comprehensive approach to research
into schistosomiasis control. The spread of the disease was due not only to the construction

of dams and new irrigation systems but also to climatic and other factors, and it might there-
fore have been advisable to extend somewhat the scope of the resolution. He suggested that
the second paragraph in the preamble should be amended along the following lines:

"Noting also with concern the spread of schistosomiasis in areas where water resources
schemes are being planned or implemented ".

Dr HELLBERG (Finland) drew attention to certain aspects of the Director -General's report

which he felt had not received enough attention in the discussion. It was mentioned that
budgetary resources were inadequate, the need for cheaper control measures was pointed out and
a multidisciplinary approach suggested. The evidence of successful control programmes
carried out in China, Israel, Japan and Venezuela should be given serious consideration.
Such factors as changes both in habitat and in habits, and an increase in community partici-
pation, in education and in discipline were essential to successful control. Without strong
community leadership and a positive political will the efforts of medical staff would be only
of limited value. What was needed was a realistic application of methods that had already
been well tried in practice, until the results of further research were known and until

additional resources could be raised.

Dr M'BAKOB (United Republic of Cameroon) said that his country was unfortunately a focus
for most tropical diseases, and among these schistosomiasis was at present causing great
concern. It was to be found in almost all regions of the country but predominantly in the
north, centre, south and south -west; the disease was tending to spread following the intensi-
fication of agricultural development, and construction of dams for rice cultivation and sugar-
cane plantations. It was for this reason that his Government had adopted, as part of its
fourth five -year socioeconomic development plan, a programme which involved a thorough
investigation of the distribution and frequency of schistosomiasis in the country, with parti-
cular attention to children aged 10 to 15 years, malacological research to determine other
possible intermediary hosts and also the organization of a concerted campaign including the
destruction of snails, the treatment of disease, health education, and the improvement of
environmental conditions. Vector control was among the priorities of the programme. His

delegation welcomed the importance attributed by the Director- General to schistosomiasis, and
approved the draft resolution, together with the amendment proposed by the Venezuelan

delegation.

Dr YU Lu -yi (China) said that schistosomiasis was one of the parasitic diseases left

over from old China. After the liberation, through the efforts of Chairman Mao and the
Communist Party, the prevention and treatment of the disease had been included in the
national programme for agricultural development as an important measure for protecting the

work force and developing production. A massive campaign for the active eradication of

schistosomiasis had achieved good results. The main features of that campaign had been

the mobilization of the masses to eradicate Oncomelania snails; treatment of infected

persons; reliance on the masses for rigorous control of water sources and excreta, for

reform of kitchen ovens, wells, latrines, cattle sheds, and environmental hygiene; and

lastly, long -term observations, periodic check -ups, and consolidation of achievements.
The first county to be found freed of the disease, in 1958, was Yu -Kiang County in Kiangsi

Province, and in 18 years not a single new case or schistosome had been discovered.
Further progress had been achieved since the Great Proletarian Cultural Revolution,

notably the carrying out of "open door" scientific research by research units, medical
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colleges and institutes, and the sending of the relevant medical workers into the field to
ensure the continuous development and improvement of research, prevention and treatment.
His delegation hoped to be able to exchange experiences in this field with representatives
of other countries in future.

His delegation supported the draft resolution.

Mr KHATIB (Libyan Arab Republic) proposed that paragraph 2 in the amendment proposed
by the Venezuelan delegation be amended to read:

"2. URGES Member States in which schistosomiasis is or could become endemic to take
into account the epidemiological aspects of this disease when planning and implemen-
ting water management schemes, and to undertake specific measures to prevent the
spread of the disease into neighbouring countries and new areas;"

Dr TOURS (Senegal) expressed full support for the draft resolution. Schistoso-
miasis was becoming an increasing problem in tropical developing countries, where major
water and agriculture projects were planned or in course of execution. His country's
activities in combating this infection at present included the collection of data on
morbidity, treatment by health teams, biomedical and clinical research in universities, and
health education. Experience had shown the importance of the influence of the environment
on the development of certain diseases, and unless great care was taken, schistosomiasis
could increase with the development of combined hydroagricultural projects.

His delegation also supported the amendment proposed by the delegation of Venezuela.

Dr DAVIS (Schistosomiasis and Other Helminthic Infections) said that from the variety
of comments and number of speakers it was obvious that the subject commanded a great deal

of interest as well as an awareness of its potential dangers, and that there was an
appreciation of the constraints to which control measures were subject in developing countries.

He thanked the delegates of France, the United Kingdom, the United States and Belgium for

their expressions of support. He noted the concern of the delegates of Argentina, Greece

and Kuwait about the possible spread of infection to non - endemic areas, and assured them that

monitoring interest would continue. He was grateful to the delegate of Egypt for giving
details of new projects in his country, and to the delegates of Surinam and Cameroon for the

details they too had provided. He expressed his thanks to the delegate of Zambia, who had
mentioned cooperation between the Organization and his country in the creation of a research
unit at the Ndola Central Hospital and also to the Soviet delegate for his interesting
suggestion on drug production in the developing countries, which he was sure would be a basis

for further discussion. He felt sure that the points raised by the Finnish delegate would

be fully covered in the published report of the recent international conference on schisto-

somiasis in Cairo, which had considered them. In conclusion, he thanked the delegate of

Uganda for his succinct summary of the situation in his own country and assured him that

joint action between WHO and UNEP was now under way.

Dr SACKS (Secretary) announced that the amendments proposed by the delegates of Belgium,
Venezuela, the Soviet Union, and the Libyan Arab Republic had been accepted by the sponsors of

the draft resolution.

Decision: The draft resolution, as amended, was approved.1

2. HEALTH ASSISTANCE TO REFUGEES AND DISPLACED PERSONS IN THE MIDDLE EAST Agenda, 3.10

The CHAIRMAN reviewed the documents before the Committee in connexion with the item.
He believed it would expedite the Committee's work if each report were to be taken separately,
as a distinct matter for discussion. He proposed that the report of the Special Committee
of Experts to Study the Health Conditions of the Inhabitants of the Occupied Territories in
the Middle East be taken first.

In the absence of any contrary proposal, he invited the Chairman of the Special Committee
of Experts to introduce the report.

Transmitted to the Health Assembly in the Committee's seventh report and adopted, with
the further amendment proposed by the delegate of Kenya at the eighteenth meeting of the
Committee (see page 595), as resolution WHA29.58.
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Mr SOOD (India), intervening on a point of order, challenged the admissibility of the
report on the grounds that the work of the Special Committee did not conform to the mandate
given to that committee in resolution WHA26.56, and later reiterated in resolutions WHA27.42
and WHA28.35 after the committee had reported that it had been unable to fulfil its tasks.
That committee had not in fact functioned as a special committee and had not, as such,
received any assistance, cooperation or facilities from the Government of Israel. The three
members of the committee had been invited by the Israeli Government on an individual basis,
and individual conducted tours had been arranged for them to study health activities in the
occupied territories, but not to investigate health conditions in those territories.
Accordingly, the report was not the report of the Special Committee as such and as constituted
by resolution WHA26.56, and he requested that it be considered as withdrawn.

The SECRETARY said that the Secretariat took it that the delegate of India had intervened
under Rule 57 of the Rules of Procedure of the Health Assembly, governing intervention on a
point of order. In that connexion, he drew attention to the description of the concept of a
point of order contained in the amendments to the Rules of Procedure adopted that morning in
plenary meeting on the recommendation of the Executive Board in its resolution EB57.R39. It

was stated there that a point of order might relate to the manner in which a debate was
conducted. Since the delegate of India had questioned the procedure for the conduct of the
discussion by questioning the admissibility of the report presented for discussion, the
Committee might confine itself to that issue for the time being.

The CHAIRMAN, ruled, in accordance with Rule 57, that the debate should be limited to the
point of order raised, namely, that the report be considered as withdrawn.

Dr AL AWADI (Kuwait) moved, under Rule 61, the closure of the debate on the report.
Since it could not properly be considered a report, there was no point in discussing it.

Professor HALTER (Belgium) requested further explanation from the delegation of India as
to why it had suggested rejection of the report and asked whether a formal motion on that
subject was proposed. He recalled that, for a number of years, he had not participated in
debates concerning the Middle East, maintaining that WHO was a technical organization and that
political problems should be left to others. He had not participated in the discussions
leading to the adoption of resolution WHA26.56, since, although the resolution contained
important health and humanitarian considerations, he had not approved of the position of
Israel at that time. However, the report of the Special Committee indicated that some

change had taken place and that there had been a hopeful step forward by Israel. It would be
preferable to criticize or express dissatisfaction with that report rather than to reject it

out of hand. The important point was that the people were suffering and something had to be
done to help them. He also wondered whether it was procedurally proper to close the debate
on a single point within an agenda item.

Mr SOOD (India) said that it was not he who had requested closure of the debate, nor had
he invoked any particular rule of procedure. He had no resolution in mind but proposed
that the report should be considered as withdrawn since it was not what it purported to be.

Dr EHRLICH (United States of America) considered the proposal made by the delegate of
India to be highly irregular. It was not possible to reject a report on the basis of its
substance before that substance had been considered. The report had been properly
produced and distributed in accordance with the usual procedure adopted at the Health Assembly
and had been carefully read by delegates. It was therefore unsuitable to claim that the
report was inadmissible. He argued against the Chairman's ruling to limit the debate under
Rule 57; his interpretation was that that rule could not be applied to determining the
admissibility of a document on the basis of undiscussed assumptions as to its substance.
Moreover, it was difficult to limit debate under Rule 61, as had been requested by the
delegate of Kuwait, if debate had not commenced. There were many Health Assembly documents
that his or other delegations did not favour or considered inaccurate or incomplete, but they
were nevertheless discussed and, where necessary, shortcomings were noted and suggestions for
improvement were made. The report of the Special Committee provided interesting

information that should be discussed, and delegates should be given the opportunity to voice
their opinions on it, in keeping with the procedures of the Health Assembly.

Professor MENCZEL (Israel) expressed his astonishment at the views of the delegate of
India, whose proposal should be rejected. His Government had provided all necessary
facilities to the Special Committee of Experts, who had visited the administered territories
and had carefully examined the health services. His delegation considered that, despite its
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shortcomings, the report was a suitable basis for a discussion on the attempt to improve
health facilities still further in that area and was therefore admissible. He did not agree

with the Chairman's ruling that Rule 57 should be applied.

After further discussion in which Dr AL AWADI (Kuwait), Mr SOOD (India), Mr EL IBRASHI
(Egypt), Professor MENCZEL (Israel), Professor HALTER (Belgium), Dr EHRLICH (United States of
America), Mr BRECKENRIDGE (Sri Lanka), and Mr GUTTERIDGE (Director, Legal Division) took part,
the CHAIRMAN explained that there had in effect been an appeal against his ruling that the
debate should be limited to the question of the admissibility of the report of the Special
Committee of Experts; under Rule 57 he must put that appeal to the vote.

Decision: The Chairman's ruling was upheld by 67 votes to 15, with 15 abstentions.

The CHAIRMAN then said that the Committee had before it the question of the admissibility
of the report of the Special Committee of Experts and recalled that the delegate of Kuwait had
moved the closure of the debate on that matter under Rule 61. In accordance with that rule,

he could give the floor to two speakers against the motion.

Professor HALTER (Belgium) said that in comparison with previous years there had been
a change in the situation in that Israel had accepted at least a form of enquiry in its

territory. The reason for the request for rejection of the report was that the visit had been
made by the members of the Special Committee individually rather than by the Special Committee
as a whole. Although he would have preferred a group visit, the present situation seemed
more hopeful, and he suggested that it would be as well to consider the limited information
available. The fate of the people of the area was the important matter and WHO should be
able to report and make effective criticisms so that their situation might be improved.
WHO should not take a retrograde step. He requested the delegate of India to consider the
probable effects of his proposal on future developments. Might not another solution be
envisaged? Might not Israel be urged to make amends by accepting a visit of the Special
Committee and permitting it to fulfil its mandate in complete freedom? An important decision
was about to be taken, and he hoped that its victims would not be the very persons whom all
were trying to help. He was not speaking against closure of the debate but was pleading for
a clear statement of what was proposed and of how the future was envisaged.

The CHAIRMAN ruled that the delegate of Belgium had not spoken against the motion to
close the debate and that two speakers might still do so.

Professor MENCZEL (Israel) reiterated that, in his view, the Special Committee had
visited the administered territories. Although Israel was not satisfied with the report, it
should be discussed. The Health Assembly should concern itself with health matters and not
with political matters.

Dr EHRLICH (United States of America) said that the issue required a full and open debate
and hoped that the discussions would continue.

The CHAIRMAN then put to the vote the Kuwaiti motion for closure of the debate on the
admissibility of the report of the Special Committee of Experts.

Decision: The motion was carried by 67 votes to 20, with 10 abstentions.

Dr EHRLICH (United States of America) requested that, if a vote were now to be taken on
the proposal of the Indian delegate, it should be taken by secret ballot, in conformity with
Rule 75 of the Rules of Procedure.

Mr OSOGO (Kenya) said that in the preceding discussion withdrawal of the report, its
inadmissibility, and its rejection had all been mentioned and requested clarification as to
which was to be the subject of voting.

Mr BARTON (Canada) asked whether there would be an opportunity for explanation of vote
before the vote was taken.

The SECRETARY explained that under the new Rules of Procedure adopted by the Health
Assembly that morning a brief explanation of vote might be given either before or after voting.
He added that under Rule 75 the request of the United States delegate for voting by secret
ballot must be decided by a show of hands. That vote would determine the procedure for voting
on the proposal made by the delegate of India.
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Mr SOOD (India) said that his proposal had been that "This Committee considers document
A29/52 as withdrawn ", but that at the suggestion of Mr SEABOURN (United Kingdom of Great
Britain and Northern Ireland) he would substitute "inadmissible" for "withdrawn ", and at the
suggestion of Dr TOURÉ (Senegal) the corresponding French word should be "irrecevable ".

The CHAIRMAN then invited the Committee to vote on the United States motion that the
vote on the Indian proposal should be taken by secret ballot.

Decision: The motion was rejected by 65 votes to 14, with 16 abstentions.

Mi BARTON (Canada) explaining his vote, said that his delegation opposed the proposal of
the Indian delegate because it seemed to limit WHO's freedom to deal with medical problems
by making them secondary to political considerations.

Mr SEABOURN (United Kingdom of Great Britain and Northern Ireland) said that he would
vote against the proposal because he considered that the document had been submitted in
accordance with the normal procedure and was therefore admissible.

Professor HALTER (Belgium) said that he would be forced to vote against the proposal
because there had been no satisfactory reply to the questions he had asked earlier.

Dr VALLADARES (Venezuela) said that he would abstain because he considered that it was
out of order to take any decision on the matter without having heard the statement of the
Chairman of the Special Committee or discussed the report in any way. He regretted that
such an important matter as the health of refugees and displaced persons in the Middle East
and the report on that situation could not be discussed by the World Health Assembly.

Mr VAN NOUHUYS (Netherlands) said that he would be obliged to vote against the Indian
proposal because he considered the two main arguments advanced in its favour to be invalid.
The first argument was that the Special Committee had not been admitted into Israel as a
committee. However, in none of the resolutions quoted earlier was it stated that that
Committee could only be considered to have carried out its mandate if it went to Israel as
a whole. The Members of the Special Committee themselves, although they had started their
report by stating the problems encountered before they finally entered Israel, had never
said that their being invited to do so as individuals had prevented them from fulfilling
their mandate. Secondly, it had been said the Special Committee as such had had no help
from the Israeli Government. However, the report itself contained some arguments against
that contention, and that made it all the more inacceptable to deprive Committee B of a
chance to discuss its contents. Indeed, the report clearly indicated that the Israeli
Government had given the members of the Special Committee the opportunity to change the
programme that had been proposed for them.

Mr BUKHARI (Pakistan) said that he would not normally have felt obliged to explain why
he was going to vote in favour of the proposal. However, he was deeply touched at the
Belgian delegates' sincere conviction that, if the Committee decided that the report was
inadmissible, it would be denying the people suffering in the occupied territories the
opportunity of having their problems brought before the World Health Assembly in the future.
If he himself also believed that, he, too, would vote against the proposal. However, those
in favour of that proposal were perhaps more concerned than many others about the conditions
of people in prisons, hospitals and other places in the occupied territories which the
Special Committee had not been allowed to visit. A draft resolution would later be sub-
mitted to the Committee recommending that the Special Committee of Experts should be sent
to the occupied territories with the right to visit every part of them where people might
be suffering or hiding and report back to the World Health Assembly. Those voting in favour
of the proposal wished a decision of the World Health Assembly to be implemented in toto.
He hoped that the delegate of Belgium would accept in good faith his assurance that the

overwhelming majority of those who would vote in favour of the proposal were not doing so
for inhuman or political motives and consequently might reconsider the way the Belgian
delegation intended to vote.

Mr OSOGO (Kenya) said that he had requested clarification as to which of three words
was to be used in the Indian proposal because there was otherwise no indication of what
would be the fate of the Special Committee if the proposal was adopted. Moreover, the
proposal would seem to indicate a lack of appreciation of the Special Committee's efforts
leading to the production of the report. In the absence of clarification as to whether the
proposal would result in dispensing altogether with the Special Committee, he would be obliged
to abstain from voting.
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Mr ELLIS (Liberia) said that he would also abstain for similar reasons, especially since
it had taken several years for the Organization to be able to have a team of experts admitted
into the occupied territories.

Dr GEZAIRY (Saudi Arabia) said that he thought that the Netherlands delegate had no
doubt erred unintentionally when saying that members of the Special Committee had been

admitted into Israel; he had surely meant the occupied territories. Saudi Arabia would
vote in favour of the proposal because of the dangerous half- truths contained in the report.
Unless the Special Committee was admitted into the occupied territories as a committee
representing the World Health Assembly, it would not be fulfilling the spirit of its

mandate.

Professor MENCZEL (Israel) pointed out that the members of the Special Committee had
been allowed to visit all the places and health services they had asked to see. The matter
under discussion seemed to be not public health in the occupied territories but a purely

political issue.

Dr EHRLICH (United States of America) said that his delegation would vote against the
proposal because for the past few sessions of the World Health Assembly it had been interested
in obtaining information on the health conditions of refugees and displaced persons in the
Middle East. Some information had at last been obtained, but if the proposal was accepted,
the Committee, for what must be non -health -related reasons, would not even have the oppor-
tunity of examining it and judging its truthfulness. He deeply regretted that limitation of
the World Health Assembly's ability to study the health situation objectively.

Dr TOUR (Senegal), explaining his vote, said that since the adoption of resolution
WHA28.35, the three members of the Special Committee had, after much effort, been successively
invited by the Israeli Government to visit the occupied territories, which they had done in
March, April and May 1976. However, the Special Committee was an indivisible whole and
could not objectively carry out its mandate in accordance with the decision of the World
Health Assembly when working separately. Consequently, a document made up from three
individual reports, which might have subjective elements and different interpretations, could
not satisfy his delegation. It considered that the report of the Special Committee was
contrary to the spirit of resolution WHA28.35 and should be declared inadmissible.

Mr IZHAR (Indonesia) said that he would vote in favour of the proposal. The nomination
of the Indonesian expert to the Special Committee had been based on his personal capacity in
the field of health services and did not imply that the findings of the field investigation
necessarily reflected the views of the Indonesian Government. In addition the nature and
scope of the planning and implementation of the field investigation contained in the report
did not conform with the terms of reference of the Special Committee laid down in resolution
WHA26.56 and subsequent relevant resolutions, since the experts had not been accorded
adequate opportunities to investigate all the people in the occupied territories. Conse-
quently, the report did not provide a comprehensive picture of the health conditions of the
inhabitants of those territories, as requested in the relevant resolutions.

Dr ROASHAN (Afghanistan) said that he was confident that in voting in favour of the
proposal the Committee in no way wished to deprive the Special Committee of the appreciation
due to it. Any decision on the admissibility of the report was merely a decision on a
procedural point which dealt neither with the text of the report nor with other political
implications. He would vote in favour of the proposal for the reasons given by the Indian
delegate.

Dr TUDOR (Romania) said that his country had always been in favour of a speedy political
solution to the Middle East conflict which would otherwise inevitably lead to further serious
conflict as well as being a permanent danger to the physical, mental and social wellbeing

to which all peoples and individuals could legitimately aspire in accordance with the WHO
Constitution. The establishment of new international relations which would ensure the free
development of every people and respect their independence would not constitute a danger, but
on the contrary would ensure lasting peace in the world. His delegation had studied the
Special Committee's report and considered that it did not fully fulfil the mandate given by
the World Health Assembly. Due to the difficulties encountered in the organization of its
visit to the occupied territories, the Special Committee had been unable to analyse all
aspects of the health situation of their inhabitants. The Special Committee must, however,
continue its activities in order to submit a full report to the World Health Assembly. For

those reasons, he would vote in favour of the proposal.
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The CHAIRMAN then invited the Committee to vote on the proposal made by the Indian
delegate.

Decision: The proposal was adopted by 65 votes to 18, with 14 abstentions.

Dr CAYLA (France) explained that he had abstained from voting because the French
delegation considered that the Special Committee could not carry out its mandate without
the consent of all the parties concerned. However, the fact that the Special Committee had
not visited Israel as a committee in no way detracted from the objectivity of the report
prepared by its three members, who came from three different geographical regions.

Dr AL AWADI (Kuwait) said that his delegation had voted in favour of the proposal because
it thought that the Special Committee should have had freer access to whatever place it wished to

visit in order to fulfil its mandate. That did not mean that he did not appreciate the work

of the Committee and the difficulties it had encountered in carrying out its task. On the

other hand, like the delegate of Saudi Arabia, he considered half truths worse than lies. He

would remind those who had expressed fears that Committee B would not have an opportunity to
discuss the health conditions of the inhabitants of the occupied territories that there
were other documents to be considered concerning the same agenda item. A draft resolution
would also be submitted requesting the Special Committee to go back to those territories in
order to fulfil its mandate under previous Health Assembly resolutions and any other mandate
it might be given at the current session. It should not be forgotten that Israel itself was
occupied territory. No report on the health conditions of the population of the occupied
territories would be acceptable unless the people making that report had been allowed full
access to all the Arab territories under foreign occupation.

Mr KHATIB (Libyan Arab Republic) said that the Committee's decision that the report
of the Special Committee was inadmissible in no way meant that Israel was not responsible
for the health conditions of the inhabitants of the occupied territories and the health
service provided to them in accordance with established standards.

Mr EL IBRASHI (Egypt) said that the Committee's acceptance of the proposal demonstrated
once more that the manoeuvres to which the occupying authorities had recourse in order to
avoid the implementation of certain resolutions were unacceptable to the Committee. A
draft resolution on the matter had been prepared and would be submitted first to the Group
of 77 and then to the Committee.

The meeting rose at 5.25 p.m.



SIXTEENTH MEETING

Tuesday, 18 May 1976, at 9.30 a.m.

Chairman: Dr P. S. P. DLAMINI (Swaziland)

The CHAIRMAN announced that confirmation had been received from the United Nations that
Angola had deposited the instrument of acceptance of the WHO Constitution on 15 May 1976,

thereby becoming a full Member of the Organization. He extended a warm welcome to the

Angolan delegation.

HEALTH ASSISTANCE TO REFUGEES AND DISPLACED PERSONS IN THE MIDDLE EAST

(continued)

The CHAIRMAN invited the Committee to continue its consideration of the item by taking
up the report of the Director -General.

Agenda, 3.10

Dr RAMZI (Syrian Arab Republic) thanked the Director -General for his efforts to improve
the health situation in the occupied Arab territories and for the contacts and cooperation
that he had established with the Palestine Liberation Organization (PLO). He was confident
that the assistance given to the PLO would be extended to the entire Palestinian people and
that the cooperation with the PLO would be increased so as to cover the real health needs

of that heroic people.

Dr KARADSHEH (Jordan) remarked on the speed with which WHO had responded to the request
for assistance from the PLO, which was providing health aid to the Palestinian people. He

hoped that the value of that assistance would be increased in cooperation with the PLO.

Mr EL IBRASHI (Egypt) noted the efforts made by the Director- General to implement part C
of resolution WHA28.35, and expressed the hope that those efforts would continue. The
Director -General was also to be commended on his attempts to implement part A of the reso-

lution, wherein he was requested to allocate appropriate funds for the improvement of the
health conditions of the population in the occupied Arab territories and to ensure that such
funds should be spent under the direct supervision of WHO and through the provision of its
representatives in those territories. He considered that WHO should establish its presence
in the occupied territories in order to perform its difficult task, so that the efforts
of the Organization should not be confined to providing fellowships to medical personnel.

Mr OSOGO (Kenya) was satisfied that the Director -General had complied with resolution
WHA28.35 and felt that he should be given all possible cooperation to enable him to fulfil
his difficult task of assisting the unfortunate people concerned, as had been requested by the

Health Assembly.
He asked the Chairman to indicate the criteria for establishing the order in which points

of a particular agenda item were taken up. If the order in which the relevant documents for

agenda item 3.10 given in the World Health Assembly Journal No. 12 had been followed, the

report of the Special Committee of Experts would not have been dealt with first. The normal

procedure would surely have been to begin with the Director -General's report, which was first

on the list.

Dr EHRLICH (United States of America) said that, in the view of his delegation,
"cooperation with the PLO concerning assistance to be rendered to the Palestinian population"
did not necessarily mean that WHO should enter into a donor relationship with the PLO. In

fact, his Government had long taken the position that help for the refugees and displaced
persons in question should be channelled through the United Nations Relief and Works Agency

for Palestine Refugees in the Near East (UNRWA). His delegation would have preferred to see

the Director -General use his contacts with the PLO to ascertain or confirm the health needs
of those people, and then to use the established channel for conveying the assistance decided

upon.

Professor DAVIES (Israel) congratulated the Director -General on fulfilling the difficult
task required of him by the resolution that had been railroaded through the Committee the

previous year. As regards part A of the resolution, the Director -General had pointed out

-577-
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in the fifth paragraph of section 1 of his report that the offer of fellowships by WHO would

be disseminated as widely as possible by means of circulars to specialist groups. The

offer had been advertised in all the newspapers of the administered territories and more than
500 inquiries had been received. Proposals for selection had been made by local members of
the medical and allied professions without intervention by Israel - another point that gave
the lie to the allegations made at the previous meeting and in previous years. With regard
to part C of the resolution, whereby the Director -General was forced to negotiate with the
PLO, whose training was hardly in the provision of primary medical care, there had been
discussions on the need for advanced training in radiology, radiotherapy, and hospital admini-
stration - which could scarcely be considered as first aid to the people concerned - but no
reply had been received to the specific proposals. He questioned whether the PLO had the
necessary infrastructure to offer the health care that was already being given by Israel.

Dr HAN Hong Sep (Democratic People's Republic of Korea) said that the protection and
stabilization of the lives and health of the Arab peoples and the people of Palestine,
currently occupied by the Israeli aggressors, were just measures that fully accorded with the
Constitution and mission of WHO. Despite the Organization's activities to improve public
health and living conditions in the occupied territories, hundreds of millions of Arab people
were still deprived of their native surroundings, suffering from poverty, disease, maltreatment,
and the lack of rights. That miserable situation had resulted entirely from the criminal acts
committed by the Israeli aggressors, who were attempting, with the backing of imperialists,
to make the occupied Arab lands their own.

The Korean people, who were still suffering from the split of their territory into two
parts through the illegal occupation of South Korea by the United States army, expressed their
deep sympathy with the Arab and Palestinian people suffering from the aggression of the foreign
imperialists and Israeli Zionists. The Korean people also expressed full solidarity with
the Arab peoples striving to regain their occupied lands, to defend their national dignity,
and to restore the national rights of the Palestinian people.

In order to improve the health conditions of the people concerned, the acts of aggression
and interference provoked by imperialists needed to be stopped and the Israeli aggressors
should withdraw from all the occupied Arab territories without further delay, so that the
lawful rights of the Palestinian people could be restored to them. At the same time WHO
should undertake more positive activities for the strengthening of medical aid to the
refugees and displaced persons in the Middle East.

Mr KEITA (Guinea) offered his Government's encouragement to the Director -General in his
efforts to develop his cooperation with the PLO - the only legal authority of the valiant
fighters of martyred Palestine - and its unconditional solidarity with the Arab and Palestinian
peoples for the total and immediate liberation of Palestine.

The CHAIRMAN, replying to the delegate of Kenya on the procedural point that he had
raised, explained that before opening the discussion on agenda item 3.10 he had drawn atten-
tion to the relevant documents, namely the report of the Special Committee of Experts.
the report of the Director -General, and the annual report of the Director of Health of UNRWA.
He had proposed that, in order to expedite the work of the Committee, those reports should be

debated separately as distinct issues. Any objection to that procedure should have been

raised then.

Dr AL AWADI (Kuwait) thanked the Director -General for his excellent efforts to provide
assistance to the peoples of the occupied territories, so that they would enjoy a better
standard of living. He pointed out that there was a nation called Palestine. Palestine
was a historic fact and was still a fact. The fact that those territories were occupied
did not mean that Palestine did not exist. About half a million Arabs were living in the
occupied territory known as Israel. Therefore any report on the situation of the Arabs in
the occupied territories should cover all those territories, including Palestine. In regard
to the comment of the United States delegation that all aid should be channelled through UNRWA,
he agreed that UNRWA was responsible for the refugees in the camps. However, there were two
million Arabs who were not refugees but lived in their own country under the rule of tyranny
and occupation. The Director -General was requested to deal with the legitimate representa-
tives of the Palestinian people, the PLO. Those who followed the situation in the occupied
territories would identify the efforts of the PLO in those territories. The elections that
had recently taken place in the municipalities of the West Bank had shown who were the
legitimate owners of those territories. Despite the tyranny, the prisons, the beatings,
and the detentions, the occupied populations were calling for their lawful representatives
to assume their responsibilities and to take measures against the occupants. The peoples
of the occupied territories looked to WHO for every possible assistance.
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As regards the advertisements for fellowships, it had been stated that there had been

over 500 applicants. However, there were about 1500 fellowships. Every assistance should
be given to the people to train and educate themselves. It was unacceptable to his delegation
that a certain authority should claim for itself the responsibility for rule in that area.
The territories were Arab in character and should be represented by Arabs and Palestinians

through the PLO. He therefore called upon the Health Assembly to support the Director -

General's efforts. Health services in the occupied territories should be intensified and
the Director -General should supervise the provision of assistance to the people, who were
suffering under the yoke of colonialism and international Zionism, which sought to change the
character of those lands.

The CHAIRMAN invited the Committee to consider the abbreviated annual report of the
Director of Health of UNRWA for 1975.

Dr PUYET (Director of Health, United Nations Relief and Works Agency for Palestine
Refugees in the Near East) thanked the Committee, the Health Assembly, and the Director -General
for their interest in the health problems of the Palestine refugees and for the cooperation
and support given to the Agency.

During 1975, UNRWA had had to pass through the most severe of its numerous financial
crises. Facing a deficit of $ 46 million in a budget of $ 130 million at the beginning of
the year, the Agency had been able by the end of the period to reduce the deficit to approxi-
mately $ 2 million, thanks largely to additional contributions from some governments, but
also to a reduction in food prices and to the deferment of most of the budget for school
improvements. Despite financial uncertainty, the funds allotted to the UNRWA health
programmes had not been reduced, and services had been maintained at the same level as in
previous years, except in Lebanon. It had even been possible to achieve modest improvements,
including the construction of a new health centre at Aleppo, the establishment of two new
specialized clinics in Jordon, and the provision of five new dental units in Gaza, the Syrian
Arab Republic, and the West Bank of Jordan. A modest pilot project in mental health was
shortly to be set up in Gaza.

Thanks to the collaboration of WHO, the generous assistance provided by the health
authorities of the host countries, and the help of certain voluntary agencies, the health of
the Palestine refugees placed under UNRWA's care had been maintained at a satisfactory level.
The Agency's health programme continued to lay emphasis on preventive and promotional
activities, especially maternal and child health services, the surveillance and control of
communicable diseases, and nutritional protection for particularly vulnerable groups. Efforts

had been made to ensure medical care similar to that provided by Arab host governments to
their own populations in similar economic conditions.

In addition to the financial difficulties, the worsening Lebanese crisis had seriously
disrupted the provision of medical services to the refugees living in that country. The

paralysis of Beirut - still the main port of entry for UNRWA's medical supplies in the area -
had led to delays and interruptions in the supply of drugs to the Syrian Arab Republic and

Jordan. The deficiencies had, however, been largely compensated by the local purchase of

essential items. In Beirut, where some 70 000 refugees were registered, medical services
had been reduced to emergency needs, basic care being provided by nurses living in camps or

near medical centres. Sanitation, refuse disposal, and the maintenance of water pipes in

the camps had been maintained at a level close to normal. Elsewhere in Lebanon, where a

further 130 000 refugees were registered, the Agency's health services had been maintained
at about 80% of their normal level except during outbreaks of fighting. He paid tribute

to the health staff who had ensured the continuity of UNRWA services despite adverse and even
dangerous working conditions.

The Palestinian Red Crescent had lent valuable assistance to the refugees living in
the areas most affected by the fighting, by assuming most of the responsibility for picking up
and treating the wounded - services that UNRWA would have had difficulty in providing, owing

to the circumstances.
The report of the Director of Health was a brief review of the health situation of

UNRWA beneficiaries and of the health services provided by the Agency during 1975. In May

1975, UNRWA had completed 25 years of its mandate from the United Nations, underlining the
fact that its beneficiaries continued to maintain their refugee status. Over the years,

the persons concerned had become increasingly aware of their health needs and the communities
had become more interested in and capable of meeting those needs at least partly from their

own resources. Through joint UNRWA /refugee self -help projects, improvements had been made

in camp sanitation and water supplies, often with technical and financial assistance from the
national and local authorities of the host country. The living conditions of the camp
residents were becoming more tolerable, largely thanks to their community spirit, which had

enabled them to build efficient community organizations. Nevertheless, the living conditions
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of the Palestine refugees continued to present difficult adjustment problems of a social and
psychological nature.

Dr KARADSHEH (Jordan), while thanking the Director of Health of UNRWA for his report
and for the health and social services provided by the Agency to refugees and displaced
persons, expressed concern at the enormous deficit in the Agency's budget, which was endange-
ring the provision of assistance. It was stated in the report that, if that deficit continued,
the Agency would have to cease its operations. His delegation therefore supported the
Commissioner- General's appeal to the United Nations to cover the budgetary deficit. The

health services provided to the camps in Jordan ensured a minimum standard of health, in view
of the small amount that UNRWA was able to devote to that purpose. On the other hand, the
inhabitants of the camps lived in the worst economic and social circumstances, and their
housing conditions were very poor. Inadequate wastewater disposal aggravated conditions in
the camps.

The Jordanian Ministry of Health was cooperating with UNRWA, since the hospitals of
Jordan were admitting sick and injured people, thus supporting the Agency in its deteriorating

financial position. His delegation appealed to WHO and the Director -General to take all
necessary steps to provide funds to cover the deficit in UNRWA's budget, and to provide funds
also in the future so that the Agency would not collapse entirely.

Dr RAMZI (Syrian Arab Republic) said that he had read with interest both the report of
the Director of Health of UNRWA and the communication from the Chairman of the Working Group
on the Financing of UNRWA. While UNRWA was to be commended for its humanitarian action, the
serious situation as regards the health and social services that it provided gave cause for

concern. The Agency was facing a deficit of about $ 51 million in 1976 and would not be able
to provide health and social services unless that deficit were covered. UNRWA's mandate
included the provision of a minimum health standard for the populations concerned consistent
with the Constitution of WHO. In the present circumstances, it would not be able to avoid
the cessation of very important parts of its work and the suspension of basic health services
to those needy people. The suspension of food supplies to mothers and children would lead
to a deterioration in the health situation.

His delegation joined in appealing to governments and specialized agencies to provide
assistance as soon as possible and before it was too late. The radical solution to all
the problems faced by the Palestinian refugees lay in the restoration of their legitimate
rights and their return to their homes.

Mr EL IBRASHI (Egypt) commended the valuable efforts by UNRWA on behalf of the Palestinian
people, who had been fighting for over 20 years for the right to self -determination and a

dignified life free from colonialism and imperialism, the effects of which were reflected in
the deteriorating health and social conditions of a people that had won the respect and
recognition of the civilized world.

Professor DAVIES (Israel) said that his delegation shared the concern of the previous
speakers for the Arab refugees. The difference in the approaches of those speakers and that
of Israel lay in the fact that the former were interested only in the destruction of his
country, whereas the latter was concerned with the quality of human life. Some 600 000
Jewish refugees from Arab countries had been absorbed and completely integrated into Israel
at its expense. Arab refugees had been deliberately kept in camps for 25 years and
responsibility for their support had been handed over to international agencies. There
were richer countries than Israel in the region: perhaps they should criticize less and
contribute more to the valuable work of UNRWA. They might well follow the example of
Israel by rehabilitating Arab refugees. At one project in Gaza, 2000 new dwellings with
water and electricity had been constructed at Israeli expense to permit the resettlement of
nearly 10 000 refugees. The only Arab reaction had been an outcry when the hovels in which
those refugees had previously lived were destroyed.

Israel had collaborated fully with UNRWA, and had supplied drugs, vaccines, health care,
and hospitalization; in fact, in most areas there was no difference between the refugees and
the non -refugee population in the availability of health services. The report of UNRWA's
Director of Health provided evidence supporting the report of the Ministry of Health of Israel
on the health services in Judea, Samaria, Gaza and Sinai in 1975 (which had been communicated
in a document to the Health Assembly) and parts of the report of the Special Committee of
Experts, which it had been decided not to discuss. The UNRWA report mentioned the improve-
ments in environmental sanitation, which applied to both the refugees and the non -refugee
population, the fact that there had been no increase in infectious diseases but a considerable
increase in immunizations, that there had been a considerable improvement in child nutrition,
with no evidence of malnutrition, and an appreciable decrease in infant mortality - all of
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which applied to the total population, as shown in the Ministry of Health's report. That

again gave the lie to the allegations made at the previous meeting and in previous years.

His delegation protested at the remarks of the delegate of Kuwait - a Vice -President of
the present Assembly - who had suggested the elimination of Israel, one of the Member States

of the World Health Organization. He suggested that some of the new resources of Kuwait be
put to the benefit of UNRWA and the refugees, so that it would not be necessary to shed
crocodile tears while doing nothing to alleviate the situation.

Dr TARCICI (Yemen) said that the mere interest on the value of the property seized from
the Palestinians by the Israeli authorities, which he estimated at thousands of millions of
dollars, would be sufficient to pay the budget of UNRWA and provide health services for

everyone in the territories concerned.

Dr TOUBASI (Palestine Liberation Organization), speaking at the invitation of the
CHAIRMAN, said that efforts and international assistance to ensure the return of the

Palestinians to their homes should take priority over measures to improve health services to
them in places where they would continue to suffer as prisoners. He wondered how conditions
could be described as satisfactory for people whose homes and crops had been destroyed, to
say nothing of the infringement of human rights which their deportation represented. The
health situation of peoples in occupied territories did not depend on the modernization of
hospitals and provision of certain services; their health was related to the social and
economic conditions in which they were forced to live. The argument that refugees were well
treated by the occupiers did nothing to ensure the general welfare of those whose rightful
homeland was under occupation.

He thanked WHO and UNRWA for the efforts to improve health services described in their
reports, and hoped that their cooperation would continue and increase.

Dr AL AWADI (Kuwait) said that the difficult position in which UNRWA found itself had
arisen because it had been set up as part of the mistaken policy of the United Nations when it
had approved the resettlement in Palestine of people from other parts of the world, following
on which Israel had been created.

Palestine had always been an advanced area in terms of cultivation of land and the state
of culture of the population. But the population had been dispersed and deported to make
room for foreigners. The United Nations had created the problem and must solve it. To
those who asked why his country had not taken in the refugees he would reply that Arab countries
could not be expected to pay for the mistakes of the United Nations.

There was no desire to push the Jews into the sea; Jews and Arabs had lived as brothers
or cousins for centuries, and the golden ages of their cultures had coincided, but after the
rise of colonialist Zionism and the policy of a separate state, relations had naturally
deteriorated. However, Jews were still welcome to live with Arabs in a secular state.
Unfortunately, proposals for such coexistence had been refused.

The Committee had heard the praise of UNRWA's Director of Health for the work of the
Palestinian Red Crescent among other such organizations; he pointed out that it was part of
the PLO. He expressed the hope that delegations would support measures to consolidate
UNRWA's assistance to Palestine refugees. The aim must be to improve the lot of those who
lived as detainees and prisoners - more as animals than human beings - while the occupying
authorities, who claimed that they wished to improve conditions in the camps, launched daily
attacks against them. In particular, WHO must ensure that the services provided were up to
the level of its humanitarian ideals.

Professor DAVIES (Israel), answering the delegate of Kuwait, said that Palestine was
indeed a fertile land, but its cultivation had been neglected at the end of the nineteenth
century, when Jewish immigration had begun. The resultant development had in fact attracted
a large number of Arab immigrants to what had then been Palestine. He agreed that a political
solution must be found to the problem of Palestine refugees, but the Health Assembly was not
the place for such attempts. The delegations were there to discuss health services in the
area.

As to the indignities which it was claimed the Palestinians suffered under the Israeli
authorities, he recalled that nothing had occurred to compare with the hangings and public
executions of Jews in certain Arab countries.

On the question of proposals for a secular state, and particularly Mr Arafat's proposal
for a state based on the Lebanese model, no one could be surprised at Israel's refusal,
especially in view of recent developments in Lebanon.

Dr AL- TABBAA (Saudi Arabia) said that the phrase "Palestinians residing in their own
land" should be substituted in all the relevant documents for "refugees ". Those who had come
from other parts of the world with immense financial and military backing and had settled in
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the area should rather be regarded as the refugees. He appealed to all countries to ensure

that the Palestinians regained their rights.

Miss FLEYFEL (Lebanon) said that the formula for coexistence in the Lebanon could not be

said to have failed completely, and would not do so. Israel should not try to confuse the

issue by such allegations when it had itself contributed politically first in fostering, then

in jeopardizing the Lebanese formula, which had always offered a solution to the Palestine

question. The entitlement of the Palestinian people to self -determination had been recognized
in international organizations and their right to a normal life should be guaranteed.

Mr EL IBRASHI (Egypt) said that the group of Arab countries would meet later in the day
to prepare a draft resolution on the item in consultation with the group of African countries
and the Group of 77. He welcomed Angola as a new Member State of WHO and offered his
congratulations to the delegation of Angola.

With regard to the situation in occupied territories of the Middle East, it could not be
considered that health conditions for Arab citizens were improving as long as they continued
to suffer the psychological trauma of such a situation, which was bound to affect their
physical health. The section on mental health in the report of the Director of Health of
UNRWA stated that "the demand for outpatient and inpatient services for mental illness
continued to increase ". How much worse the situation must be in prisons and detention camps
under the Israeli authorities. Confidential reports from a reliable source confirmed the
deterioration in the mental and physical health of detainees and prisoners. He further
noted that high rates of tuberculosis morbidity had been recorded for Gaza and Sinai, 10% of
the population being seriously affected in the latter area. Visiting experts had said that
they had not seen such serious cases for decades. Other serious diseases such as polio-
myelitis and infectious hepatitis were also reported.

He was ashamed to have to note, in the last quarter of the twentieth century, that the
minimum conditions for human dignity were not ensured by the health services in the occupied
areas. It was unimaginable that there should be only one hospital for 130 000 people in
Sinai; according to his reliable source even that hospital had become more of an outpatient
clinic; emergency cases had to be transported to the nearest health unit by camel, and such
units were staffed by nurses, with doctors' visits usually only once a week. There was
medical segregation in some areas, where priority health care went to Israeli occupants and
tourists. There was only one 210 -bed hospital for tuberculosis cases in Sinai and Gaza, and
the staff and equipment were inadequate. The main hospital in Gaza was only equipped for
minor surgery. The eye disease hospital was also poorly staffed and equipped.

The Israeli authorities had thus not fulfilled their obligations. In particular, the
results of a survey by a reliable agency in 1969 and 1970 had shown that 6% of the population
of occupied areas suffered from tuberculosis, and no special measures had been taken; the

screening survey promised in 1974 by the Israeli authorities had not taken place owing to the
reported breakdown of radiological equipment. He described further anomalies affecting in
particular drug supplies for chemotherapy. The detainment by Israel of Arab doctors for
political reasons did nothing to encourage others to return to practise in their homeland. He
had also heard that prohibitive charges (40 Israeli pounds) had been made for the transport of
patients.

Those were only a few illustrations of the tragic conditions in which many Arabs were
living. What in the way of health services could be expected to make up for deportation,
destruction of homes and seizure of land to accommodate Israeli settlements?

On the decision not to discuss the report of the Special Committee of Experts,

he recalled that the mandate of the Special Committee under resolution WHA26.56
had been to study the health conditions of the inhabitants of the occupied territories in
the Middle East. The Special Committee's new mandate should mention explicitly that the
people should be interviewed and their health situation assessed directly . Moreover, the
Special Committee should have freedom of movement; it should decide its own itinerary,
the duration of the mission and its date, and the Israeli authorities should have no say in
the matter. The Committee's members should accomplish their mission as a group and not in

a series of individual visits. His delegation - and he hoped others too - would insist
on the inclusion of those elements in any draft resolution. For it was impossible to
conceive of a committee investigating the health situation being restricted to certain areas,
certain physicians, or specified hospitals; that had not been the intention behind the

adoption of resolution WHA28.35. Those precautions should be taken in any resolution on
the mandate of the special committee in order to prevent Israeli manoeuvres. In the absence
of those precautions, the resolution would not be implemented.

The position of the Israeli authorities could be seen from La Suisse of 17 May 1976, which
had reported the response of the Israeli Minister of Foreign Affairs to the Arab countries'
attempt to establish an international committee of inquiry through the United Nations. It
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was that Israel would not receive on its territory or cooperate with any special represen-
tative of the Security Council who might come to carry out an inquiry as a result of the
Egyptian complaint.

He therefore appealed to Member States to stand together, to oblige Israel to implement
the resolution to be adopted by the Health Assembly, and to resist Israeli attempts at
evasion.

Mr UPINDI (Malawi) said that, as the documents on the agenda item had been distributed
when his delegation was already in Geneva, and for other reasons beyond its control, his
delegation would not be able to take part in the meeting of African and Arab countries to
prepare a draft resolution.

Dr KEISAR (Israel) said that half- truths could be made to mean anything. The Egyptian
delegate, whose imagination was as fertile as his speech was prolix, had spoken of a
secret report, without introducing it and referring only to certain passages that it was
impossible for the Committee to study. The untruths in his statement were however many
and deserved correction.

Reference had been made to tuberculosis. It was true that many cases had been found,
but that was because they had been sought in an intensive campaign among the Sinai populations,
which had been without any modern medical care for decades. Those cases had been treated.
The El- Bureij tuberculosis centre for Gaza and Sinai, which was a 210 -bed hospital set up
jointly by UNRWA and the Ministry of Health, was 65% occupied, which showed it to be
adequate for the population's needs. The capacity of the hospital at El Arish, which served
a population of 130 000 in Sinai, had been increased in 1975 from 25 to 50 beds, a surgical
department with 10 beds had been opened, as also an obstetrics service, and the operating
theatres had been modernized. That hospital, with its 85% occupancy, was also adequate to
meet the needs of the population. In addition three mobile clinics visited once or twice
a week all the communities in the vast Sinai desert. The situation was being met similarly
in Gaza. Shifa hospital, with 310 beds, served as general hospital for the north of the
Gaza Strip. It had medical, surgical, obstetrical and gynaecological departments. New
departments that had not existed before 1967 included a 20 -bed otorhinolaryngology department
and a renal dialysis service with three dialyzers. In 1975 a gastroscopy department had
been opened. The modernization of the gynaecology department had been completed on 1 May 1976;
it now had 70 beds with monitoring in the labour wards. Laparoscopy could be carried out
even in the operating theatres and there was a 4 -unit radiology department, complete with
tomograph, which carried out over 20 000 examinations each year. The hospital also had a
library, which regularly received over 40 medical journals, together with new books and
abstracts. Another hospital of which the health service was proud was Nasser children's
hospital, which had 135 beds (compared with 116 formerly) and served the whole of the Gaza
Strip. It was a new hospital set up during the past 10 years. There had been a marked
increase in the number of hospitalizations during 1975 and a distinct decrease (400 %) in the
mortality rate. The hospital sent paediatricians out to the paediatric centres that provided

prophylactic and curative services for children; that method, instituted in 1975, was

fulfilling every promise. A department had been set up for premature infants, and some

weighing scarcely 1000 g had been saved. The day -care unit dealt mainly with diarrhoeas

and respiratory infections. Diagnostic guides were being compiled which made for increased

efficacy in the treatment of the young patients. 1975 had seen the organization of an

increasing number of courses and refresher courses for the medical staff, and lectures in
such subjects as clinical pathology and immunology. Israeli specialists also visited the

hospital to help the physicians there, giving specialist consultations in neurology,

nephrology, cardiology, and genetics. The new eye hospital, with 57 beds, was the centre

for the ophthalmological services of the Gaza Strip. Khan Younis hospital had also been
modernized and its capacity increased from 210 to 240 beds, as compared with 100 in 1972;
a completely new orthopaedic department had been opened and was operating to capacity.

Before 1967 there had been no maternal and child health services in dispensaries and

outpatient clinics. Since then 12 clinics had been opened. In the 17 centres currently

providing those services, a physician was in attendance every day; in the larger centres

two - a gynaecologist and a paediatrician. Those centres, which were housed under the same

roof as curative services, could also be a suitable solution in developing countries. There

had been no oncological services until 10 years previously; there were now two specialized

clinics, in addition to the abovementioned centres. An ultramodern clinic had also been

opened for asthmatics, with an Egyptian specialist in charge.
As regards vaccination, large -scale campaigns had been undertaken. Every newborn

received BCG vaccination. Routine vaccination included smallpox, BCG, DPT and poliomyelitis,

and vaccination against measles had begun. Where poliomyelitis was concerned, he pointed

out that an unprecedentedly thorough campaign in 1976 had achieved over 90% coverage of the
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population and the results had been promptly visible since only 15 cases had been recorded
for the Gaza Strip, compared with 13 cases in Israel itself. That showed that the health
services provided had reached substantially the same level.

The lack of qualified personnel, which had been an initial obstacle, had prompted the
opening of a nursing school with a twice -yearly intake of 60 students for courses lasting

18 months. As from 1 October 1976 a school for graduate nurses was to open. The existing
school had been enlarged by 50% in terms of surface as from 1 April 1976. Today there were
over 475 nurses, compared with 308 in 1974, and more than 150 practising physicians, compared
with some 49 or 50 in 1967. The Israeli Government authorized any physician wishing to
return and practise in territories under its administration to do so.

For the Gaza region alone, the health budget for 1976 was over US$ 10 million. That
gave some idea of the effort being made and the importance attributed to the health status
of the population.

He expressed his regret that the Special Committee's report had not been studied, since
his delegation would have been prepared to accept its conclusions and any assistance that WHO
might have provided.

Dr RAMZI (Syrian Arab Republic) noted that the delegate of Israel had deliberately
avoided mentioning the health situation of the population of the Golan Heights in order to
conceal the bitter and painful facts. The racist Israeli authorities had barbarically
demolished the vital institutions and humanitarian societies in the occupied Golan Heights.
As an example, he would mention the complete demolition of Quneitra together with the health
institutions and the general hospital that had formerly provided health services in the area.
Consequently the Arab population of the Heights had no access to hospital services. That

total demolition had been shown in films and documentaries all over the world and had been
witnessed and denounced by all those who had visited the area. They included high officials
of WHO and some delegates of Member States present in the Committee, who had told him of their
emotion at the tragedy and the savagery of that destruction and the difficulty they had had
in believing that in the world today there was a group of people capable of such action.
Members of the Committee would recall that the United Nations had set up an international
committee of inquiry into that situation, in which all laws, human and divine, were being
violated.

Mr EL IBRASHI (Egypt) pointed out that he had obtained his information from international
sources which could not be impugned and he had quoted them with scrupulous exactitude,
whereas the delegate of Israel had obtained his from private sources and everyone knew what
they were worth.

With respect to tuberculosis, the incidence of the disease was undeniably increasing as
a result of the deteriorating economic and nutritional situation and the Israeli authorities'
slowness in case - finding and vaccination of contacts.

He had before him a full and detailed statement by neutral international sources on the
state of the hospitals. They fully confirmed his previous statement. In order not to take
up the time of the Committee he would confine himself to a few remarks. At Shifa Hospital,
dentists were complaining of lack of equipment and materials for treatment. The laboratory
was very small and there was only one small section for blood analysis. In the wards,
lighting and ventilation were inadequate. The buildings had been neglected and no longer
came up to minimum requirements for a modern hospital. As regards Nasser children's
hospital in Gaza, his neutral sources could not be doubted. After 10 p.m. both light and

water were cut. There were not enough beds either there or at the eye hospital, where there
were no laboratories or radiology and equipment was in short supply. The same could be said
of Khan Younis hospital, which was also short of physicians. The only increases were those
in the number of patients. He could provide more details, if the Committee wished, of the
worsening health situation under Israeli occupation.

Professor MENCZEL (Israel) said that his delegation had not mentioned the Golan Heights,
for lack of opportunity to do so. The three physicians forming the Special Committee had

visited the Heights. The health services provided for the population there were exemplary.
Because of the area's sensitivity, each village had a health centre composed of a clinic
providing curative services, a separate maternal and child health centre, and emergency

services open day and night. All the clinics were staffed by physicians and by male and

female nurses recruited from the local population who had received 18 months of special

training. Because the villages were relatively small, there was no hospital in the area but
patients from the Golan Heights were treated free of charge in hospitals at Safed and Kiriat-
Shmona. Visitors to that area could have satisfied themselves that people from the Golan
Heights received the same treatment in those hospitals as Israelis. He invited a
representative of the Syrian Ministry of Health to visit them and see for himself.

He welcomed the return by the delegate of Egypt to the subject of health. In the Gaza
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Strip and Sinai, Israel had inherited a situation that had been neglected for many years

and was proud of its achievements in the health services. It was true that there were

political differences, and his country would be most happy when they were overcome. He

invited the delegate of Egypt to visit Sinai and the Gaza Strip. But that delegate was well

aware of the free circulation of physicians to and from Egypt, as indeed of the health

situation in those areas. If the Special Committee's report had been accepted it would have

been possible to discuss the situation in more detail.

As regards the health services provided in the occupied areas, he was under constant

criticism in Israel for doing too much. The hospitals in Israel itself were overfull but
those of the occupied areas always had vacant beds. The health budget for Israel had not
been increased in 1976, but that for the occupied territories had increased 150 %. As regards
laboratory services, contrary to the impression given by the delegate of Egypt, there was a
central laboratory in the Gaza Strip, a model of its kind, that carried out the most

sophisticated laboratory examinations. The achievements of the health services could be

seen in the infant mortality figures for the various causes of death. There had been
epidemics of poliomyelitis and, in the face of the reluctance of the population to come
forward for vaccination, a special effort had had to be made and everything possible had been

done
In that, as in other fields, the Director -General of WHO and numerous delegates of Member

States were well aware of the effort being made. If there were points of doubt that should
be discussed, he would prefer direct discussion with those concerned as being more satisfactory

to all. The Organization should remain an institution for world health. He feared however

that, in its wish to promote the health of the developing countries, the Health Assembly was
not providing the developed countries with the advice they had a right to expect. The

African and other developing countries should think carefully of what their action was doing
to the Organization, which should confine itself to health matters. His Government was ready
to accept any advice on the improvement of health in the territories under its administration
because it believed that all people should receive the best health care available.

Members of the Committee should also interest themselves in the increase in consumption,
the national product, and personal incomes in the territories as development indicators,
since so much stress had been laid at the current Health Assembly on socioeconomic development
and on psychosocial factors and health.

He then repeated his invitation of the previous year to any health expert from any country
to come and study the health situation in the administered territories and give the
Government advice on their further improvement.

Dr AL AWADI (Kuwait) said that his first advice to the delegate of Israel would be to

free the territories concerned; the Palestinian people would know what to do in their own

land. No advice was needed ftom the occupiers under any circumstances. If the Israeli
authorities wished visitors to see what was being done, let them receive the Special Committee
in 1977 and allow it freedom of movement so that it could prepare a proper report, after
seeing the people rather than the occupying forces.

Mr EL IBRASHI (Egypt) said that if the Israeli occupation improved the health status of
the population concerned, all countries wishing a similar improvement should invite that

occupation. The Israeli delegate should indeed be proud of the deterioration of the situation

in the occupied territories, which was due solely to Israel's occupation. There was only one

way in which Israel could improve health in the territories - by withdrawing.

The CHAIRMAN suggested that the discussion on the item be suspended to enable a draft

resolution to be prepared.

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

The meeting rose at 12.5 p.m.



SEVENTEENTH MEETING

Tuesday, 18 May 1976, at 3 p.m.

Chairman: Dr P. S. P. DLAMINI (Swaziland)

1. UNITED NATIONS JOINT STAFF PENSION FUND Agenda, 3.15

Annual Report of the United Nations Joint Staff Pension Board for 1974 Agenda, 3.15.1

Mr FURTH (Assistant Director -General), introducing the annual report of the United
Nations Joint Staff Pension Board for 1974, said that it was presented to the World Health
Assembly in conformity with the Regulations of the Pension Fund. It briefly highlighted
the financial situation of the Fund and summarized the action taken by the Pension Fund at

its last session. The Board had once more devoted much time to the question of adjustments
of pensions in payments designed to compensate for the monetary fluctuations and inflation
in recent years. An interim report had been submitted to the United Nations General
Assembly analysing the various adjustment systems applied and indicating the Board's thinking
on future developments. At the forthcoming session of the Board in July 1976 it was
expected that final recommendations would be formulated for submission to the thirtieth
session of the General Assembly. The Board had also considered certain amendments to the
Regulations which eliminated differences in benefits based on the sex of participants.

Those amendments had been adopted by the General Assembly. A proposal made by the Board and
not supported by the WHO delegation which would have extended the maximum number of years
of contributory service from 30 to 32 was rejected by the General Assembly. Full details

were contained in General Assembly document A /10009.
The only action to be taken by the World Health Assembly was to note the report. It

might also wish to consider adopting the draft resolution proposed in paragraph 7 of that
document, reading as follows:

The Twenty -ninth World Health Assembly

NOTES the status of the operation of the Joint Staff Pension Fund, as indicated by
its annual report for the year 1974 and as reported by the Director -General.

Decision: The draft resolution was approved.I

Appointment of representatives to the WHO Staff Pension Committee Agenda, 3.15.2

Dr JAYASUNDARA (representative of the Executive Board), introducing the agenda item,

said that it concerned two separate but directly related matters. One covered the usual

designation of a member and an alternate member of the WHO Staff Pension Committee to replace

the member and alternate member whose terms were expiring. The other concerned a proposal

by the Director -General for modification of the existing procedures for selection of the
World Health Assembly representatives to the Staff Pension Committee by providing that one
member be designated by name and appointed for a period longer than the normal three years,
whether or not he was or continued to be a member of the Executive Board. The Director -

General had made that proposal following observations made by several Assembly- designated
representatives to the WHO Staff Pension Committee that the three -year rotation schedule had
not enabled them to become thoroughly familiar with the intricate financial, actuarial,
investment and other aspects of pension fund operations and thus placed them at a disadvantage
compared with certain of their governmental counterparts appointed for longer periods by

legislative organs of other member organizations of the Fund. The Executive Board had agreed
that greater continuity of Health Assembly representation on the WHO Staff Pension Committee

was necessary and desirable and considered that the Director- General's proposal would
provide that continuity and yet largely maintain the advantages of the present rotational
practice. Accordingly, it had adopted resolution EB57.R43, recommending that procedure

to the Health Assembly.

Should the Committee agree with that proposal, it might wish to adopt a draft
resolution designating one member by name, and an alternate by naming the government.

1 Transmitted to the Health Assembly in the Committee's sixth report and adopted as

resolution WHA29.60.
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Dr CAYLA (France), seconded by Dr CUMMING (Australia), supported the proposal that there
should be a greater continuity in the representation of the World Health Assembly on the WHO
Staff Pension Committee. With regard to the draft resolution he proposed the designation for
a period of three years of Dr A. Sauter of Switzerland, whose long association with the
Organization eminently qualified him for that post.

Dr ROUHANI (Iran) supported the proposed designation of Dr Sauter and proposed that the
member of the Executive Board designated by the Government of Pakistan should be appointed
as alternate member.

Professor HALTER (Belgium), Dr VALLADARES (Venezuela), Mr HAAS (Austria) and Dr LABIB
(Egypt) supported the two proposals.

Dr FREY (Switzerland) said that he was authorized to inform the Committee that Dr Sauter
was prepared to accept the nomination as representative on the Staff Pension Committee
ad personam and that his candidature had the full support of the Swiss Government.

The Chairman asked whether the Committee was willing to adopt the following draft
resolution:

The Twenty -ninth World Health Assembly,

RESOLVES that Dr A. Sauter be appointed as member of the WHO Staff Pension Committee
for a period of three years, and that the member of the Executive Board designated by the
Government of Pakistan be appointed as alternate member for a period of three years.

Decision: The draft resolution was approved.1

2. REPORTS ON SPECIFIC TECHNICAL MATTERS Agenda, 2.5

Rheumatic diseases Agenda, 2.5.12

Dr AKHMETELI (Director, Division of Noncommunicable Diseases) introduced the report
submitted by the Director -General in accordance with resolution WHA28.59, which outlined
WHO's activities in the field of rheumatic diseases since the First World Health Assembly.
In more recent years, greater attention had been paid to the public health aspects and socio-
economic problems resulting from the prevalence of those conditions. He emphasized that
rheumatic diseases presented a problem not only for developed but also for developing
countries. Although rheumatic heart disease was preventable, the public health application
of preventive measures was insufficient in many countries so that rheumatic fever was still
a problem.

The Organization was conducting a programme in pilot areas to reach the community as a
whole and its members at highest risk. The approach to prevention of rheumatic fever and
rheumatic heart disease was through pilot community control programmes, using screening and
registers as methodological tools. So far, over 3000 young patients had been registered in
the eight pilot areas in different parts of the world and were under a regular prophylactic
penicillin regimen; their number was being constantly increased. The project thus combined

delivery of health care with its main objective, which was to define, test and evaluate methods
of improving the community approach.

As a group rheumatic diseases included at least 100 different conditions, the etiology and
pathogenesis of which needed further study. The approach to those diseases was by coordination
of epidemiological studies and support for pathomorphological and clinical studies, with
particular emphasis on uniformity of terminology, diagnostic criteria and classification.
That was done in collaboration with national institutions and international nongovernmental
organizations.

Some of the autoimmune diseases, such as rheumatoid arthritis, seemed to have a different
clinical picture in tropical and in non - tropical countries. It had been suggested that
parasitic diseases such as malaria might suppress the immune response, thus changing the

clinical picture. Research was in progress at the WHO Immunology Research and Training Centre
in Nairobi to see how such diseases presented themselves in Africa and ascertain their
incidence and public health importance. The Centre was setting up a service to diagnose
autoimmune diseases of clinical importance.

The report stressed that prevention, improvement of methods of control, organization of
rheumatological care and rehabilitation all required further attention by public health

1 Transmitted to the Health Assembly in the Committee's sixth report and adopted as
resolution WHA29.61.
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authorities at different levels'. Particular consideration was devoted to professional

training programmes and health education.
Close collaboration had continued between WHO and the International League against

Rheumatism and the two organizations had carried out joint activities at regional and national

levels. The designation of 1977 as World Rheumatism Year by the International League against
Rheumatism, supported by WHO, presented an opportunity of focusing world attention on that

important public health problem and of strengthening national and international endeavours to
prevent, control and increase the fight against rheumatic diseases.

Dr BACVAROVA (Bulgaria) said that rheumatic diseases were a serious problem for
developed and developing countries because of the invalidity they often caused. The

International League against Rheumatism, as well as national and other international bodies,
were conducting research into the etiopathogenesis and epidemiology of those diseases in

order to improve their prevention and treatment. Better results would be obtained if WHO

coordinated that work and continued to help governments at their request to promote services

for prevention and control. Her delegation, together with those of Afghanistan, Egypt,

Mongolia, Romania, Somalia, Sudan and Venezuela, therefore proposed the adoption of the
following draft resolution:

The Twenty -ninth World Health Assembly,
Having considered the Director -General's report on rheumatic diseases; and

Taking into account the importance of such diseases as a cause of long -term

disablement and their serious socioeconomic consequences,

1. IS OF THE OPINION that the prevention and control of rheumatic diseases should
constitute an integral part of the national health programme, and that greater efforts
are required to provide appropriate services within that programme;

2. NOTES with satisfaction the work of the International League against Rheumatism in
having 1977 designated as World Rheumatism Year, which will provide an opportunity for
close cooperation between the various organizations concerned with the fight against

rheumatic diseases;

3. RECOMMENDS that WHO should continue to assist governments, on their request, in
promoting services for the prevention and control of rheumatic diseases, research in this

field, and the training of rheumatologists.

Professor PACCAGNELLA (Italy) enquired whether the control of rheumatic fever was
included in the WHO cardiovascular disease programme, as seemed logical. He wondered
whether rheumatic fever should not be considered as a separate subject from the chronic
articular disorders such as rheumatoid arthritis and the systemic disorders of connective

tissue. There were great differences in what was known of their etiopathology and their
prevention and control, and in the health and social services they required. As the report
rightly stated, emphasis was placed more on the care of patients with chronic articular
disorders than on their cure.

In Italy and San Marino, articular disorders were the most frequent cause of permanent
disability, some epidemiological surveys showing that they represented some 60 -65% of total

morbidity. No significant differences between the rural and urban populations had been
brought to light, and the disorders seemed to be associated more with the genetic composition
of the population than with urbanization, but he enquired whether there was any epidemio-
logical evidence that such disorders increased in importance with the progress of
urbanization. Rheumatic diseases would present the greatest morbidity problem in the
developing countries as well when the prevalence of infectious diseases was reduced and the
average life expectation of the population increased. The care of patients with those
diseases would entail enormous expenditure on health and social services, unless preventive
and curative measures were developed. He therefore agreed to the proposals made in the
report, especially with regard to the promotion and coordination of collaborative research
activities and the standardization and unification of nomenclature and classifications.
He suggested an epidemiological evaluation of the disease in different changing populations

in the world.

Professor LEOWSKI (Poland) said that in Poland, as in other developed countries,
rheumatic diseases were a very serious medical, economic and social problem, coming fifth
in the list of diseases responsible for sick leave taken by people in the productive age -

groups. Epidemiological studies showed that they affected approximately 0.5% of the adult
population. A network of outpatient and inpatient departments dealing with those diseases

covered almost the whole of Poland.
An analysis of the organization of health care for rheumatic patients in Poland and the

fact that 1977 had been designated as World Rheumatism Year prompted his delegation to make
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some suggestions. It seemed necessary to extend epidemiological investigations, based on
comparable diagnostic criteria, to provide incidence and prevalence data and to improve
knowledge on other factors connected with rheumatic diseases. Research on their etio-
pathogenesis should be intensified, starting with the standardization of criteria; an
important start had already been made at a WHO meeting of investigators in London in 1974
which had considered the standardization of immunological tests. A much broader exchange
of information and experience on all aspects of rheumatic diseases should be developed.
His country was ready to cooperate in all future activities in that field and fully
supported the draft resolution.

Dr RINCINDORZ (Mongolia) said that the rheumatic diseases were of great importance, not

least because of their social repercussions, and called for speedy measures by WHO and Member
States. In his country they represented a serious risk, not only because they represented

an important cause of morbidity, but particularly since 46% of the population were in the
0 -16 year age -group. In addition to the National Cardiological Centre, there were specia-
lized medical surgeries to which persons suspected of suffering from rheumatic diseases were
sent. Each patient received a card on which the diagnosis and treatment were recorded.
There was a yearly control of individuals and a number of preventive measures had been
adopted. In 1975, those measures had been applied to over 10 000 children. He agreed with
Dr Akhmeteli that success could only be obtained if the efforts of WHO were supported at the
national level. The Mongolian Government spared no effort to integrate the WHO programme
into its national services and had received useful assistance from the Organization in

implementing its own projects, especially with regard to consultant services and the training
of specialized personnel. Mongolia had enough rheumatologists and cardiologists to carry
out the programme but often lacked diagnostic material and drugs. It therefore hoped that
WHO would continue its help.

The designation of 1977 as World Rheumatism Year would afford the added possibility of
increasing the programme by attracting the attention of communities to the urgent needs.
His delegation had therefore joined in sponsoring the draft resolution.

Dr THOMSEN (United States of America) said that his Government recognized rheumatic
diseases as an important cause of human suffering and disability and was therefore promoting,
developing and supporting research in that field. It endorsed the designation of 1977 as
World Rheumatism Year and would act as host to meetings of the International League against
Rheumatism in San Francisco in the summer of 1977.

In the United States, arthritis and related musculoskeletal diseases affected over
20 million people and constituted the greatest single cause of chronic pain and disability.
In 1970, the cost of arthritis to the national economy resulting from medical expenses and
lost wages had been $ 9.2 thousand million and over 14.5 million work days had been lost.
Not only did the quality of life decrease as a result of uncontrolled arthritic diseases;
there was also a major negative economic, social and psychological impact on the families of
its victims and society in general. A National Arthritis Act, calling for the broadening of
arthritis- related activities, had been passed. In 1974, the Congress had established the
National Commission on Arthritis and Related Musculoskeletal Diseases, which was to submit
its final report to Congress in 1976. The National Institutes of Health had recently estab-
lished the subject of arthritis and related diseases as a major area of research within its
National Institute of Arthritis, Metabolism and Digestive Diseases. As part of its long
tradition in international cooperation the National Institutes of Health would increase
research resources to deal with the problem, supporting exchanges of scientific personnel
and training individuals in arthritis and related diseases.

With regard to the report under discussion, he agreed that the review of the means of
control and its classification in three parts was a reasonable approach. Early control
procedures in preventing rheumatic fever should be given special attention, particularly
early recognition and treatment on a community -wide basis. The side -effects of thera-

peutic agents also deserved special consideration. The education of the population about
the various means of control was essential; in that connexion the efforts of the International
League against Rheumatism in publicizing the problem and encouraging participation by its
national members were praiseworthy. His delegation endorsed the conclusion of the report
which encouraged the Organization and governments to identify priorities and develop strate-
gies, promote and coordinate collaborative research activities and develop educational
opportunities for research and clinical practice.

Dr KISELEV (Union of Soviet Socialist Republics), welcoming the Director -General's
progress report, regretted that the ultimate goal of adequate control of rheumatic diseases was
still far from being achieved. He hoped that the efforts of WHO and of the International
League against Rheumatism would meet with success in the near future.

An important point to be borne in mind was that rheumatic disease often struck the young,
leading to total disablement unless preventive and curative measures were taken promptly. The
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Rheumatism Institute of the Soviet Academy of Sciences, together with corresponding specialist
institutes in socialist countries, had recently stressed the importance of diagnosis of
juvenile rheumatic fever. WHO's work towards the standardization of diagnostic methods, in
particular as related to rheumatoid arthritis and rheumatic fever among the young, was a most
important aspect of its activities.

His delegation supported the draft resolution, and hoped that WHO would continue its
efforts in coordination with other institutions, both governmental and nongovernmental, which
were active in the field.

Professor ORHA (Romania) said that the problems caused by rheumatic diseases were both
medical and socioeconomic, involving not only suffering, but also consequent invalidity and
demands upon the social security services.

Rheumatic conditions were becoming an increasingly serious public health concern in all
countries, including developing countries. The Director -General's report had mentioned the
need for intensification of research, and the draft resolution under discussion, of which his
delegation was a sponsor, in effect requested WHO to do more by developing a comprehensive
strategy to combat the disease through comprehensive programmes for treatment, rehabilitation,
control and prevention.

Dr LEON (Argentina) said his country was developing a programme on rheumatic diseases with
the assistance of the Pan American Health Organization. That programme included a study of
secondary prevention of rheumatic fever, as well as epidemiological surveys conducted in
cooperation with other countries under the coordination of the Pan American Sanitary Bureau.
A survey was also being made on disabilities and other socioeconomic consequences of rheumatic
diseases. He expressed his support of the draft resolution.

Professor ORLOFF (International League against Rheumatism), speaking at the invitation of

the CHAIRMAN, said his organization fully endorsed the conclusions of the Director -General's

report. A number of measures had already been taken by the League which were in line with suggestions

made in the report. They included, first, efforts to increase public awareness; on the

League's request, the Universal Postal Union had already recommended to its Member States the issue

of postagestampscommemorating World Rheumatism Year. Secondly, the League had made efforts to
spread information both to public and private bodies; it had published a leaflet in five

languages detailing possible measures for combating rheumatism. Thirdly, the League was
working towards the standardization of methods and the training of specialists; one of the
chief activities of World Rheumatism Year would be the organization of an advanced course which
it hoped would be the first step towards standardization of research methods used in laboratory,
clinical and epidemiological studies. A first course would cover serology and immunology; to

be held early in 1977, it would be sponsored jointly by WHO and the League.
The work of the League had been reinforced by resolution WHA28.59, which had demonstrated

how deeply all countries were concerned with the problems raised by rheumatic diseases. Those
problems also affected developing countries, and he understood that delegates from those
countries had expressed concern at the considerable resources swallowed up in the purchase of
so- called antirheumatic medications which were not subject to proper medical control.

In his view the draft resolution fully responded to the concern of the Health Assembly on
this question, as well as those of previous Health Assemblies, as far back as 1948.

Dr LOPEZ MARTINEZ (Mexico), commenting on those aspects of the Director -General's report
which seemed important in the context of the organization of health services and of their
infrastructure in developing countries such as his own, noted that the report stated that
control of communicable diseases should be closely linked to an adequate system of primary

services, where there was need for an increase in programmes aimed at the prevention of rheumatic diseases.

A programme had been launched within the Mexican National Health Plan that laid particular stress
on training to provide the general health services with specialists equivalent to those of large
hospitals and specialist units.

Another important point brought out in the report was the need for health education. That
was essential if a population was to make full use of the health services available. The
report rightly pointed out that there were no fewer than 100 different conditions in the
rheumatic diseases group, and the number of persons suffering from them was increasing, notably
sufferers from arthritis - a condition Lut which knowledge of the pathogenesis and therapy was
still limited. The report was of great value in the information it gave on the research
sponsored by WHO into the problem of rheumatic diseases.

His delegation supported the draft resolution.

Dr AL- TABBAA (Saudi Arabia) said that in his country rheumatic diseases were remarkably
rare. Their absence was particularly noteworthy in the central regions, where humidity was
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below average throughout the year and where the temperature in winter often fell to -6 °C. It

was possible that the low prevalence was due to the dryness of the climate, the absence of
pollution, and the low consumption of alcohol by the population.

Dr AL KAZEMI (Kuwait) thought the report should pay more attention to the question of
nomenclature and wondered whether it was entirely accurate to include arthritis, streptococcal
infections and muscular affections under the heading of rheumatic diseases.

Rheumatic diseases of streptococcal origin were on the wane in the developed countries but
were still prevalent in the developing countries. Their spread was normally favoured by
certain socioeconomic and environmental factors. Cardiac rheumatism was causing particular
concern in Kuwait; it was widespread among Palestinians, who came to Kuwait for treatment
since they were unable to obtain adequate care in the occupied territories.

His delegation would support the draft resolution.

Mr MUNYANKINDI (Rwanda) said that rheumatic diseases were among the foremost health
problems in Rwanda, including as they did numerous cardiac and articular disorders and other
complications and causing absenteeism that handicapped his country's economic development.
His delegation would support the draft resolution and welcomed an expansion of the programme in
1977 that would include prevention, treatment and diagnosis and thus help to reduce morbidity
and mortality.

Dr AKHMETELI (Director, Division of Noncommunicable Diseases) thanked those speakers who
had expressed support for the programme and had drawn attention to the problems caused by
rheumatic diseases. In answer to the Italian delegate's question as to the place of rheumatic
fever and rheumatic heart disease in the organizational structure of WHO, he said that both
those conditions were dealt with by the Cardiovascular Diseases unit at WHO headquarters, and
by several regional offices in regions where the condition was prevalent. Another unit
actively involved in dealing with rheumatic diseases was that entitled "Other Chronic Non -
Communicable Diseases ", which was concerned with various conditions not at present considered
of infectious etiology. The Immunology unit was also actively involved with various aspects of
rheumatic diseases, notably the standardization of immunological criteria to which the Polish
delegate had referred.

It was true that the term "rheumatic diseases" covered a very disparate range of
conditions; that was due to the tradition whereby in the past all such conditions had been
dealt with by the same group of specialists and the same group of institutions. Today, the
type of institution which dealt with rheumatic diseases varied greatly from one country to
another; in some urban centres units had been established which concentrated chiefly on
locomotor diseases, but there were still many institutions which treated both rheumatic fever
and chronic rheumatoid arthritis. With regard to the question of the Italian delegate as to
whether urbanization contributed, directly or indirectly, to the prevalence of diseases of the
rheumatoid arthritis type, a considerable amount of information was available about the

prevalence of rheumatoid arthritis in different parts of the world. Epidemiological studies
had revealed the surprising fact that the level of rheumatoid arthritis was approximately the
same all over the world, at about 1% of the population. However, the clinical appearance of
the disease differed from one part of the world to another; investigators in the Soviet
Union had noted that the disease tended to appear more acutely in Siberia than in other parts
of that country. Information on the prevalence of the disease in the developing world was
very limited, and for that reason epidemiological studies in developing countries were being
actively encouraged.

The Soviet delegate had drawn attention to the efforts being made in his country to
standardize diagnosis of juvenile rheumatoid arthritis; that was a development of great
interest, since it was much easier to trace the factors involved in the pathogenesis and
etiology of rheumatoid arthritis at a younger age.

The Organization's efforts were now concentrated on the standardization of control
techniques and the classification of diseases, notably in the developing world where informa-
tion was still scarce. He recognized that developing countries faced a difficult task in
building up the type of services most adequate to deal with this disease.

Decision: The draft resolution introduced by the delegate of Bulgaria was approved)-

1 Transmitted to the Health Assembly in the Committee's seventh report and adopted as
resolution WHA29.66.
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The need for laboratory animals for the control of biological products and the establishment

of breeding colonies Agenda, 2.5.13

Dr PERKINS (Biologicals), introducing the report prepared by the Director -General in
response to resolution WHA28.83, said that it gave the findings of a worldwide survey on

the resources and uses of nonhuman primates, which confirmed that supplies of monkeys
for biomedical purposes were diminishing rapidly due to worldwide deforestation, to over-
use in the past and to the banning of exports of those animals by certain governments.

The report also considered possible actions to improve the situation. One way of helping
conservation would be to establish breeding colonies in a number of countries, so that capture
of wild monkeys would no longer be necessary. Monkeys were extremely important for the
control of the quality and safety of drugs, vaccines and sera and there would be hazards to
human health if those animals were to disappear. The advantages of setting up breeding
colonies in a number of countries were also considered. Animals would be cleaner, with less
risk to handlers, and would give more reproducible results in research so that fewer animals
would be needed. Further, some sections of research, for example, hepatitis and cancer
research, were being held up for the lack of supplies of some suitable monkey species, and
progress could be made only if these animals became available immediately. The report
also asked for the collaboration of all Member States in an exchange of technology and
resources, so that breeding colonies might be established as soon as possible.

Professor PENSO (Italy) agreed that the problem of the supply of monkeys was becoming very
serious, as there were no breeding centres and countries with indigenous populations of wild
animals were stopping their exports because those populations were diminishing. It was

therefore necessary to protect those animals and to set up breeding colonies, so that monkeys
would continue to be available for laboratory work. Many products, for example, poliomyelitis
vaccine, could be tested for safety only in monkeys.

In support of the action recommended in the Director -General's report, he proposed the

following draft resolution:

The Twenty -ninth World Health Assembly,

Recalling resolution WHA28.83;
Having considered the report of the Director -General on the need for laboratory

animals for the control of biological products and the establishment of breeding colonies;
Recognizing that there is an increasing shortage of suitable nonhuman primates for

biomedical purposes, for both research and the quality control of biological products,
and that this could lead to a lowering of the standards of safety of drugs and vaccines,
as well as handicapping medical research in several disciplines;

Conscious of the urgent need for the Organization to take active steps to assist in
the improvement of the supply of nonhuman primates for biomedical purposes;

Believing that such important problems can be solved only be international

collaboration among all countries concerned,

1. URGES Member States:

(1) to strengthen the development of this resource in countries with wild
populations of nonhuman primates, with a view to promoting the rational conservation
and utilization of these animals considered as a renewable natural resource;

(2) to give increasing support for the initiation and operation of nonhuman
primate production programmes, whether in breeding stations or in special reserves;

(3) to exchange breeding stock with other interested countries in order to
establish a number of sources of each species of nonhuman primate, thereby assisting

the conservation of the animals in the wild.

2. REQUESTS the Director -General:

(1) to encourage and facilitate international collaboration where appropriate in

the development and implementation of simian breeding programmes;

(2) to facilitate the exchange of both resources and technology between all
countries concerned and, with the help of other interested international organiza-
tions as appropriate, make expert advice available to countries, at their request,
on the conservation, breeding, supply and utilization of nonhuman primates;

(3) to provide leadership in the preparation of standards, criteria and inter-
national guidelines on the supply and use of nonhuman primates for biomedical

purposes;

(4) to promote research on the possibilities of replacing nonhuman primates by

other animal species.
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Sir John BROTHERSTON (United Kingdom of Great Britain and Northern Ireland) said that the

availability of primates from the wild for laboratory purposes was being reduced while at the

same time their use was increasing. In the late 1950s and early 1960s there had been a peak

demand for nonhuman primates, when kidneys had been required for the production of polio-

myelitis vaccine. Although that peak had passed, there was an increasing demand in a wide

number of other fields. In the United Kingdom, the Committee for the Safety of Medicines

was anxious that pharmaceutical companies should move to the use of non -wild primates as test

animals. Since 1969, the Laboratory Animals Centre of the Medical Research Council had

continually warned users that, unless they were willing to pay adequately for animals bred

specially for research purposes, they would encounter difficulties of source and supply. The

use of wild animals from unknown sources, of unknown age and suffering from unknown diseases was

not the most scientific way of using experimental animals. Since 1950, the Laboratory Animals

Centre had run an accreditation and recognition scheme for breeders and suppliers of laboratory

animals, designed to provide minimum standards for commercial dealers. The scheme encompassed

most of the commonly used species, and the Centre had strongly recommended that primates be

bred specifically for research by commercial breeders within the scheme. Several breeders

were willing to do so but were reluctant to invest the necessary capital until users were

willing to pay realistic prices. In the meantime, some laboratories, including that of the

Laboratory Animals Centre, had established successful breeding colonies of marmosets. These

were relatively cheap, were proving to be excellent laboratory primates where size was dot
important, and showed great promise for toxicological and drug tests.

A survey had been carried out on behalf of the Medical Research Council in the United
Kingdom on the provision and use of wild primates. The report, which was about to be

published, underlined the observations he had made. His delegation did not consider that

the modern methods of wildlife cropping, referred to in the Director -General's report, were
the best way to solve the supply problem, since colonies bred in the wild, for example, on
an island, could still become infested with parasites and disease, whereas disease -free

colonies could be bred in special animal houses. International cooperation in that field

was important, as emphasized in the draft resolution under discussion. His delegation

therefore supported the draft resolution.

Dr MATTHEIS (Federal Republic of Germany) said that while the use of different types of
animal for experimentation and other purposes was inevitable, the need to preserve natural
resources of such animals had to be acknowledged. In order to make the best possible use of

them and avoid waste, rules should be formulated to cover their use by all relevant groups,
including research units in universities and industries, and governments should promote

cooperation. Only medium -term planning of the breeding of suitable species in captivity

would ensure an adequate future supply. That should be done with a reasonable degree of

centralization, which might require international cooperation. There was also a need to

improve communications from the user back to those concerned in the trapping and transport
of animals in exporting countries, in order to avoid waste and minimize dangers to the health

of the personnel involved. Her country intended to set up a breeding centre for primates in

the next few years and would take all possible measures to ensure that the animals were used

in a reliable way. Her delegation fully supported the draft resolution under discussion.

Dr ACUNA (Regional Director for the Americas) noted that the interest of the Regional
Office and of Member States in the Region of the Americas in the subject under discussion was
reflected in the recently published PAHO Scientific Publication No. 317, which summarized
the proceedings and documentation of the First Inter -American Conference on Conservation and

Utilization of Nonhuman Primates. The Conference had been held in 1975 in Peru and had made

recommendations on the conservation of species and their availability for use in the production

and monitoring of biological products. Recommendations were also made on the conservation

and establishment of natural colonies in countries with indigenous populations of nonhuman
primates and of breeding colonies in other countries to ensure their availability. He was

pleased to endorse the Director -General's report and support it with the PAHO publication.

Dr UHRICH (United States of America) said that in his country, veterinarians now
participated in the capture of nonhuman primates, which ensured that the animals were well
treated after capture and that only healthy and nonpregnant animals were retained. Regula-
tions had been enacted to prohibit the importation of nonhuman primates other than for
scientific research or legitimate exhibit purposes in approved zoological parks. Many
scientific institutions had established review committees to determine whether the use of non-
human primates was scientifically necessary or whether alternative methods were available.
Breeding colonies had been established in his country and assistance had been given to Peru,
in collaboration with the Regional Office for the Americas, for the establishment of a breeding
colony in that country. His delegation wished to join that of Italy as a cosponsor of the
draft resolution.
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Mr AVRAMIDIS (Greece) expressed his support for the draft resolution in view of the
increasing shortage of primates and their necessity for the control of biological products.

Mr ONISHI (Japan) also expressed support for the draft resolution and concern at the
increasing shortage of suitable nonhuman primates for biomedical use. His Government
was building a centre for their breeding, in Tsukuba, a new city of research and education
under construction near Tokyo, and the centre was due to be completed in 1978.

Professor LISICYN (Union of Soviet Socialist Republics) said that the research institutions
in his country were also experiencing a shortage of primates for research. There was a lack
of alternatives for the control of biological products and other aspects of research
requiring the extrapolation of results to humans. The possibility of replacing primates by
other animals should therefore be examined. His delegation supported the draft resolution
and offered two suggestions. First, WHO might set up a permanent committee or group of
experts to deal with the use of nonhuman primates in biomedical sciences, to study the
conservation of wild primates and control of breeding, and to stimulate research into other
alternatives, publishing its findings regularly; secondly, WHO might study the possibility
of setting up a reference centre on that matter, on the basis of data from institutions
using primates for research.

Dr PERKINS (Biologicals) said that he had been encouraged to hear of the activities in
various countries to improve the quality of primates for use in research. In writing require-
ments for the handling and breeding of simians, the Secretariat had had in mind some of the
points mentioned by the United States delegate and would welcome any documentation he might
provide on them. The suggestions of the delegate of the Soviet Union would be carefully
examined.

Decision: The draft resolution introduced by the delegate of Italy was approved.1

3. APPOINTMENT OF ACTING CHAIRMAN

The CHAIRMAN announced that he had been recalled to his country on urgent business and
suggested that Dr Z. M. Dlamini (Swaziland), who had acted earlier as Chairman pro tempore,
should replace him henceforth as Chairman.

It was so agreed.

The meeting rose at 5.20 p.m.

1 Transmitted to the Health Assembly in the Committee's seventh report and adopted as

resolution WHA29.67.



EIGHTEENTH MEETING

Wednesday, 19 May 1976, at 9.30 a.m.

Chairman: Dr Z. M. DLAMINI (Swaziland)

1. SIXTH REPORT OF THE COMMITTEE

At the invitation of the CHAIRMAN, Professor KHALEQUE (Bangladesh), Rapporteur, read out
the draft sixth report of the Committee.

Mr KHATIB (Libyan Arab Republic) pointed out that the Arabic version of the draft resolution
on schistosomiasis omitted the amendment that had been adopted following his proposal at the
fifteenth meeting (see page 571).

Mr OSOGO (Kenya) proposed that the Libyan amendment, which was to operative paragraph 2 of the

resolution, should itself be amended to read: "into new areas and neighbouring countries ".

Decision:

(1) The amendment proposed by the delegate of Kenya was adopted.
(2) The report, as amended, was adopted (see page 645).

2. REPORTS ON SPECIFIC TECHNICAL MATTERS Agenda, 2.5

Disability prevention and rehabilitation Agenda, 2.5.16

Dr JAYASUNDARA (representative bf the Executive Board), introducing the item, said that in
resolution WHA19.37 the Director -General had been requested to inform the Executive Board and
the World Health Assembly of the budgetary implications of any proposed extension of activities
in disability prevention and rehabilitation before undertaking such an extension. A working
paper outlining a policy and programme for an extension had been submitted by the Director -
General to the Executive Board at its fifty- seventh session; that was reproduced in
Appendix 6 to Part II of Official Records No. 231. In that paper, it was estimated, from
a review of existing data, that there were some 400 million disabled people in the world.

In the past, more attention had been devoted to the problems related to mortality and the
acute phases of morbidity than to those of long -term impairment and permanent disability.
With few exceptions, services were grossly insufficient. A better understanding of the
causes and consequences of disability, of how it could be prevented, and of how its impact
could be reduced, was badly needed, and a global policy was required.

After extensive consultations, and following resolutions WHA19.37 and WHA28.57, a new
programme had been formulated with disability prevention and rehabilitation activities as an
integral part of primary health care and of the general health services. The programme aimed
to introduce services with a view to reducing the global disability problem and to provide
greater population coverage than formerly. Activities would be directed towards disabilities
caused by both physical and mental impairment, and would be closely coordinated with current
work in related programmes, for example in mental health. The services would be integrated
as far as possible into the primary general health services.

Those services included patient- oriented and society- oriented measures. WHO's proposed
programme in that field would include assistance in country planning and programming, and
implementation and evaluation of country activities; regional and national training projects;
interregional and United Nations interagency programmes; teaching and training, with the
preparation of simple manuals and teaching materials; research and technological development;
and information and the coordination of field activities.

The Board had also considered a statement by the representative of the International
Society for Rehabilitation of the Disabled.

It had been agreed that disability should be considered as a major medical, economic,
social, and psychological problem of concern to both developed and developing countries, the
magnitude of which was likely to increase. Several members of the Board had questioned
whether the activities envisaged should properly be placed within the provision for primary

health services. The approach might vary depending on the country concerned: in developing

countries, such programmes could be integrated into primary health care, whereas in many
developed countries disability treatment had become a highly sophisticated specialty.

Members had generally expressed support for the programme envisaged, although it was
realized that the Director -General had to observe certain priorities and that a large -scale
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extension of current activities would be difficult within the regular budget. The Director -

General had confirmed that he had been required, by resolutions of the Twenty- eighth Health
Assembly, to re- establish certain programme priorities. The small rehabilitation unit that
had been set up within the Division of Strengthening of Health Services - by suppressing
certain activities rather than appointing new staff - was the maximum that he could do in that
area, bearing in mind that the work of that division should be primarily oriented to the
priority needs of the developing world. It would not be possible to find additional funds
within the regular budget, and therefore an active effort was being made to mobilize
extrabudgetary resources.

The Executive Board had adopted resolution EB57.R18 recommending a draft resolution for
adoption by the Health Assembly.

Dr CUMMING (Australia) expressed his appreciation of the document on the WHO programme
and policy, which provided a valuable review of a global problem. He was
gratified at the emphasis on prevention, which was the essential element of the programme.
As to rehabilitation, that had to start, as far as possible, at the same time as the
treatment of the disease or injury was begun, and should not be considered as a mere adjunct
to treatment. Primary health care workers should be sensitized to the need for thinking of
disability prevention and the potential for rehabilitation.

As the field of disability prevention and rehabilitation was so vast, affecting hundreds
of millions, the programme would need careful supervision to ensure that it did not get out of
hand and drain resources away from other areas. WHO should therefore retain a strict sense
of priorities, since its resources were limited. Despite its importance, the programme should
not be developed as a distinct entity, but rather as part of an integrated health programme.
If sufficient emphasis were placed on the upgrading of primary health care services and their
extension to all members of the community, the incidence of disability might be expected to
drop considerably.

Because a common -sense approach had been adopted towards the programme, his delegation
supported the draft resolution proposed by the Executive Board.

Dr TOTTIE (Sweden) thought that the question should be carefully studied, since it
contained new ideas in relation to primary health care. The changes in WHO's policy on
disability were important, and the Director -General had suggested appropriate steps. The
suggestions put forward in the documents before the Committee were in accord with the spirit
of resolution WHA29.48, since the efforts of the programme were to be almost entirely directed
towards technical cooperation with the intention of diminishing the gap between the health
levels of the developed and developing countries.

The mistakes that had been made in the past in developed countries - for instance in
Sweden, where there had been a lack of planning and performance in that field - should not be
perpetuated in other countries. Disability was an important health and social indicator.
When the Swedish International Development Authority had decided, in 1975, to support the
programme with extrabudgetary funds, it had done so in the belief that disability prevention
and rehabilitation deserved greater attention and financial support.

Professor RUDOWSKI (Poland) said that, in his country, the prevention of disability and
rehabilitation were conceived of a system of medical, social, psychological, educational, and
economic measures aiming at the effective and early convalescence of the sick and disabled.
Two principles were followed in planning rehabilitation programmes: they should meet the
physical, mental, social, and occupational needs of the individual; and they should be
coordinated by one body, which in Poland was the Ministry of Health and Social Welfare.

In his country, effective rehabilitation methods made it possible for more than 600 000
disabled persons to be employed in the national economy. In 1975, Poland had implemented the
new concept of rehabilitation of the victims of occupational accidents or diseases, based on
the earliest possible resumption of work. The patient received his salary during
rehabilitation.

The success of medical rehabilitation depended largely on its continuity in the day -to -day
environment, which meant that the available services needed to be extended to homes, schools,
and places of work. An approach successfully tried out in Poland was based on the use of
social workers and relatives, the latter carrying out simple rehabilitation procedures on the
disabled persons at home. That concept seemed to be highly relevant to the proposed
WHO programme, since it had a favourable cost -effectiveness ratio and involved the human
environment in restoring the disabled to society.

Poland was prepared to participate actively in the elaboration of rehabilitation
programmes for both developed and developing countries. Effective rehabilitation could
improve the quality of life and restore countless patients to activity and happiness.
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Dr AALAMI (Iran) said that about 6% of the population of his country were physically
disabled; the proportion of mentally disabled persons was not as high as in Western countries.

It was preferable for the developing countries that were starting rehabilitation programmes to
begin with the physically disabled, since they were of greater interest to the public and to
the government officials who were to provide funds for the programme. Such an approach had
been applied with success in Iran during the past six years.

It was better to undertake total treatment and rehabilitation of a patient, rather than
mere treatment of his ailment or disease, so as to restore him to society. Vocational
rehabilitation played an important role in that respect. As far as possible, patients should
be returned to their previous work, and that approach - especially as regards farmers - had
been particularly successful in his country. He stressed the importance of training in
rehabilitation. On- the -job training had proved its worth in Iran. The Institute of
Rehabilitation had begun four years previously to train orthopaedic surgeons, and schools of
physiotherapy, occupational therapy, speech therapy, and related disciplines had been set up.
Thanks were due to WHO and the International Society for Rehabilitation of the Disabled, with
whose help an international rehabilitation centre was to be established in Teheran. It was
hoped that the centre would be able to provide training for the personnel of rehabilitation
institutes of other countries also.

The prevention of disability was more important than the rehabilitation of the physically
handicapped. Poliomyelitis was still one of the most disabling diseases in Iran, and
generalized vaccination was the only way of preventing it. Congenital anomalies could be
reduced by prenatal care, and early diagnosis and proper treatment enabled most of the affected
children to be cured with minimal residual disability. Meticulous examination of the newborn
was therefore very important. Although some of the musculoskeletal infections that caused
permanent disability could not be prevented, early diagnosis and proper treatment reduced the
amount of disability.

In the developed countries, the incidence of physical disability owing to poliomyelitis,
congenital anomalies, and musculoskeletal infections had greatly diminished, whereas disability
resulting from industrial and traffic accidents and nervous breakdowns were increasing.

Dr LEBENTRAU (German Democratic Republic) supported the draft resolution recommended in
resolution EB57.R18. Health programmes needed to be continuously adapted to changes in the
morbidity situation, and the proposed programme to deal jointly with disability prevention and
rehabilitation would become an increasingly important element in them.

In his country, rehabilitation of the disabled had reached a high level in all fields of
public health. The right to work, to education, and to social security was guaranteed to all
citizens, including the disabled. Rehabilitation was not considered as a special discipline
of medicine, but prevention and rehabilitation were two integral parts of the activity of every
physician and clinical discipline. Rehabilitation, though an indispensable part of treatment,
was more than a medical task, since it also involved educational, vocational and social aspects.
Prevention and rehabilitation were components of the tasks of the general health services, as a
duty of the State and of society.

WHO should help to implement resolution 3447 (XXX) of the United Nations General Assembly
on the rights of disabled persons, by collaborating with all national, international, govern-
mental, and nongovernmental organizations in the field of disability prevention and rehabilita-
tion, thus fulfilling its important coordinating and organizing role. He stressed that, as
had been stated by the representative of the International Society for Rehabilitation of the
Disabled in a text communicated to delegations for their information, such a task could be

achieved only in a peaceful world.

Dr SEBINA (Botswana) said that the documents before the Committee contained valuable
guidelines for the development and organization of national disability prevention and

rehabilitation services, especially by young countries that were only just beginning to deal
with that problem. In Botswana, a new programme was administered and coordinated by a
national Unit for the Care of the Handicapped. Local and regional activities for the handi-
capped were part and parcel of primary health care, and each regional health team included a
social worker specially trained in that field.

He supported the draft resolution recommended in resolution EB57.R18.

Dr HELLBERG (Finland) expressed appreciation of the document on the WHO programme and policy,

but regretted that it did not contain the illustrations that he had seen in an earlier version; an
imaginative and selective use of pictures might contribute much to the value of certain WHO documents.

The change in orientation of the programme on disability and rehabilitation was
commendable. The increased emphasis on the prevention of disability, and on integrating
prevention and rehabilitation services into primary health care and the general health and
social services, implied a responsibility on the part of the health authorities to work towards
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that integration in both health and training programmes. Better and healthier attitudes
towards disability prevention and rehabilitation needed to be developed.

In the past, the care of the disabled had often been neglected or left to private and
voluntary groups; they had achieved much but they had their limitations. There were signs
of stagnation in some quarters, and there was an obvious need for guidelines and help with
reorientation and replanning of activities. WHO should assist Member States by providing
such guidelines, both for public health programmes and for private and voluntary agencies.
Families and communities also needed help in caring for their own disabled so as to prevent a
further deterioration in their situation. He wondered whether any experience along those
lines had accrued.

He also supported the draft resolution.

Dr THOMSEN (United States of America) agreed with the conclusions of the Executive Board
as to the importance of disability prevention and physical rehabilitation as an integral part
of health and social services. WHO should explore all possibilities of obtaining financial
assistance from other relevant agencies, and the work should become part of the Organization's
current activities as soon as possible.

Dr JAROCKIJ (Union of Soviet Socialist Republics) agreed with the tenor of the proposed
programme, although some aspects of it would need careful consideration. In view of the many
types of disability, the approaches to prevention and rehabilitation would vary with the
national or local situation. Those approaches might have to include social intervention,
which might be outside the Organization's terms of reference.

Care would have to be taken in working out the programme to enlist the cooperation of

other interested organizations of the United Nations system, such as ILO, and nongovernmental
organizations, in order to permit a coordinated approach by which each organization played the
role appropriate to its particular field of competence.

Dr TOURÉ (Senegal) said that a national association for the physically handicapped had
been set up in Senegal under the aegis of the Ministry of Health. A rehabilitation and
orthopaedic centre helped to reintegrate the disabled in the community. Psychiatric care was
provided on a regional basis so that the individual remained in his own environment.

He supported the draft resolution proposed by the Executive Board, which should help his
country to obtain effective assistance in the preventioh of handicaps and disablement, by such
measures as mass vaccination against poliomyelitis, rehabilitation, the development of the
orthopaedic centre and support for the association for the physically handicapped and regional
psychiatric centres.

Dr CAYLA (France) expressed particular interest in the chapter on the prevention of
disability in the document on the WHO programme and policy.

Cost /benefit studies for a perinatal care programme in his country had shown that many
handicaps caused by diseases or complications of pregnancy and delivery could be prevented by
simple, effective and inexpensive means. In his opinion, therefore, the brief reference to
the importance of the improvement of perinatal care at the end of the section on the prevention
of congenital disease constituted insufficient emphasis on a lifelong impairment that,
according to a statement in the annex to the document, affected 0.5% of the total word
population.

He supported the draft resolution before the Committee.

Dr DE MEDEIROS (Togo) said that while occupational accidents were a less important problem
in his country than they were in industrialized countries, disability and rehabilitation

problems were caused by such diseases as poliomyelitis, by traffic accidents and by mental and
nervous disorders. A national occupational health service endeavoured to prevent occupational
accidents, but the physical rehabilitation service was embryonic, consisting at the moment
only of an orthopaedic service instituted with the aid of the Federal Republic of Germany.
He supported the draft resolution recommended by the Executive Board and requested the assistance

of WHO in setting up an effective service for physical and mental rehabilitation.

Dr SETIADI (Indonesia) said that disability was not uncommon in Indonesia; a recent pilot
survey had revealed about 9% prevalence of permanent or long -term traumatic impairment alone.
His Government therefore, with WHO assistance, had started a disability prevention and
rehabilitation study in one province. The objectives were, among others, to diminish the
social, economic, medical and psychological impact of disability, eventually to provide all the
population concerned with basic services within the context of primary health care, and to
evaluate the feasibility and acceptability of the new approaches in different local settings.
He hoped that WHO would continue to provide its assistance.
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Dr LOPEZ MARTINEZ (Mexico), supporting the draft resolution, agreed with the stated
programme policy that a new approach should be sought to avoid establishing the sort of
vertical programme that had been traditional in his own and other countries for the control of
many diseases. Public health problems were interrelated with problems in the educational,
economic and social fields; the problem of disability was no exception and should be tackled
at the level of the general health services. His country's development experience was that
that approach was likely to be effective. However, the integration of disability prevention
and rehabilitation programmes in the general health services in Mexico required strengthening
of infrastructure and appropriate regionalization to back up the primary health care services.

A national disability and rehabilitation programme had been incorporated in the national
health plan, the first stage of which would be ending in 1983. A start had been made on
integrating much disability prevention and rehabilitation work in primary health care, with
the establishment of centres for rehabilitation and special education, training of middle -level
personnel- chiefly visual impairment therapists, polyvalent workers and nurses- through one -

and two -year courses. The Government authorities were actively seeking the cooperation of
industry and other employers to place persons undergoing rehabilitation in gainful employment.
Some 20 million people, or almost one -third of the total population, were covered by social
security.

Dr M'BAKOB (United Republic of Cameroon) said that his delegation had noted with great
interest the emphasis placed on the integration of disability prevention and rehabilitation
in primary health care; the first results of a study in his country, begun in 1974,
indicated that about one -tenth of the population were handicapped or maladjusted, all forms
of handicap included. Through specialized bodies the Government was engaged in both
preventive and curative activities, supplemented by measures for social and vocational
rehabilitation. Coordinated preventive measures were taken by the maternal and child
health and social centres, in the form of vaccination programmes for children and young
persons, and through health education. Diversified curative facilities were gradually being
built up, with a regional centre for physical rehabilitation in Yaoundé and psychiatric
villages in the main centres. A primary aim was to restore a normal way of life to the
handicapped by making them as self -reliant as possible. Flexible and appropriate
cooperative structures were being worked out to provide productive work for the handicapped
who were vocationally qualified.

He approved the emphasis on prevention in the proposed programme and supported the draft
resolution.

Dr de VILLIERS (Canada), supporting the draft resolution, also expressed approval of the
emphasis on prevention and on the integration of both prevention and rehabilitation in
primary health care. The emphasis was timely and services should be adapted to the needs
of the population served. Recalling the reference of the delegate of Finland to the need
for better social attitudes to handicaps and disabilities, he suggested that there was a
need for greater efforts towards the social integration of the handicapped as active func-
tional members of the community.

Dr GANCBO (Benin) said that both the documents provided and the foregoing discussion
pointed to the inadequacy of the resources available. Bilateral aid would be invaluable

to countries which, like his own, had only embryonic and rudimentary services for disability
prevention and rehabilitation, and he regretted that no offers had been made by any country,

except Poland, in a position to do so. Yet there was no more effective way of helping
a developing country than to provide technical collaboration for reintegrating the handi-
capped into society. Prevention could be integrated in primary health care, but care and
cure had to be provided at a higher level. His Government had been endeavouring to develop
appropriate services for the past three years, but with little success for lack of aid, and
would be requesting assistance from countries which had expressed interest.

Dr LABIB (Egypt) considered that the emphasis in the proposed programme on the integration
of rehabilitation with primary health care and on prevention would be beneficial to developing

countries. Although extensive measures had been taken in his own country to rehabilitate the
handicapped, the cadres for primary health care had unfortunately not been trained in that
field. He welcomed the stress on prevention and particularly on early diagnosis and treat-
ment, which would both facilitate rehabilitation and minimize costs and impairment. His
country had achieved much success in the provision of basic health services, the personnel of
which could be further trained to take up preventive and rehabilitation work.

He appealed for disability as a result of wars and catastrophes to be taken into account;

no one State could cope alone. His country had experience of the problem and had had to send

some of the disabled to other countries for rehabilitation and treatment. A national society
had been established to provide rehabilitation for those categories of disabled, and WHO and
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other international organizations, as well as several countries, had provided the society with
the necessary support.

Dr WRIGHT (Niger) said that a primary aim should be to prevent the development of
dependency in the handicapped and disabled and promote their reintegration into the community,
by avoiding severance of links with the normal environment. It was also important to prevent
the occurrence of disabilities. The means to those ends, in the developing countries,
included mass multiple vaccinations and the institution of community health services aiming
at maximum coverage, with, in the first instance, the necessary minimum care and emphasis on

rural areas. Health education was also essential and could be extended to simple medical

training for village teachers and to adult literacy campaigns, educational development and
the combating of food taboos.

Coordination should be established with other sectors, particularly the agricultural
sector, within the framework of national planning, to develop national policies for nutrition
relating to the quantity and quality of food.

For the developing countries the solution appeared to lie in the imaginative development
of existing and new services and the training and retraining of personnel - not only those in
the health services - in a more community- oriented approach. So far as disabilities due to

accidents were concerned, the necessary resources would continue to be insufficient so long
as international technical collaboration remained at the current level. On the subject of
bilateral aid, his position was the same as that of the delegate of Benin.

He supported the draft resolution.

Mr MUNYANKINDI (Rwanda) agreed that the problem of the physically and mentally handi-

capped was important for its repercussions on the socioeconomic development of the developing
countries in particular. Physical rehabilitation, especially, could not only relieve the
community of a burden but make a positive contribution to the economy.

His country had a physical rehabilitation programme that provided vocational training,
and a cooperative had been formed to use the services of trained, but handicapped, personnel.
As poliomyelitis was one of the main causes of physical handicaps, special emphasis should be
given to assistance for vaccination programmes in countries that were unable to combat the
disease as actively as would be desirable. There was also a centre for the mentally disabled
at Ndera, which was successfully reintegrating patients into their communities. His Govern-
ment would welcome WHO assistance and would like to exchange experience with other countries
in the field of mental illness.

Dr KARADSHEH (Jordan) welcomed the emphasis on prevention and its integration into the
primary health care services. They should also be responsible for early diagnosis and
treatment, through institutions, school health services and maternal and child health
centres, before complications called for more expensive and less satisfactory treatment and
rehabilitation.

Dr OBIANG -OSSOUBITA (Gabon), supporting the draft resolution, said that the problem was
particularly important in his country which was underpopulated but rich in mineral and forest
resources. Prevention was practised in a number of ways. The vaccination programme against
poliomyelitis had attained wide coverage, and health education was provided by radio and
television. The programme for the prevention of occupational accidents was carried out in
accordance with social security legislation and under the supervision of the occupational
health and medicine inspectorate. A rehabilitation and hydrotherapy centre would be in
operation shortly and the Ministry of Social Affairs was carrying out a census of the
untrained physically disabled in order to provide them with the necessary assistance.
However, much still needed to be done, and his country would welcome the Organization's help.

Dr HELANDER (Division of Strengthening of Health Services) welcomed the Committee's

support for the Director -General's suggested policy and programme and thanked members of
the Committee for their informative comments.

He acknowledged the very helpful extrabudgetary support for the programme received from
Sweden, and the services of experts from Poland. He also thanked the Government of Iran for
supplying most of the support, together with United Nations agencies and Rehabilitation Inter-
national, for the international rehabilitation centre in Teheran which would assist and
cooperate with developing countries.

On the question of coordination with other United Nations agencies and nongovernmental
organizations, mentioned by the delegates of the German Democratic Republic, Finland and the

Union of Soviet Socialist Republics, the Organization had, in the past two years, intensified
its efforts, and regular meetings were currently being held at least three times each year
with ILO, UNESCO, the United Nations, and sometimes UNICEF, and with the chief nongovernmental
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organizations concerned. It was hoped that joint efforts would result, together with -
if possible - pooling of resources. Every attempt was made to establish cooperative links
with those organizations before WHO staff were sent to cooperate with countries.

He agreed with the delegate of France on the importance of perinatal care; its improve-
ment could bring about a decrease in the incidence of cerebral palsy.

The importance of bilateral aid, to which the delegate of Benin had referred, was

recognized. It was desirable, however, that the initiative should come from the governments
themselves when they had contacts with donor agencies, with which WHO also worked. In that
way WHO could play to the full its coordinating role.

Decision: The draft resolution recommended by the Executive Board in resolution EB57.R18
was approved.1

Development of the antimalaria programme Agenda, 2.5.17

Dr JAYASUNDARA (representative of the Executive Board), introducing the item, said that
several meetings of the Ad Hoc Committee on Malaria had been held prior to the fifty- seventh
session of the Executive Board to review WHO's activities and prepare for the Board's
consideration of the most important issues facing the programme. It had also reviewed the
discussions held in regional committees on the programme, the resolutions adopted by those
committees, and the factors contributing to setbacks, including the serious situation in
Africa, where, south of the Sahara, few activities had been carried out against malaria.

At the fifty- seventh session of the Board 29 members had taken part in the discussions
on malaria, indicating the importance they attached to the problem. Among the factors
identified as contributing to the situation had been the economic crisis and competition for
funds among many health priorities, difficulties in obtaining insecticides and drugs in
time, the lack of trained personnel, and technical problems such as vector resistance to
insecticides and resistance of parasites to drugs. The loss of faith in the eradication
programme had had psychological effects on both decision- makers and technical staff. In
fact, eradication had been proved to be a valid concept still, although a number of weaknesses
had appeared in the programme. The revised strategy adopted by the Twenty- second World
Health Assembly in 1969 should also be considered valid, with its principles of flexibility
according to the epidemiological situation and adaptation to available resources, but the
recommendations of review teams had often not been implemented.

The Board had accepted the Ad Hoc Committee's report, recognizing that with the available
methods spectacular results could not be expected; a better epidemiological approach and
better application of existing means should prevent the further resurgence of malaria and
lead to a significant reduction in malaria morbidity. The global approach should give way
to a local and, where applicable, a regional approach. That would necessitate much more
active cooperation among neighbouring countries. The importance of community participation
would have to be given wider recognition, health education would have to be intensified, and
the responsibilities of local administrators would need to be defined.

Intensified training programmes for a broader specialization in malaria and other
parasitic diseases were needed, and the Board had noted that WHO was organizing such training
at the international level through the centres in Teheran and Mexico; national courses for
professional and auxiliary staff would also have to be organized, and WHO assistance could
be expected.

In countries south of the Sahara practically nothing had been done to reduce malaria
endemicity; the Board had noted with satisfaction the results of the discussions on the
subject at the last session of the Regional Committee for Africa. It was hoped that the
distribution of antimalarials could be intensified as a minimum measure, together with simple
measures to reduce vector density.

The Board had recognized the need for basic and applied research for malaria control
and for more practical ways of using existing methods. WHO had an important role to play
in assisting countries to adopt the right approach in the light of their epidemiological
conditions and to implement their programmes accordingly. Funds were very limited, and an
appeal for contributions to the Malaria Special Account from affluent countries was being
launched.

Following its discussions the Board had adopted resolution EB57.R26.

Dr LEPES (Director, Division of Malaria and Other Parasitic Diseases) said that the
brief report of the Director -General brought up to date those to the Twenty- seventh and

and Twenty- eighth World Health Assemblies and to the fifty- fifth, fifty -sixth

1 Transmitted to the Health Assembly in the Committee's seventh report and adopted as
resolution WHA29.68.



602 TWENTY -NINTH WORLD HEALTH ASSEMBLY, PART II

and fifty- seventh sessions of the Executive Board. Much had been said in public and
professional circles about malaria in recent years. The difficulties in WHO's programme had
been forecast in the late 1960s, and the revised strategy had been adopted by the Twenty -
second World Health Assembly in 1969. However, the setbacks and the serious resurgence of
malaria in some countries had become more apparent in the last two years; many press reports
throughout the world had referred to the deteriorating epidemiological situation, particularly
in some countries of South -East Asia, and some had criticized the concept of eradication as
applied by some countries.

The threat of resurgence persisted for many countries, and urgent action was necessary,
particularly in Africa, to reduce endemicity; concerted efforts must be made by governments,
international organizations, technical services and the public. The Director -General would
welcome further guidance from the Health Assembly on the action expected of WHO in addition
to measures currently planned and implemented.

Dr GUNARATNE (Regional Director for South -East Asia) described the situation in the
South -East Asia Region, where there was no slackening in the rising trend in malaria incidence
and, in particular, an alarming spread of falciparum malaria over large areas of some
countries, with increased mortality. Cases had increased from 1.4 million in 1970 to 5.26
million in 1975 in the Region, the figure for 1975 being 30% higher than that for 1974.

In view of the increasing resistance of Plasmodium falciparum to 4- aminoquinolines and
the resistance of the vectors to DDT, the Regional Committee at its last meeting, in 1975,
had proposed a consultative meeting, which had been held in the Regional Office from 21 to
24 April 1976 with 17 participants from the eight malarious countries and staff from head-
quarters, consultants and advisers, including the Chairman of the Regional Advisory Committee
on Medical Research. He read a summary of the meeting's recommendations, covering responsi-

bility levels, general planning, community involvement, integration of antimalaria activities
with general health services, the approach to and methodology for malaria control, a
comprehensive approach to mosquito vector control, the use of pesticides, chemotherapy,
training, and research. The meeting had also adopted an appropriate resolution.

Dr MERRILL (United States of America) said that the Director -General's report described
well the seriousness of the problem, the inadequacies of present methods and the need for
sound epidemiological application of existing knowledge. He was pleased to note the emphasis
on continuing search for new techniques, in which the United States would collaborate. The
control of malaria morbidity and mortality must be the main goal, as emphasized in the report,
with eradication on a national or regional basis where possible. Whereas eradication attempts
had been global, control must be conducted according to individual plans based on the
epidemiological situation of countries. The development of the training programmes in
Teheran and Mexico City was therefore an encouraging sign; if possible they should be
extended elsewhere.

Dr HASSOUN (Iraq) said that, in spite of setbacks, the antimalaria programme in Iraq
had progressed, although slowly, and malaria transmission had been interrupted in the Central
and Southern Regions and confined to certain foci in the Northern Region. But the gains had
been jeopardized in 1964 owing to administrative problems in the north and to an influx of
people returning from unprotected areas to the Central and Southern Regions. The plan of
action had had to be revised and a new strategy introduced with the aims of maintaining gains
and preventing further spread of the disease, strengthening surveillance and laboratory

activities, and coordinating antimalaria work with that of the basic health services,
particularly in rural areas. The programme was financed as one of the economic development
projects from the resources of the Ministry of Planning, 1.5 million Iraqi dinars (US$ 4.5
million) being allocated for 1976 as for 1975. WHO's assistance with fellowships for
international training was appreciated as a measure to supplement the national refresher
training given to antimalaria workers.

Intercountry border meetings were organized regularly for the exchange of information

and study of common problems. Such meetings were very useful and his Government was grateful
for the assistance of the Regional Office for the Eastern Mediterranean in organizing them.
In particular, in view of the shortage of insecticides in some countries, as described in
the statement in plenary by the Minister of Health and Family Planning and Chief Delegate
of India, Dr Karan Singh, they provided an opportunity for discussion of rational and
concerted methods for the application of insecticides.

There was assessment and epidemiological evaluation of the programme in Iraq, aimed at
the development of a flexible and realistic approach to the different antimalaria activities.

Dr FAKHAR (Iran), noting that cases of malaria in some countries had enormously
increased in recent years, said that cost benefit and cost effectiveness studies of
malaria programmes might yield valuable findings. Current weaponry for malaria control
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might become ineffective with the increase in resistance to insecticides and drugs, and
environmental sanitation, which was receiving increased attention, should become the subject
of specific recommendations by WHO in the context of malaria.

Mr KUMAR (India) said that the resurgence of malaria in India and elsewhere in the
South -East Asia Region was a grave problem. In India the number of cases, having fallen

to 100 000 with no deaths in 1965, had greatly increased again, and about 570 million of
the population of 600 million were exposed to malaria; it was estimated that the number

of cases in 1975 would be found to have been near five million.
Although a large part of the health budget had been spent on the malaria eradication

programme over the years, the immediate objective had now had to be limited to containment

of the disease. The assistance of WHO and other international organizations was appreciated,
but greater concerted efforts would have to be made. With that in mind he was introducing

a draft resolution on behalf of his own delegation and those of Afghanistan, Bangladesh,

Guatemala, Italy, Kenya and Venezuela. It took into account the particular needs in terms

of availability of insecticides and antimalarials and the conduct of operational studies
and research, particularly on immunizing agents; a breakthrough in immunization would boost

control measures if not facilitate eradication of malaria. He urged immediate action, as
any delay would cause untold human suffering, loss of life and consequent economic losses.

The draft resolution read as follows:

The Twenty -ninth World Health Assembly,
Recalling resolution WHA28.87;

Having considered the Director -General's report on the development of the antimalaria
programme, and the report of the Ad Hoc Committee on Malaria endorsed by the Executive
Board at its fifty- seventh session;

Welcoming the particular attention given to the antimalaria programme at the fifty-

seventh session of the Executive Board, culminating in the adoption of resolution EB57.R26;
Emphasizing the need for WHO to continue to accord priority to the promotion and

coordination of antimalaria activities, and to related research and training, at the
country, regional and global levels;

Noting with satisfaction that several governments have generously contributed to the
Voluntary Fund for Health Promotion- Malaria Special Account;

1. ENDORSES resolution EB57.R26;

2. REQUESTS the Director -General:
(1) to take the necessary steps to implement the action recommended by the Executive
Board in the light of discussions at the World Health Assembly;
(2) to intensify coordination with other international organizations and bilateral
agencies for the mobilization of the necessary resources in support of antimalaria
activities, including the production, development and availability of insecticides
and antimalarial drugs in countries in need of such assistance;
(3) to assist countries in conducting operational studies and developing research
facilities on various aspects of malaria, particularly in the sphere of immunizing
agents;

3. REQUESTS the Executive Board to keep the development of the antimalaria programme
under continuous review and to report, as appropriate, to the World Health Assembly.

Dr MICHEL (France) said that the malaria situation was one about which much was known but
little could be done. The report of the Director- General indicated that research was
developing satisfactorily on the host -parasite reactions, and knowledge on vectors and on the
distribution of the disease and its endemicity was well advanced; the Ad Hoc Committee on
Malaria was right in saying that further studies were unnecessary if programmes of action could
not be developed to follow them up. The limits of the current weaponry of malaria control were
also well known, the most effective insecticides being the most costly, while the 4- aminoquino-
lines were the drugs of choice in some regions. The cost of programmes of control was high,
eradication was even dearer, and trained staff were often being used for other work; also,
a loss of faith in DDT had become apparent, perhaps because of its polluting properties and
the emergence of resistance in certain anophelines.

The integration of malaria programmes in the general health services was often a means of
concealing their inadequacies, yet in his opinion the strategy was right; primary health
services should be used for chemotherapy and prevention, as the Director -General had said to
the Ad Hoc Committee, in order to reduce malaria mortality to a minimum. There was, however,
a problem in ensuring a regular supply of drugs, with the attendant financial and logistic
difficulties. Multidisciplinary national malaria committees, of the kind already existing
in some countries, should be activated by malariologists with such a task in mind.
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His delegation welcomed the creation of the training centre in Teheran; it was hoped

that a similar French - language centre would soon be established. It also welcomed the
concentration of research efforts on the development of new antimalarials and their action on

the organism. National and regional research centres might participate in field assays of

such drugs.

Dr ROASHAN (Afghanistan) said that his delegation wished to associate itself with the
grave concern expressed by the Regional Director for South -East Asia. In neighbouring
Afghanistan the full socioeconomic importance of the antimalaria programme had been recognized,
and it received priority in the health development plans. Eradication would not be practical
in view of the problems faced by his country; notwithstanding technical, biological and other
problems, finance was the most serious impediment to the control programme in view of the rising
cost of the different insecticides needed. Further needs were for research in methodology,
biological and chemical research, and organizational studies; strengthening of international
and regional coordination; and the giving of priority to malaria programmes in view of their
socioeconomic importance in the development process. WHO could play a significant role in

convincing other organizations and governments providing bilateral aid of the last- mentioned
need, which was especially important because any delay jeopardized earlier efforts and invest-
ments and caused great economic losses.

WHO's role in training in malaria was also of capital importance, both with regard to the
establishment of national training centres and in strengthening regional training further.
He emphasized that practical training had to be given under field conditions, so that centres
should be located in areas where malaria control was in progress.

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

The meeting rose at 12.30 p.m.
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HEALTH ASSISTANCE TO REFUGEES AND DISPLACED PERSONS IN THE MIDDLE EAST
(continued from the sixteenth meeting)

Agenda, 3.10

Mr BUKHARI (Pakistan) introduced a draft resolution on health assistance to refugees
and displaced persons in the Middle Eastl, which read as follows:

The Twenty -ninth World Health Assembly,

Recalling its resolution WHA28.35 on the health conditions of the refugees and
displaced persons in the Middle East as well as the population of the occupied Arab
territories;

A

Having considered the Director -General's reports on the health assistance to
refugees and displaced persons in the Middle East;

Mindful of the principle that the health of all peoples is fundamental to the
attainment of a just peace and security;

Deeply concerned at the following Israeli practices such as:
(a) the eviction, deportation and expulsion of the Arab population;
(b) the displacement of the Arab inhabitants of the occupied territories;
(c) destruction and demolition of Arab houses and the confiscation and
expropriation of Arab lands and properties;
(d) the continued establishment of Israeli settlements;
(e) mass arrests, administrative detention and ill- treatment of the Arab

population;
Convinced that the above -mentioned practices gravely affect the physical and mental

health of the Arab inhabitants of the occupied territories and further aggravate the
health and living conditions of the Arabs under Israeli occupation;

1. CALLS UPON Israel to desist forthwith from such practices;

2. REITERATES its call upon Israel to immediately implement the relevant World Health
Assembly resolutions calling for the immediate return of the Palestinian people and
displaced persons to their homes as well as the full implementation of the fourth
Geneva Convention relative to the protection of civilian persons in time of war of
August 1949;

3. REQUESTS the Director -General to continue to allocate appropriate funds to be de-
voted to the improvement of the health conditions of the population of the occupied
Arab territories;

4. FURTHER REQUESTS the Director - General to ensure that the above -mentioned funds be
spent under the direct supervision of WHO and through the provision of representatives
in the occupied Arab territories.

B

Bearing in mind resolution WHA26.56 which established the Special Committee of
Experts to study the health conditions of the inhabitants of the occupied territories
in the Middle East, and resolution WHA28.35 which condemns the refusal of Israel to
cooperate with the Special Committee and calls upon its government to cooperate with
it and particularly to facilitate its free movement in the occupied Arab territories;

Reaffirming resolution WHA24.33 and the relevant provisions of the Constitution
of WHO concerning the failure of Members to meet their obligations to the Organization;

1 Co- sponsored by the delegations of Aghanistan, Algeria, Angola, Bahrain, Bangladesh,
Cuba, Cyprus, Democratic Yemen, Egypt, Guinea, Guinea -Bissau, India, Iraq, Jordan, Kuwait,
Lebanon, Libyan Arab Republic, Mali, Mauritania, Morocco, Mozambique, Niger, Oman, Pakistan,
Qatar, Rwanda, Saudi Arabia, Somalia, Sudan, Syrian Arab Republic, Tunisia, Uganda, United
Arab Emirates, United Republic of Cameroon, Yemen and Yugoslavia.

-605-
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1. CONDEMNS the refusal of Israel to receive the Special Committee as such and calls
once again upon its government to ensure the free movement of. the Special Committee to
all parts of the occupied Arab territories;

2. REQUESTS the Special Committee as such to visit the occupied Arab territories and
to carry out its mandate under resolution WHA26.56 and in particular to achieve the
following:

(a) to investigate the physical, mental and social conditions of the Arab
population in all the occupied territories;
(b) to investigate the physical and mental conditions of the administrative
detainees and prisoners;
(c) to contact directly the Arab population under Israeli occupation, their social

representatives and their humanitarian societies in order to collect first -hand
information on the health conditions of the said population, and to be informed
about their health and requirements;

3. REQUESTS the Special Committee as such to remain in close consultation with the
Arab States directly concerned and the PLO for the implementation of this resolution.

C

Having considered the Director -General's report on health assistance to refugees

and displaced persons in the Middle East,

APPRECIATES the efforts exerted by the Director -General for the implementation of
resolution WHA28.35 and requests him to continue his cooperation with the PLO concerning
the rendering of all necessary assistance to the Palestinian population.

The main considerations in drawing up the draft resolution had been humanitarian ones,

which could not be divorced from the living conditions of the inhabitants of the occupied

territories. The issue was not a political one and should not be treated as such, since

that aspect would be dealt with elsewhere; he hoped it would be regarded as a health issue

alone. To enable WHO to fulfil its role, he urged unanimous support for the draft resolution.

Professor DAVIES (Israel) said that if the purpose of the draft resolution was to deal
with health to residents of the West Bank and Gaza, there was considerable evidence
that the state of health and standard of health services in those areas were superior to those
of any of the neighbouring states. If the purpose of the sponsors was to divert the work of
the Health Assembly to their own political ends, no evidence would ever satisfy them.

Evidence of defects in the health services would be distorted and magnified to become part of
the Arab propaganda campaign that had been continuing for several years. Where there was
evidence of a high level of health services, as was the case, every effort would be made to
have it suppressed, as was happening in the Committee.

Recalling the history of the debate, he said that following allegations of a poor state
of health among residents of the administered territories four years previously, the former
Director -General had been asked to send a representative to the area. That representative
had investigated the matter and written a critical but fair report - too fair for the Arab
States, which had rejected it. The next manoeuvre had been to establish the Special
Committee of Experts. Its joint report had been equally critical but too factual, and
Committee B had declared it inadmissible.

The preamble to the draft resolution introduced by the delegate of Pakistan was a mixture
of distortions, exaggerations and lies and would deny Israel the right to establish settlements,
even on her own territory, or to continue efforts to rehouse refugees living in camps. He
wondered who would consent to be a member of the proposed Special Committee, knowing what

pressures there would be to falsify the facts, and who would believe in the objectivity of a
report of those operating as representatives of countries hostile to Israel. In the unlikely
event of the inclusion of factual material by members of the proposed committee, operative
paragraph 3 of part B -of the draft resolution would ensure continuous brain -washing before,,
during and after their visit.

The facts spoke for themselves. The - lowest infant mortality in the region, apart from
that of Israel, was in Gaza and the West Bank. The greatest expectation of life for any
Arab population, the highest proportion of health personnel, and the most marked improvement
in environmental health and the control of communicable diseases, compared to any Arab country,
had been achieved under Israeli administration. While those facts were known to, but denied
by, representatives of Arab nations in public, thousands of visitors to the administered
territories from Jordan, Saudi Arabia, Kuwait and other countries of the Middle East went to
use the health services there and in Israel.

His delegation sincerely agreed on the need for a political solution to the problems of
the Middle East and hoped that the Arab States would show signs of moving towards peace.
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However, the Health Assembly was concerned with the health and health services of the
administered territories and was not the forum for a political debate. His country would not
support any attempt to change the professional and technical nature of WHO and transform it,
as other United Nations agencies had been transformed, into an instrument for achieving the
political aims of pressure groups. Those who supported the draft resolution, against all the
factual evidence, were debasing the high standards of professionalism on which the name and
reputation of WHO rested. It was one thing - legitimate and desirable - for the Assembly to
direct the goals of WHO; it was quite another to distort the facts and prostitute the
Organization for political gain.

His country would seriously consider all factual criticisms of the health services made
by independent experts and would welcome the cooperation of WHO in the planning of more
efficient services. The precedence of the preservation of health over all other matters had
been an ethical precept of Israel for 3000 years. His country would continue to work for
the improvement of the standard of health in the administered territories and he hoped that
the Arab governments would one day utilize his country's experience for the benefit of their
own peoples.

Professor LISICYN (Union of Soviet Socialist Republics) said that the subject of the
draft resolution under discussion was an important part of the overall problem of the Middle

East conflict. Israel had continued to occupy large areas of Arab territory in the nine
years since its aggression. In those areas, there was a policy of racial discrimination
against, and oppression of, the indigenous Arab populations, who were being driven from their

homes. Those homes were being razed to the ground to make room for settlements for alien
Israeli citizens. Those who resisted were arrested and cruelly treated. As a consequence
of Israel's aggressive policies, the 3 million- strong Palestine Arab people continued to live
as exiles deprived of the right to form their own state. The inhabitants of the area should
be permitted to live in conditions of independence, freedom and peace. The Soviet Union was
in favour of a political solution of the Middle East conflict and considered that that was

possible. In a recent statement, his Government had indicated three closely linked factors
that formed a basis for obtaining a just and lasting peace in the region: first, the with-
drawal of Israeli troops from all Arab territories occupied since the 1967 aggression;
second, satisfaction of the legitimate national demands of the Palestinian Arab people,
including the right to set up their own state; and third, international guarantees of the
security and inviolability of the frontiers of all countries of the Middle East and their

right to an independent existence and development. That basis for a political settlement

took into account the legitimate right of all the parties concerned. It was just to the
Arab States in that it provided for repatriation of exiles to their homeland, the establishment
of their sovereignty over those territories and removal of the threat of new aggression.
Those people could then concentrate on socioeconomic development and also play a greater role

in international affairs. Such a basis for political settlement was also just to the
Palestinian Arab peoples, in that it recognized their right to set up an independent state so
that they would no longer be refugees or under occupation. It was also just to Israel, since
it would guarantee peace and security within recognized frontiers and Israel could then be
confident of the future and could normalize its relations with other countries throughout the
world.

His delegation shared the concern of Arab States at the plight of the inhabitants of the
occupied territories and therefore supported the draft resolution.

Dr YU Lu -yi (China) supported the condemnation, expressed by many delegates, of Israel's
crimes against the inhabitants of the occupied territories. The main problems in the Middle
East were Israeli Zionist aggression and the contention between the two super powers for
hegemony in that area, in the face of the struggle of the Palestinian and other Arab peoples.
Israeli Zionists, aided and abetted by the two super powers, had launched aggression against
the Palestinian and Arab peoples, bringing about untold sufferings to those peoples and making
them homeless. The Palestinian Arab peoples under Israeli occupation lived in an abyss of
misery with extremely poor health facilities. Since the war of October 1967 the two super
powers had attempted to impose a "no war - no peace" situation on the Palestinian and other
Arab peoples, preventing them from recovering their lost territories and regaining their
national rights. The two super powers were using the situation to intensify their
contention in the area. His Government and people had always supported the Palestinian
and Arab struggle against Israeli Zionist aggression and opposed intervention by the super
powers in the Middle East. He supported the Palestinian and Arab peoples' just demands for
the recovery of lost territories and the regaining of national rights and was convinced that
with worldwide support they would eventually succeed. He agreed that health assistance to
the inhabitants of the occupied territories should be strengthened for the improvement of
their health conditions and therefore supported the draft resolution.
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Dr HASSOUN (Iraq) said that his delegation was a co- sponsor of the draft resolution
because of the single fact that the Arab communities in the occupied territories were facing
hard times and were forced to live in an unhealthy environment that led to disease and death.
As an example of that, he referred to a paper presented to a meeting of the International
Public Health Association held in Isfahan in April 1976, by the delegate of Israel, Professor

Davies. The paper had clearly shown that Arab infants fared 17 times worse and were 17 times
more at risk than those of other communities from Asia, Africa and Western countries. The
reasons given by Professor Davies had not been convincing. The real causes were the
unfavourable conditions under which Arabs lived in the occupied territories and the fact that

they were denied the basic human right to physical, mental and social well- being. His
delegation strongly supported the draft resolution and urged its unanimous approval.

Mr EL IBRASHI (Egypt) reiterated that the health situation in the occupied territories
was worsening as a result of Israeli occupation. The dangers faced by the inhabitants,
including displacement, demolition of houses, confiscation and expropriation of lands and
properties, mass detention and torture, affected both their physical and mental health.

He had not referred, as had the delegate of Israel, to private sources of information, but
to impartial international sources, which had established the gravity of the worsening
situation of the Arab populations of the occupied territories. He recalled the contents
of paragraph 19 of the 1974 annual report of the Director of Health of UNRWA and paragraph 21
of the 1975 report, which indicated the health situation of the Arab populations living
outside detention camps and prisons. What, he wondered, was the situation of those inside

such camps and prisons? The draft resolution was largely a repetition of resolution WHA28.35,
which had been adopted at the previous Health Assembly, but, at the request of many Members,
discarded political elements and stressed technical ones. The Israeli manoeuvres regarding
the implementation of the previous year's resolution as to the work of the Special Committee
of Experts had been rejected by the Committee earlier in the discussion. The draft reso-

lution clarified the mandate of that Special Committee. Israel's response to the previous

resolution had been apoliticalmanoeuvre; the position of the Israeli authorities could
be seen from the statement by the Israeli Minister of Foreign Affairs reported in the Swiss
newspaper La Suisse of 17 May 1976. The delegate of Israel had claimed that the inclusion

of the final paragraph of the draft resolution, which concerned the Palestine Liberation
Organization (PLO), was a political manoeuvre and that the Palestinian problem was a refugee

problem. In fact it was a political problem and could only be solved politically.

Dr KARADSHEH (Jordan) said that every year the Committee listened to information presented

by Israel, which indicated that the health services provided for the Arab population of the

occupied territories were comprehensive. That was not so. The hospitals on the West Bank

had existed before Israeli occupation. They had been well supplied, had reached a high level

of scientific development and had had a good reputation in the world. The hospitals

established by Jordan in Jerusalem and Nablus had been seized by Israel and turned into police

and security offices. Although Israel had claimed that many rural health units had been
established, no new clinics or units had been established during the years of occupation other

than a small centre in Salfit. However, dozens of detention camps and prisons had been set

up. Israel had claimed that the number of doctors in the West Bank area had increased.
However, many doctors had been expelled from that area and many doctors and religious persons

who had resisted occupation had been imprisoned. Israel had further claimed that the health

situation in the occupied territories was good. However, it was not reasonable to suppose

that an enemy occupying power would provide health services for those under occupation.
Every statement made by the delegate of Israel was an attempt to falsify the situation in the

occupied territories.

Mr KHATIB (Libyan Arab Republic) said that Israel claimed to be paying attention to the

health of the inhabitants of the occupied territories but, while doing so, had slaughtered an

entire people. Nobody who killed a person or an entire people and nobody who expelled a

people was interested in their health. One of the Prophet Mohammed's sayings was that

whoever saw something wrong should try to rectify it, first, with his hands; if that was not

possible, with his tongue; and if that was not possible, with his heart. He asked delegates

to use their hearts and emotions in considering the matter under discussion.
He had been surprised that he had not heard the voice of Palestine during the previous

day's discussion. The Palestinian people were subjected to Israeli terrorism and were deprived

of their homes. Was that acceptable? Where was the justice in that situation? The

Israelis had inflicted both physical and mental suffering on the population. The represen-

tative of Palestine had been too scared to speak at the Health Assembly lest he should undermine

the security of his brethren living in the occupied territories. Delegates who had seen the

film shown on Swiss television depicting the killing and clubbing of demonstrators on the West

Bank would know the reality of the Palestinian situation. As to the delegate of Israel's
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remarks concerning Lebanon, made the previous day, Lebanon had lived in peace and security for
many years until Zionism had come to the land of the Arabs. Since that time, the region had

known no peace and would not do so until right was restored.

Dr AL AWADI (Kuwait) said that the Israeli practices mentioned in part A of the draft
resolution were not only a political matter, but also directly jeopardized the health situation
of the inhabitants of the occupied territories. The Special Committee of Experts had not been

able to fulfil its tasks. How could WHO attain its goals if it was unable to determine the

state of health of an occupied people who had been evicted or imprisoned and whose homes had

been destroyed? Who was doing the brainwashing? Was it the Arabs who were spreading

propaganda and controlled the mass media throughout the world? It had been claimed that

infant mortality in the occupied territories was the lowest in the area. That was obvious,

since, if the adults were being killed, deported, or prevented from reproducing, there would

be no infants. He referred to a Swiss television programme of 18 May 1976 that had shown

children being beaten and slaughtered by the occupiers.
Claims that Arab people were going to Israel for treatment were ridiculous. Those who

went to Israel were the Palestinian Arabs living in Arab countries, who were the owners of

Palestine with a right to enjoy all the facilities available there. Their attempts to lead

a decent life were frustrated by the efforts of the Zionist forces to turn Palestine into

Israel. The draft resolution was clear and he urged all delegates to give their backing to
the people of the occupied territories by supporting it.

Mr SOOD (India) said that his country was proud to be a sponsor of the draft resolution
before the Committee, which answered the Belgian delegate's question as to the Indian dele-
gation's intentions after it had moved at the Committee's fifteenth meeting, on a point of
order, that the report of the Special Committee of Experts should be considered inadmissible.

He hoped that the Belgian delegate now understood the reasons and would withdraw his
objections.

In the early 1950s, when the newly emerging countries had joined the community of nations,

they had sometimes been accused of pious sentimentality. Now, some of the delegates who had

made that accusation were using the same tactics. The sponsors of the draft resolution, on the
other hand, were speaking about hard facts. What they were essentially requesting in the
draft resolution was that the Government of Israel should desist from further eviction and
physical, social and mental maltreatment of the population in the occupied Arab territories and
that they should give the Special Committee full freedom to investigate health conditions.
He therefore wondered what was the purpose of the Israeli delegate's rhetoric and what he was
trying to hide if the health conditions in those territories were as good as he said.

In his view, Israel was trying to hide a number of facts and figures. Despite the
statement by the Israeli Foreign Minister referred to by the Egyptian delegate, the Israeli
delegation still maintained that health conditions in the occupied territories had improved.
Part B of the draft resolution once again called upon the Government of Israel to allow the
Special Committee to visit the occupied territories and report on the health conditions there,
granting them full freedom of movement and access to all the people they wanted to meet. He

appealed to delegates to request the Government of Israel to allow the Special Committee to
visit those territories as a committee in order to investigate conditions and contact the

inhabitants.

Dr HASSAN (Somalia), speaking on a point of order, moved the closure of the debate on the
item in accordance with Rule 61 of the Rules of Procedure.

At the request of the CHAIRMAN, Dr SACKS (Secretary) read out Rule 61.

Professor MENCZEL (Israel) opposed the motion for closure because the truth had been so
distorted in the statements made so far that if delegates were really interested in the health
services in the administered territories, there should be a full discussion on the item.
Israel was doing everything possible to improve the health services in those territories.
The population of the Gaza Strip had increased by 60.3% and that of the West Bank by
12.2% under its administration.

The CHAIRMAN invited the Committee to vote on the motion for closure of the debate.

Decision: The motion was adopted by 59 votes to 4, with 21 abstentions.

Dr RANZI (Syrian Arab Republic) asked the names of delegations remaining on the list of
speakers before the motion to close the debate.
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The SECRETARY pointed out that Rule 61 of the Rules of Procedure clearly stated that if
the motion to close the debate was adopted, the Health Assembly should thereafter vote only on
the one or more proposals moved before the closure, whether or not any other delegate, or
representative of an Associate Member,had signified his wish to speak.

The CHAIRMAN accordingly invited the Committee to proceed to the vote on the draft
resolution before it. He drew attention to the new Rule of Procedure adopted in resolution
WHA29.37 to follow Rule 74, which provided that before the voting had begun or after the voting
had been completed, a delegate or representative of an Associate Member might make a brief
statement, consisting solely of an explanation of vote. He therefore invited delegates who
wished to do so to explain their vote before the vote.

Dr EHRLICH (United States of America), speaking in explanation of vote, said that the
Committee would not be surprised to hear that his delegation found the draft resolution quite
unacceptable. For example, part A attempted to give WHO the powers and responsibility of the
Security Council. His delegation also opposed the idea that the Director -General should
conduct programme activities in the occupied territories independently of UNRWA. In the light
of the Special Committee's experience so far and Committee B's decision at its fifteenth
meeting, part B had no chance of being implemented and could only lead to further frustration
on all sides and serious disputes at the next Health Assembly. Finally, part C encouraged the
strengthening of a relationship between WHO and the PLO.

The Committee's action in recent days had virtually stripped the agenda item under
discussion of all but its political content. The health concerns that it had originally
embodied seemed to have been discarded. His delegation considered that the discussion and
settlement of such political issues did not lie within the competence of the World Health
Assembly. Moreover, the repeated introduction of such issues detracted from the creditability
and reputation of the Organization as a world health body. Consequently, his delegation would
vote against the draft resolution.

Mr BARTON (Canada) said that the preamble to the WHO Constitution stated that the purpose
of the Organization was to promote and protect the health of all peoples. In its pursuit of
that goal, WHO could be called upon to investigate any situation that might be detrimental to
the general health of peoples. In an effort to carry out its mandate and pursuant to a number
of resolutions passed by the World Health Assembly, members of a Special Committee constituted
by that Assembly had visited the occupied Arab territories at the invitation of the Israeli
Government and had prepared a report on their findings which was to have been submitted to the
current session. As indicated by its vote at the fifteenth meeting of Committee B, his country
did not agree that that report should have been ruled as "inadmissible ", since any information
on the health of the peoples in the occupied territories was germane to the mandate and role
of WHO.

The Canadian delegation would vote against the draft resolution because it contained
extraneous judgements of a strictly political nature and elements which were questionable and
would hinder the Organization in its efforts to carry out its primary role, namely the
promotion and protection of the health of all peoples.

Professor HALTER (Belgium) said that at its fifteenth meeting he had solemnly appealed
to the Committee not to create a situation that would deprive a number of people of an
investigation and therefore abandon them to the suffering they were said to undergo. He

had never received a satisfactory reply to his questions at that meeting, when he had hoped
he would be able to associate himself with a decision that would have led to new investi-
gations and progress in the Committee's work.

The explanations of vote given by certain speakers showed that the draft resolution before
the Committee would not solve the problem. He would not speak of part A of the draft reso-
lution, which contained elements which were outside the competence of the Committee, or of
part C, which would certainly not improve the situation. He would therefore restrict his
remarks to part B, which related to the earlier discussion when his and other delegations had
argued that the report of the Special Committee of Experts should be considered, even if the
outcome was a new appeal to Israel to allow the Special Committee to visit the territories
as a whole rather than individually. Part B of the draft resolution claimed to define the
Special Committee's mission more clearly. It certainly contained some new elements. What
was much more serious, however, was that it laid down conditions for the mandate of the
Special Committee that no host country could accept. The present text would in fact create
additional difficulties, so that the refugees and displaced persons in the Middle East in whom
the Committee claimed such interest would have to wait a long time before anyone knew what was

really happening to them. In the light of conflicting information, he had been unable to

form an opinion on the true situation. The only way to learn more was to examine the report

that had been declared inadmissible and to formulate, in a new draft resolution, a new mandate
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for the Special Committee that would be acceptable to a country from the viewpoint of
national sovereignty. To ask, as proposed in part B, operative paragraph 3, that a committee
which should be independent should carry out its mission in close consultation with one of the
parties concerned would deprive any report it might make of any meaning, even if the country
it was visiting agreed to renounce its national sovereignty to the point of enabling the
mission to be carried out under those conditions. The only possible solution was to vote
against the draft resolution, which he would unfortunately feel obliged to do, and then to
submit a new resolution requesting the Committee to return under its former mandate and
complete its report. That might enable the Organization to fulfil its mission in the health
field.

Dr LEBENTRAU (German Democratic Republic) said that he had abstained on the motion for
closure of the debate because he had not yet had an opportunity to speak on the item.

It was obvious that under present conditions in the occupied territories, the physical,
mental and social well -being of the Arab population could not be guaranteed. He shared the
view that a satisfactory solution of all those problems could only be achieved by a political
settlement of the Middle East conflict. His delegation strongly supported the draft reso-
lution and would vote for it.

N

Mr MARMARA (Malta) said that his delegation would vote in favour of the draft resolution,
of which it wished to become a co- sponsor.

Mr SEABOURN (United Kingdom of Great Britain and Northern Ireland) said that his
Government was acutely conscious of the importance of the humanitarian problem of health
assistance to refugees and displaced persons in the Middle East. He therefore regretted
that the discussions on the item at the current Health Assembly had seemed unlikely to
advance progress towards its solution.

His delegation would vote against the draft resolution because it contained a number of
unacceptable elements. For example, part A raised several points with which WHO was not
competent to deal and which should more appropriately be dealt with by other bodies in the
United Nations system. In part B his delegation was unable to support the reaffirmation of
resolution WHA24.33, for which it had not voted. While regretting that Israel had not seen
fit to receive the Special Committee as such, it was not prepared to condemn that, especially
since the members of that Committee had been admitted individually, had not claimed that their
work had been handicapped, and had produced an apparently objective report. His delegation
could not support a mandate for the Special Committee that seemed to restrict its independence
and freedom of operation. Finally, the suggested terms of reference seemed to go far beyond
those required to ascertain the health of the population in the territories concerned.

Mr VAN NOUHUYS (Netherlands) endorsed the views expressed by the United Kingdom delegate
and said that his delegation also would vote against the draft resolution.

Mr TOROVSKY (Austria) said that his delegation would vote against the draft resolution
because the report of the Special Committee had been declared inadmissible - a substantial
decision based on substantial arguments but introduced by a point of order, which was

juridically a very peculiar procedure. His delegation had voted against the motion to

reject the report, not because it had formed an opinion as to its accuracy, but because it
considered that procedure to be contrary to the free exchange of views usually enjoyed in WHO.
His country would have preferred an objective discussion of the report in order to assess its
merits and failures. It would then have sponsored the continuation of the work of the
Special Committee and would have urged Israel to give unconditional support to the experts
to enable them to obtain a clear and objective picture of conditions in the territories

concerned. The declaration that a duly circulated document of the Organization was inadmis-
sible had prevented any objective approach to the problem.

His delegation could support the points in the draft resolution requesting the continuation
of the work of the Special Committee; however, the rejection of the Special Committee's report
and the wording of the draft resolution had been based primarily on political and not factual

grounds. His delegation believed in the work of WHO as a non -political specialized agency
and therefore could not vote for the draft resolution.

Professor HALTER (Belgium) pointed out that when speaking of national sovereignty in
his preceding statement, he had meant that of the State of Israel itself, which the Special
Committee would probably have to cross in order to reach some of the occupied territories,
and wished to make it quite clear that he was not suggesting that Israel exercised national
sovereignty over those territories.
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Baron VON STEMPEL (Federal Republic of Germany) said that his delegation would vote
against the draft resolution for the reasons given by the delegates of the United Kingdom
and the Netherlands.

Mr BRECKENRIDGE (Sri Lanka) said that during the debate it had been said that the
delegations that supported the draft resolution would be prostituting WHO and destroying its

professionalism. His country had already been the subject of such calumnies when one of its
representatives had been associated with another committee on Israeli practices in what
Israel called the "administered" territories. He supported part A of the draft resolution
because WHO dealt with health as a complete whole, taking into account not only curative
medicine and hospitals but the overall health of the people. It could not therefore be
blind to the fact that conditions in the occupied territories such as deportation, demolition
of houses, mass arrests and detentions, andill- treatment, formed part of the health problems

of their inhabitants. The report of the Director of Health of UNRWA showed that there was
sufficient cause for alarm at the health situation in the occupied territories.

With regard to part B of the draft resolution, the adoption of political attitudes by
Committee B was caused by the arguments used for refusing to allow the Special Committee to
visit the occupied territories as a whole. It was a gross insult to health experts to be
refused permission to visit territories as a committee appointed by the Health Assembly
because they were said to be politically prejudiced or because the Assembly had no mandate
to send a committee of experts to judge for itself the health situation of the inhabitants
of the occupied territories. Had the Special Committee been allowed to visit those terri-
tories and prepare and submit a report to the World Health Assembly, the issue would have
been completely depoliticized.

His delegation would therefore vote in favour of the draft resolution, which it was
convinced would not prevent the Health Assembly from discussing the matter further.

Miss LENNERS (Luxembourg) said she would vote against the draft resolution for the
reasons outlined by previous speakers, notably the delegates of Belgium and the United
Kingdom.

Miss VON GRUNIGEN (Switzerland) said she too would vote against the draft resolution.
The report of the Special Committee of Experts should have been accepted and discussed
by the Assembly, even if the conditions under which that Committee had operated were not
entirely satisfactory, since it was in the interests of the occupied territories that the
Health Assembly should give its verdict on the findings. An additional reason for making
a thorough investigation of the questions raised was that the experts had not themselves
expressed any reservations about the task entrusted to them. The draft resolution was
therefore ignoring important facts.

In adopting that position, however, her delegation was in no way expressing an opinion
on the political issues involved, because its policy was one of neutrality and also because
it considered that the draft resolution contained a number of proposals that merited
consideration. She urged that WHO should continue its efforts to improve the health
conditions of peoples in the occupied territories.

Dr MAHNEKE (Denmark) said his delegation would vote against the draft resolution
because it was convinced that it did not help towards a solution of the humanitarian problem
of health assistance to refugees and displaced persons in the Middle East.

The previous year, his delegation had deplored the fact that Israel had not allowed
the Special Committee to carry out its proper functions. However, the situation had
improved since that time and the present report of the Special Committee was based on visits
to the occupied territories. He greatly regretted that the Assembly had not been given the
opportunity to discuss the report, but on the contrary was confronted with a resolution
condemning Israel for its refusal to cooperate with the Special Committee, a resolution which
disregarded recent developments. He also regretted that the proposed new mandate for the
Special Committee was not consistent with what he regarded as fundamental guarantees for an
independent and impartial committee of inquiry.

His delegation could not accept the reaffirmation of resolution WHA24.33 contained in
the second preambular paragraph of part B of the draft resolution, since it had not supported
that resolution at the time it had been voted upon by the Health Assembly.

Mrs ANDERSON WHEELER (Ireland) said her delegation would vote against the draft
resolution for reasons similar to those already outlined by the delegates of Belgium and
the United Kingdom.

Dr FJAERTOFT (Norway) said his delegation could not vote for the draft resolution for
two reasons. First, in accordance with the decision taken by vote two days previously,
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the Special Committee's report had not been considered by the Committee. If the report had
been examined and found wanting, the situation would have been different, but in the present
circumstances it was not warranted to ask for a new report. Secondly, his delegation
objected to the second preambular paragraph of part B of the draft resolution referring to
the Constitution of WHO. Norway believed that the principle of universality should be
applied in WHO as in all international organizations, and could not accept any intimation
that certain Member States should be excluded.

His delegation's decision to vote against the draft resolution, however, in no way
affected its position regarding the health and social conditions of refugees in the Middle
East.

The CHAIRMAN put the draft resolution on health assistance to refugees and displaced
persons in the Middle East to the vote.

Decision: The draft resolution was approved by 57 votes to 16, with 16 abstentions.I

Dr KEISAR (Israel), explaining his delegation's vote, said that the atmosphere in the
Committee had become one of a Kafkaesque world dominated by absurdity and irrationality, in
which any resolution could be passed by an automatic majority in defiance not only of the
wishes of members but also of intelligence and logic. The resolution bore no relation to
reality and was a tissue of lies; a typical example was the reference to the Special
Committee of Experts. That Committee, consistingof three members, had been received in
Israel and had freely visited the administered territories; it had met doctors, nurses,
and the inhabitants of those territories, and had published an official report which
followed upon an earlier report made by the representative of the Director -General three
years previously. In the view of the Arab delegations, however, those reports did not
sufficiently denigrate Israel, and it was for that reason that the present grotesque
farce was being revived. For those delegations the Special Committee had never existed and
had never visited the territories in question, and its published report was inadmissible.
He wondered what had happened between the publication of the report and the gagging, by means
of a mere procedural manoeuvre, of the Chairman of the Committee of Experts; the pressure
exerted must have been considerable since the experts concerned had been disavowed by their
own governments. There could be little objectivity in a committee whose members were thus
dependent on their governments.

The approach followed by the Arab delegations was clear; it was to bring the discussion
away from health matters and into the political arena. Whereas it would have been expected
that the major concerns of the Health Assembly would be the combating of disease, malnutrition
and other scourges of mankind, the Arab delegations persisted in denying the very existence
of those concerns, and that was the most serious aspect of the situation. He believed that
what was at stake was far more than the draft resolution that had just been adopted; it was

no less than the true nature of the Organization, and what was taking place might well in

the long run destroy it. He urged the Assembly to return to reality, and thus enable WHO
to fulfil its real function, namely to combat disease and underdevelopment through the skills
and resources of those who could provide them. To adopt any other position could only sound
the death knell of the Organization.

He pointed out that by means of an automatic majority it was possible to close any

debate, win any vote, and to pass any kind of resolution. On 5 October 1938, only two
Deputies in the French Parliament had opposed the Munich policy, and what had followed was
only too well known. It was for that reason that his delegation had voted against the

draft resolution.

Mr REKOLA (Finland) said his delegation had abstained in the vote on the draft resolution
because it regretted that the Special Committee's report had been judged inadmissible before
Committee B had been given the opportunity for a thorough discussion of the item. Its most

important reservation with regard to the resolution concerned the second preambular paragraph
of part B, which implied a limitation on the rights of Member States as defined in Article 7

of the Constitution. His country had always subscribed to the principle of universality
for all bodies within the United Nations system, and it was strongly opposed to any limi-
tations on the rights of a Member State to participate in the activities of those bodies.

Mr VOZZI (Italy) said that although the question under discussion involved political
interests, it also involved humanitarian and social interests that deserved the highest

1
Transmitted to the Health Assembly in the Committee's seventh report and adopted as

resolution WHA29.69.
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degree of protection. His country's position on the solution of the problem of the

occupied territories was well known; it was concerned that all populations everywhere should
enjoy the maximum of protection from the physical, mental and social points of view. Clearly,
that protection needed to be even greater in the occupied territories, for the Government of
Israel had an even greater responsibility from the international point of view towards the

population of such territories. It was within that context that the problem should be con-

sidered.
The draft resolution contained a number of positive elements, but it also contained

elements to which he could not subscribe. For example, certain sections of the resolution

went beyond the scope of the Health Assembly, and statements were presented as accepted fact
which had yet to be proved. He also had reservations as to the mode of operation envisaged
for the Special Committee, which would need to be assured of a high degree of independence.
For those reasons, his delegation had been unable to approve the draft resolution and had felt

bound to abstain.

In reply to a request by Mr BUKHARI (Pakistan) for the floor for an explanation of vote,
the CHAIRMAN reminded him of the new Rule of Procedure (to follow Rule 74) contained in
resolution WHA29.37, under the provisions of which, as a co- sponsor of the draft resolution,

the Pakistani delegation was not entitled to explain its vote. He therefore called on the

delegate of Egypt, who wished to exercise his right of reply.

Dr KEISAR (Israel), on a point of order, objected that there was no right of reply to

explanations of vote. Since he had not mentioned the Egyptian delegate by name, he did not
see why that delegate should have the right of reply.

The SECRETARY drew the Committee's attention to the new Rule of Procedure recently
adopted by the Health Assembly, which would follow the existing Rule 57. The new Rule
provided that the right of reply should be accorded by the President to any delegate or
representative of an Associate Member who requested it. Delegates and representatives of
Associate Members should, in exercising that right, attempt to be as brief as possible and
preferably deliver their statements at the end of the meeting at which that right was

requested.

Mr EL IBRASHI (Egypt) said that the Israeli delegate had attacked the Organization and
members of the Committee, and had referred to an automatic majority and to pressures exerted

by Arab delegations. He could not accept those allegations. No decision had been taken by
an automatic majority, since every Member of the Organization was a sovereign State, and
there had never been any pressures exerted by Arab countries. The only way in which those
countries, which numbered a mere 20, could exert pressure on the international community was
if the rest of that community supported them and believed their cause was just. Although
the delegate of Israel had stated that the draft resolution would not be accepted or
implemented by Israel, he expressed the hope that the international community as a whole
would endeavour to give support to the cause of justice and right.

Dr del CID PERALTA (Guatemala) said that, for the reasons mentioned by the Finnish
delegate, namely that the Special Committee's report had not been accepted or discussed,

his delegation had abstained from voting on the draft resolution.

Professor REXED (Sweden) said his delegation had voted against the draft resolution on
the ground that the Committee had not been given the opportunity for a thorough discussion

of the question. In the light of the Committee's decision not to discuss the Special
Committee's report but to declare it inadmissible, the draft resolution could only do

serious harm to the Organization's credibility. In the second preambular paragraph of
part B of the resolution, reference was made to Article 7 of the WHO Constitution, regarding
the suspension of voting rights of a Member State. His country had always subscribed to the
principle of universality within the United Nations system, and was firmly opposed to any

attempt to limit the right of a Member State to participate in the work of the Organization.
Although part A of the resolution contained some principles that his delegation could

support, he believed that WHO was not the proper forum in which to discuss political issues.
His country had voted in favour of resolution WHA26.56, under which the Special Committee had

been established. His country's negative vote on the draft resolution just approved should

not be interpreted as unwillingness to render further assistance to refugees and displaced

persons in the Middle East. Sweden welcomed the initiative already taken by the Director -

General to implement WHA28.35, as outlined in his report, and was convinced that no effort
should be spared to improve the health conditions of refugees and displaced persons in the

Middle East.
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Professor DE CARVALHO SAMPAIO (Portugal) said his country's position was that the
problem of the occupied territories of the Middle East was essentially a political one, and
WHO was not the proper forum in which to discuss it. That position had already been stated
at the United Nations on several occasions. Portugal had therefore abstained from voting on
the draft resolution.

Mr IZHAR (Indonesia) said that the Israeli delegate had touched on the relationship
between the findings of the members of the Special Committee of Experts and the views of their
respective governments. He reiterated that the Indonesian member of the Special Committee
had been appointed purely in a personal capacity and as a health expert. His participation
in the Special Committee did not imply that its findings reflected the views of the Indonesian
Government.

Mr PEREIRA DA FONSECA (Brazil) said his delegation had voted in favour of the draft
resolution, not because it had been subject to any pressure, or because it affiliated itself
with any automatic majority, but because of its opposition to the occupation of territories by
foreign powers. Brazil had always supported the principle of self -determination, and con-
sidered that a political occupation of the kind under discussion was inimical to the well -being
of its inhabitants and notably to their health.

The CHAIRMAN reminded the Committee that the right of reply was granted only by the Chair;
he would give the right of reply to only two more speakers.

Mr BUKHARI (Pakistan) said that although the Israeli delegate had described the
Committee's proceedings as absurd, what was in fact under discussion was a tragedy in which
Israel was the main protagonist. It was unfortunate that, in that role, Israel failed to
admit its own share of responsibility, and he urged that it display more honesty in that
regard.

As a co- sponsor of the draft resolution just approved by a large majority, he thanked all
those who had voted in favour of it and had thus given aid and support to those unseen multi-
tudes in the occupied territories. Those people could not be said to live, but merely to
exist, since they were denied the basic human rights. He did not agree with those delegates
who had voted against the draft resolution that the question was a political one; the right
to life was not a political, but a humanitarian issue, and delegates should not merely pay lip
service to its importance but should give active support to it by their vote. It was grati-
fying to note that the majority of countries had recognized that fact, and had given their
vote on principle rather than because of political considerations. He noted that many
delegates, in explaining their votes, had stated that the draft resolution contained certain
elements that were worthy of support and to which they would have subscribed if the rest of
the resolution had been acceptable. The sponsors of the draft resolution had been inspired
solely by concern for the suffering people of the occupied territories, and its approval
should be regarded as a moral victory that could only gladden the hearts of those who sub-
scribed to WHO's ideals.

He stressed that his own delegation, as well as other delegations, had not rejected the
report of the Special Committee blindly, but on the grounds that the Committee had not ful-
filled its mandate. The report dealt only with visits to clinics and hospitals and had not
concerned itself with the living conditions of the ordinary Palestinians in the Middle East.
His delegation would have wished the Special Committee to visit all Palestinians in the area
and report on the conditions under which they lived.

Dr KEISAR (Israel), in reply to the delegáte of Egypt, said that his delegation had
simply stated that it would vote against the draft resolution; it had never indicated what
its attitude would be to that resolution if it were adopted.

The meeting rose at 5.10 p.m.



TWENTIETH MEETING

Thursday, 20 May 1976, at 8.30 a.m.

Chairman: Dr Z. M. DLAMINI (Swaziland)

1. SEVENTH REPORT OF THE COMMITTEE

At the invitation of the CHAIRMAN, Professor KHALEQUE (Bangladesh), Rapporteur, read
out the draft seventh report of the Committee.

Decision: The report was adopted (see page 645).

2. REPORTS ON SPECIFIC TECHNICAL MATTERS Agenda, 2.5

Development of the antimalaria programme (continued from the Agenda, 2.5.17
eighteenth meeting, section 2)

The CHAIRMAN recalled that a draft resolution on the development of the antimalaria
programme had been introduced by the delegate of India at the eighteenth meeting on behalf
of the delegations of Afghanistan, Bangladesh, Guatemala, India, Italy, Kenya, and Venezuela.

Professor KHALEQUE (Bangladesh) deplored the fact that the fight against malaria was

being lost. The malaria programme in Bangladesh had been one of the best, but during the
last three years the number of cases had doubled each year. His Government's policy was one
of total involvement - political, social, and technical. The malaria programme had been
integrated into the general health service and especially with primary health care, although
it retained its own identity and was being given due importance, particularly in areas of

high endemicity. Staff who had formerly held temporary appointments were being placed in the
permanent cadre in order to show the serious concern of the Government and to make the pro-

gramme more effective. Research was proceeding both in the field and in institutions.
The factors involved in the strategy of malaria control had been highlighted in the

report of the Director -General, who was to be commended on his timely intervention. The Regional
Director for South -East Asia was to be congratulated for arranging the recent consultative
meeting on malaria at the Regional Office.

Dr PLIANBANGCHANG (Thailand) said that the Director -General's report held promise of
developing new approaches towards combating malaria. It was to be hoped that WHO would
increase its efforts to help Member States in controlling and eradicating the disease.

In the report by the Ad Hoc Committee on Malaria (Official Records No. 231, Part I,
Annex 7) Thailand was listed as one of the countries in which malaria eradication was making
slow progress. The incidence of the disease in his country had increased at an alarming
rate over the past three years, for technical and administrative reasons including the
relaxation of criteria for the conduct of the antimalaria programme and cut -backs in essential
staff and supplies owing to insufficient funds. Thailand had started its malaria eradication
programme in 1965, but the disease was still widespread throughout the country, with variations
in the degree of endemicity. Substantial progress had been made since the programme began:
at the outset, 26.7 million people were covered by the attack phase and 3.6 millions by the
consolidation phase; by 1975, the corresponding figures were 6.4 and 31.5 millions. The
ultimate goal was still malaria eradication in most of the country, with long -term control in
the border and mountainous areas, where approximately 7 million people lived.

Three species of malaria parasite occurred in Thailand: Plasmodium vivax, P. malariae,
and P. falciparum. P. falciparum was found in 1962 to have a poor response to chloroquine,
and about 90% of infection by that species currently demonstrated some degree of resistance.
There were five known and two suspected anopheline malaria vectors in Thailand, all of which
were still susceptible to DDT. However, field studies had shown that malaria transmission
by some of those species could not be interrupted rapidly, despite the effect of DDT on their
vectorial capacity.

The mortality rate from malaria had declined from 297 per 100 000 population in 1947 to
14 in 1973, and the morbidity rate from 286 per 1000 in 1947 to 5 in 1965. The annual
parasite incidence had risen from 1.3 to 6.7 during the period 1970 -74, being 5.5 in the
first nine months of 1975. That rise was due to many factors: widespread internal migration
of populations seeking to work in agriculture, mining, and forestry; the resistance of

1 For text, see p. 603.
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P. falciparum to chloroquine; the lack of microscopists, leading to treatment delays; an

increase in man -made mosquito breeding places, with a lack of appropriate legislation; the

150% increase in the price of DDT within two years; and cut -backs in essential procedures,

owing to inadequate budgetary allocations. Furthermore, tens of thousands of refugees had
sought shelter in Thailand, many of them malaria parasite carriers, presenting a potential

transmission problem. Finally, guerilla activities made it impossible for malaria control
workers to reach certain highly infected areas.

Nevertheless, Thailand was still attempting to eradicate malaria. The eradication
programme for the next five years was included in the Fourth Five -Year National Health Plan,
with the target of reducing the mortality rate by 50 %, emphasis being placed on the increased
integration of the programme in the general health services. In view of the limited

resources in money and manpower, that would mean changes in programme administration.
Operations would have to be adapted to local geographical and demographic conditions, and
more research on vectors would be needed. Personnel needed to be retrained to suit the new

circumstances. External aid continued to be essential. WHO and other donor agencies had
contributed considerably to Thailand's past achievements and his country looked to WHO for
further assistance with the malaria programme.

He supported the draft resolution.

Mr AVRAMIDIS (Greece), also supporting the draft resolution, stressed the complexity of
the problem of malaria eradication.

In Greece, 215 cases had been detected from 1963 to 1975 among persons infected abroad,
60% of those having occurred from 1971 to 1975. Almost 46% of the total were P. vivax
infections, 35% P. falciparum, and 18% P. malariae. The most frequently affected age -group

(32 %) was that of 21 -30 years old, and the most frequently affected profession group (47 %)

was sailors. Most imported cases had come from Africa.

There had been no indigenous case in Greece since 1973, but in view of the presence of
three anopheline vector species, intensive surveillance was being maintained. It was

necessary for all physicians to be acquainted with the clinical symptoms of malaria, so that
they could make a prompt diagnosis and institute treatment in good time.

Dr AKALAY (Morocco) said that malaria was one of the great endemo- epidemic diseases that
had ravaged his country for centuries. Malaria control had begun more than 60 years
previously and had passed through several stages, the first being to reduce the incidence to
a tolerable level. The health policy of Morocco had been reoriented from 1960, when it had
been decided to provide the whole country with a basic health infrastructure, multidisciplinary
in approach and aimed at dealing with the main communicable disease problems, by replacing
the impersonal mass methods by more personalized, more modern, and more effective action.
Such an infrastructure, based on a mobile rural service, should be able to support a malaria
eradication programme. The programme was a main component of the public health activities
integrated in the normal functioning of the preventive health network.

In 1961, the Central Service for Malaria Eradication had been established, with an office
of operations and epidemiological information, a haematological laboratory, and an entomological
laboratory. Morocco had not adopted the widely used method of massive DDT spraying of houses

during the period of transmission of the disease, because the foci were of varying importance,
funds for carrying out massive countrywide operations were lacking, and in most of the
malarious regions the health infrastructure was inadequate to ensure full spraying coverage
and the subsequent consolidation and maintenance. Instead, it had proceeded gradually,
successive stages being carried out as health centres and dispensaries were set up and
personnel and supplies provided. Morocco was now about to attack the last few strongholds
of the disease.

Investment in the programme had been heavy, but was matched by the results. Whereas
there had been 30 893 cases in 1964, there had been only 280 in 1975. The search for the last
cases, which were increasingly difficult to find, was proving a thankless task for the nurses
and microscopists involved, but the control work and surveillance could not be relaxed. The
epidemiological situation gave grounds for hoping that the disease would be entirely
eradicated, and that chance should not be missed. If it were, heavy expense would be incurred
to the detriment of other, equally indispensable, programmes aiming at an increased standard of
living for the population. He added that Morocco had launched its pre -eradication programme
in 1962 as a result of agreements concluded with WHO in 1961.

He had outlined the situation in Morocco to show that the situation could vary from one
country to another, and that health services should seek solutions that took all the charac-
teristics and possibilities of each individual country into account. Experience in his own
country had shown that progress in malaria control ran parallel to the development of the
basic infrastructure.

He added his support to the draft resolution.



618 TWENTY -NINTH WORLD HEALTH ASSEMBLY, PART II

Professor CORRADETTI (Italy) said that the deterioration in the world malaria situation
in recent years was the result of old and new errors. In many cases there had been unjusti-
fied enthusiasm for eradication that had proved unfeasible or premature and had been followed
by the discontinuation of all antimalaría measures. It had been forgotten that malaria
eradication was much more costly than measures for keeping the disease at a low level, with
the result that several countries were currently facing serious problems and even epidemics.

There were no miracles to be expected in the fight against malaria, which would be long.
Countries with high malarial endemicity would have to aim at eliminating mortality and
keeping morbidity at a low level for a very long time. If no new weapons were discovered,
some problems would become even more acute during the next twenty -five years. Malaria para-
sites would become increasingly resistant to chloroquine, and that resistance would spread
to new areas. Resistance of vectors to insecticides might also spread to new areas and lead
to new outbreaks and epidemics.

In the circumstances, WHO's work in training malariologists and in developing malaria
research was very valuable. The search for a vaccine was a research field of outstanding
importance. Although malaria had been eradicated in Italy in 1952, it was at the Istituto
Superiore di Sanitá that in 1966 the first effective vaccine had been prepared against
experimental malaria induced by P. berghei in rats. That had been followed by a further
vaccine, which also greatly attenuated the infection. Many recommendations for research
had been made in WHO Technical Report Series No. 579, but the most important line of research
was, he believed, to determine whether vaccines proved effective in rats could also save human
lives and attenuate infection in man. The situation as regards malaria vaccination had been
stated at the WHO Symposium on Malaria Research held in Rabat in 1974, the main points being
that vaccines made with irradiated or fragmented P. berghei protected rats from death and
attenuated a subsequent infection; the vaccines were harmless; the activity in malaria
of vaccines prepared from human parasites would be known only after they had been tested in
the field in areas of high endemicity; and such vaccines should be prepared only against
P. falciparum and used to protect infants. The vaccines were species- specific and even
strain -specific. It was therefore up to governments of malarious countries to prepare on the
spot and test in the field vaccines against the local strain of P. falciparum.

Dr LEBENTRAU (German Democratic Republic) said that the underlying problems had been
analysed by the Ad Hoc Committee on Malaria, whose conclusions and recommendations he
strongly supported. In particular, he agreed that malaria control or eradication should
receive priority in the countries affected and that supraregional coordination and coopera-
tion, as well as technical and financial support, should be provided. Health personnel
serving in malarious areas needed to be adequately trained, as had been stressed in
resolution EB57.R26. It was essential to gain the interest, cooperation and participation

of the population by comprehensive health education.
Malaria and some other tropical diseases would remain a serious health problem in years

to come. In his country, the examination, follow -up, and immunization of persons travelling
to tropical and subtropical countries was stipulated by law. Persons suffering from
tropical diseases were treated at three clinical centres. Malaria was a notifiable disease,
as were most other infectious diseases. Medical students from overseas received special
education in tropical medicine, and physicians were continuously trained in tropical medicine
by means of conferences and courses. Only by global efforts, supported by most countries,
would malaria be eradicated.

He supported the draft resolution.

Dr JAROCKIJ (Union of Soviet Socialist Republics) expressed the Soviet delegation's
satisfaction with the intensification of WHO's activities in the field of malaria. The
Organization's efforts to strengthen its leading role in work on malaria control and research
were apparent from the report of the Ad Hoc Committee on Malaria and the Director -General's
report. The personal contribution of the Director -General - as exemplified by Appendix 2 to
the Ad Hoc Committee's report (Official Records No. 231, Part I, Annex 7) - merited special
appreciation.

The valuable work carried out by the Ad Hoc Committee in identifying, in cooperation with
the Secretariat, the particular activities that should be intensified, had already yielded
results; national courses for the training of malariologists had been established in a
number of countries, several meetings on malaria had been held, and the activities of UNICEF
had been intensified. Further efforts were required on the part of WHO and governments to
secure the increased participation of UNDP and other international organizations. It was
important not only to maintain the present level of activity but also to continue efforts to
intensify the work along the proposed lines.

His delegation, although agreeing that malaria control could not be successful without
the full support of governments and the national will, considered that WHO should play a more
active role in some countries - particularly in countries of tropical Africa where malaria was
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highly endemic but activities to control it were very limited and experience was consequently
lacking. Of the estimated total of 120 million cases of malaria in 1974, 100 million had
been in Africa south of the Sahara. National programmes should be established in those
countries, with WHO assistance, for the multilateral assessment of the malaria situation and,
where possible, for malaria control. There had long been a need to establish those pro-
grammes; they might, of course, be limited in scope during the initial stages, in view of
the lack of material and manpower resources. The health authorities, with WHO, must be
really active in discussions with governments, and the highest government authorities must
be kept informed and encouraged to take action. In countries with holoendemic malaria, in
addition to the establishment of national malaria committees as recommended in the Executive
Board's resolution EB57.R26, realistic national programmes should be worked out and malaria
training courses should be organized, adapted as far as possible to the country's ecological
and epidemiological situation and socioeconomic structure. Many countries in Africa could
benefit from the experience acquired in other regions - in particular, in the Americas.
Courses on ecological methods of controlling malaria - as planned for the Region of the
Americas - should also be established in Africa.

The valuable recommendations made by the consultative meeting in the South -East Asia
Region, which the Regional Director had mentioned, merited the closest attention at the pre-
sent stage of the malaria programme, and the measures that had been taken in that region
might well be applied elsewhere.

It was clear that there was a need for a complete review of the state of malaria in the
world. Surveys should be carried out to assess the present situation and the outlook for
malaria control in each country, taken separately - first of all in countries with limited
malaria control activities. Such surveys could be made on the basis of standard question-
naires prepared by WHO for the consolidation of data on national plans; the scope of malaria
control activities and the methods used; the health services; morbidity and mortality data;
the population groups and areas of the country most affected by malaria; manpower require-
ments; financial aspects; antimalaria drugs and insecticides; and research being carried
out or planned. That important work - which had not yet been carried out in some countries -
should be started as soon as possible; surveys should be made continuously, in accordance
with schedules agreed between WHO and Member States. It was important that governments,
the public, the World Health Assembly and the Executive Board should be kept regularly
informed regarding the results of evaluations of the malaria situation (which had changed so
rapidly during the past years), and the establishment of antimalaria programmes. At the
present stage countries should be given clear guidance as to steps they could take to inten-
sify their national programmes. Consideration should be given to the possibility of issuing
a series of publications - or monographs - on malaria control in different countries.

He expressed concern at the distribution of antimalarials in many countries without
adequate control or adherence to the generally accepted schedules for malaria prophylaxis and

treatment. It was possible that in the near future malaria parasite strains in Africa would
become resistant to chloroquine. There was an urgent need to keep watch for areas with
resistant strains and to have, and increase the production of, suitable alternative drugs.
Measures were also required to regulate their availability and distribution.

WHO, having at its disposal data on the experience acquired in countries that had been
successful with malaria eradication, was in a position to recommend to countries model health
infrastructures and antimalaria services that would give the best possible results. There

was a need to publicize the experience gained in malaria control and to strengthen the role
of public organizations, the participation of the population, and health education.

With regard to research, special attention and support should be given to research pro-
jects in fields where the need was particularly urgent. Priority should be given to the
development and production of medicaments and insecticides that were effective against para-
sites and vectors acquiring resistance, and also to establishing various systems for the
control of malaria in areas of Africa where it was holoendemic. He would like to have more
details on the work done in Nigeria in connexion with the establishment of a mathematical
model for malaria control in the African savanna. What were the possibilities of its prac-
tical application by antimalaria services that did not have highly qualified personnel?

Dr MARKIDES (Cyprus) referred to the high cost of the surveillance programme in Cyprus
since the eradication of malaria in 1948, and to the danger of reintroduction of the disease
as a result of the tragic conditions prevailing since July 1974 which had obliged many Cypriots
to leave their country temporarily to seek employment in countries where malaria still existed.
Four cases, one of them fatal, had been imported in 1975, and efforts had had to be intensi-
fied to reacquaint health workers with the disease. Health education was being given to
emigrating Cypriots in an attempt to prevent their acquiring malaria and they were kept under
medical surveillance on their return. He expressed his gratitude to the Regional Director
for the Eastern Mediterranean for assistance in antimalaria work during the emergency.

In view of the pollution caused by 30 years' use of DDT, Cyprus was considering turning
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to other insecticides, and a pilot project using Abate had started. Information on the
experience of other countries would be welcome.

Expressing his support for the draft resolution, he said that the threat of malaria was
great in a shrinking world, but he was confident that with cooperation between nations victory
would finally be won.

Professor JAKOVLJEVIC (Yugoslavia) said that the time had come to convert words into action..
He did not underestimate the problems, in particular the financial difficulties, aggravated
by vector resistance to insecticides and by the rising cost of insecticides and drugs, but
the situation was not hopeless; eradication had been near some years earlier, and with
increased efforts the resurgence of malaria could be stopped, the gains consolidated and
eradication pursued wherever feasible. As the Director -General had said when introducing
his Annual Report, social goals should be set and a political will to attain them generated.

There were undoubted difficulties in establishing health priorities in developing coun-
tries, but it must be remembered that malaria as an epidemic disease represented a perennial
threat and that postponement of antimalaria activities had been shown to aggravate the
situation. The re- establishment of malaria endemicity should not be allowed to cancel out
the benefits of smallpox eradication. While concern about countries whose malaria programme
were facing problems was natural, it should not be forgotten that there were other countries
where almost nothing had been done to reduce endemicity.

Recalling the consensus reached in earlier discussions on the desirability of devoting
more of WHO's resources to direct technical cooperation with developing countries, he said
that all available resources should be used in the most rational way, with the full partici-
pation of communities in their application, and with well- organized technical services at the
national and international levels. Governments must demonstrate solidarity by contributing
in cash or in kind to programmes against malaria in the countries most in need.

Dr WRIGHT (Niger), recalling the decision at the last session of the Regional Committee
for Africa to give priority to the control of malaria, said that the objectives for Niger,

for the next three years following a survey by a WHO consultant, was the reduction of morta-
lity, suffering and incapacity. There was no special malaria control service but activities
were integrated with the general health services and with those of other ministries, including
those of information and education. The interministerial planning organization and the
Higher Medical Council in the health ministry were involved through their technical and
administrative bodies in work with health services at the intermediary and peripheral levels.
In the three -year period, it was planned to provide antimalarials for all confirmed and suspected
cases of malaria, as well as laboratory facilities for diagnosis and regular surveillance;
these aims posed problems of organization. It was intended to concentrate on protecting
urban dwellers and rural populations with village health teams. Particular attention would
be paid to communities of economic importance, children and pregnant women. The modest
programme would be evaluated at the end of the three -year period to show whether the results
would permit a greater extension of health service coverage to the whole population and the
formulation of a veritable antimalaria programme. Community participation was essential to
success, and information campaigns using the mass media, schools and local committees would
be intensified. Health education would emphasize not only preventive use of chloroquine
but also environmental sanitation in collaboration with public works authorities.

Referring to the high cost of insecticides, spraying equipment and building materials
for sanitation, he emphasized the need for research on the development of effective and
economic insecticides, and approved the thoughts of the Director -General on the development
of the antimalaria programme reproduced in Appendix 2 to Annex 7 of Official Records No. 231,
particularly regarding international contributions to the programme. External assistance
for the provision of insecticides should be encouraged, but WHO should not itself be concerned
with their supply.

The resistance of malaria parasites to chloroquine had not yet affected West Africa, but
it was worrying that other antimalarials, particularly long- acting sulfonamides - were not
yet sufficiently well developed for public health use.

With respect to the proposed establishment of training courses in malaria for French -
speaking countries in Africa, he hoped that the training in malariology would be only part of
the multidisciplinary public health training so urgently needed in Africa, and that had to be
given under practical African field conditions and related to the real needs and capacities
of countries in terms of staff infrastructure and equipment.

He hoped that the Ad Hoc Committee on Malaria and the WHO Secretariat would continue to
issue reports of the quality of those before the Committee.

He supported the draft resolution.

Professor CAYOLLA DA MOTTA (Portugal), commending the achievements of WHO's programme
and stressing the need for national will to carry it through as well as for more research,
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described the efforts required to prevent the reintroduction of malaria into Portugal since

its eradication in 1958. That had been rendered especially difficult by the large population
movements between Portugal and Africa in the past 10 years, and an additional problem was now
created by an influx of refugees which, it was estimated, would swell the population by 12 %.
So far, however, the surveillance and control measures had been successful.

Portugal placed its Institute of Tropical Medicine and the Malariological Institute at
the disposal of WHO and its Members for research and training in malariology, and fully

supported the draft resolution.

Dr OZUN (Romania) said that, while the eradication of malaria from most of the temperate
zones represented an immense achievement, 44% of the population of originally malarious areas
having been freed, that had been done almost solely in areas with a dense population and a

high level of development where malaria transmission was seasonal. Programmes in tropical

and subtropical areas, with year -round transmission and very different organizational, social
and economic conditions, had been only partly successful and their achievements hard to

maintain.
According to the new strategy for the WHO programme efforts should be made to reduce

malaria morbidity and mortality through control programmes where eradication was too costly

or not practicable. Agreeing with that principle and supporting the draft resolution, he
stressed that malaria endemicity and underdevelopment constituted a vicious circle, the
interruption of which could only be achieved by control measures opening the way to social

and economic progress. WHO, in close collaboration with national services, should give
material and technical support to such measures in all malarious areas that had not thus far

benefited from programmes, carrying out epidemiological surveys, and planning measures
according to the conditions obtaining in each country. Particular attention should be paid

to the training of national staff, with WHO assistance to national centres, adapting methods

to the conditions in the areas where the trainees were to serve.

Dr GANGBO (Benin) commended the objectivity of WHO in recognizing the setbacks that had

led to the revised strategy for antimalaria activities. The programme in his country had
started with malaria training assistance in 1953 -54 and the first field work in 1955; reserva-
tions about the aim of eradication had been expressed as early as 1959.

He denied the suggestion that was sometimes made that the integration of malaria services
with public health services was designed to conceal failures. In his own country, for instance,

such integration at the operational level was essential, although there was, of course,
appropriate specialization at the planning and advisory levels. For logistic and economic
reasons health workers and village teams must be capable of several functions. Services had to

be mobile and to rely on community participation and motivation. From the village unit to the
central authority emphasis was placed on the versatility of service, as recommended by WHO.

Dr M'BAKOB (United Republic of Cameroon), supporting the draft resolution, said that
malaria was hyperendemic in his country except in the western and central highlands, where it

was mesoendemic. Control measures were integrated with general health services, and the
first concern was the training of microscopists for diagnosis of all the major endemic diseases.
As the result of the opening of a training centre for laboratory assistants in Yaoundé in 1975,
it had been possible to train 75 microscopists that year as against 42 in 1974. An increasing
number of health centres were being provided with skilled staff, diagnostic equipment and
laboratory facilities for malariological screening. That was in addition to the work done in

hospitals and research institutes.
Preventive measures included chemoprophylaxis for pregnant women, infants and school-

children; 1.2 million children had been covered in 1975. Vector control by chemical means
was limited to large towns owing to the high cost of insecticides and resistance in adult

vectors; larval control was conducted through community participation in environmental sanita-

tion. Antimalaria activities were carried out within the frame of the primary health services
and the malaria service had been integrated into the epidemiological services. Vector

susceptibility studies were being carried out. He requested WHO's assistance with the training
of malariologists and hoped that a French -speaking training centre for that purpose would be

established in Africa.

Dr MUNDIA (Zambia) said that malaria represented a serious threat to health in his country,
causing considerable mortality and morbidity, especially among children under 5 years of age

and among people moving from areas where the disease was not endemic. A control programme
had been implemented for many years with the aim of interrupting the life cycle of the parasite;

the methods used were: limited but regular applications of insecticides, chemotherapy applied
through the services for maternal and child health and school health, and health education.
Medical assistants were playing an increasing part in the programme. The Government welcomed

WHO's assistance in antimalaria operations and in research and training.
He endorsed the provisions of resolution EB57.R26 and supported the draft resolution.
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Dr PINTO (Honduras) said that malaria deserved WHO's attention as a high priority,
especially in view of the increased incidence after 20 years of dedicated control work. In

Honduras the efforts to eradicate malaria had suffered a serious setback in recent years, and
especially since hurricane Fifi, although a series of measures had been taken to intensify the

control programme, using limited resources to the maximum; funds for the programme totalled

10% of the national health budget. The rising price of insecticides and other supplies and

equipment was causing serious problems. In those conditions the development of immunological

methods of control constituted a ray of hope which WHO should increase its efforts to realize.

He, too, supported the draft resolution.

Dr SANTOS (Angola) said that the situation in his country was very serious following the

war of liberation; malaria was the main endemic disease in Angola, affecting 85% of the

population and causing extremely high mortality and infant mortality. The delegation supported

all WHO's efforts to achieve the best methods of control.

Dr AL- AKHZAMI (Oman), describing the antimalaria programme operating in his country with

the cooperation of WHO, said that all methods of control were being studied in view of the develop-

ment of vector resistance to DDT, including trials of other insecticides, environmental

sanitation measures, and the use of predator fish. He expressed the hope that WHO's efforts

would continue along the lines outlined by the Director -General in his report.

Dr LEPES (Director, Division of Malaria and Other Parasitic Diseases) thanked the members

of the Committee for the additional information provided and for their comments.

In immunization research rather promising results were being obtained in experimental
animals, but even when a vaccine had been developed, time and resources, both human and

financial, would be needed for the production of the necessary biological material before the

vaccine could be made available for widespread use. The Organization would continue to

support vaccine studies, but immunization was not a possibility for the immediate future.

Much as the scientific world would like to see the rational development of malaria chemo-

therapy based on knowledge of the metabolism of the causative agent obtained though studies
of the metabolism of the parasite and host cells, most of the work in progress was proceeding

partly on rational, but also partly on empirical lines. Reference had been made on previous

occasions to attempts at developing new antimalarials; although progress had been made,

further studies were required to clarify the mode of action even of drugs of known effective-

ness, such as chloroquine. Such studies might also throw light on the development of

resistance. Resistance to chloroquine was much slower in developing than was resistance to

pyrimethamine and proguanil, which might occur in Africa. So far there was no confirmed

chloroquine resistance by Plasmodium falciparum in Africa.

In connexion with planning flexibility, cost /benefit, and cost /efficiency, he assured the

delegate of Iran that numerous studies had been undertaken. Where cost /benefit was concerned,

studies had had to be based on losses to the economy due to malaria, because the benefits that
accrued after successful eradication could also be due to other factors, malaria not being the

sole obstacle to development. Cost /efficiency studies should be a part of any planning effort,

but again they should take into account the local ecological situation, the infrastructure and
the country's possibilities. As many delegates had pointed out, not only did the ecological
conditions differ, but socioeconomic factors also influenced the cost /efficiency ratio.

Training for different levels of staff had to be provided and, although the facilities
existed, they were perhaps not as numerous as might be wished. A number of courses would be
required leading to a master's degree in the epidemiology of malaria and parasitic diseases;

but many more would be needed to train non -specialists in certain control techniques
applicable within the general health services. Such courses could be organized locally,
and WHO would consider cooperating with national institutions in running them. In Europe the

problem was seen from a different angle; the number of imported cases was such that the
medical profession should be made aware of the clinical manifestations and chemotherapy of

the disease.

It had been suggested that additional publications on malaria might be required,
particularly in connexion with bioenvironmental control and engineering, and efforts would be
made to that end.

Reference had been made to the field research project in Kano, Nigeria, on the special
epidemiological problems of the African savanna. A mathematical model had been developed and
simulations had confirmed that the epidemiological assumptions had been correct; the forecasts
made by means of the model had been subsequently confirmed by the practical results obtained,
particularly in relation to the frequency of distribution of antimalarials and the efficacy of
residual spraying. However, the model had not yet been put into widespread use in the planning
of antimalaria programmes, Any model would require much more simplification than the Kano
model before it could be used in government planning, or in estimating the cost /efficiency of
measures to be applied in any given situation.
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Reference had been made to minimum measures of environmental sanitation for the elimina-
tion of vector breeding sites; he preferred the concept of optimal measures among which a
choice would be made according to the ecological conditions of the area and the funds available.
The Organization planned to develop guidelines on engineering methods which, though largely
overlooked in recent years, had been devised decades previously and had proved their worth in
the control of malaria. Particular attention would be paid to measures that could be taken by
the local population, with some local guidance, to reduce the numbers of breeding sites; such
measures could affect the rate of malaria transmission. Bioenvironmental measures, such as
the use of predator fish, were useful and should be applied but, again, ecological conditions
and the degrees of endemicity differed. In areas where there was a rate of over 100
infective bites per man per year, those minor measures would not greatly reduce the level of
endemicity and even a 50% reduction in the inoculation rate would make little difference. But
in other areas with a low inoculation rate much could be achieved.

Dr DIBA (Iran) suggested that the draft resolution be amended to refer to the need to
promote the application of bioenvironmental methods of malaria control wherever feasible in
view of the importance of eliminating vector breeding sites.

Professor KHALEQUE (Bangladesh) and Dr NATH (India) accepted that amendment on behalf of
the sponsors.

Dr JAYASUNDARA (representative of the Executive Board) said that, as a member of the
Board's Ad Hoc Committee on Malaria he would like to see reference made in the draft resolution
to WHO assistance to countries in studies and research on biological methods of control.

Dr SACKS (Secretary) suggested that the sponsors and those who had proposed amendments
should meet to finalize the draft resolution:

The meeting was suspended at 10.50 a.m. and resumed at 11.25 a.m.

The SECRETARY announced that the sponsors of the draft resolution had agreed to amend
paragraph 2 (3) and add a new subparagraph (4), as follows:

(3) to assist countries in conducting operational studies and developing research
facilities on various aspects of malaria, particularly concerning immunizing agents,
new chemotherapeutic substances, and biological methods of control;
(4) to promote the application of bioenvironmental methods of malaria control
wherever feasible.

Decision: The draft resolution, as thus amended, was approved.

Promotion of national health services relating to primary health Agenda, 2.5.14
care and rural development

Health technology relating to primary health care and rural development Agenda, 2.5.15

Professor KOSTRZEWSKI (representative of the Executive Board), introducing item 2.5.14,
recalled that the Executive Board had considered a progress report by the Director -General on
developments since the Twenty- eighth World Health Assembly on the promotion of national health
services relating to primary health care; that report was before the Assembly.

A headquarters /regional office consultation on primary health care had been held in
Geneva in June 1975 to work out the global WHO strategy on the further development of the
primary health care programme in collaboration with UNICEF. The main achievements of that
meeting included: an agreement within the Secretariat on the primary health care approach;
increased understanding of the role of the Organization in promoting and supporting primary
health care; and an outline of a global plan of action.

Resolution WHA28.88 had been favourably received by each of the regional committees of
WHO. Steps taken by the Organization to implement it during the past year had included the
designation of regional focal points for primary health care; the formation of regional
primary health care teams; the establishment of working groups at headquarters to prepare

1 Transmitted to the Health Assembly in the Committee's eighth report and adopted as
resolution WHA29.73.
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technical guidelines for primary health care under the direction of a steering committee on
the subject. Two books, Health by the Peoplel and a joint UNICEF/WHO study entitled
Alternative Approaches to Meeting Basic Health Needs in Developing Countries,2 had been
published. Other activities had been undertaken in staff development and training, and
interagency and country -level promotion of the primary health care approach in the context
of prevailing socioeconomic conditions, as described in the progress report.

The Executive Board, having carefully considered the progress report, reaffirmed the
importance of the Organization's taking urgent action to improve national health services;
agreed that primary health care was linked to community involvement and that success would be
dependent upon the relationships between health services development and rural and national
development; and emphasized that WHO's programme in primary health care as a part of
national health services should have a high priority and that comparative studies, national
debates, regional meetings and international exchanges should all be used to assist in
furthering the wider objectives of primary health care.

He recalled that the Health Assembly had already endorsed the Executive Board's decision
that an international conference be held on the development of primary health care as part of
national health services, as recommended in resolution WHA28.88. That conference was to take
place under the auspices of WHO, in August or early September 1978, at a place in the Soviet
Union yet to be decided. Co- sponsorship by UNICEF was under consideration.

Dr NEWELL (Director, Division of Strengthening of Health Services), introducing item
2.5.15, recalled that, in his address to the Health Assembly the Director -General had
described four key factors - social, technical, economic and political - upon which a move
towards a meaningful set of actions for community health would depend. Some of the links
between social goals, political decision -making and a health delivery system were described
in the Director -General's report on the promotion of national health services relating to
primary health care and rural development.

Those factors, when taken together with a national promotion of health service endeavour,
could result in the emergence of stated national priorities, and a health service structure
to implement them, but would not necessarily indicate what methods would be used to further
those health objectives. It was those methods or "tools" and the ways of deciding who would
use them, for which parts of the population, that WHO described as health technology.

Clearly WHO had always been involved in the development, adaptation and implementation
of methods for the prevention, control or treatment of a wide range of health problems. Its

actions had ranged from fundamental and applied research to standardization, the evolution of
teaching methods, and to assistance in production and use. What might have been missing was
a way to assist countries in making their choice, based upon economic, political and social,
as well as technical, criteria, between the alternatives available to them and in evolving
for themselves thereby a unique set of appropriate health technology actions which they could

then apply.
Used in this sense, the term "health technology" might seem so all- embracing that it

could cover all that was known about health. Such a concept would be unmanageable, and the
Director -General, while stating that such thinking needed to be a part of all WHO's technical
programmes, considered that a direct effort should be concentrated upon (1) health conditions
that were clearly alterable in the developing world; and (2) health interventions which were
applicable at, or peripheral to, the district level of a country's administrative structure.
Those priorities would link such a programme with the existing one on primary health care and
rural development and be another facet of the same endeavour.

One part of the Director -General's report described the misunderstandings which could
arise from the use of the term "simple" in conjunction with "health technology ", or in the
comparison of unique national decisions on the basis of "quality ". The steps taken to decide

upon an "appropriate" national solution and apply it might be difficult and complex. Some

suggested criteria upon which to judge "success" were given; many might be in direct conflict:

the cheapest action might not be the most effective, the most effective might be the least

acceptable to the population. A locally produced product might be useful but unusable in a

given village situation. It might never be possible to arrive at what might be called an
"optimal" solution, but an appropriate national decision was clearly needed and attainable.

While the principle of the programme applied to the needs of all countries, it had
particular relevance to the countries of the developing world. There, a national mechanism

for deciding what health technology was appropriate had to be classed as essential; without
it, those countries seemed to have much less chance of achieving their health goals.

While action had to be taken at country level, the report indicated some ways in which

WHO could assist at other levels. They included: assistance to countries in setting up

1 Newell, K. W., ed., Geneva, World Health Organization, 1975.
2
Djukanovic, V. & Mach, E. P., ed., Geneva, World Health Organization, 1975.
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and strengthening the processes needed to deal with such questions; the promotion, production,
and provision of useful information in a usable form; and the promotion and conduct of

applied research to adapt existing methods, and to fill identifiable gaps in knowledge.
The problem was before the Assembly under the title of "health technology" for the first

time. The Director -General considered that action was needed and possible, and that WHO,
other international organizations, universities, and industry had parts to play in assisting

countries with the problem.

Dr ROUHANI (Iran), on behalf of 13 delegations,
1
introduced the following draft resolution

on health technology relating to primary health care and rural development:

The Twenty -ninth World Health Assembly,

Having considered the report of the Director -General on health technology relating
to primary health care and rural development;

Reaffirming previous resolutions (in particular WHA23.61, WHA25.17, WHA26.35,
WHA26.43, WHA27.44) on the need to encourage the provision and expansion of effective,
comprehensive health care to meet the right of access to such care for all people;

Recognizing the importance of resolution WHA28.88 relating to the provision of
primary health care (promotive, preventive, curative and rehabilitative) for underserved
populations, rural as well as urban;

1. NOTES with satisfaction the Director -General's report;

2. RECOGNIZES that health technology is an important support element in the development
of primary health care and rural development and as such should be considered a priority
area;

3. CONSIDERS it necessary (1) to strengthen WHO's efforts to collect and disseminate to
Member States information on the health technologies available, (2) to cooperate with
Member States in the adaptation and the utilization of existing technologies in the light
of locally prevailing conditions, and (3) to promote research and carry out studies on the
development of new technologies that are both appropriate and effective;

4. REQUESTS the Director -General to take adequate measures to establish and develop a

programme of health technology relating to primary health care and rural development.

The Director -General's report emphasized the need to select the proper methods of preven-
tion and treatment when they were available for application to known problems and to base
decisions, not only upon technical grounds, but also upon a complex of variables that included
cost /effectiveness, safety, health service structure and the life -style of the population.
Health technology applied in the right manner and in the right place could help make good the
inadequacy inherent in the health delivery systems of most developing countries, although it
would vary from one to another. Each country should work out its own health technology, and
WHO could be of the greatest assistance by collecting, analysing and disseminating information
about existing technologies and by providing expert advice.

Dr TARIMO (United Republic of Tanzania) introduced the following draft resolution on the

promotion of national health services relating to primary health care and rural development on
behalf of 12 delegations :2

The Twenty -ninth World Health Assembly,

Having considered the report of the Director -General on the promotion of national
health services relating to primary health care and rural development, and resolution
EB57.R27;

Reaffirming previous resolutions and decisions (WHA28.88) concerning the need to
further the health of all people within national contexts, using every appropriate method
in an acceptable manner;

Considering that WHO's priority should be to assist countries to implement steps which
will improve the health of underserved populations;

Agreeing that health development should be considered as an essential part of
socioeconomic development;

Emphasizing that primary health care linked to community involvement is an approach
which can combine health service actions with health -related actions in other sectors;

1 Belgium, Cuba, Finland, France, Ghana, Iran, Niger, Philippines, Romania, Sudan,
Swaziland, United Kingdom of Great Britain and Northern Ireland, United States of America.

2
Afghanistan, Finland, Guatemala, Guinea -Bissau, Indonesia, Iran, Netherlands, Sudan,

Swaziland, United Republic of Tanzania, United States of America, and Zambia.
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1. THANKS the Director -General for his report;

2. URGES Member States to consider their national health problems in their totality and,
on the basis of equity, to consider proposals for a revision of their policies consistent
with the principles of this resolution;

3. REQUESTS the Director - General

(1) to take further steps to encourage a dialogue on these issues within Member
States, including all relevant sectors and levels of government and the population;

(2) to assist in research and development and information exchange efforts which
will result in appropriate and equitable solutions being available to Member States;

(3) to assist Member States to implement the agreed -upon national solution;

4. CONSIDERS that WHO should be prepared to play an active role in conjunction with other
international agencies and organizations, and within national endeavours, to further rural
development aimed at the relief of poverty and an improvement of the quality of life.

Professor RUDOWSKI (Poland) said that his country's experience had shown that primary
health care should be related to rural development. The impact of socioeconomic development
on health was obvious, but the converse was less so and yet of the greatest importance. The
participation of the community in developing primary health services could not be rated too
highly, although the initiative taken by health personnel might also play a significant role.
To introduce primary health care in rural areas was not enough; to be effective it had to
be incorporated in a comprehensive health care system, supported and supervised by the other
echelons, in a long -term process; it was not an end in itself. The objective would remain
the development of a comprehensive health care system. With those considerations in mind,
he strongly supported the promotion of national health services relating to primary health
care and rural development.

Dr SUDSUKH (Thailand) noted with satisfaction that both reports before the Committee
explicitly endorsed the implications of the concepts and principles of primary health care
and strongly emphasized the fundamental principles that health development could not succeed
without concurrent development of other social and economic sectors and that rural development
could not be separated from overall national development. Those concepts and principles
were being applied with enthusiasm by most, if not all, developing countries including his
own.

In his country, the national health development plan had been incorporated in the
national socioeconomic development plan since 1960. In the past, however, there had been
little interlinking of the various sectors at any stage of planning or implementation, or at
any level - national, provincial, district or local. Under the plan, the rural population
was always given the highest priority, but for a number of reasons, including poverty and
geographical or social remoteness, the current health care system had not made available the
services to those most in need. The health infrastructure had proved inadequate in number
and distribution of facilities and there had also been problems of underutilization, despite

the great efforts made. Currently Government institutions could provide care for some 15%
of all cases.

In the face of that situation a community- oriented primary health care approach had been
evolved on the basis of self -reliance. The first manifestation of that approach wag in 1965
in the "Sarapee Project ", named after the district of Chiengmai Province where it took place.
The health structure developed for each village involved "health communicators ", a "village
health volunteer" and a child nutrition centre. Health communicators, selected among the
villagers themselves by sociometric techniques, underwent a few days of training (though
continuing in- service training was provided) and then took responsibility for collecting and
disseminating basic health information for 10 to 15 households, the health volunteer and
local health personnel, as well as taking part in some health work. The village health
volunteer - possibly a traditional practitioner or local leader - was responsible for 100 to
200 households and, after initial training, provided simple medical care, emergency treatment,
health education, and specific treatment for malaria, leprosy and intestinal parasites, as
well as vaccinating against smallpox and distributing oral contraceptives. The child
nutrition centre, organized and supported by the community, concentrated its activities on
the nutritional problems of pre -school children, encouraging their attendance and providing

dietary supplements. The personnel staffing the centre, as well as the health volunteer and
health communicators, discharged their tasks in addition to pursuing their normal occupations.

The peripheral health services were linked with the local structure through the provision
of technical assistance, training, supervision and logistic and referral support.

The project had been a success and the method had been extended, sometimes without
modification, to other parts of the country. In Nakornrachaseema Province, where the
provision of primary health care was linked with multisectoral development and full multi-
disciplinary cooperation, there was a good example of the application of WHO principles.
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Primary health care continued to have high priority in the new national health
development plan due to start in October 1976. The target was to recruit and train 22 400
village health volunteers and 200 000 health communicators. The plan would also introduce
a new category of health personnel - the nurse -practitioner, who would be a registered nurse
with a year's extra training in the theory and practice of medical care. Nurse -practitioners

would carry out screening for and treatment of specified diseases and so, it was hoped, help

to relieve the shortage of doctors.

In relation to health technology, he pointed out that in many of the developing countries
health technologies were available where they were needed; those technologies were acceptable
to the people, inexpensive, simple and, for the most part, harmless. Only their efficacy
and harmlessness needed verification. WHO should assist Member States with the research into
traditional health technologies, providing appropriate technical collaboration.

He expressed his support for both the draft resolutions.

Mrs KUO Shan -hu (China) said that, since the Committee was discussing basic health work
with a view to exchanging experiences, she wished to describe the important role played by
barefoot doctors in China.

Chairman Mao Tse -tung had constantly educated medical and health workers to serve the

majority of the people wholeheartedly, and had instructed them to apply themselves particularly
to the rural areas. The emergence of barefoot doctors and cooperative medical services in the
rural areas had constituted a revolution in medical and health work.

She herself was a barefoot doctor of the Ching -kou Brigade in Shan -si Province. Before
liberation, as in other parts of the country, the Ching -kou Brigade region had been under the
domination of "three big mountains" - imperialism, feudalism, and bureaucratic capitalism.
The labouring people had lived in extreme poverty, and medical and health services had been
non -existent.

After the liberation, the people were emancipated politically and became the masters of
the country. In the years before the Great Proletarian Cultural Revolution, some develop-
ments had been made in medical and health work. However, as Liu Shao -chi and his accomplices
had disrupted and refused to implement the proletarian health line of Chairman Mao, many of

Chairman Mao's important instructions had not been seriously carried out - in particular his
instructions that health work should be at the service of the workers, peasants, and soldiers,
that the emphasis should be placed on prevention, that it was imperative to arouse the masses
to combat disease, and that traditional Chinese medicine should be integrated with Western
medicine. A gap had still existed between urban and rural health work.

During the unprecedented Proletarian Cultural Revolution and the movement of criticizing
Lin Piao and Confucius, the broad masses of the people had repudiated the revisionist line.
Chairman Mao's proletarian health line had then been implemented earnestly, and a great
change had taken place in the Ching -kou Brigade. The grain output had increased every year,
and the living standards and health conditions of the peasants had improved noticeably.

On the recommendation of the poor and lower -middle peasants, she had started to study
medicine in 1969. After one year's training in the Commune hospital, she returned to the
Brigade to work as one of several barefoot doctors. Since that time, she had twice received
further training - by attending a two -month acupuncture course in 1973 and by attending the
Commune hospital for five months in 1974. She could now carry out preventive measures
against, and treatment of, common diseases in the field of internal medicine. She had also
gained a knowledge of surgery, gynaecology, and paediatrics and could handle certain
complicated and difficult cases in a proper way. She described several typical cases that
she had treated.

Although she was a doctor, she also took part in collective agricultural labour, her
income being assessed in terms of farm work -points, as was the income of other Commune

members. In 1975 she had worked in the fields for 325 days. She always took her medical
kit with her and gave medical treatment in the fields while working together with other
Commune members. When not engaged in farm work, she delivered medical care to Commune
members whenever they needed it, by day or night.

The barefoot doctors in her Brigade attempted earnestly to implement Chairman Mao's
proletarian health line and the principle of "putting prevention first ". They made visits
from household to household to determine health conditions and the incidence of diseases and
engaged extensively in health education so that the masses would be aroused to fight
unhygienic habits themselves. A patriotic sanitation movement had been established on a
large scale, and a new atmosphere prevailed under which old habits and customs were being

reformed. The countryside had assumed a new look and early prevention and timely treatment
of disease were being achieved.

Cooperating closely with teachers in nurseries, kindergartens, and primary schools, they
gave periodic vaccinations to children and lectured them on hygiene.

Health work had been integrated with work on the farmland capital construction project

and the reformation of the rural environment. In the few years since the Cultural Revolution,
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tier Brigade had built two small reservoirs and five water -storage ponds and had laid water

aqueducts more than 5 km long, thus solving the irrigation problem and providing drinking -

water. Culverts had been built and unhygienic ditches filled in for the expansion of

farmland and improvement of the environment.
Thanks to the efforts made, communicable diseases were now under control and some had

been eradicated in the area of the Brigade. Common diseases had been markedly reduced.

A family planning programme had been undertaken at the behest of the Government, in order
to protect the health of mothers and children, to assure the prosperity of the nation, and to

facilitate the planned development of the economy. Technical advice was provided to the masses

on a voluntary basis.
The barefoot doctor was a doctor and a peasant at the same time - a new type of rural

medical worker who merged closely with the masses and was never divorced from agricultural

labour. He was trained either in the Commune hospital or by the members of the medical team

sent to the countryside. Some barefoot doctors received their training in medical college.

At present, there were more than 1.5 million barefoot doctors in China.
The introduction of the rural cooperative medical service occurred almost simultaneously

with that of barefoot doctors. The establishment of that service was a revolutionary
pioneering action because it involved the organization of the peasants in practising mutual
assistance and cooperation in the spirit of socialism. More than 80% of the production

brigades in China had adopted the cooperative medical system. Under that system, a cooperative
medical service station was established at brigade level and a health centre at the production

team level. They were financed by the commune members themselves - partly from a common fund,
partly from the savings they made, and partly from the collection of contributions. Commune

members received free treatment except for a consultation fee of 5 cents at the cooperative

medical service station. When patients were referred to medical units other than those in
their own brigades, expenses in full or in part were paid by the latter. The adoption of the
cooperative medical system had made it easier to practise the policy of "prevention first ", to
promote the patriotic sanitation movement, to integrate traditional Chinese medicine with
Western medicine, and to develop the utilization of herbal and other traditional medicines.
It also helped commune members to overcome the difficulties incurred by illness and injury.

Under the guidance of Chairman Mao's revolutionary health line, there was a vigorous
development of barefoot doctors, cooperative medical services, and the settling of urban doctors

and medical workers in the rural areas. The differences between health conditions in urban
and rural areas and between those of manual and mental workers had been reduced.

The key factors to success in rural health work were a correct political policy, correct
principles and policies for health work, and a contingent of medical and health workers deter-
mined to serve the people wholeheartedly. If a socialist country changed its colour,
practised revisionism, and restored capitalism, if it became aggressive and expansionist and
mercilessly suppressed and exploited its own people, its medical services would work only for

the few. The newly engendered bourgeois overlords would seize the leadership in medical and
health work, monopolize the best medical facilities and drugs, and leave the broad masses

without medical care.
Although the achievements had been considerable, much remained to be done. China was a

developing socialist country faced with the same great tasks as the other third world

countries in developing national health work. Together with other countries, China was

willing to make its contribution.
The international conference on primary health care that was to be held in 1978 should

have a clear aim. The root causes of disease, impoverishment, and backwardness were

imperialism, colonialism, and hegemonism. To overcome those forces and to strive for and

safeguard national independence were prerequisites for the development of the national economy

and the national health service. That was the point that the Conference should first make

clear. The Conference should then work out appropriate policies for the strengthening of the

basic health services in developing countries. The people in Asia, Africa, and Latin America

had all suffered from oppression and exploitation by imperialism, colonialism, and hegemonism.
After heroic and prolonged struggles, many countries had won their independence, had maintained
their national independence and sovereignty, and had developed their economies and health

services. They had also accumulated much useful experience and developed many good approaches

and methods in their national health work. However, they were still confronted with the

important task of developing further their medical and health services, particularly at the

basic level. The Conference should discuss approaches adapted to the developing countries,

taking into account the actual situation and the health needs of the people. It was only in

that way that good results for the people of the third world could be obtained.

Dr AL AWADI (Kuwait) said that WHO's policy on primary health care was one of the most
important landmarks in the philosophy of the Organization. All delegates welcomed that

endeavour. The Director -General's report stressed the importance of an accepted health

technology adapted to the life style of the population. Unfortunately most health policies

were oriented towards the treatment of disease rather than its prevention. It was thus
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necessary to pay greater attention to the proper development of health manpower and the institu-
tions responsible for the training of personnel. He suggested that that point should be
mentioned in the draft resolution introduced by the delegate of Iran by amending paragraph 4
to read as follows:

4. REQUESTS the Director -General:
(1) to stimulate health manpower training institutions to intensify their efforts
for promoting and strengthening their roles in developing more effective health
technologies that are relevant and applicable to the national and local circumstances;
(2) to take adequate measures to establish and develop a programme of health
technology relating to primary health care and rural development.

Dr KRAUSE (German Democratic Republic) welcomed the initiative of promoting the development
of primary health care. His own country had achieved remarkable results in that field,
although some problems remained. The health system was based on the principles of an equal
right of all citizens to free medical care, material security in case of accident or illness,
the prophylactic care of mothers, children, adolescents and those working in industry and
agriculture, and the free choice of a physician. The health system was an integral part of the
entire socioeconomic system, and outpatient primary care was an integral part of the entire
health care system. Much attention had been devoted to the rural areas. By giving responsi-
bility to local organs for the health establishments in their areas, it had been possible to
open up local resources in addition to those allotted from the national budget. The network
of establishments had thus been increased and equipment had been improved. Outpatient medical
care had been improved by the development of the former general practitioner into a "specialist
in general medicine" by means of a postgraduate course lasting five years. In developing
countries health auxiliaries, working under the guidance of physicians, could significantly
improve health conditions. He welcomed the international conference on primary health care to
be held by WHO in 1978.

Dr HASSOUN (Iraq) supported the trend to improve primary health care, particularly in the
rural areas. His own country had made considerable progress in that field, and the Director -
General's report conformed to the plans of his own Government, which were being carried out in
association with WHO and UNICEF. Iraq had many remote and very small villages, but an effort
was being made to provide them with health care by means of mobile health units. It was hoped
to set up health centres in future with a complete coverage of all villages. There were,
however, 15 000 villages and an insufficient number of specialists and auxiliary personnel.
He welcomed the convening of regional and interregional meetings for the exchange of views and
the drawing up of technical directives that could be adapted for use by various countries. He
supported the draft resolutions before the Committee and the amendment proposed by the delegate
of Kuwait.

Dr GERRITSEN (Netherlands) said that primary health care linked to community involvement
appeared to be an important global health problem, given the varying backgrounds of the different
countries. Rural health care in the Netherlands no longer presented a problem because the
distances were always short. It was, however, still an issue for other reasons. In the past
too much emphasis had been placed on intramural care, which had not always benefited the
patient and had been very costly. The Netherlands had discovered that primary health care
linked with community involvement was an essential part of health services as a whole. It was
provided by private organizations having a membership covering a large part of the population.
To improve the health of people in developing countries primary health care was of the utmost
importance; it formed the infrastructure on which many health projects depended. His delega-
tion was a cosponsor of the draft resolution introduced by the delegate of the United Republic

of Tanzania.

Dr VALLADARES (Venezuela) said that he wished to propose two amendments, which he had
handed to the Secretariat, to the draft resolution introduced by the delegate of the United

Republic of Tanzania.

The meeting rose at 1 p.m.
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1. REPORTS ON SPECIFIC TECHNICAL MATTERS Agenda, 2.5

Promotion of national health services relating to primary health Agenda, 2.5.14
care and rural development (continued)

Health technology relating to primary health care and Agenda, 2.5.15

rural development (continued)

Dr VENEDIKTOV (Union of Soviet Socialist Republics) said it was appropriate that the
questions of primary health care, rural development and health technology were being discussed
together, since they were all closely linked. The reports of the Director -General on each of

the two items showed that WHO had done valuable work on the subject. The range of primary
health care was being extended both in urban and rural areas, and WHO had set the target of
providing full coverage by primary health care services by the year 2000, an undertaking of

great political and international significance.

Considerable experience of primary health care systems had been gained in many developing
countries and it had been of great interest to him recently to study Sudan's plans, and to
hear during the discussion of the experiences of Thailand, Iraq and other countries. His

delegation attached great importance to resolution WHA28.88, and also to resolution EB57.R27,
as a basis for the extension of public health care systems. There should be an exchange of
experiences between countries on the question, and there WHO could play a useful role in

supplying coordination and guidance.
Primary health care should be viewed on three basic levels. On the first level, it

could be seen as an integral part of overall health care, playing a part in the general
economic and social development of a country. On the second level was the collection of

information on the methodology of primary health care, taking into account social, political,
geographical and other differences between countries; the joint study by WHO and UNICEF on
alternative methods of providing basic health services published in 1975 belonged to that

category. On the third level there was the exchange of experience between primary health
centres in various countries, and here the WHO publications on such experience were of

particular value. He referred to the valuable experience of India, Nepal and socialist

countries such as Cuba, the Democratic People's Republic of Korea, the Democratic Republic of

Viet -Nam, and Mongolia. It was useful to be able to compare how different countries made use

of, for example, volunteer workers and traditional healers, and how they applied different
methods of management and maintenance of primary health centres.

The technology of primary health care comprised the provision of drugs and medicines of
more simple type which could be distributed easily and which presented no danger of overdose;
the devising of simple methods for taking specimens, the choice of instruments and apparatus,

and the use of herbs and natural remedies. His own country was investigating ways of using

acupuncture and other traditional methods alongside modern medical techniques.
He was grateful to the Health Assembly and Executive Board for having accepted his

country's invitation to an international conference on primary health care to be convened in

the Soviet Union in August -September 1978. It was planned to hold the conference in one of

the central Asian republics of the Soviet Union, either in Tashkent or Alma -Ata. The object

of this conference would be to exchange experiences on how systems of primary health care had
been built up by various countries, and delegates could see the approach followed in that part

of his country. Part of the costs of the conference would be borne by the Soviet Union. He

hoped that all Member States of WHO would be represented at the conference and that they would
send health workers and technicians of all kinds to contribute their specialized knowledge to

the discussions.
With regard to the two draft resolutions introduced at the previous meeting by the

delegates of Iran and the United Republic of Tanzania, there was some overlapping and
duplication and he proposed that the two should be combined into a single draft resolution on

primary health care. He also suggested that a more appropriate definition should be found of

the term "technology of primary health care ".

-630-
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The CHAIRMAN suggested that all delegates who wished to propose amendments to the draft
resolutions should now do so. At a later stage in the meeting a working group composed of

the co- sponsors of the two drafts and other interested delegates could consider the various
proposals and prepare a new text.

Professor DE CARVALHO SAMPAIO (Portugal) fully supported the conclusions of the reports
on both the items under consideration. Similarly, he had found the paper on primary health care

submitted to the previous year's Health Assembly most useful, and had had it translated

and distributed widely in his own country, not only among health workers but also among
leaders of local communities, particularly in rural areas.

Since 1971 his Government had been endeavouring to build up a countrywide network of
community health centres providing comprehensive primary health care, covering statistics,
epidemiology, health education, environmental sanitation, maternal and child health, family
planning, occupational health, control of communicable diseases and basic medical care. Such
health centres constituted, especially in rural areas, the front line of his country's health
care system. Since the revolution of 1974, local populations were becoming increasingly
involved in the planning, implementation and evaluation of primary health care through the
centres. Elected committees of representatives of trade unions, churches, schools and other
community bodies were in charge of the promotion and supervision of the centres' work. It

was hoped that in this way the health needs of local people could be better met, and health
services better controlled.

The network of health centres now covered about two- thirds of the country, the aim being
to cover the whole population within two years. In some areas great progress had already been
achieved and the health of the population had markedly improved. The Portuguese experience
supported the policy of WHO in that sphere. The linking of primary health care with the
general socioeconomic development of the community, especially in rural areas, was fundamental
if the people were to achieve better health.

His delegation fully supported WHO's policy with regard to primary health care and also
supported the two draft resolutions under consideration. Portugal wished to be included
among the co- sponsors of those resolutions. While he was opposed to the amendments proposed
by the delegates of Kuwait and Venezuela, he agreed with the Soviet delegate that the two
draft resolutions could well be combined.

Professor HALTER (Belgium) said that at the previous Health Assembly his delegation had
expressed its appreciation for WHO's work in promoting basic health services and primary health
care. The many directives it had circulated on the subject since the Executive Board's
organizational study in 1972 had provided very useful guidance for the governments both of
the developing countries and of the countries that cooperated with the least advantaged
countries. They had acted as valuable stimulants to all those who realized that western medical
practices, when introduced unadapted into countries with different cultures and socioeconomic
systems, had not benefited the majority of the population but only a few privileged people.
He was pleased to see that the attitude had changed and that WHO had published the experiences
of several countries and kept a register of them which served as models for the delivery of
primary health care with the participation of the population.

The Belgian Government, which provided technical cooperation to different countries in
the development of health services, had decided to accord first priority to programmes to
develop basic health services and primary health care in rural areas. Curative services
developed their own momentum in urban areas, due partly to the understandable wish of doctors
to establish themselves in towns and practise classical medicine. His delegation therefore
believed that priority in external aid, whether international or bilateral, should be given

to helping governments to install primary health care services in rural areas or in the over-
crowded periphery of urban areas. Unfortunately, that new approach only interested a very
small number of doctors. Thus he strongly endorsed WHO's encouragement of the training of a
new type of health personnel, such as medical assistants and village health workers. The

training of such staff had been neglected in favour of that of doctors, of whom there were
still not enough. Moreover, the capacity of certain countries to pay doctors enough and
provide them with accommodation and equipment worthy of their training was limited, and it was
in any case impossible to have a doctor in every community that needed one. It had once been
considered that adequate treatment could only be given by doctors, but it was now realized
that effective curative and preventive care for the majority of cases encountered in dispen-
saries and health centres could be provided by much less highly- trained personnel. That
entailed the use of adequately codified diagnostic and therapeutic technology and a system of
organization that could absorb more rapidly trained staff. Completely new training must be
given to the supervisory personnel and the few doctors interested in the organization and
delivery of primary health care.

The report on the promotion of national health services referred to the collaboration of voluntary

agencies. Experiments in primary health care had been carried out in a number of countries
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by nongovernmental organizations, which could fulfil a valuable function. Governments must
of course coordinate the work of such bodies and ensure that they conformed to national health
policies and plans. Nongovernmental organizations working mainly within communities could
help them to discover the means of development available to them and to acquire confidence
in the possibilities of social progress. Successful local experiments could serve as models,
and convince the authorities of the ability of local communities to participate in implementing
a national health policy.

The new concept of health technology supplemented the guidelines provided by WHO on methods
of establishing primary health care systems. In order to develop such services with the
means at the disposal of communities simple, effective and relatively cheap methods must be
developed that were acceptable to the ?opulation and could be delivered by personnel with
little training. That called for studies in depth which took account of the culture and
socioeconomic level of the community concerned. By pursuing studies and providing documen-
tation to the governments and nongovernmental institutions interested in the organization
of primary health care, WHO would be doing a great service to the populations now lacking such
care.

His delegation supported the draft resolutions, of one of which it was a sponsor, and
agreed that they should be combined.

Mr BLAHO (Hungary) said that in conformity with the Director -General's recommendations
one of the objectives of his country's health policy was a substantial raising of the level of
primary health care. It intended to achieve that objective by improving the scientific basis
for such care, taking into account both national and regional requirements as well as the
experience of other countries. Within the overall health care system it was intended to
combine primary health services and hospital outpatient clinics into a single organizational
system, and to use regulations to increase professional cooperation. Medical services in the
rural areas were to be improved, notably by introducing better working conditions and making
better use of auxiliary staff with professional support. He supported the proposal that WHO
hold an international conference on primary health care in the Soviet Union in 1978.

With regard to health technology, his country, when establishing criteria for establishing
and equipping outpatient clinics and public health centres in 1969, had taken into account not
only the health needs of the population but also the economic and geographical conditions of
each area. In rural areas, district nurses, health assistants and children's nurses worked
as a group under the leadership of district

emergency care services all district physicians would receive emergency kits together with
organized training in antishock treatment, resuscitation, etc. The equipment of district
offices was also being improved in order to make possible rapid diagnosis over the broadest
possible range, while all district outpatient clinics and health centres would be equipped
with ECG equipment if the physicians in charge were qualified to use it. District inspection
services were to be organized and attempts were being made to provide cars for all doctors
doing such work or engaged in primary health care in isolated areas.

Dr TOURS (Senegal) said that the health services of developing countries were charac-
terized by a lack of infrastructure, with a concentration of existing facilities in towns,
and by a lack of personnel and resources. The needs of rural populations were increasing.
From his country's third four -year plan onwards, priority had been given to preventive over
curative medicine, and to rural over urban medicine as regards education, training of per-
sonnel and research. Basic services were being developed under the aegis of WHO. At the
same time, administrative reforms were being undertaken to create rural communities that were
being given increasing responsibility. In addition to health stations, rural maternity units
and village pharmacies were being set up. The maternity units, equipped with the help of
UNICEF, were run by locally elected matrons who were rapidly trained at health centres.
Village pharmacies were run by the villagers themselves, and stocked through individual
contributions, farm collectives and rebates from cooperatives. Great emphasis was laid on
traditional healers, particularly in the psychiatric field. Primary health care did not
mean the provision of poor quality medical services for the rural populations. WHO had

emphasized decentralization and deconcentration, which was in accord with the recommendations
of his Government. The trend was to regionalize health services, with hospitals in the
regions, health centres in the departments and health stations in the districts and large

villages. Cases could be referred from the village to a higher level, depending on the

severity of the disease. Research was being undertaken into medicinal plants. There was a

large and varied flora in his country that was already utilized by healers. Although tradi-
tional remedies were not a required part of his country's training programmes, patients who
drew on the two forms of medicine made great use of them. His delegation therefore endorsed

resolutions WHA28.88 and EB57.R27.



COMMITTEE B: TWENTY -FIRST MEETING 633

Dr CAYLA (France) said that there were shocking inequalities between the health services
of countries that were undersupplied with doctors and equipment and those that were more

favoured. But, there were also inequalities within all countries, whatever their level of
development, depending on the economic, social and cultural level of the populations and
whether they lived in urban or rural areas. Rural populations were always at a disadvantage.
Every effort should be made to eliminate those inequalities, utilizing the technologies best
adapted to the needs of the population concerned.

His delegation therefore supported the two draft resolutions, and would accept the
amendments proposed by the delegates of Kuwait and Venezuela. He agreed that the Soviet
delegate's suggestion to combine the two draft resolutions was logical, while wondering whether
one long resolution would be more effective than two short ones; repetition of important points
might help to emphasize them. However, he was not against the suggestion, provided it did not
delay the Committee's work.

Dr LABIB (Egypt) said that his country was predominantly agricultural, with 60% of the
population living in rural areas, and more than 20 million Egyptians engaged in agricultural

work; it therefore had considerable experience of providing primary health care services in

rural areas. In 1961, a project had been launched to provide primary health care through
rural health units, each responsible for 10 000 inhabitants in villages or groups of villages.
So far some 2000 units had been established; they included doctors, sanitary workers and
other specialists and provided basic services in child care, the prevention and cure of

endemic disease, school health and environmental hygiene. In addition, there were larger
health centres equipped with hospitals, each servicing three rural units. The policy in
establishing those centres was to bring together under one roof not only health services but
also education and agricultural services, forming what might be termed rural development

centres. The work of the centres had been somewhat hampered by the insufficient training of
staff, and now a special centre had been set up for the training of rural health workers in
line with the special needs of the rural population.

He regretted that circumstances beyond its control had made it impossible for his country
to act as host to the planned international conference on primary health care services, but he
would be glad of the opportunity for Egyptian experts to participate.

Dr KIM Won Ho (Democratic People's Republic of Korea) said that the problem of primary
health care was an urgent one. Each country would have its own priorities according to its
socioeconomic conditions and level of health. In his own country the chief need was to
improve health services for the rural areas. Attention had first been focused on expanding
the rural medical network in order to bring health services closer to the rural people.
Immediately after liberation from Japanese rule, his Government had established hospitals and
clinics in every county and subcounty, and in 1953 the network of clinics had been extended
down to ri level. During the period of the 1971 -76 six -year national economic development
plan, it had been decided to convert the ri clinics into hospitals; that had been completed
in June 1975, a year and a half ahead of schedule. The rural inhabitants now received both
inpatient and outpatient treatment in those hospitals, which were fully equipped with
specialized sections in such fields as internal medicine, paediatrics and obstetrics.

In the expansion of rural health care networks, attention had been paid to improving
medical service methods according to changing needs. A system had been introduced whereby,
instead of waiting to treat patients in the hospitals, doctors were made responsible for the
preventive and therapeutic care of all inhabitants of their district. Thus the medical
services went out into the home and workplace, considerably raising the quality of health care.
A system of regular check -ups had been introduced so that diseases could be diagnosed and cured
in good time.

The whole population now benfited from the free medical care system introduced in all
hospitals, including the rural ri hospitals. The cost of building and equipping hospitals was
borne by the State, as were all medical fees. His country would continue its efforts to
combat disease by intensifying efforts in primary health care and by early diagnosis and
treatment.

Dr MERRILL (United States of America) said that a year earlier the Health Assembly had
endorsed a programme for the promotion of primary health care. An excellent start had been
made with that programme and his delegation wished to express its satisfaction with the progress
recorded in the relevant report. He was glad to note that primary health care was seen in the
context of economic development, particularly in rural areas. That approach involved
cooperation with many other agencies, and with multilateral, bilateral, and nongovernmental
organizations. The accumulation and dissemination of information, the reporting of national
experiences, and the preparation of technical guidelines were examples of how the programme
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was developing. The programme's involvement with and contribution to general rural develop-

ment might prove to be one of its most significant accomplishments.
His delegation reaffirmed its support for the principle of primary health care viewed as

one element of overall rural development. His Government was prepared to cooperate with WHO
and Member States in testing alternative measures for securing full coverage of the population,
and in extending general health, nutrition and family planning services to underserved areas.

With regard to health technology, he agreed that the priorities and approaches of health
care delivery could not be decided by peripheral health units. Careful consideration and
reasoned judgement, based on applied research, were needed to devise a technology that met the
criteria of acceptability, simplicity, low cost, and efficiency in reducing mortality and

morbidity.
He urged WHO to encourage the industrialized world to work with the developing world to

produce widely applicable, acceptable, effective and reasonably priced health technologies.
His delegation supported the plan to promote country and regional conferences preparatory to
the international conference on primary health care, and endorsed the orientation of WHO's

activities outlined in the reports under consideration.

Dr HELLBERG (Finland) expressed support for the emphasis on health and rural development,
on health development viewed as an essential part of socioeconomic development, and on appro-
priate and acceptable health technologies needed for primary health care as part of the

promotion of national health services. He also agreed with the emphasis on the community.

However, communities existed in the context of national and regional governments. While

much of importance could be initiated in the community, the relationship to national government,
with its responsibility for planning and execution, was essential in the long term. His

country had one of the most decentralized health care systems in the developed world, local
authorities bearing the responsibility for provision of services. However, a necessary pre-
requisite for rapid growth in primary health care had been new legislation, passed in 1972,
that provided for central political decisions to be made in the form of national five -year plans,
in which priorities and the allocation of resources were clearly defined for both primary health

care and specialized services. Although his country believed in decentralization, the only
way to emphasize primary health care in practice had been with such a centralized mechanism

for decision making and resource allocation. Without that, local health authorities would
have had difficulty in withstanding pressures from certain professional groups and sectors of

the public. He drew attention to those sections of the two reports by the Director -General

that concerned the responsibilities of central government.
Health workers in the community needed the frame of reference and support provided by

other levels of health personnel, such as nurses and doctors. The role of doctors varied in

different situations and would change gradually as more staff were trained and as the content

of training programmes changed. He would like to see the relationship of different categories
of health personnel to primary health care and to each other given greater emphasis in the WHO

programme. That might meet some of the objections to the utilization of auxiliaries in
primary health care and thus have a favourable effect on the polarization of opinion and the

tensions that existed in that field. It was necessary to allow for alternative methods and
flexibility in the common concern for the health of populations with poor health services.

Member States had supported primary health care as a high priority in the WHO programme,
at both the Twenty- eighth and Twenty -ninth Health Assemblies. He suggested that in the

near future principles for evaluation should be worked out. Information was scarce. It

would be interesting to determine the extent to which primary health care was being implemented
throughout the world and the extent to which pressures were being felt from medical establish-
ments overemphasizing intramural care. Such information would be useful as a basis for

discussions at the international primary health care conference to be held in 1978. In the
next Report on the World Health Situation special emphasis should be given to the progress

made in the priority areas of WHO's programme.

Dr BOAL (Guinea- Bissau) said that at the time of liberation his country's health services

had been in a poor state. The infrastructure had been unbalanced, with more than half the

health personnel and about 70% of hospital beds and technical equipment concentrated in the

capital. There had also been a general shortage of supervisory personnel, both quantitative and

qualitative. The country had been poor, communicable disease widespread, and statistics for evalua-

tion of the gravity of the situation totally lacking. Thus there had been an urgent need to
set up a system that guaranteed a minimum level of health care. The first proposal had been

for a classical solution based on a regionalized system presupposing the existence of a net-

work of health units centred on 100 -bed regional hospitals, sector hospitals, health posts and
so forth, requiring resources of personnel and finance that were not available, even with

external aid. Further, such regional hospitals, which were costly to set up and maintain,

would only serve the urban minority. A radical decision had been required, since there was



COMMITTEE B: TWENTY -FIRST MEETING 635

an urgent need to help as many of the population as possible, bearing in mind the financial,
manpower and technical constraints. In May 1975, a meeting of officials responsible for
health and social affairs had been held to work out a strategy. It had been decided to
restore existing health units, including three 100 -bed hospitals, to working order while
constructing peripheral units - health stations and small 20 -bed hospitals - in regions where

there was no health infrastructure. The health stations were to serve several villages within
a radius of two hours' walk. It had also been decided to promote health education and to set
up village pharmacies and village or urban district maternity stations.

For the last three projects the participation of the people had been essential and contact
with them had been made through the party structure. The population was grouped by villages

or districts, each under a basic party committee comprising five members, including at least
two women; one member of the committee was responsible for health and social matters. It

was intended to make the committees responsible for village pharmacies designed for the stan-
dard treatment of the five or six most common diseases (malaria, diarrhoeas, respiratory
diseases, conjunctivitis, etc.), using simplified tables and drawings to assist in diagnosis.
They would also learn to recognize cases that required referral to a health station or
hospital. The experiment would begin with about 100 villages, and it was hoped to begin
training programmes during the present year for a number of village committees.

Primary health care was the main priority in the health plan his country was in the
process of drawing up with the assistance of WHO. He believed that the main objectives would
be realized within a few years. His delegation supported the draft resolution on primary
health care and was confident that the ideas expressed by the Director- General in his opening
speech to the Health Assembly were not dreams but a valid basis for reflection for a country,
such as his, that was starting from nothing.

Professor SULIANTI SAROSO (Indonesia) said that her Government supported the principles
of primary health care established at the Twenty- eighth Health Assembly, in particular that
there should be both integration of health services and integration of those services with
the community. Her country's health authorities had analysed the existing services in the
light of those principles and had concluded that, despite expansion of the health centre net-
work, health care coverage was still unsatisfactory. From village development projects it
had been learnt that coverage could be improved by community participation, by using elected
village health workers, and by setting up village health insurance schemes. Several seminars
and workshops had been held for health personnel, to clarify the primary health care approach.

She agreed with the delegate of the United Republic of Tanzania that health was also
influenced by activities in other sectors, such as agriculture, public works, industry and
education. In that context, a primary health care workshop, held recently in Jakarta, had
been attended by members of womens' organizations, boy scouts, religious groups, etc. She

agreed with the Finnish delegate that a national policy for primary health care was essential.
That had been discussed at the workshop, and the recommendation had been made that primary
health care should involve all sectors; it was an integral part of both village development

and the national health services. In her country, village development was the responsibility
of the Ministry of the Interior, while other authorities were responsible for technical aspects.
The difficulty lay in setting up a mechanism for coordination and synchronization. A task
force was being set up to look into that and report to the Government. From case studies of
village development and rural health projects presented at the workshop, it was concluded that
health service staff would need to be better prepared for the innovations, which should be
introduced gradually. She agreed with the Director -General's recommendation that WHO
personnel in all fields should be given an appreciation of primary health care so that they
might set an example to national personnel.

She welcomed the innovative report on health technology in relation to primary health care
and agreed with the United States delegate that simple methods were essential. Her delegation
hoped that priority would be given to that topic in the 1978 -79 programme budget. She

suggested that the draft resolutions and proposed amendments might be checked by the working
group against a draft resolution on health manpower that was before Committee A, with a view to
avoiding duplications and differences.

Mr FINDLAY (Sierra Leone) said that the two items under consideration were of special
interest to the developing countries in their strategies for improving health care delivery
systems. He had taken note of the implications of rural development for WHO. His delegation
was particularly impressed with the forthright statements concluding the report on that subject
and the report on health technology. Any significant progress in the implementation of
programmes for the delivery of primary health care in the rural areas and the application of
new concepts in health technology in that sphere called for total involvement of all concerned
in order to ensure an effective coordination of interests, efforts and resources at all levels.

In Sierra Leone, the current five -year national development plan envisaged total coverage
for the rural population through a network of integrated health centres in which curative and
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preventive medicine would complement each other, with a strong maternal and child health and

family health component. Those centres would not only serve the population in their immediate

vicinity but also reach peripheral areas through mobile units.

At the same time it was working on a proposal to establish a training centre for medical
auxiliaries to be located in the rural areas where the auxiliaries would eventually work. The
training centre should serve the needs not only of Sierra Leone but also of the neighbouring
States and it was hoped that it could be developed into a regional training centre. The need
for adequate training could not be overemphasized and it was important to conduct it within
the local environment so that from the outset the students would become familiar with condi-
tions in the rural areas and adjust themselves to their working surroundings.

His country had succeeded in achieving the full participation of traditional birth
attendants in a continuing education programme prepared specially for them within the context
of health care in the rural areas, and the results had been most encouraging. Refresher
courses, seminars and workshops had become a regular feature for all categories of medical and
health staff in the rural areas. He expressed his appreciation for the assistance provided by
WHO and UNICEF, which had made that training programme so successful.

The new ideas and recommendations provided by WHO on how primary health care delivery
systems could be established and improved in the rural areas were greatly appreciated, but
developing countries had reached the stage where theory must be put into practice. The
constraints were well known and external assistance would be needed to improve the situation.
He emphasized the need for greater involvement of the Organization at every stage of health
development in the developing countries so that it could assist in identifying and exploring
the possible areas of external assistance. He therefore agreed with the amendment proposed
by the delegation of Venezuela to operative paragraph 4 of the draft resolution on the promo-
tion of national health services relating to primary health care and rural development.

His delegation fully supported the two draft resolutions with the amendments proposed and
wished to be added to the lists of sponsors.

Dr IDRIS (Sudan) said that his country, after many years' experience in health care
delivery, had been able, with technical help from WHO, to formulate a seven -year national
health programme within the country's overall socioeconomic development plan, which had
identified health priorities, including primary health care. The primary health care
programme, formulated with technical help from WHO, was politically and socially acceptable to
the people and the Government. After costing all its components, it had been realized that
the two phases of the programme - pre -implementation and implementation - required extensive
resources, especially during the one -year pre -implementation phase. His delegation was
therefore very relieved to note from the report on promotion of national health services that the

Organization would continue to make itself available, in whatever capacity required by Member
States, to assist national programmes. His country would need both financial and technical
assistance from WHO to implement its current pre -implementation phase. It also appealed to
all donor countries and agencies for help in that respect.

Sudan had not only provided WHO with information on public health care as suggested by
the delegate of Finland, but had completed the whole exercise in collaboration with the
Organization and hoped that that help and cooperation would continue.

Dr TEJADA -DE- RIVERO (Assistant Director -General) said that most delegates' comments had

concerned principles rather than details and, as stated in the report on promotion of national
health services, the principles outlined in the Director -General's report to the Twenty- eighth
Health Assemblyl remained the same: primary health care should be integrated into the national
health service system, and importance was accorded to the development of the community in
conjunction with rural development. That report had also referred to the need for government
participation at the national level in the development of primary health care programmes.

Delegates had said that the development of primary health care services was the outcome
of the inadequacy of the present health service structure and the under -utilization of
resources. That referred not only to under -utilization of conventional health resources, but
also to failure to use the vast resources existing in the community that had so far not been
considered health resources.

The delegate of Kuwait's reference to the need to encourage training institutions to
intensify their efforts should also be viewed in the light of the utilization of new and
unconventional resources. With regard to the definition of health technology it was clearly
stated in the relevant report that it must be subject to review and adaptation in the light of
experience and research. In general, what was to be developed was the most appropriate
combination of methods and resources to solve the problems confronting primary health services.

Finally, it had been requested that the purposes and objectives of the international
conference on primary health care should be clearly defined. As the Committee had been

1 WHO Official Records, No. 226, 1975, Annex 15.
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informed by the representative of the Executive Board, an ad hoc committee of the Board had
clearly stated those purposes and objectives. One of the latter concerned a point raised by

several delegates, namely the need to develop an information system in order that Member
States could be informed on a continuing basis of the development and experiences of primary
health care in other countries.

The CHAIRMAN said that a combined draft resolution had been prepared by the working group.
The delegation of Bangladesh, which had taken part in the drafting, had asked to become a sponsor
of the new draft resolution, which he asked the Secretary to read out.

Dr SACKS (Secretary) said that the new draft resolution combined both the earlier drafts
and the amendments proposed by delegates. It read as follows:

The Twenty -ninth World Health Assembly,

Having considered the reports of the Director -General on the Promotion of National
Health Services and Health Technology relating to Primary Health Care and Rural Develop-
ment, and resolution EB57.R27 of the Executive Board;

Reaffirming its previous resolutions and decisions (in particular WHA23.61, WHA25.17,
WHA26.35, WHA26.43, WHA27.44 and WHA28.88) concerning the need to further the health of
all people within national contexts, using every appropriate method in an acceptable
manner, and encouraging the provision and expansion of effective, comprehensive health
care to meet the right of access to such care for all people;

Considering that WHO's priority should be to assist countries to implement steps
which will improve the health of underserved populations;

Emphasizing that health development should be considered as an essential part of
socioeconomic development and that primary health care linked to community involvement is
an approach which can combine health service actions with health -related actions in other
sectors;

Recognizing that the development of appropriate methodologies and technologies are
important support elements in the development of primary health care and rural development
and as such should be considered a priority area;

1. THANKS the Director -General for his reports;

2. URGES Member States to consider their national health problems in their totality as
an integral part of their socioeconomic development plans and to review their health
policies and strategies taking into account:

(i) the need to develop methods and procedures relevant to their national
situations, utilizing appropriate, effective, acceptable and feasible techniques;
(ii) the priority that should be accorded to measures for improving the health of
underserved populations;

(iii) the importance of relating the activities of the health services to those of
other health -related sectors, especially at the level of the primary health care
and rural development services;

3. CONSIDERS it necessary:
(i) to strengthen WHO's activities in the collection, analysis and dissemination
of information between Member States on the health experience, methodologies and
technologies available;
(ii) to cooperate with Member States in the adaptation and the utilization of
existing technologies in the light of locally prevailing conditions;

(iii) to promote research for the development of appropriate and effective

methodologies and technologies;

4. REQUESTS the Director -General:

(i) to continue his efforts directed towards further developing and implementing
the programme on the promotion of national health services relating to primary
health care and rural development;
(ii) to take adequate measures to establish and develop a programme of health
technology relating to primary health care and rural development as part of the
overall primary health care programme, and to stimulate health manpower training
institutions to intensify their efforts for promoting and strengthening their roles

in its development;
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(iii) to take appropriate steps to ensure that WHO takes an active part, jointly with
other international agencies, in supporting national planning of rural development
aimed at the relief of poverty and the improvement of the quality of life;

(iv) to take further steps to encourage a dialogue on these issues within and
between Member States including all relevant sectors and levels of government and

the population;

(v) to assist Member States to implement their programmes of primary health care.

Decision: The draft resolution was approved.1

2. EIGHTH REPORT OF THE COMMITTEE

Professor KHALEQUE (Bangladesh), Rapporteur, read out the draft eighth report of the

Committee.

Decision: The report was adopted (see page 645).

3. CLOSURE

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

completed.

The meeting rose at 5.55 p.m.

Transmitted to the Health Assembly in the Committee's eighth report and adopted as

resolution WHA29.74.



COMMITTEE REPORTS

The texts of resolutions 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 Part I (Official Records No. 233, pages 1 -50).

COMMITTEE ON CREDENTIALS

FIRST REPORT1

52953 - 4 May 19767

The Committee on Credentials met on 4 May 1976.
Delegates of the following Members were present: Afghanistan, Bulgaria, Finland,

Ireland, Malawi, Mexico, Singapore, Thailand, Togo, Trinidad and Tobago, United Arab Emirates,
United Republic of Tanzania.

Dr E. Tarimo (United Republic of Tanzania) was elected Chairman, Dr Toh Chin Chye
(Singapore) Vice -Chairman, and Mr Kloutsé fo Kodjovi (Togo) Rapporteur.

The Committee examined the credentials delivered to the Director -General in accordance
with Rule 22 of the Rules of Procedure of the Health Assembly.

1. The credentials of the delegates of the Members below were found to be in order; the

Committee therefore proposes that the Health Assembly should recognize their validity:
Afghanistan; Algeria; Argentina; Australia; Austria; Bahrain; Bangladesh; Belgium;

Bolivia; Botswana; Brazil; Bulgaria; Burma; Burundi; Canada; Central African Republic;

Chad; Chile; China; Colombia; Comoros; Congo; Costa Rica; Cuba; Cyprus;

Czechoslovakia; Democratic People's Republic of Korea; Democratic Republic of Viet -Nam;

Democratic Yemen; Denmark; Ecuador; Egypt; El Salvador; Ethiopia; Fiji; Finland;

France; Gabon; Gambia; German Democratic Republic; Germany, Federal Republic of; Ghana;

Greece; Guatemala; Guinea; Guinea -Bissau; Guyana; Haiti; Honduras; Hungary; Iceland;

India; Indonesia; Iran; Iraq; Ireland; Israel; Italy; Ivory Coast; Jamaica; Japan;

Jordan; Kenya; Kuwait; Lebanon; Lesotho; Libyan Arab Republic; Luxembourg; Madagascar;

Malawi; Malaysia; Mali; Malta; Mauritania; Mauritius; Mexico; Monaco; Mongolia;
Morocco; Mozambique; Nepal; Netherlands; New Zealand; Nicaragua; Niger; Nigeria;

Norway; Oman; Pakistan; Panama; Papua New Guinea; Philippines; Poland; Portugal; Qatar;

Republic of Korea; Republic of South Viet -Nam; Romania; Saudi Arabia; Senegal;

Sierra Leone; Singapore; Somalia; Spain; Sri Lanka; Sudan; Surinam; Swaziland; Sweden;
Switzerland; Syrian Arab Republic; Thailand; Togo; Tonga; Trinidad and Tobago; Tunisia;
Turkey; Uganda; Union of Soviet Socialist Republics; United Arab Emirates; United Kingdom
of Great Britain and Northern Ireland; United Republic of Cameroon; United Republic of
Tanzania; United States of America; Upper Volta; Uruguay; Venezuela; Western Samoa;
Yemen; Yugoslavia; Zaire; Zambia.

2. The Committee examined notifications from the following countries: Albania, Cape Verde,
Lao People's Democratic Republic, Liberia, Peru, Rwanda, Sao Tome and Principe, which while
indicating the composition of their delegations could not be considered as constituting
formal credentials in accordance with the provisions of the Rules of Procedure. The

Committee also noted that one delegation had registered but had not presented any form of
credentials to the Director -General. The Committee recommends to the Health Assembly that
these delegations, which have not yet submitted credentials in accordance with the provisions
of Rule 22 of the Rules of Procedure of the Health Assembly, be provisionally recognized with
full rights in the Health Assembly pending the arrival of their formal credentials which
should be submitted by the end of the session.

1 Approved by the Health Assembly at its fourth plenary meeting.
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SECOND REPORT'

52963 - 13 May 19767

The Committee on Credentials met on 13 May 1976.
The Committee accepted as formal the credentials presented on behalf of Albania, Barbados,

Cape Verde, Lao People's Democratic Republic, Liberia and Peru, and accordingly proposes that
the Health Assembly should recognize the validity of the credentials of these countries.

The Committee examined a notification from Benin which could not be considered as
constituting a formal credential. The Committee, nevertheless, recommends to the Health
Assembly that this credential be provisionally recognized pending the arrival of a formal

credential.

THIRD REPORT2

52970 - 19 May 19767

The Committee on Credentials met on 19 May 1976.
The Committee accepted as formal the credentials presented on behalf of Angola, Rwanda

and Namibia and accordingly proposed that the Health Assembly should recognize their validity.

COMMITTEE ON NOMINATIONS

FIRST REPORT3

52948 - 3 May 197

The Committee on Nominations, consisting of delegates of the following Member States:
Afghanistan; Argentina; Canada; Central African Republic; Chad; China; Colombia; Cuba;

France; Germany, Federal Republic of; India; Indonesia; Iran; Jamaica; Kenya; Libyan
Arab Republic; Mozambique; Niger; Oman; Poland; Union of Soviet Socialist Republics;
United Kingdom of Great Britain and Northern Ireland; Western Samoa; and Zambia, met on

3 May 1976. Dr Karan Singh (India) was elected Chairman.
In accordance with Rule 25 of the Rules of Procedure of the Health Assembly, the

Committee decided to propose to the Assembly the nomination of Sir Harold Walter (Mauritius)
for the office of President of the Twenty -ninth World Health Assembly.

SECOND REPORT3

.529/49 - 3 May 19767

At its first meeting, held on 3 May 1976, the Committee on Nominations decided to propose
to the Assembly, in accordance with Rule 25 of the Rules of Procedure of the Assembly, the

following nominations:

Vice -Presidents of the Assembly: Dr A. R. Al Awadi (Kuwait), Mr B. N. Jha (Nepal),
Dr H. Weinstok (Costa Rica), Mr A. C. Kirca (Turkey), Dr H. J. H. Hiddlestone
(New Zealand);

Committee A: Chairman, Professor F. Renger (German Democratic Republic);

Committee B: Chairman, Dr E. Aguilar Paz (Honduras).

Concerning the members of the General Committee to be elected under Rule 31 of the Rules
of Procedure of the Assembly, the Committee decided to nominate the delegates of the following

14 countries: Argentina; Bahrain; Botswana; China; France; Guinea -Bissau; Indonesia;

Mozambique; Togo; Tunisia; Union of Soviet Socialist Republics; United Kingdom of

Great Britain and Northern Ireland; United States of America; and Zambia.

' Approved by the Health Assembly at its ninth plenary meeting.

2 Approved by the Health Assembly at its twelfth plenary meeting.
3
Approved by the Health Assembly at its second plenary meeting.
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THIRD REPORT1

52950 - 3 May 19767

At its first meeting, held on 3 May 1976, the Committee on Nominations decided to propose
to each of the main Committees, in accordance with Rule 25 of the Rules of Procedure of the
Assembly, the following nominations for the offices of Vice -Chairman and Rapporteur:

Committee A: Vice -Chairman, Dr P. Tuchinda (Thailand);
Rapporteur, Professor B. -C. Sadeler (Benin);

Committee B: Vice -Chairman, Dr P. S. P. Dlamini (Swaziland);

Rapporteur, Professor K. A. Khaleque (Bangladesh).

GENERAL COMMITTEE

REPORT2

52958 - 10 May 19767

Election of Members entitled to designate a person to serve on the Executive Board

At its meeting held on 10 May 1976, the General Committee, in accordance with Rule 99 of
the Rules of Procedure of the Health Assembly, drew up the following list of 11 Members, in
the French alphabetical order, to be transmitted to the Health Assembly for the purpose of the
annual election of ten Members to be entitled to designate a person to serve on the Executive

Board:

Cuba, Fiji, Greece, Honduras, Pakistan, Peru, Philippines, Qatar, United Kingdom of
Great Britain and Northern Ireland, Czechoslovakia, Zambia.

The General Committee then recommended the following ten Members which, in the Committee's
opinion, would provide, if elected, a balanced distribution on the Board as a whole:

Czechoslovakia, Fiji, Greece, Philippines, Pakistan, Qatar, United Kingdom of Great
Britain and Northern Ireland, Zambia, Honduras, Peru.

COMMITTEE A

FIRST REPORT3

L29/60 - 12 May 19767

Committee A held six meetings, on 5, 6, 10 and 11 May 1976, under the chairmanship of

Professor F. Renger (German Democratic Republic).

At its first meeting, the Committee elected Dr P. Tuchinda (Thailand) Vice -Chairman and
Professor B. -C. Sadeler (Benin) Rapporteur, in accordance with the suggestions of the Committee
on Nominations.

During the course of these meetings, Committee A decided to recommend to the Twenty -ninth
World Health Assembly the adoption of resolutions relating to the following subjects:

Sixth General Programme of Work covering a specific period: 1978 -1983 IWHA29.2/
Psychosocial factors and health `WHA29.21/
Report on the world health situation ZWHA29.227

1 See pp. 259 and 445.

2 See verbatim record of the ninth plenary meeting, sections 2 and 7.
3
Approved by the Health Assembly at its ninth plenary meeting.
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SECOND REPORT'

529/66 - 15 May 19767

Committee A held its seventh, eighth, ninth, tenth, eleventh and twelfth meetings on 12,
13 and 14 May 1976.

During the course of these meetings, while proceeding with the review of the programme
budget for the financial years 1976 and 1977 (financial year 1977), the Committee decided to
recommend to the Twenty -ninth World Health Assembly the adoption of resolutions relating to
the following subjects:

Programme budget policy /WHA29.48/
Cardiovascular diseases WHA29.49

Birth defect surveillance WHA29.5.07

2
THIRD REPORT

52967 - 17 May 19767

During the course of its thirteenth and fourteenth meetings, held on 15 and 17 May 1976,
Committee A decided to recommend to the Twenty -ninth World Health Assembly the adoption of
resolutions on the following subjects:

Effective working budget and budget level for 1977 /HA29.57
Appropriation resolution for the financial year 1977 2W-HA29.57

FOURTH REPORT3

529/68 - 19 May 19767

During the course of its sixteenth and seventeenth meetings, held on 18 May 1976,
Committee A decided to recommend to the Twenty -ninth World Health Assembly the adoption of
resolutions relating to the following subjects:

Smallpox eradication rogramme SHA29.57
Smoking and health WHA29.57
Establishment of a WHO collaborating centre for the International Classification of
Diseases in Portuguese 5HA29.57

Occupational health programme SWHA29.577

FIFTH REPORT4

529/71 - 20 May 19767

During the course of its eighteenth and nineteenth meetings, held on 19 May 1976,
Committee A decided to recommend to the Twenty -ninth World Health Assembly the adoption of
resolutions relating to the following subjects:

Expanded programme on immunization LITJHA29.6 7

Development and coordination of biomedical research WHA29.67
Système international d'Unités: use of SI units in medicine /HA29.67

1
Approved by the Health Assembly at its tenth plenary meeting.

2 Approved by the Health Assembly at its eleventh plenary meeting.

3 Approved by the Health Assembly at its twelfth plenary meeting.

4 Approved by the Health Assembly at its thirteenth plenary meeting.
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SIXTH REPORT'

.529/73 - 20 May 19767

During the course of its twentieth and twenty -first meetings held on 20 May 1976,
Committee A decided to recommend to the Twenty -ninth World Health Assembly the adoption of

resolutions relating to the following subjects:

Leprosy control JHA29.727
Intensification of research on parasitic and other communicable and tropical diseases

[WHA29. 7)7
Health manpower development JHA29.77

COMMITTEE B

FIRST REPORT2

52955 and Corr.l - 10 May 19767

Committee B held its first and second meetings on 5 and 6 May 1976 under the chairmanship

of Dr E. Aguilar Paz (Honduras). On the proposal of the Committee, Dr Z. M. Dlamini
(Swaziland) was elected Vice -Chairman pro tempore pending the arrival of His Excellency

Dr P. S. P. Dlamini (Swaziland), proposed as Vice -Chairman of Committee B by the Committee on
Nominations, and Professor K. A. Khaleque (Bangladesh) was elected Rapporteur.

It was decided to recommend to the Twenty -ninth World Health Assembly the adoption of
resolutions relating to the following agenda items:

3.3.1 Financial report on the accounts of WHO for 1975, report of the External Auditor
and comments thereon of the Ad Hoc Committee of the Executive Board ZWHA29.7

3.3.2 Status of collection of annual contributions and of advances to the Working

Capital Fund 5THA29./
3.3.3 Members in arrears in the payment of their contributions to an extent which may

invoke Article 7 of the Constitution 141HA29./

3.4 Scale of assessment:

3.4.1 Assessment of new Members and Associate Members IWHA29.6,7,8,9,10 and 117

3.4.2 Assessment of the Republic of South Viet -Nam ZWHA29.1/

3.4.3 Assessment of Namibia JWHA29.1J
3.4.4 Assessment of Bangladesh `WHA29.147

3.4.5 Assessment of Grenada, Guinea -Bissau, and Tonga LWHA29.117

3.4.6 Scale of assessment for 1977 2WHA29.17

3.11 Working languages of the World Health Assembly and of the Executive Board:

3.11.2 Use of Chinese ZWWHA29.177

SECOND REPORT3

52961 - 12 May 19767

During its third, fourth, fifth and sixth meetings, held on 10 and 11 May 1976,
Committee B decided to recommend to the Twenty -ninth World Health Assembly the adoption of

resolutions relating to the following agenda items:

3.14 Coordination within the United Nations system:

3.14.2 Assistance to newly independent and emerging States in Africa Z.1,71HA29.27

3.14.4 Special assistance to Cambodia, the Democratic Republic of Viet -Nam, the Lao
People's Democratic Republic, and the Re ublic of South Viet -Nam /HA29.27

3.2 Supplementary budget for 1976 ¿HA29.25
3.11 Working languages of the World Health Assembly and of the Executive Board:

3.11.1 Use of Arabic EHA29.2Ç

'
Approved by the Health Assembly at its fourteenth plenary meeting.

2 Approved by the Health Assembly at its eighth plenary meeting.

3 Approved by the Health Assembly at its ninth plenary meeting.
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3.5 Working Capital Fund:

3.5.3 Review of the Working Capital Fund (authority to borrow from internal funds)

LWHA29.277
3.6 Real Estate Fund ¿HA29.27
Supplementary agenda item 1: Use of the Executive Board Special Fund 5WHA29.227

THIRD REPORT'

149/62 - 13 May 19767

During its seventh and eighth meetings, held on 12 May 1976, Committee B decided to
recommend to the Twenty -ninth World Health Assembly the adoption of resolutions relating to

the following agenda items;

3.7 Organizational studies by the Executive Board:

3.7.1 Organizational study on "The planning for and impact of extrabudgetary resources
on WHO's programmes and polic " /HA29.31 and WHA29.37

3.7.2 Future organizational study LWHA29.3.7

3.9 Report of the International Conference for the Ninth Revision of the

International Classification of Diseases 5WHA29.34 and WHA29.3g

3.8 Annual reporting by the Director- General and other documents on the work of

WHO 5HA29.3Ç
3.12 Amendments to the Rules of Procedure of the World Health Assembly 5HA29.3i7

FOURTH REPORT'

/2964 - 15 May 19767

During its eighth, ninth and tenth meetings, held on 12 and 13 May 1976, Committee B
decided to recommend to the Twenty -ninth World Health Assembly the adoption of resolutions
relating to the following agenda items:

3.13 Amendments to Articles 24 and 25 of the Constitution - Increase in the member-
ship of the Executive Board 27.71HA29.3Ç

3.14 Coordination within the United Nations system:
3.14.1 General matters 5HA29.39,40 41 and 42
3.14.3 International Women's Year LWHA29.43
3.14.5 Health assistance to refugees and displaced persons in Cyprus 2WHA29.47

FIFTH REPORT'

2Â29/65 - 15 May 19767

During its eleventh and twelfth meetings, held on 14 May 1976, Committee B decided to
recommend to the Twenty -ninth World Health Assembly the adoption of resolutions relating to
the following agenda items:

2.5 Reports on specific technical matters:
2.5.4 WHO's human health and environment programme ¿HA29.427
2.5.5 Community water supply and waste water disposal (mid- decade progress report)

WHA29.46 and WHA29.41

1 Approved by the Health Assembly at its tenth plenary meeting.
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SIXTH REPORT 1

/2969 - 19 May 19767

During its thirteenth, fourteenth, fifteenth, sixteenth and seventeenth meetings, held on
15, 17 and 18 May 1976, Committee B decided to recommend to the Twenty -ninth World Health
Assembly the adoption of resolutions related to the following agenda items:

2.5 Reports on specific technical matters:
2.5.10 Schistosomiasis /HA29.587
2.5.11 Mycotic diseases gIHA29.527
3.15 United Nations Joint Staff Pension Fund:
3.15.1 Annual Re ort of the United Nations Joint Staff Pension Board for 1974

/HA29. 60/
3.15.2 Appointment of representatives to the WHO Staff Pension Committee gHA29.6j7

SEVENTH REPORT2

/2972 - 20 May 19767

During its seventeenth, eighteenth and nineteenth meetings, held on 18 and 19 May 1976,
Committee B decided to recommend to the Twenty -ninth World Health Assembly the adoption of
resolutions related to the following agenda items:

2.5 Reports on specific technical matters:
2.5.12 Rheumatic diseases ¿HA29.67
2.5.13 The need for laboratory animals for the control of biological products and the

establishment of breeding colonies ¿HA29.67
2.5.16 Disability prevention and rehabilitation WHA29.687
3.10 Health assistance to refugees and displaced persons in the Middle East

LWHA29.627
(In its consideration of this item during its fifteenth meeting the Committee
decided to consider the report of the Special Committee of Experts appointed to
study the health conditions of the inhabitants of the occupied territories as

inadmissible.)

EIGHTH REPORT3

/29/74 - 20 May 19767

During its twentieth and twenty -first meetings, held on 20 May 1976, Committee B decided
to recommend to the Twenty -ninth World Health Assembly the adoption of resolutions related to

the following agenda items:

2.5 Reports on specific technical matters:

2.5.17 Development of the antimalaria programme .67711A29.727

2.5.14 Promotion of national health services relating to primary health)

care and rural development

2.5.15 Health technology relating to primary health care and rural

development

1 Approved by the Health Assembly at its twelfth plenary meeting.

2 Approved by the Health Assembly at its thirteenth plenary meeting.

3
Approved by the Health Assembly at its fourteenth plenary meeting.

WHA29.747
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REPORTS OF COMMITTEE B TO COMMITTEE A

FIRST REPORT'

gi29/56 - 10 May 19767

Committee B reviewed the amount of casual income available from miscellaneous income and
the cash portion of the Assembly Suspense Account in the light of a report by the Director -
General. It also took into consideration the estimated reimbursement of programme support
costs for activities financed from extrabudgetary funds.

On the basis of its review, Committee B recommends to Committee A that income in the
amount of US$ 4 600 000 be used to help finance the 1977 budget. The amount of US$ 4 600 000
is composed of the estimated reimbursement of programme support costs for activities financed
from extrabudgetary funds in the amount of US$ 2 600 000, and the amount of US$ 2 000 000 of
available casual income.

SECOND REPORT2

[2957 - 10 May 19767

During the course of its second meeting, held on 6 May 1976, Committee B considered a
report by the Director -General, which, pursuant to resolution WHA28.33, outlined the first
stage of a plan for the gradual introduction of Chinese as a working language of the World
Health Assembly and the Executive Board. The Committee approved the proposals in this
respect and as no provision had been included in the revised proposed programme budget for
1977 to cover the estimated 1977 costs of their implementation, totalling US$ 284 000,
decided to recommend to Committee A that this amount be added to the effective working budget
for that year.

1
The recommendation contained in this report was incorporated in the draft resolution

on the effective working budget and budget level for 1977 approved by Committee A at its
thirteenth meeting.

2
The recommendation contained in this report was accepted and the amount of

US$ 284 000 was added to the effective working budget for 1977 approved by Committee A at its
thirteenth meeting.

3
See WHO Official Records, No. 233, 1976, Annex 3.



INDEX OF NAMES

AALAMI, B. (Iran), 11, 597
AALBERS, E. (World Veterinary Association), 31
AASHY, J. (Saudi Arabia), 19
ABBAS, K. H. (Sudan), 20
ABDELKERIM, M. 0. (Chad), 5
ABDELIAH, Faye G. (United States of America), 23,

275, 528
ABDEL MEGUID, M. M. (Egypt), 7
ABDOU, I. (Niger), 16
ABDULLAH, A. M. (Yemen), 24, 187
ABELIN, S. (Sweden), 20
ABOLS, P. (Canada), 4
ACEVEDO, H. (League of Red Cross Societies), 31
ACOSTA, A. N. (Philippines), 17
ACUÑA, H. (Regional Director for the Americas), 513,

593

ADESUYI, S. L. (Nigeria), 16
AFI, L. EL (Tunisia), 21
AGUILAR PAZ, E. (Honduras), Chairman, Committee B,

10, 32, 255
AHN, S. K. (Republic of Korea), 18, 436
AKALAY, 0. (Morocco), 15, 290, 617
AKHMETELI, M. A. (Director, Division of

Noncommunicable Diseases), 587, 591
AKHMISSE, M. (Morocco), 15
AKHZAMI, S. H. AL- (Oman), 17, 493, 622
AKOPOV, G. (League of Red Cross Societies), 31
ALAN, T. (Turkey), 22, 260, 269, 272, 290, 315, 328,

351, 355, 356, 394
ALATTYIA, A. R. (Qatar), 18
ALDEA, M. (Romania), 18, 149, 220, 250, 288

ALEXANDER, O'D. B. (United Kingdom of Great Britain
and Northern Ireland), 23

ALFA CISSÉ, I. (Niger), 16, 264, 268, 355, 382, 384,
394, 409, 420, 424

ALI, M. (Iraq), 11
ALI NUR, M. (Somalia), 19, 165
ALLEY, E. E. (International Civil Defence

Organization), 28, 291

ALMEIDA, M. A. D' (Angola), 1, 70
ALMEIDA MACHADO, P. DE (Brazil), 3, 167
ALQIRSHY, A. (Yemen), 24
AMANI- GUILBERT, J. (Ivory Coast), 13

AMAR, A. M. (International Council on Alcohol and
Addictions), 29

AMATHILA, Libertina Inaviposa (Namibia), 25
AMAU, T. (Japan), 13, 96

AMINUDDIN (Pakistan), 17, 375
AMIRAHMADI, A. N. (Iran), 11
AMIROUCHE, M. (Algeria), 1
AMRANI, H. (Algeria), 1
ANDERSON WHEELER, Mrs A. (Ireland), 12, 612

ANDRÉASSON, R. (International Association for
Accident and Traffic Medicine), 29', 291

ANDREW, R. F. (United States of America), 23, 67,
449, 457, 459, 461, 469, 495

ANDRIAMAMPIHANTONA, E. (Madagascar), 14
ANDRIES, W. (Belgium), 3
ANTEQUERA ARCE, F. (Spain), 19
ANTILLON, J. C. (Costa Rica), 6
ARAFAT, F. (Palestine Liberation Organization), 26,

179

ARAM, A. N. (Iran), 11
ARIM, R. (Turkey), 22, 520, 531
ARMENTO, G. (Italy), 12, 361

ARMITAGE, D. (League of Red Cross Societies), 31

ARNAUDOV, D. (Bulgaria), 4
AROP, J. Y. (Sudan), 20, 124

RAMOS,
ASSAL, G. (World Federation of Neurosurgical

Societies), 31
ASSAR, M. (Iran), 11, 529, 531, 549
ASTALDI, G. (International Society of Hematology),

30

AUDEOUD -NAVILLE, Anne (World Federation for Mental
Health), 31

AUJALEU, E. J. (France), 8, 168, 252, 253, 264, 322,
323, 499

AUNG MYAT (Burma), 4, 381
AVILÉS, O. (Nicaragua), 16, 288
AVRAMIDIS, D. S. (Greece), 9, 567, 594, 617
AWADI, A. R. AL (Kuwait), Vice- President of the

Health Assembly, 13, 32, 99, 193, 215, 243,
328, 338, 363, 368, 572, 573, 576, 578, 581,
585, 609, 628

AYAYOS- DIKANONO (Congo), 5

AYYOUB, S. (Palestine Liberation Organization), 26

AZCUY HENRÎQUEZ, P. (Cuba), 6, 67, 87, 218

BABA, A. (Libyan Arab Republic), 14
BABAY, M. (Algeria), 1

BABEL, J. (President of the Conseil d'Etat of the
Republic and Canton of Geneva), 38

BACAR, B. (Comoros), 5, 197

BACIC, S. (United Nations Children's Fund), 27

BACVAROVA, Stefanka (Bulgaria), 4, 268, 276, 286,
305, 384, 588

BADDOO, M. A. (Ghana), 9, 348, 362, 523, 567
BADER, A. (Syrian Arab Republic), 21
BAGCHI, A. (India), 11
BAHRI, M. (Tunisia), 21

- 647 -



648 TWENTY -NINTH WORLD HEALTH ASSEMBLY, PART II

BAKACS, T. (Hungary), 10
BAKEMA, Mrs W. E. (Netherlands), 16
BAKER, A. A. AL- (Qatar), 18

BALENCIE, Miss J. (France), 8

BALOUS, Mrs S. (France), 8
BANKOWSKI, Z. (Council of International

Organizations of Medical Sciences), 29
BANNA, M. (Lebanon), 14, 518, 531
BARAKAT, D. (Palestine Liberation Organization), 26
BARREIROS E SANTOS, A. (Portugal), 18, 278
BARROS, P. (Chile), 5

BARROW, Miss R. N. (Christian Medical Commission),
29

BARTON, W. H. (Canada), 4, 573, 574, 610
BATAWI, M. EL (Office of Occupational Health), 295,

309

BAUME, L. -J. (International Dental Federation), 29
BAYANGHA, E. -L. (Central African Republic), 5
BECKER, W. (International Federation for Medical and

Biological Engineering), 30
BEDAYA- NGARO, S. (Central African Republic), 5, 313,

317, 326, 329, 468, 485, 486, 491, 492
BEGUIN, F. (International Federation of Gynecology

and Obstetrics), 30
BEHAR, M. (Nutrition), 524
REIN, J. (Israel), 12
BELATÉCHE, F. (Algeria), 1

BELLI, Miss V. (Italy), 12
BENADOUDA, A. (Algeria), 1
BERÉNYI, Mrs I. (Hungary), 10
BERNARD DEBAECKER, Mrs J. (International Union

against Tuberculosis), 31
BERNHARD, M. (Economic Commission for Europe), 27,

283

BERTHET, E. (International Union for Health
Education), 31

BERTSCHINGER, J. -P. (Switzerland), 20
BEUS, J. G. DE (United Nations Fund for Drug Abuse

Control), 28
BIERENS DE HAAN, J. (International Federation of

Clinical Chemistry), 30
BINDA, H. J. (United States of America), 23
BIN HAMZAH, S. R. (Malaysia), 14, 340
BINTU'A, T. (Zaire), 25
BIRYUKOV, G. (United Nations Environment Programme),

27

BISWAS, S. K. (Malaysia), 14
BJARNASON, M. (Iceland), 10
BLACKETT, H. (Trinidad and Tobago), 21, 142
BLAHÓ, B. (Hungary), 10, 457, 510, 632

BOA, Miss M. -L. (Ivory Coast), 13
BOAINAIN, J. AL (Qatar), 18
BOAL, M. R. (Guinea- Bissau), 10, 68, 249, 253, 482,

492, 634
BOBAREVIÓ, D. (Yugoslavia), 24

BODI, M. M. (International Civil Defence
Organization), 28

BOÉRI, E. (Monaco), 15

BOIARSHINOV, V. (United Nations), 27
BOJADZIJEVSKI, T. (Yugoslavia), 24
BOLECH, P. (Holy See), 26
BONDZI -SIMPSON, B. K. (Ghana), 9, 268, 287, 379,

419, 430

BONHOFF, R. W. (International Air Transport
Association), 29

BORGOÑO, J. M. (Chile), 5, 263, 283, 302, 371, 376,
543

BORNET, J. M. (International Committee of the Red
Cross), 29

BOSCH, P. (Uruguay), 24

BOTELHO DE SOUSA, P. L. (Mozambique), 16
BOUDJAKDJI, R. (Algeria), 1
BOUDJELIAB, O. (Algeria), 1

BOURAÏMA, I. (Benin), 3, 108
BRAHIM, I. M. K. (Surinam), 20, 78
BRAHIMI, A. (Algeria), 1

BRATKOV, O. I. (Union of Soviet Socialist Republics),
22

BRAVO MORATE, F. (Spain), 19
BRECKENRIDGE, K. K. (Sri Lanka), 20, 312, 321, 573,

612

BRIGHT, Jr, O. (Liberia), 14
BROTHERSTON, Sir John (United Kingdom of Great

Britain and Northern Ireland), 23, 304, 322,
552, 560, 566, 593

BRUTO DA COSTA, V. (International Union of School
and University Health and Medicine), 31

BÜCHEL, Miss A. (International Federation of

Pharmaceutical Manufacturers Associations), 30
BUKHARI, I. (Pakistan), 17, 574, 605, 614, 615

BULL, Mutumba M. (Zambia), 25, 122, 249
BUSAIRI, A. M. S. AL- (Kuwait), 13
BYRNE, J. A. (Commonwealth Medical Association), 29

CABO, F. V. (Mozambique), 16, 263, 538
CADOGAN, Miss J. (Trinidad and Tobago), 21
CAJINA, A. (Nicaragua), 16, 208
CALABRO, C. (Italy), 12
CAMARA, J. (Guinea), 10, 320, 330
CAMPS, D. G. (United Kingdom of Great Britain and

Northern Ireland), 23
CANAPERIA, G. A. (Italy), 12, 269, 472, 489
CANTOR, J. M. (Honduras), 10
CAPELI, S. (Albania), 1, 198, 306
CARIAS, M. (Honduras), 10
CARTER, G. (United Nations Children's Fund), 27, 115
CARTER, T. L. (United States of America), 23
CARVALHO SAMPAIO, A. A. DE (Portugal), 18, 326, 337,

361, 481, 615, 631
CASSELMAN, W. G. B. (Canada), 4, 262, 421
CASSON, P. (United Nations), 27
CASTILLO SINIBALDI, J. R. (Guatemala), 10, 92
CAYLS, J. S. (France), 8, 198, 457, 472, 485, 492,

510, 516, 523, 546, 560, 576, 587, 598, 633
CAYOLLA DA MOTTA, L. A. (Portugal), 18, 356, 395,

512, 620
CHADLI, A. (Tunisia), 21
CHADLY, A. (Tunisia), 21
CHEID, Mrs M. A. (International Confederation of

Midwives), 29

CHEIKH, A. O. (Mauritania), 15
CHEN Ke -chuan (China), 5, 312, 433
CHERKAOUI, A. (Morocco), 15

CHICHIZOLA GUIMET, C. (Peru), 17
CHIDZANJA NKHOMA, R. B. C. (Malawi), 14, 207
CHILEMBA, D. (Malawi), 14
CHINDAROV, L. (Bulgaria), 4, 67

CHKILI, T. (Morocco), 15
CHOPRA, N. N. (International Organization for

Standardization), 30
CHOSSUDOVSKY, E. M. (United Nations Institute for

Training and Research), 27
CHOUIREF, F. (Algeria), 1
CHRISTENSEN, 0. W. (Secretariat of the Headquarters

Programme Committee), Secretary, Committee A,

32

CHU Hsing -kuo (China), 5

CHUKE, P. 0. (Zambia), 25, 240, 254, 380, 420, 433
CHUN, B. H. (Republic of Korea), 18, 487
CID PERALTA, E. del (Guatemala), 10, 291, 325, 343,

379, 437, 614
CLARK, B. A. (Nigeria), 16

CLAVERO GONZALEZ, G. (Spain), 19, 83



INDEX OF NAMES 649

COCKBURN, W. C. (Director, Division of Communicable
Diseases), 375, 376, 390, 409

COGAN, F. F. (Ireland), 12

COHEN, A. J. (Cape Verde), 4
COLE, E. (Guinea), 10, 182, 298, 374
COLLOMB, Miss R. (United Nations Development

Programme), 27
COMPAORÉ, K. P. (Upper Volta), 24, 417
CONNOLLY, R. (United Nations), 27
COOK, J. (International Federation of Surgical

Colleges), 30
COOPER, T. (United States of America), 23, 60
COPPÉE, G. (International Labour Organisation), 28
CORNEJO- UBILLÚS, J. R. (Peru), 17, 116, 270, 319,

335, 340, 363, 372, 457
CORRADETTI, A. (Italy), 12, 416, 618
COTTIER, F. (International Union of Local

Authorities), 31
CRESPIN, J. P. (Senegal), 19
CRESPO RODAS, A. (Bolivia), 3
CROM, M. W. H. (Netherlands), 16
CUMMING, R. W. (Australia), 2, 261, 267, 272, 429,

449, 468, 485, 498, 506, 516, 523, 535, 596
CUMPLIDO, Jr, F. (Brazil), 3

DABBAGH, H. AL- (Saudi Arabia), 19, 270, 277, 339,

355

DAFOE, G. (World Federation of Public Health
Associations), 31

DAGHFOUS, Mrs J. (Tunisia), 21
DAIMER, J. (Austria), 2

DAMBREVILLE, C. (Haiti), 10
DAVIDSON, Françoise (France), 8
DAVIES, A. M. (Israel), 12, 264, 267, 287, 338,

348, 350, 401, 436, 577, 580, 581, 606
DAVIES, Marcella G. E. (Sierra Leone), 19, 316,

336, 381
DAVIS, A. (Schistosomiasis and Other Helminthic

Infections), 562, 571
DEANE, D. (World Federation for Mental Health), 31
DEBONO, A. (Malta), 15
DECAZES, Count E. (Order of Malta), 26
DENTE, G. (United Nations), 27
DEPUTY DIRECTOR- GENERAL, 410, 413
DERBAN, L. K. A. (Ghana), 9, 279, 305
DESLOUCHES, G. (Haiti), 10
DESPOTOVIE, M. (Yugoslavia), 24, 329
DEVI, Sivakami (Singapore), 19, 240
DIA, A. H. (Mauritania), 15
DIAKITE, S. (Mali), 15

DIALLO, Miss Y. (World Meteorological
Organization), 28

DIAS, S. J. (Guinea -Bissau), 10, 395
DIAS DA GRAÇA, C. (Sao Tome and Principe), 19. 70,

210

DIBA, A. (Iran), 11, 623

DIETERICH, B. H. (Director, Division of
Environmental Health), 547, 549, 556

DIGGS, J. (Liberia), 14, 567
DILEN, H. (Belgium), 3, 491, 516
DIRECTOR -GENERAL, 32, 51, 211, 311, 332, 335, 336,

343, 347, 348, 357, 363, 373, 469
DIRICKX, H. (United Nations), 27
DITTERT, J. (International Narcotics Control

Board), 27

DJAY- MOULENVO, J. (Congo), 5

DJOJOSUGITO, W. (Indonesia), 11, 421, 437
DJORDJEVIC, D. (International Labour Organisation),

28, 308

DJORDJEVIC, L. (Yugoslavia), 24, 360, 553

DJOUDI, N. (Organization of African Unity), 28

DLAMINI, P. S. P. (Swaziland), Vice -Chairman,

Committee B, 20, 32, 203, 356, 577

DLAMINI, Z. M. (Swaziland), Acting Vice -Chairman,
Committee B, 20, 32, 385, 396, 472

DOBE BOSSE, C. (Ivory Coast), 13
DOBLER, Mrs D. (International Electrotechnical

Commission), 29
DOGRAMACI, I. (Turkey), Vice -President of the

Health Assembly, 21, 32, 181, 253, 254, 404,
423, 424, 428

DOLGOR, P. (Mongolia), 15, 69, 270, 344, 354, 378
DOMOKOS, M. (Hungary), 10
DOUAMBA, T. (Upper Volta), 24, 105

DOUXCHAMPS SEGESSER DE BRUNEGG, H. (Belgium), 3
DREIFUSS, J. J. (International Brain Research

Organization), 29
DUDROW, R. C. (World Federation of Public Health

Associations), 31

DUEÑAS, A. (Colombia), 5, 181, 307
DUHR, A. (Luxembourg), 14
DUHR, E. (Luxembourg), 14

DURKIN, J. A. (United States of America), 23

DY, F. J. (Regional Director for the Western
Pacific), 340, 486, 489

EBEN -MOUSSI, E. (United Republic of Cameroon), 23,
399, 407, 417, 430

ECHEZURÎA, E. (Venezuela), 24
EDWARDS, Miss M. R. (United Kingdom of Great

Britain and Northern Ireland), 23

EGLI, J. (International Federation of Pharma-
ceutical Manufacturers Associations), 30

EGUINO LEDO, J. (Bolivia), 3
EHRLICH, Jr, S. P. (United States of America), 23,

253, 254, 261, 311, 315, 331, 332, 349, 350,
351, 356, 362, 368, 572, 573, 575, 577, 610

ELLIS, Jr, J. R. (Liberia), 14, 536, 575
EMBARK, A. (Libyan Arab Republic), 14
EMMOU, C. (Ivory Coast), 12
ENDARA, M. (Ecuador), 7

ERDMENGER LAFUENTE, J. J. (Guatemala), 10
ERNERT, W. D. (Germany, Federal Republic of), 9
ESNARD, Miss M. (League of Red Cross Societies),

31

ESSY, A. (Ivory Coast), 12
ETER, K. -H. (Germany, Federal Republic of), 9,

520

EYLENBOSCH, W. J. (Belgium), 3

FADHEL, M. BEN (Tunisia), 21
FAIN, M. G. AL- (Qatar), 18
FAIROUZ, J. B. (United Arab Emirates), 22
FAKHAR, N. (Iran), 11, 369, 389, 602
FAKHRO, A. (Bahrain), 2, 194, 306
FALCO, L. DAL (Italy), 12
FALDA, G. (San Marino), 26
FARAH, A. R. (Tunisia), 21, 255

FDILI -ALAOUI, H. (Morocco), 15
FENNER, O. (World Association of Societies of

(Anatomic and Clinical) Pathology), 31
FERGANY, A. R. (Oman), 17, 339
FERRARI, J. D. M. (Seychelles Peoples' United

Party), 26

FETISOV, N. N. (Union of Soviet Socialist
Republics), 22, 304, 537, 552

FIECKO, T. (Poland), 18

FIELD, I. T. (United Kingdom of Great Britain and
Northern Ireland), 23



650 TWENTY -NINTH WORLD HEALTH ASSEMBLY, PART II

FINDLAY, M. A. O. (Sierra Leone), 19, 362, 472,

522, 538, 556, 569, 635
FIORI, P. (Canada), 4, 447, 457, 461, 495, 497
FJAERTOFT, E. (Norway), 17, 306, 349, 388, 612
FLACHE, S. (Director, Division of Coordination),

503, 517
FLEURY, C. (Switzerland), 20, 285, 347, 369, 379,

389, 403, 404

FLEYFEL, Miss A. (Lebanon), 14, 582
FOCKE, Katharina (Germany, Federal Republic of),

9, 72

FOG, J. (Denmark), 7

FOKAM KAMGA, P. (United Republic of Cameroon),
23, 86

FRANCESCHETTI, A. (International Federation of
Ophthalmological Societies), 30

FREI, J. (International Federation of Clinical
Chemistry), 30

FRESTA, U. (Angola), 1, 488

FREY, U. (Switzerland), 20, 298, 353, 587
FRYC, 0. (International Association for Accident

and Traffic Medicine), 29
FUL(3P, T. (Director, Division of Health Manpower

Development), 441
FULOP- ASZODI, Lili (World Federation of Hemo-

philia), 31

FUNABASHI, M. (Japan), 13
FUNKE, Elisabeth (Germany, Federal Republic of),

9, 261, 267, 274, 287

FURTH, W. W. (Assistant Director -General), 313,
334, 360, 445, 449, 451, 453, 454, 455, 456,
458, 459, 460, 462, 473, 485, 494, 495, 586

GACS, F. (Hungary), 10, 276, 297, 539
GALAHOV, E. V. (Union of Soviet Socialist

22, 495, 507, 512
GALEGO PIMENTEL, Dora (Cuba), 6
GALIMPERTI, J. (International Federation of

Pharmaceutical Manufacturers Associations),
30

GANGBO, Z. S. (Benin), 3, 69, 314, 330, 360, 451,
599, 621

GARCÉS, D. (Colombia), 5
GARRIDO GARZÓN, R. (Spain), 19, 360, 516

GAUTHIER, R. (Canada), 4
GAYNOR, S. (Ireland), 12
GAZZAZ, A. (Saudi Arabia), 19
GEBERT, A. (International Sociological

Association), 30
GECIK, K. (Czechoslovakia), 6

GEER, D. J. DE (Netherlands), 16, 324, 465, 501
GEER, J. G. G. DE (World Federation of United

Nations Associations), 31
GÉRAUD, Monsignor J. (Holy See), 26, 195

GERRITSEN, W. B. (Netherlands), 16, 377, 414, 419,
629

GEZAIRY, H. (Saudi Arabia), 19, 371, 575
GIANNICO, L. (Italy), 12
GILBERT, M. (Order of Malta), 26
GILON, E. (Israel), 12
GODOY ARCAYA, O. (Organization of American States),

28

GOEL, P. P. (India), 11, 263, 272, 287, 387, 419,

424, 431

GOERKE, W. H. (Germany, Federal Republic of), 9
GOMAA, R. A. (Egypt), 7, 332, 338, 351, 355, 361,

369, 381, 396, 398, 415, 427
GONIK, A. (International Council on Jewish Social

and Welfare Services), 29

GONZÁLEZ PALACIOS, C. (Spain), 19, 234

GRACHT -CARNEIRO, Mrs E. VAN DER (International
Committee of Catholic Nurses), 29

GRAINGER, Miss B. J. (New Zealand), 16
GRANDGUILLAUME, P. (International Union of School

and University Health and Medicine), 31
GRANDJEAN, Mrs M. (International Union for Child

Welfare), 31
GRAY, A. (Trinidad and Tobago), 21

GRECH, A. (Malta), 15

GREVILLE, R. W. (Australia), 2, 286, 401
GRIP, C. J. (United States of America), 23
GRISDALE, L. C. (Canada), 4
GRUNIGEN, Miss M. VON (Switzerland), 20, 612

GUNARATNE, V. T. Herat (Regional Director for
South -East Asia), 345, 602

GUTTERIDGE, F. (Director, Legal Division), 252,
X253, 254, 508, 573

GUZMÁN OROZCO, R. (Mexico), 15

HAAS, M. (Austria), 2, 472, 516, 587
HADSON -TAYLOR, J. C. O. (Sierra Leone), 19, 97
HAIKI, A. AL (Qatar), 18
HALLE, Mrs M. (Ethiopia), 7
HAKIMI, P. (Iran), 11

HALBACH, H. (International Council on Alcohol and
Addictions) (International Union of
Pharmacology), 29, 31

HALLE, M. (United Nations Environment Programme),
27

HALTER, S. (Belgium), 3, 37, 39, 269, 300, 312,
316, 321, 326, 362, 374, 392, 405, 413, 439,
457, 464, 533, 550, 560, 572, 573, 574, 587,
610, 611, 631

HAMDI, Z. A. (League of Arab States), 28
HAMMOUCHE, S. (Morocco), 15
HAN Hong Sep (Democratic People's Republic of

Korea), 6, 172, 345, 578

HANTCHEF, Z. S. (International Society of Blood
Transfusion), 30

HARDIE, M. C. (International Hospital Federation),
30

HARNEY, Jean L. (Barbados), 2
HARPER, 0. M. R. (Guyana), 10
HASAN, T. (Jordan), 13
HASSAN, A. M. (Somalia), 19, 339, 457, 609
HASSOUN, A. S. (Iraq), 11, 274, 283, 297, 338, 346,

353, 374, 396, 602, 608, 629
HAVLASEK, R. (Austria), 2
HAVLOVIC, V. (Austria), 2, 306, 414
HELANDER, E. (Division of Strengthening of Health

Services), 600
HELD, A. -J. (International Dental Federation), 29

HELLBERG, H. (Finland), 8, 422, 425, 536, 560, 570,
597, 634

HENDERSON, D. A. (Smallpox Eradication), 366, 368,
369, 370, 371, 372

HENDRIKS, J. P. M. (Netherlands), 16
HENNY, R. (International Association for Child

Psychiatry and Allied Professions), 29
HEPPLING, S. (United Nations Development Programme),

27

HERNÁNDEZ GORDILLO, F. (Nicaragua), 16
HERWITZ, Miss A. (International Council of Nurses),

29

REUSE, A. (Belgium), 3
HEYNE, Daisy (Belgium), 3
HIDDLESTONE, H. J. H. (New Zealand), Vice -President

of the Health Assembly, 16, 32, 160, 236, 251,
288, 303, 431



INDEX OF NAMES 651

HINDMARSH, F. B. (United Kingdom of Great Britain
and Northern Ireland), 23

HOANG DINH CAU (Democratic Republic of Viet -Nam)

(Republic of South Viet -Nam), 6, 18, 162
HOORELBEKE, M. (Belgium), 3
HORACE PERERA, L. H. (World Federation of United

Nations Associations), 31
HORIE, S. (Japan), 13

HORN, K. -W. (German Democratic Republic), 9
HORN, Y. (Israel), 12

HOSSAIN, M. M. (Bangladesh), 2
HOTMARK, H. (Norway), 17
HOWELLS, G. (Australia), 2
HSING Hsiu -ying, Mrs (China), 5

HUGGEL, Hj. (International Union of Biological
Sciences), 31

HURTADO DE MENDOZA, F. (Organization of American
States), 28

HUSAIN, R. I. HAJ- (Iraq), 11
HUTCHINSON, E. R. (International Society of

Radiographers and Radiological Technicians), 30
HUUSKO, Miss K. (Finland), 8
HYDE, H. van Zile (World Federation for Medical

Education), 31
HYZLER, A. V. (Malta), 15

IBRAHHM, M. (Bangladesh), 2, 101
IBRASHI, F. L. EL (Egypt), 7, 573, 576, 577, 580,

582, 584, 585, 608, 614
IDRIS, A. A. (Sudan), 20, 636
II0, M. (World Federation of Nuclear Medicine and

Biology), 31
ILUNGA, B. (Zaire), 25, 555

INGVARSSON, E. B. (Iceland), 11

ISLAM, S. (Saudi Arabia), 19
ISSA, Y. M. (Jordan), 13, 524
IVA$CU, C. (Romania), 19
IZHAR, I. (Indonesia), 11, 575, 615

JAAG, O. (International Association on Water
Pollution Research), 29

JAFFRÉS, R. (Gabon), 8
JAKOVLJEVIC, D. (Yugoslavia), 24, 312, 346, 347,

348, 382, 416, 448, 457, 484, 487, 530, 620
JAMALI, T. M. (Pakistan), 17, 141
JAN, A. K. (Saudi Arabia), 19
JANCZAK, J. (United Nations), 27
JAROCKIJ, L. S. (Union of Soviet Socialist

Republics), 22, 379, 391, 417, 598, 618
JAWAHEER, S. (Mauritius), 15
JAYASUNDARA, L. B. T. (representative of the

Executive Board), 26, 446, 453, 457, 460, 479,
486, 493, 494, 497, 505, 509, 514, 517, 527,
532, 586, 595, 601, 623

JEANES, C. W. L. (Canada), 4
JENSEN, E. (Denmark), 7

JERVIS, S. (Ecuador), 7
JHA, B. N. (Nepal), Vice -President of the Health

Assembly, 16, 32, 130
JIMÉNEZ DAVILA, F. (Argentina), 2
JONES, T. R. (Guyana), 10
JONG Won Guk (Democratic People's Republic of Korea),

6

JOSHI, N. D. (Nepal), 16, 68, 270, 278, 320, 344,
355, 362, 370, 381, 440

JOYCE, J. C. (Ireland), 12, 351, 374, 389
JUÁREZ, E. (Brazil), 3

KABANGI, Miss K. B. (Zaire), 25
KACIREK, J. J. (Office of the United Nations High

Commissioner for Refugees), 27

KADI, T. AL- (Jordan), 13
KALISA, R. (Zaire), 25, 269, 316, 369
KANAGARATNAM, K. (International Bank for

Reconstruction and Development), 28
KANDEMIR, N. (United Nations), 27
KANEDA, S. (Japan), 13
KANG, K. T. (Republic of Korea), 18
KANTEN, W. A. VAN (Surinam), 20
KAPLAN, M. (Director, Office of Research Promotion

and Development), 398, 410

KAPLUN -LE MEITOUR, Mrs A. M. (International Union
for Health Education), 31

KAPRIO, L. A. (Regional Director for Europe), 280,
293, 338

KARADSHEH, T. (Jordan), 13, 577, 580, 600, 608
KXSER, R. (International Committee of the Red

Cross), 29
KAZEMI, N. AL (Kuwait), 13, 561, 567, 591
KEISAR, G. (Israel), 12, 583, 613, 614, 615
KEITA, D. (Mali), 15, 264
KEITA, M. (Mali), 14, 155, 451
KEITA, S. (Guinea), 10, 578
KEMPE, Mrs I. (International Union for Child

Welfare), 30
KERM)DE, G. O. (Food and Agriculture Organization

of the United Nations), 28
KHADOURI, M. AL (Oman), 17, 148
KHALEQUE, K. A. (Bangladesh), Rapporteur,

Committee B, 2, 32, 344, 616, 623
KHALFAN, S. (Bahrain), 2
KHALIL, M. A. Q. (Democratic Yemen), 7, 261, 301
KHATIB, M. (Libyan Arab Republic), 14, 69, 453, 457,

473, 485, 571, 576, 595, 608
KHIYAMI, M. EL (Syrian Arab Republic), 20, 159
KIBRIA, S. A. M. S. (Bangladesh), 2, 514
KILGOUR, J. L. (United Kingdom of Great Britain and

Northern Ireland), 22, 313, 324, 392, 394, 399,
404, 417, 432, 448, 466, 484, 485, 491, 492

KILIBARDA, M. (United Nations), 27
KIM Mun Gyong, Miss (Democratic People's Republic

of Korea), 6, 488, 553
KIM Won Ho (Democratic People's Republic of Korea),

6, 633

KINGMA, S. J. (Christian Medical Commission), 29
KIRCA, A. C. (Turkey), 21
KISELEV, A. A. (Union of Soviet Socialist

Republics), 22, 589
KITAW, Y. (Ethiopia), 7, 199, 375
KIVITS, M. (Belgium), 3, 276, 417, 569
KLIVAROVÁ, EliBka (Czechoslovakia), 6, 261, 268,

275, 336, 360, 370, 381, 401
KLOUTSÉ FO KODJOVI, D. (Togo), Rapporteur, Committee

on Credentials, 21, 32, 254
KOSTRZEWSKI, J. (representative of the Executive

Board), 26, 46, 211, 214, 228, 259, 266, 271,

272, 280, 293, 310, 331, 335, 357, 366, 376,
389, 397, 413, 414, 425, 442, 623

KOUKA -BEMBA, D. (Congo), 5, 67, 169

KOUPTAROMYA, S. (Thailand), 21
KRANENDONK, 0. J. M. (Netherlands), 16,534
KRASSNIGG, A. (Austria), 2
KRASTA, S. (Albania), 1
KRAUSE, H. (German Democratic Republic), 9, 284,

297, 387, 401, 416, 429, 562, 629
KREBS, Doris (International Council of Nurses), 29
KRIEPS, E. (Luxembourg), 14, 71
KUMAR, S. (India), 11, 359, 468, 482, 515, 531, 537,

552, 603
KUO Shan -hu, Mrs (China), 5, 303, 627



652 TWENTY -NINTH WORLD HEALTH ASSEMBLY, PART II

KUPKA, K. (International Classification of
Diseases), 513

KUYP, E. VAN DER (Surinam), 20, 565
KWON Sung Yon (Democratic People's Republic of

Korea), 6

KYEMBA, H. K. M. (Uganda), 22, 70, 99
KYI MAUNG (Burma), 4

LABIB, M. H. (Egypt), 7, 481, 493, 566, 587, 599,

633

LAHLOU, A. (International Labour Organisation), 28

LALLUKKA, K. (Finland), 8
LAMBO, T. A., see DEPUTY DIRECTOR- GENERAL
LANDMANN, H. (German Democratic Republic), 9, 273,

291, 509, 542
LANG, E. (International Federation of Pharma-

ceutical Manufacturers Associations), 30
LAPUN, Sir Paul (Papua New Guinea), 17, 171
LARAQUI, A. (Morocco), 15

LARI CAVAGNARO, A. (Peru), 17

LARSEN, J. V. (Denmark), 7, 495
LEAVITT, M. D. (United States of America), 23,

378, 400, 418, 423, 424
LEBENTRAU, K. -H. (German Democratic Republic), 8,

360, 457, 482, 489, 597, 611, 618
LECHAT, M. F. (Belgium), 3, 349

LEE, J. A. (International Bank for Reconstruction
and Development), 28

LEE Siok Yew (Malaysia), 14, 137

LEHMANN, T. (Denmark), 7
LEKIE, B. (Zaire), 25, 336, 392, 433
LENNERS, Miss M. (Luxembourg), 14, 612
LEON, R. C. (Argentina), 2, 253, 290, 336, 361,

566, 590

LEOWSKI, J. (Poland), 18, 69, 262, 278, 307, 428,

538, 588
LEPES, T. (Director, Division of Malaria and Other

Parasitic Diseases), 558, 562, 601, 622
LEPPO, K. (Finland), 8, 281, 329, 347, 351, 353,

393, 394, 400, 409
LHO, S. (Republic of Korea), 18
LIEBRICH, Ursula (Christian Medical Commission),

29

LINDMARK, L. (External Auditor), 446, 447, 450
LINDO, R. E. (El Salvador), 7
LING, G. M. (United Nations), 27

LINSMAYER, Eleonore (Germany, Federal Republic of),

9

LISICYN, Ju. P. (Union of Soviet Socialist
Republics), 22, 447, 457, 468, 482, 484, 485,

486, 488, 491, 492, 500, 516, 520, 523, 528,
567, 569, 594, 607

LISSITSKY, V. (United Nations), 27

LOEFFLER, W. (International Society for Human
and Animal Mycology), 30

LOEMBÉ, B. S. (Congo), 5, 317, 328, 362, 451, 457
LOMBERA PALLARES, E. (Mexico), 15

LOMMEL, H. (World Association of Societies of
(Anatomic and Clinical) Pathology), 31

LOPES, E. (Angola), 1

LOPES DA COSTA, O. (Brazil), 3, 241, 395, 482, 512
LOPES DA NAVE, J. A. (Portugal), 18
LOPEZ MARTÎNEZ, A. (Mexico), 15, 132, 516, 529,

546, 590, 599

LOUTOUFI, M. (Comoros), 5

LUCAS, A. O. (Director, Special Programme for
Research and Training in Tropical Diseases),

422

LUKE, T. (Office of the United Nations High
Commissioner for Refugees), 27

LUNENFELD, B. (Israel), 12

LUPIEN, J.-P. (Canada), 4, 104

LUSTRUP, G. A. (Denmark), 7

MACRIS, N. (Cyprus), 6, 530
MAGALÉ, A. D. (Central African Republic), 5, 93
MAHLER, H., see DIRECTOR -GENERAL
MAHNEKE, A. (Denmark), 7, 612
MALABA, E. (African National Council (Zimbabwe)),

26, 481
MALEEV, A. (Bulgaria), 4
MAMMERI, D. (Algeria), 1, 543
MANAA, K. M. AL (Qatar), 18, 131

MANGER -KOENIG, L. VON (Germany, Federal Republic
of), 9, 296, 351, 408, 414, 415

MANUILA, A. (Director, Division of Publications
and Translation), 460, 506, 508

MARGAN, I. (Yugoslavia), 24, 66
MARIONA BAIRES, G. (El Salvador), 7

MARKIDES, A. (Cyprus), 6, 619

MARMARA, J. (Malta), 15, 611
MARSH, A. R. M. AL- (United Arab Emirates), 22
MARTINS, H. F. (Mozambique), 16, 66, 164, 249,

250, 253, 254, 480
MARTINS AYRES, Laura G. (Portugal), 18, 305, 351,

421

MASEDNAH, A. (Libyan Arab Republic), 14
MASHALABA, N. N. (Botswana), 3, 386

MASIGA, V. M. (Uganda), 22
MASON, A. D. (United States of America), 23
MASSÉ, L. (International Epidemiological

Association), 29, 432
MASSON, F. (Inter -Governmental Maritime Con-

sultative Organization), 28
MATANDA, Mrs H. (Zambia), 25
MATEJÎCEK, E. (Czechoslovakia), 6, 69, 120, 302
MATHIESON, W. A. C. (United Nations Development

Programme), 27

MATTHEIS, Ruth (Germany, Federal Republic of), 9,
396, 436, 534, 593

MAUNG MAUNG AYE (Burma), 4
MAVROMMATIS, A. (Cyprus), 6
MAYNE, E. A. B. (Ghana), 9
MAYSTRE, Y. (Switzerland), 20

M'BAÏTOUBAM, F. M. (Chad), 5
M'BAKOB, J. -R. (United Republic of Cameroon), 23

288, 322, 543, 554, 570, 599, 621
MBOUMIGNANOU -MBOUYA, A. (Gabon), 8
McBEATH, W. B. (World Federation of Public Health

Associations), 31
McCLURE, R. S. (United Nations), 27
McGILCHRIST, F. A. R. (Jamaica), 13
McKENDRICK, T. M. (Western Samoa), 24

MECKLINGER, L. (German Democratic Republic), 8, 68,
80, 260

MEDEIROS, C. C. DE (Togo), 21, 457, 458, 516, 541,
598

MENA, M. A. (Costa Rica), 6

MENCZEL, J. (Israel), 12, 161, 237, 572, 575, 584,
609

MERINO, R. (Chile), 5, 190
MERRILL, M. H. (United States of America), 23,

437, 553, 567, 602, 633
MEZEVITINOV, B. S. (Union of Soviet Socialist

Republics), 22, 284
MICHEEL, H. -J. (German Democratic Republic), 9
MICHEL, R. (France), 8, 418, 424, 440, 520, 555,

565, 603

MILEV, M. (Bulgaria), 4
MILLER, G. E. (World Federation for Medical

Education), 31, 428



INDEX OF NAMES 653

MIRAMS, S. W. P. (New Zealand), 16, 260, 529, 554
MIRONOVA, Mrs Z. V. (Union of Soviet Socialist

Republics), 22

MNGAZA, Mrs H. N. (Pan Africanist Congress of
Azania (South Africa)), 26, 202

MOHALE, S. G. (Lesotho), 14
MOHAMED, G. N. (Somalia), 19
MOHER, M. (Canada), 4
MOHY EL -DIN, F. (Egypt), 7, 58
MOKHTAR, A. S. (Egypt), 7
MOLFESE, A. (Italy), 12
MOLLSTEDT, B. (Sweden), 20

MONROY, M. (International Federation of Pharma-
ceutical Manufacturers Associations), 30

MONTESINOS DE PARRA, Yolanda (Venezuela), 24, 302,
539

MORENO, J. G. (Colombia), 5
MORET, P. (International Society of Cardiology),

30

MORF, R. (International Council of Scientific
Unions), 29

MORGAN, Jr, R. E. (World Federation of Public
Health Associations), 31

MORIKHEE, K. AL- (Bahrain), 2
MORK, T. (Norway), 17
MOTA, P. (Lesotho), 14, 120
MOULAY, T. (Algeria), 1
MOULAYE, A. M. (Mauritania), 15
MOURALI, N. (Tunisia), 21
MOUTSINGA, H. (Gabon), 8
MOUVAGHA TCHIOBA, E. G. (Gabon), 8, 151, 336
MTEY, P. J. B. (United Republic of Tanzania),

23, 385
MULLER, A. (International Association of Logopedics

and Phoniatrics), 29

MULLER, J. (International Society for Human and

Animal Mycology), 30
MUNDIA, S. S. (Zambia), 25, 534, 569, 621

MUNGRA, L. (Surinam), 20
MUNYANKINDI, J. (Rwanda), 19, 545, 591, 600
MUREMYANGANGO, B. (Rwanda), 19, 178, 305, 362,

384, 440
MUSA, S. A. (Nigeria), 17
MUSSO, E. (International Civil Defence Organi-

zation), 28

MUSTAFA, I. (Iraq), 11, 57

MUZIRA, E. G. N. (Uganda), 22
MUZIRA, Mrs M. T. N. (Uganda), 22
MYA AYE (Burma), 4
MZALI, M. (Tunisia), 21, 78

NACEUR, D. (Algeria), 1
NAJJAR, M. A. R. AL- (Iraq), 12
NASIER, A. (Indonesia), 11
NASTEV, G. (Bulgaria), 4
NATH, L. M. (India), 11, 269, 351, 355, 367, 512,

623

NATHANIELS, K. K. (Togo), 21, 69, 203, 249
N'DA, K. (Ivory Coast), 12, 186, 288, 348, 388
NDIAYE, Mrs F. K. (Senegal), 19
NDIAYE, M. (Senegal), 19, 59
N'DOW, P. J. (Gambia), 8, 389
NEWELL, K. W. (Director, Division of Strengthening

of Health Services), 624
NGUETE, K. (Zaire), 24, 191

'NGUYEN VAN TRONG (Democratic Republic of Viet -Nam)
(Republic of South Viet -Nam), 7, 18

NJAM -OSOR, D. (Mongolia), 15, 109

N'JIE, A. B. H. (Gambia), 8

NKO'O ETOUNGOU, S. (United Republic of Cameroon), 23
NOLL, A. (United Nations), 27

NORDSTROM, Miss G. (Sweden), 20
NORO, L. (Finland), 8, 244, 308

NOSSAL, G. J. V. (representative of the Advisory
Committee on Medical Research), 398, 411, 423

NOTERDAEME, P. (Belgium), 3
NOUE, Count DE (Order of Malta), 26
NOUHUYS, F. P. R. VAN (Netherlands), 16, 574, 611
NOURI, I. A. AL- (Iraq), 11

NOVIKOV, N. V. (Union of Soviet Socialist
Republics), 22

NWAKO, M. P. K. (Botswana), 3, 204
NYANZI, J. S. (Uganda), 22
NYGREN, I. (Sweden), 20, 510

N'ZIGOU- MABIKA, J. J. (Gabon), 8

OBIANG -OSSOUBITA, B. (Gabon), 8, 262, 270, 278, 288,

304, 396, 406, 421, 438, 540, 600
O'BRIEN, O. M. (United Kingdom of Great Britain and

Northern Ireland), 23
ODARTCHENKO, N. (International Committee on

Laboratory Animals), 29

ODARTEY- WELLINGTON, N. A. (Ghana),

ODUORI, M. L. (Kenya), 13
OHSE, T. (Economic Commission for Africa), 27
OKYNE, J. G. (Ghana), 9
ÓLAFSSON, O. (Iceland), 11, 290
OLORI, P. S. (Nigeria), 17
OLSSON, 0. (International Society of Radiology), 30
OMAR, A. (Afghanistan), 1, 124
OMAYER, A. S. (Democratic Yemen), 7
ONGOM, V. L. (Uganda), 22, 287, 302, 322, 416, 544,

561, 563
ONISHI, T. (Japan), 13, 516, 545, 594
ONNO, J. (Papua New Guinea), 17
ONYANGO, Z. (Kenya), 13, 127, 359, 371, 378, 540
OOSTBURG, B. F. J. (Surinam), 20
OPELZ, Mrs M. (International Atomic Energy Agency),

28

ORHA, I. (Romania), 19, 264, 334, 386, 394, 407,

440, 442, 443, 448, 457, 590

ORLOFF, S. (International League against
Rheumatism), 30, 590

ORLOV, D. A. (Union of Soviet Socialist Republics),
22

ORTEGA, C. L. (Argentina), 2
OSMAN, Y. (Sudan), 20, 275, 287, 296, 339, 374,

396, 397
OSOGO, J. C. N. (Kenya), 13, 473, 485, 492, 568,

573, 574, 577, 595
OTERO MORAGUEZ, Mrs A. I. (Cuba), 6
OUALI, B. (Algeria), 1
OUCHFOUN, A. (Algeria), 1
OYARCE, P. (Chile), 5
OZUN, R. (Romania), 18, 420, 510, 621

9, 135

PACCAGNELLA, B. (Italy), 12, 306, 442, 529, 542,

553, 588
PACHACHI, T. N. (Iraq), 12
PADILLA FERNÁNDEZ, J. A. (Venezuela), 24, 144
PADILLA LEPAGE, J. M. (Venezuela), 24
PAGUAGA, H. (Nicaragua), 16
PALARCA, Miss J. (Philippines), 17
PAROVA, Miss A. (Czechoslovakia), 6
PATERAS, A. (Cyprus), 6, 520
PATRNOGIC, J. (International Committee of Military

Medicine and Pharmacy), 28



654 TWENTY -NINTH WORLD HEALTH ASSEMBLY, PART II

PAUNIER, L. (International Paediatric Association),
30

PAVLOV, A. S. (Assistant Director -General), 397
PEFFERS, A. S. R. (International Air Transport

Association), 29
PENALOSA, E. (Secretary- General, Habitat: United

Nations Conference on Human Settlements), 27,
174

PENSO, G. (Italy), 12, 354, 399, 592

PEREIRA DA FONSECA, L. H. (Brazil), 4, 615
PEREZ ALONSO, G. (Nicaragua), 16
PEREZ GROVAS, P. (Mexico), 15

PERKINS, F. T. (Biologicals), 592, 594
PERRET, J. -P. (Switzerland), 20
PFLANZ, M. (Germany, Federal Republic of) (Inter-

national Sociological Association), 9, 30
PHOLSENA, K. (Lao People's Democratic Republic),

13, 188, 488

PIANTO, Ingeborg DEL (Italy), 12

PILLAY, C. M. (Mauritius), 15, 176
PINTO DE CARVALHO, Miss G. (Mozambique), 16, 379,

433, 528
PINTO DE LEMOS, A. (Portugal), 18

PINTO G., E. A. (Honduras), 10, 622

PLAZA DE ECHEVERRIA, S. (Maternal and Child Health),
530

PLEITE SÁNCHEZ, J. (Spain), 19
PLIANBANCHANG, S. (Thailand), 21, 348, 400, 421,

437, 516, 616
POCCHIARI, F. (Italy), 12
PONCE CABALLERO, A. G. (Bolivia), 3

POSTERNAK, Mrs Y. (Joint Commission of International
Aspects of Mental Retardation), 31

PRESIDENT OF THE TWENTY -NINTH WORLD HEALTH
ASSEMBLY, see WALTER, Sir Harold

PROKOPEC, J. (Czechoslovakia), 6
PURANANDA, Miss D. (Thailand), 21
PUYET, J. H. (United Nations Relief and Works

Agency for Palestine Refugees in the Near
East), 27, 579

QASIMI, F. K. AL- (United Arab Emirates), 22
QASIMI, S. AL- (United Arab Emirates), 22
QUAMINA, Elizabeth (Trinidad and Tobago), 21, 277,

544

QUENUM, C. A. A. (Regional Director for Africa), 265,
337, 482

QUERNER, H. A. (Austria), 2

QUIJANO -CABALLERO, S. (United Nations), 27

RAADT, P. de (Trypanosomiases and Leishmaniases),

342

RAELI, Mrs R. (Israel), 12
RAHHALI, S. M. (Morocco), 15
RAIVIO, Mrs T. (Finland), 8
RAJABALLY, M. H. (Organization of African Unity), 28
RAJAPAKSE, G. (Sri Lanka), 20, 177
RAKOTOMANGA, S. (Madagascar), 14, 370
RALL, D. P. (United States of America), 23, 286, 532
RAMALINGASWAMI, V. (recipient of the Léon Bernard

Foundation Medal and Prize), 230

RAMAROSON, B. (Madagascar), 14
RAMASSAWMY, C. (Common African and Mauritian

Organization), 28
RAMRAKHA, S. C. (Fiji), 8
RAMZI, N. (Syrian Arab Republic), 20, 216, 338, 577,

580, 584, 609

REGAMEY, R. H. (International Association of
Microbiological Societies), 29

REID, J. J. A. (United Kingdom of Great Britain and

Northern Ireland), 22, 350, 356, 357, 369, 533
REJEB, S. BEN (Tunisia), 21
REKOIA, R. (Finland), 8, 613

RENGER, F. (German Democratic Republic), Chairman,
Committee A, 9, 32, 251, 255, 310

RENKER, K. (International Society for Rehabilitation
of the Disabled), 30

RETANA, O. G. (Guatemala), 10

REXED, B. (Sweden), 20, 318, 325, 361, 401, 409,
467, 486, 614

RHAM, Miss B. DE (International Federation of
Multiple Sclerosis Societies), 30

RILLIET, B. (International Diabetes Federation), 29
RILLIET, Miss I. (League of Red Cross Societies), 31
RINCINDORÍ, T. (Mongolia), 15, 457, 489, 589
RIVERO ROSARIO, H. (Cuba), 6

RIVOIRE, A. (International Union of Architects), 30
ROASHAN, G. R. (Afghanistan), 1, 315, 330, 332, 467,

575, 604

ROBERTS, Mrs G. (International Federation for
Information Processing), 30

ROBINSON, Miss M. (League of Red Cross Societies),
31

ROCHE, C. DE (International Union of School and
University Health and Medicine), 31

RODGERS, O. R. (Surinam), 20
RODRIGUES, R. G. (Surinam), 20
RODRÍGUEZ LARRETA DE PESARESI, Mrs R. (Uruguay), 24
RODRÍGUEZ TORRES, A. (Spain), 20, 370, 429, 561
RONN, E. (Israel), 12
ROOS, Mrs H. (Finland), 8
ROSIVAL, L. (Czechoslovakia), 6
ROSS, C. J. M. (New Zealand), 16
ROTH, M. (International Federation of Clinical

Chemistry), 30

ROUHANI, M. (Iran), 11, 466, 516, 520, 587, 625
ROUILLON, Annick (International Union against

Tuberculosis), 31
ROY, J. VAN (Belgium), 3
RUDOWSKI, W. (Poland) (International Federation of

Surgical Colleges), 17, 30, 400, 596, 626
RUESTA DE FURTER, Mrs M. E. (Venezuela), 24
RYCHTELSKA, Miss M. (International Council of

Nurses), 29

SACKS, M. R. (Associate Director, Division of

Coordination), Secretary, Committee B, 32,
251, 479, 485, 504, 510, 513, 525, 557, 571

SADELER, B. -C. (Benin), Rapporteur, Committee A, 3,
32

SAEGER, J. DE (Belgium), 3, 74
SAHYOUN, I. (Palestine Liberation Organization), 26
SAI, F. (International Planned Parenthood

Federation), 30
SAIED, A. (Panama), 17, 133, 285, 319, 320, 322
SAIED, H. (Tunisia), 21
SAKKAF, K. EL- (Yemen), 24
SAKO, B. (Guinea), 10
SALA, M. (Niger), 16, 110

SAND, E. A. (Belgium), 3
SANDIFORD, L. E. (Barbados), 2
SÁNDOR, L. (Hungary), 10

SANSARRICQ, H. (Leprosy), 342
SANTOS, J. (Angola), 1, 622
SANTOS FAUSTINO, M. P. (Cape Verde), 4
SARRAG, M. S. AL (Sudan), 20, 516

SARTORIUS, N. (Office of Mental Health), 279
SATTAR, Z. (Bangladesh), 2
SAUTER, A. (Switzerland), 20, 502, 505



INDEX OF NAMES 655

OEPIN, 0. P. (Union of Soviet Socialist Republics),
22, 68, 260, 266, 278, 311, 314, 325, 334, 335,
338, 425, 432, 443

SCHATZMANN, Miss D. (International Federation of
Pharmaceutical Manufacturers Associations), 30

SCHELLER, F. (United Nations Development Programme),
27

SCHINDLER, Anne -Marie (Medical Women's International

Association), 31
SCHMIT, J. (Luxembourg), 14
SCHOU, C. (Intergovernmental Committee for European

Migration), 28, 436

SCHOUWER, P. DE (Belgium), 3
SCHULTHEISZ, E. (Hungary), 10, 107

SCHUMACHER, M. (Luxembourg), 14
SCHUMANN, G. (German Democratic Republic), 9
SCHWEIKER, R. S. (United States of America), 23
SEABOURN, H. W. (United Kingdom of Great Britain

and Northern Ireland), 23, 508, 515, 574, 611
SEBINA, D. B. (Botswana), 3, 597
SEFFAR, M. (Morocco), 15

SEGHIRATE, A. (Algeria), 1, 457
SENANAYAKE, Indrani P. (International Planned

Parenthood Federation), 30
SENAULT, R. (France) (International Union for

Health Education), 8, 31, 274, 298, 314, 355,
359, 374, 396, 397, 488

SENCER, D. J. (United States of America), 23, 298
SEO, M. (Japan), 13, 472 .

SEQUEIRA, F. J. H. (Sao Tome and Principe), 19
SERGIEV, V. P. (Union of Soviet Socialist

Republics), 22
SERRY, A. N. (Egypt), 7, 270
SETIADI, I. F. (Indonesia), 11, 290, 374, 387, 546,

598

SHAIKH, N. A. (Pakistan), 17

SHEEHAN, C. (Ireland), 12
SHEHU, U. (Nigeria), 17
SHEIBANI, M. I. (Iran), 11
SHEIKHOLESLAMZADEH, S. (Iran), 11
SHERIF, A. A. (Libyan Arab Republic), 14
SHIN, C. S. (Republic of Korea), 18
SHIN, H. H. (Republic of Korea), 18, 126

SHIN, K. B. (Republic of Korea), 18
SIASSI, I. (Iran), 11, 276
SIDERIS, A. (Greece), 9, 523, 531
SIDERIUS, P. (Netherlands), 16, 121
SIDKY, A. (Organization of African Unity), 28, 157
SIGMUNDSSON, K. (Iceland), 11
SIGURDSSON, P. (Iceland), 10
SILVA, Marianne A. (Nigeria), 16, 267, 285

SIMBANDUMWE, M. L. (Burundi), 4
SIMON, F. (France), 8

SINGH, J. S. (Fiji), 8, 156
SINGH, Karan (India), Chairman, Committee on

Nominations, 11, 32, 68, 76
SINGHATEH, K. F. (Gambia), 8, 160

SIRLEAF, V. (Liberia), 14
SIWABESSY, G. A. (Indonesia), 11, 116
SKALLI, A. (Morocco), 15

SLEIJFFERS, P. D. M. (International Committee of
Catholic Nurses), 29

SLIWINSKI, M. (Poland), 17, 90
SOKOLOV, D. A. (Union of Soviet Socialist

Republics), 22

SOMOGYI, J. C. (International Union of Nutritional
Sciences), 31

SOOD, P. R. (India), 11, 313, 316, 318, 572, 573,
574, 609

SOOPIKIAN, G. (Iran), 11

SOENSEN, S. K. (Denmark), 7
SOUKEHAL, A. (Algeria), 1

SOUVANNAVONG, K. (Lao People's Democratic Republic),
13

SPAANDER, J. (Netherlands) (International Radiation
Protection Association) (International
Society of Haematology), 16, 30

STAHL, J. (Czechoslovakia), 6, 457
STANTON, J. J. (Canada), 4, 543
STAROVA, V. (Yugoslavia), 24
STEENFELDT -FOSS, O. W. (Norway), 17, 277, 323
STEMPEL, Baron O. VON (Germany, Federal Republic

of), 9, 612

STEPCZYÑSKI, S. (International Narcotics Control'
Board), 27

STIRLING, L. (United Republic of Tanzania), 23, 138
STROJE- WILKENS, Mrs M. (Sweden), 20

STUART, K. L. (Jamaica), 13
SUDSUKH, U. (Thailand), 21, 377, 542, 626
SUFI, K. M. (Somalia), 19
SULIANTI SAROSO, Julie (Indonesia), 11, 252, 255,

263, 314, 326, 330, 335, 336, 344, 347, 348,
351, 404, 407, 413, 515, 516, 635

SUMPAICO, J. (Philippines), 17, 186, 377, 400

SWEGER, C. (Sweden), 20, 481, 487, 520, 524

TABA, A. H. (Regional Director for the Eastern
Mediterranean), 339, 530, 531

TABBAA, A. AL- (Saudi Arabia), 19, 581, 590
TACIER -RILLIET, Mrs E. (World Federation of

Occupational Therapists), 31
TAJELDIN, S. A. (Qatar), 18, 283, 296
TAJOURI, R. (Libyan Arab Republic), 14
TAMAYO DE LA FLOR, J. (Peru), 17
TANAKA, A. (Japan), 13, 356, 368
TAPA, S. (Tonga), 21, 200
TARCICI, A. (Yemen), 24, 489, 493, 581
TARIMD, E. (United Republic of Tanzania), Chairman,

Committee on Credentials, 23, 32, 316, 332,
355, 375, 466, 481, 625

TARUTIA, A. (Papua New Guinea), 17
TEJADA -DE- RIVERO, D. (Assistant Director -General),

636
THACHER, P. S. (United Nations Environment

Programme), 27

THA TUN (Burma), 4

THIBAULT, P. (Canada), 4
THILLY, C. (Belgium), 3
THIMOSSAT, P. (Central African Republic), 5, 420
THOMAS, D. (San Marino), 26

THOMPSON, M. O. E. (Nigeria), 17, 263, 276, 297,
337, 353, 362, 378, 408, 421, 441

THOMSEN, P. G. (United States of America), 23, 589,
598

THYLSTRUP, Mrs L. (Denmark), 7
TIEN Chun -yan, Mrs (China), 5
TINUBU, K. O. (Nigeria), 16, 68, 81
TOBAR, E. (Ecuador), 7
TODOROV, A. (Bulgaria), 4, 84
TOH Chin Chye (Singapore), Vice -Chairman, Committee

on Credentials, 19, 32

TOIVANEN, Mrs I. (Finland), 8, 62
TOMIC, Mrs Z. (Yugoslavia), 24, 145

TONGUE, Eva (International Council on Alcohol and
Addictions), 29

TONNAKU, J. J. K. (Papua New Guinea), 17
TOROVSKY, R. (Austria), 2, 611
TORRE, A. DE LA (Ecuador), 7, 154
TORRES AGUILA, J. (Cuba), 6
TORRES NAVARRO, J. (Bolivia), 3, 91, 313
TOTTIE, M. (Sweden), 20, 262, 273, 284, 350, 353,

396, 419, 533, 596



656 TWENTY -NINTH WORLD HEALTH ASSEMBLY, PART II

TOUBASI, A. (Palestine Liberation Organization), 26,

581

TOUHAMI, A. (Morocco), 15, 152
TOURÉ, M. (Senegal), 19, 363, 515, 519, 524, 529,

541, 571, 574, 575, 598, 632
IRAN ROAN (Democratic Republic of Viet -Nam)

(Republic of South Viet -Nam), 7, 18

TRAN NGOC DANG (Democratic Republic of Viet -Nam)
(Republic of South Viet -Nam), 6, 18, 457

TRAPERO -BALLESTERO, A. (United Nations Educational,
Scientific and Cultural Organization), 28, 426

TRAZZINI, M. (France), 8, 285
TSAO Yung -lin (China), 5
TUCHINDA, P. (Thailand), Vice- Chairman, Committee A,

21, 32, 129, 245, 384

TUDOR, V. (Romania), 18, 69, 575
TURNBULL, Miss J. L. (Australia), 2

UEMURA, K. (Director, Division of Health
Statistics), 271, 272

UHRICH, R. B. (United States of America), 23, 501,

508, 510, 516, 523, 593
UPINDI, A. A. (Malawi), 14, 318, 336, 583
UTKAN, H. (Turkey), 22, 516
UZICE, A. (Seychelles Democratic Party), 26

VAKIS, C. (Cyprus), 6, 191
VALLADARES, R. (Venezuela), 24, 361, 453, 561, 565,

574, 587, 629
VANBREUSEGHEM, R. (Belgium), 3, 558
VANNUGLI, R. (Italy), 12, 313, 338, 457
VARGA, J. (Hungary), 10
VENEDIKTOV, D. D. (Union of Soviet Socialist

Republics), 22, 112, 249, 252, 253, 254, 358,
365, 366, 371, 404, 405, 410, 412, 414, 630

VERRIER, W. (Haiti), 10, 170
VICARI, G. (Italy), 12
VIEIRA, H. L. de S. R. (Cape Verde), 4
VIGNE, J. (League of Red Cross Societies), 31
VIGNES, C. -H. (Constitutional and Legal Matters),

Secretarÿ, Committee on Credentials, 32
VILCHIS, J. (Mexico), 15, 262, 274, 288, 323, 330,

388, 417, 424
VILIALTA Z., A. de J. (Nicaragua), 16

VILLARREAL, V. (Panama), 17
VILLIERS, A. J. de (Canada), 4, 326, 473, 599
VINETTE, A. (Canada), 4, 499

VIOIAKI- PARASKEVAS, Méropi (Greece), 9, 118, 263,
269, 275, 287, 328, 337, 346, 350, 353, 360,
367,388, 406, 424, 440

VOGEL, G. (German Democratic Republic), 9
VOZZI, L. (Italy), 12, 613
VUYLSTEEK, K. (Belgium), 3, 301

WADE, F. (Senegal), 19, 278, 441
WALTER, Sir Harold (Mauritius), President of the

Health Assembly; Chairman, General Committee,
15, 32, 44, 70, 94, 115, 212, 219, 222, 223,
228, 229, 234, 245

WANSEK, L. (United Republic of Cameroon), 23
WARILLE, N. L. (Sudan), 20
WASUNNA, A. 0. (Kenya), 13
WAUGH, P. A. (United Kingdom of Great Britain and

Northern Ireland), 23
WAXMAN, H. A. (United States of America), 23
WEBSTER, Mrs J. (Jamaica), 13
WEGM4RSHAUS, F. (German Democratic Republic), 9
WEIHE, W. H. (International Society of

Biometeorology), 30
WEINSTOK, H. (Costa Rica), Vice -President of the

Health Assembly, 6, 32, 120, 122
WELLMAN, H. (United Nations Fund for Drug Abuse

Control), 28
WICKLAND, B. (United Nations), 27
WILLERSLEV -OLSEN, W. (Denmark), 7
WILSON, W. J. -S. (Jamaica), 13

WINSPEARE GUICCIARDI, V. (Director -General of the
United Nations Office at Geneva), 37

WIRTH, G. (Germany, Federal Republic of), 9, 311,
316, 465, 494

WITT GREENE, A. G. DE (Mexico), 15
WOJTCZAK, A. (Poland), 18
WONE, I. (Chairman of the Special Committee of

Experts to Study the Health Conditions of the
Inhabitants of the Occupied Territories in the
Middle East), 27

WRIGHT, J. (Niger), 16, 317, 325, 502, 555, 600, 620
WU Chieh -ping (China), 5, 65, 102, 262, 339, 361

YAFI, M. A. AL- (Syrian Arab Republic), 21
YÁNEZ, P. (Ecuador), 7

YAW, 0. (Turkey), 21
YEAP, B. -C. (Malaysia), 14

YELLOWLEES, Sir Henry (United Kingdom of Great
Britain and Northern Ireland), 22, 134, 252,
254, 261, 275, 289

YU Lu -yi (China), 5, 451, 457, 458, 488, 570, 607
YU Meng -chia (China), 5

YUSUF, 0. A. (Liberation Front for the Somali Coast),
26

ZAHRA, A. (Director, Division of Family Health), 526
ZATUCHNI, G. I. (Population Council), 31
ZERIKLY, G. AL- (League of Arab States), 28
ZOUPANOS, T. S. (United Nations), 27
ZSUGON, Eva (Hungary), 10, 427



SUBJECT INDEX

Abate, 135, 182, 620
Abdominal conditions, acute, 103, 434, 435
Abortion
induced, 195

Absenteeism, 184, 294, 308, 421
Accidents, 62, 145, 542, 543

occupational, 184, 298, 302, 304, 308, 309, 536,
600

traffic, 62, 244, 280 -294, 349
conference on epidemiology, 281
expert committee, proposed, 282
research, 280, 281, 286, 287, 290, 293

reporting systems, 184, 309
Acupuncture, 103, 434, 627, 630
Administrative Committee on Coordination (ACC),

471, 474, 490, 496, 498, 504, 525, 530
Administrative costs, 334 -335, 361, 468, 472 -473,

476, 477, 478
see also Budget, supplementary, for 1976;

Programme budget, policy

Advertisement, drugs, 79
tobacco, 354, 356

Advisory Committee on Medical Research, 397, 398,
399, 400, 401, 406, 407, 411, 412

reports, 413
Afghanistan, 125 -126, 604
Africa, conference on coordination and cooperation

for health, 504
African Development Bank, 183, 205, 339
African National Council of Zimbabwe, 481
African Region, 98, 158, 159, 240 -241, 287, 288,

293, 302, 336 -337, 409, 410, 415, 417, 419,

421, 422, 447, 476, 476 -477, 477, 480
emergency assistance, 476
newly independent and emerging States,

assistance, 158, 159, 164, 479 -483

Aged, problems of, 75, 192, 349
Agenda, 33
addition of items, 64, 249, 249 -250
adoption, 64 -65
allocation of items, 64 -65, 250
deletion of items, 64, 250

transfer of items, 225, 236, 256, 257
see also World Health Assembly, agenda

Agricultural workers, 302, 304
Agriculture, 295, 298, 301, 304, 305, 307, 396,

570, 571
Air pollution, 84, 533, 539, 542
Airport sanitation, 546
Albania, 199, 306
Alcohol, use and abuse, 278, 280, 283, 284,

285, 286, 287, 288, 289, 290, 355, 591

Alternative approaches to meeting basic health needs
in developing countries (UNICEF /WHO study),
50, 624, 630

Americas, Region of the, 241 -243, 280, 281, 293,
340 -341, 343 -344, 450

see also Pan American Health Organization (PARO)
Anaemia, iron deficiency, 524

see also Sickle -cell disease

Angola, 70, 249, 384, 577, 622

admission to membership, 65 -71, 234
assessment, 456 -457

Animal excreta disposal, 553
Animal health, 161

Animals, supply for laboratories, 592 -594
Annual Report of the Director -General, 446

reporting procedure, 505 -508, 513
review, 51 -63, 71 -88, 89 -94, 96 -114, 115 -139,

141 -173, 176 -212

see also Project list
Anophelines, 128

resistance to DDT, 603, 616
Appropriation Resolution, 360

for 1975, 447

for 1976, 463, 471, 484, 486, 490
for 1977, 357, 366

Appropriations, 500, 503
Arab investment banks, 339

Arabic language, use of, 59, 188, 244, 478, 493,
495

Argentina, 290, 361
Arthritis, 589

rheumatoid, 587, 588, 590, 591
juvenile, 589 -590, 591

Assessments, 446, 463, 477
definitive, 458 -459

new, 454 -457

scale, 454 -460, 461

for 1977, 459 -460

see also Contributions

Associate Members, 456, 457 -458
Audit, financial, 446, 448
management, 446

see also under Regional Office for the
Eastern Mediterranean

Australia, 286
Austria, 306

Autoimmune diseases, 587
see also Arthritis

Auxiliary personnel, 111, 133, 145, 146, 169, 284,
430, 441 -442, 562, 629, 632, 634

- 657 -



658 TWENTY -NINTH WORLD HEALTH ASSEMBLY, PART II

Auxiliary personnel (continued)

training, 77, 79, 82, 153, 160, 200, 427, 433,
479, 601

centre, 636

see also Multipurpose health workers

Bahrain, 194
Bangladesh, 101 -102, 344 -345, 616

assessment, 458
Barefoot doctors, 103, 434, 435, 627 -628
Basic health services, 72, 78, 87, 100, 160, 172,

381, 385, 416, 419, 431, 631

national programmes, 80, 82, 156, 160 -161, 171,
197, 203, 287, 344, 379, 385, 599, 602, 632

see also Alternative approaches to meeting basic
health needs in developing countries (UNICEF/
WHO study); Health care delivery; Health

services; Health services and manpower,

integrated development; National health

services; Primary health care; Rural health

and development

Battelle Institute, 462, 466, 468, 475
Behavioural sciences, 75, 273, 287, 289
Belgium, 312, 322, 349 -350, 464, 569
Benin, 108 -109, 621

Biennial programme budget cycle, 46, 311, 312, 318,
449, 507, 508

see also under United Nations system, cooperation,
administrative, budgetary and financial
matters, budget cycle synchronization

Bilateral aid, 179, 363, 364, 376, 403, 415, 481, 499,
501, 502 -503, 503, 555, 599, 600, 601

sources, cooperation, 153, 207, 325, 338, 390,
416, 489, 498, 502, 525, 553, 601, 603, 604,
633

Biological products, 592, 593, 594, 622
Biological standardization, 377, 390
Biological warfare, 374, 375

Biomedical research, see Research
Birth defects, surveillance, 315, 349 -351
Blindness and visual impairment, prevention, 76 -77,

131, 135 -136, 188, 192
interregional meeting, 76

see also Onchocerciasis; Trachoma

Blood transfusion, 189
Bolivia, 91 -92

Botswana, 205, 597
"Brain drain ", 73, 79, 142, 159, 160, 337, 419,

430, 440, 441, 442
see also Migration, of health personnel

Brazil, 167 -168

Bronchopulmonary diseases, 145, 434

see also Lung diseases; Respiratory diseases,

and names of diseases

Brucellosis, 83
Budget, 320, 321, 324, 329, 359, 446, 448, 449, 464,

467, 469, 480, 481, 482, 484, 487, 497, 498,

499, 501, 502, 503, 504, 525
for 1975, 445, 448, 449, 451, 463, 468, 469,

471, 473, 478, 486, 490, 530
for 1976, 320, 451, 463, 465, 471, 476, 477,

478, 482, 567
for 1977, 46, 234, 312, 317, 320, 322, 334,

335, 344, 357 -365, 454, 460, 463, 465,

468, 476, 477, 478, 481, 508, 524

for 1978, 335, 364
for 1979, 364

allocations, 312, 319, 321, 323, 325, 361,
466, 466 -467, 467, 473, 477, 477 -478

regional level, 476 -477, 530

development of parameters, 344, 345

level, 81, 85, 90, 107, 110, 113, 121, 134,

321, 325 -326, 329, 362, 448, 467, 472, 476,
500

for 1977, 234, 311 -312, 313, 316, 322, 357 -365,
477

savings, 320, 338, 348, 464, 465, 466, 467, 468,
469, 470, 471 -472, 472, 473, 476, 478, 484,
486, 490, 491, 492, 492 -493, 506, 531

supplementary, 98, 466, 472, 478

for 1976, 462 -479, 484 -486, 490 -493, 473, 506
for 1977 (suggested) 463, 465, 466, 468, 469,

471, 472, 473, 473 -474, 485, 486, 490
see also Programme budget; Regions,

resource allocations
Bulgaria, 85, 276

Cambodia, special assistance, 486 -489

Camelpox, 371

Canadian University Service Overseas, 206
Cancer control, 85, 145, 162, 173, 261, 265, 308,

309, 345, 345 -346, 353, 476

nomenclature, 509
research, 360

long -term planning of international

cooperation, 85, 90, 110, 113, 261
training, 346

Cape Verde, assessment, 454 -455

Cardiovascular diseases, 90, 145, 173, 201 -202, 203,

244, 261, 265, 345, 345 -346, 588 -591

long -term global programme, 90, 346 -349, 588

programme financing, 334, 347, 347 -348

research, 113, 137, 347, 347 -348, 348, 360
training, 346

Caribbean Regional Epidemiological Centre (CAREC),
143 -144

Caries, 543

Cartagena Agreement, 155

Casual income, amount, 446, 447, 448, 450, 465
use of, 447, 449, 458, 464, 468, 472, 495, 496

to finance the budget for 1976, 458

the supplementary budget for 1976, 463, 465,
466, 468, 484

to finance the budget for 1977, 365, 454, 477
the supplementary budget for 1977 (suggested),

463, 465, 468
review, proposed, 469

Catholic Relief Services, 60
Central African Republic, 94

Cerebrovascular diseases, 162, 275
see also Stroke

Chagas' disease, 168, 336, 342

Children, 120, 122, 132, 133 -134, 138, 152, 161,

173, 208, 211, 291, 378, 385, 526, 527 -528, 565
see also Family health; Family planning;

Immunization and immunizing agents, expanded
programme; Maternal and child health;
United Nations Children's Fund (UNICEF)

Chile, 190, 283, 284, 302, 376 -377

China, 47, 102 -104, 303, 339, 433 -436, 451, 567,
570 -571, 627 -628

Chinese language, 358, 460 -493
Cholera, 84, 123, 128, 159, 177, 197, 216 -217,

339, 340, 344, 345, 400
see also under Immunization and immunizing agents

Chronic diseases, 127, 145, 298
Chronobiology, 399, 411
Clofazimine, 342

Colombia, 181, 307 -308
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Committee A, afenda, 33

officers, 32; 45, 259
reports, 223, 227, 234, 235, 237, 239, 310, 355,

374, 403, 424, 443, 641 -643
Committee B, agenda, 34

officers, 32, 45, 445, 594
reports, 213, 223 -224, 226 -227, 235, 237, 239,

501, 522, 536, 558, 595, 616, 638, 642,
643 -645

to Committee A, 366, 462, 646
Committee on Credentials, appointment, 42, 44
officers, 32

reports, 89, 218, 235, 639 -640

Committee on International Surveillance of

Communicable Diseases, 135, 357, 371 -372,
391, 404, 409

Committee on Nominations, election, 42 -43
officers, 32

reports, 44, 45 -46, 640 -641

Communicable diseases, 95, 261, 302, 550, 555, 556
control programme, 131, 188, 205, 371, 386
financing, 334, 359

Regions, African, 60, 106, 111, 123, 128, 136,
152, 155, 161, 169, 182, 197, 205 -206, 210 -

211, 337, 379, 421, 519, 541
Americas, 88, 91, 117, 132, 133, 154, 168, 171,

190, 388
Eastern Mediterranean, 57, 124, 142, 192, 216,

339

European, 83 -84, 150

South -East Asia, 116, 177, 421

Western Pacific, 127, 137, 157, 163, 187, 189,
201, 488

research, 142, 425
surveillance, 386, 409
see also Epidemiological surveillance; Inter-

national surveillance of communicable
diseases; Waterborne diseases and names of

diseases

Community development, 221, 343
Community involvement, 136, 480

in primary health care, UNICEF /WHO study, 115

see also Ischaemic heart disease, intervention

trial, North Karelia
Community water supplies, see Water supplies

Comoros, 197 -198

assessment, 454
Conference on Security and Cooperation in Europe,

Helsinki (1972 -1973, 1973, 1973 -1975, 1975),

80, 84 -85, 90, 107, 110, 120, 148, 149

Conference services, 478
Congenital anomalies, 388

see also Birth defect surveillance
Congo, 169 -170

Connective tissue disorders, 588
see also Rheumatic diseases, prevention and control

Constitution of WHO, amendments, to Articles 34 and

55 (biennial budgets), 311, 507, 508

to Articles 24 and 25 (membership of the

Executive Board), 514 -517
Consultative Committee on Administrative Questions

(CCAQ) , Task Force on Harmonization of Programme

Budget Presentation, 498

Contributions, 358, 360, 361, 445, 447, 465, 466,
468, 476, 477

arrears, 451, 452, 453
maximum, 459
rate and status of collection, 339, 445, 446,

447, 448, 450, 451 -452, 454, 464, 494

voluntary, 312, 324, 340, 417, 464, 487, 497,

501, 620

see also Assessments; United Nations Committee

on Contributions

Convention on Psychotropic Substances (1971), 355
Coordination of health work, 263, 348 -349, 498

role of WHO, 125 -126, 498 -499, 500, 501, 502 -503,

550, 552

financing, 499, 502, 503 -504
Coordinator of United Nations Humanitarian

Assistance in Cyprus, 530, 531
Cost -of- living surveys, 468

Costa Rica, 122

Council for International Organizations of Medical
Sciences (CIOMS), 509

Council for Namibia, 457, 458
Country health programming, 82, 101, 125, 129, 142,

188, 294, 343, 344 -345, 345, 595

see also under United Nations Development

Programme (UNDP)

Cuba, 87 -88

Currencies, local, 113, 360 -361

parity, 357 -358, 362, 363, 476, 478, 496
Cyprus, 192, 619 -620

health assistance to refugees and displaced
persons in, 192, 520, 522, 530 -531

Czechoslovakia, 120 -121, 261, 275 -276, 302, 360,
370, 402

Danish International Development Agency (DANIDA),
206, 563

Dapsone, 342
DDT, 163, 344, 489, 603, 616, 617, 619, 622
Decentralization of activities, 270, 293, 329, 348,

363, 447, 469, 473, 476, 477, 478, 526
of research, 406 -407

see also Developing countries, research
capacity; Research, regional involvement
and advisory committees; Tropical
diseases, special programme for research
and training

Democratic People's Republic of Korea, 172 -173,
553 -554, 633

Democratic Republic of Viet -Nam, 163
contribution, 457

special assistance, 107, 163 -164, 340, 486 -489

Dengue, 116, 156, 202, 344, 345
Deontology, 40

see also Medical ethics
Dental health, see Oral health
Dermatitis, occupational, 297

Developing countries, assistance, 81 -82, 97 -98,
146, 187, 312, 359, 517, 518, 520, 522

equivalence of qualifications, 276
least developed and most seriously affected, 156,

158, 167, 339, 344, 479 -480

research capacity, 86, 177, 272, 363, 397, 398,
401, 406, 406 -407, 409, 410, 412, 416, 417,

419, 421, 422, 440

see also New International Economic Order;
Programme budget, policy; United Nations,
cooperation, development and international

ecOnomic cooperation

Diabetes, 145, 201 -202

Diagnostic materials, 589
see also Prophylactic, diagnostic and therapeutic

substances
Diarrhoeal diseases, 187, 201, 400

see also names of diseases
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Diphtheria, 389
see also under Immunization and immunizing agents

Director -General, address, 51 -56

see also DIRECTOR- GENERAL in the Index of names

Director -General's Development Programme, 146, 448,

476, 477, 480, 482
Disability, prevention, 90, 308, 595 -601

survey, 590
Disarmament, 149, 151
Disasters, 222, 543
drought, 59 -60, 110, 155, 156, 166, 519, 520, 554
earthquake, 92 -93, 208, 242, 338, 343, 438, 472,

489, 496 -497

floods, 151
see also Sudano -Sahelian populations, aid to

Disease prevention and control, 105, 120, 207

see also Communicable diseases; Noncommunicable
diseases, and names of diseases

Displaced persons, see Refugees and displaced

persons
Documentation in WHO, 113, 506, 507, 508, 513, 597

see also under Executive Board, Smallpox, and
World Health Assembly, documentation, and

titles of individual publications
Drinking water, standards, 537, 541, 547, 552, 553,

556
supply systems, 106, 111, 134, 135, 154, 168, 169,

174, 496 -497

surveillance, 548, 552, 556
see also Potable water, supplies

Drug dependence and abuse, 57, 79, 129, 163, 192,

278, 279, 285, 488
research, suggested, 278

Drugs, 119, 192, 280, 283, 284, 289, 290
production, 54, 79, 146 -147, 416, 570, 571

quality control, 79, 142
safety and efficacy, evaluation and monitoring,

147, 315, 350, 589, 591, 592, 593
supplies, management and utilization, 54, 57, 76,

79, 111, 146 -147, 192, 207, 278, 279, 286,

345, 416, 589, 601, 603

see also Pharmaceuticals
Dust, 297, 298, 303
Dysentery, 390, 421

East African Medical Research Council, 100
East African Research Organization, 568
Eastern Mediterranean Region, 214, 215 -217, 243-

244, 338 -340, 346, 477, 480
Economic and Social Council, 504, 525, 526

Inland Transport Committee, 283

Population Commission, 526
Economic Commission for Europe, 283, 292
Ecuador, 154 -155

Education and training, 171, 263, 274, 275, 288,
543, 548

continuing education and training, 427, 429, 436,
441

curricula and syllabuses, 276, 428, 430, 432,
436, 439, 543

educational technology, 436
handbook, 84, 429, 441

institutions, 629, 636, 637
systems, 427, 428, 442
see also Manpower development; Teacher training

Egypt, 381, 566, 599, 633

Emergency assistance, 242, 476, 489, 530 -531
see also Executive Board Special Fund

Emergency services, 284, 285, 286, 288, 289

Encephalitis, post -vaccinal, 368

Environment, social, 308, 551
see also Human environment; Psychosocial factors

and health

Environmental health, 40, 55, 105, 120, 134, 192,
205, 221, 221 -222, 259, 360, 550

hazards, evaluation and control, 84, 147, 221,
298, 303, 396, 535, 536, 538, 541, 547

criteria and standards, 221, 297, 533, 535,
537, 538, 540, 542, 543, 545, 547, 548

monitoring, 147, 306, 538

synergistic effects, research, 533, 538, 542,
547, 548

information, 534, 535, 537, 539, 547, 548, 549
investment and preinvestment planning, 534

priorities, 534, 545, 546, 547, 549, 551
Regions, African, 82 -83, 111, 538, 539, 540,

541, 544, 554
Americas, 134, 144, 154, 209, 540, 544, 546, 553
Eastern Mediterranean, 57 -58
European, 84, 107, 147 -148, 199, 539, 542, 546,

South -East Asia, 537, 542, 546, 553 -554

research, 532, 533, 535, 537, 538, 542, 548, 551
supporting services and institutions, 83, 535,

536, 541, 544, 547, 548, 549, 550

see also Global Environmental Monitoring. System
(GEMS); Sanitation; United Nations Environ-
ment Programme (UNEP); United States Agency
for International Development (USAID);
Wastewater disposal; Water quality; Water
supplies; and under Manpower development;

Medical education; United Nations Children's
Fund (UNICEF); United Nations Development
Programme (UNDP); United Nations system

Environmental pollution, 127, 132, 532, 533, 536,
540 -541, 543, 546, 547, 563

see also Air pollution; Soil pollution; Water
pollution

Epidemiological surveillance, 143 -144, 168, 262,
265, 343, 378, 379, 386, 409, 418
of diseases subject to the International

Health Regulations, 84, 100, 340, 357
see also Committee on International Surveillance

of Communicable Diseases; International
Health Regulations; and under Birth defects;
Malaria; Schistosomiasis; Smallpox

Epidemiology, 335, 341, 432, 548

of disappearing disease, 368
research, mathematical models, 341

malaria, Kano (Nigeria), 619, 622
schistosomiasis, 564

training, 344, 433

see also under Accidents, traffic; Malaria;

Occupational health; Schistosomiasis,

research

Ergonomics, 298, 302
Ethiopia, 199 -200, 375

European Centre for Human Ecology, 291
European Coal and Steel Community, 298, 301
European Development Fund, 555
European Economic Community (EEC), 350, 432
European Region, 244 -245, 280, 281, 293, 337 -338

Excreta disposal, 210, 242, 549, 550, 552, 553,
555, 557, 564, 567

Executive Board, 268, 333, 348, 364, 470, 472, 473
Ad Hoc Committee, 446 -450, 453

Ad Hoc Committee on Malaria, 49, 601, 603, 616,
618, 620

documentation, 271, 311, 359, 493, 507, 513
financial, 311

elections, 141, 218, 224, 251 -255, 255

presentation of candidatures, 252 -254
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Executive Board (continued)

geographical distribution of seats, 42, 116, 158,
219, 253, 254, 255, 514, 515, 516

languages, 59, 188, 244, 358, 460, 478, 493, 506
membership, 42, 76, 514 -517
methods of work, 113, 359, 507
report on proposed programme budget, form of

presentation, 311

reports on its fifty -sixth and fifty- seventh

sessions, 46 -51, 56 -63, 71 -88, 89 -94,

96 -114, 115 -139, 141 -173, 176 -212, 236

Special Fund, 496 -497

see also Organizational studies

Expert advisory panels and committees, 46 -47, 162,
406, 538, 548

Expert Committee on Disposal of Community
Wastewater, 556

Expert Committee on Leprosy, 336, 342
Expert Committee on Smoking and its Effects on

Health, 352, 353, 392, 393
Experts, recruitment, 482

External Auditor, 336, 445, 446
report, 445, 446, 446 -450

Extrabudgetary funds and resources, 122, 338, 362
for WHO programmes, 49, 135, 295, 267, 334, 349,

377, 401, 415, 416, 417, 480, 481, 519, 533,
598, 600

amount, administration, and management, 312-

313, 313, 314, 315, 318, 321, 324, 325,
330, 334, 344, 364, 449 -450, 469, 476, 477,
478, 480, 520

policy, 312 -313, 329, 401

role of WHO in fund -raising, 498, 500, 501, 502

proposed consultation on ways and means of
attracting new funds, 497, 503

see also Planning for and impact of extrabudgetary
resources on WHO's programmes and policy
(organizational study)

Eye diseases, nomenclature, 509

Family health, 207, 272
national programmes, 86, 111, 133, 155 -156, 157,

178, 204, 205, 345, 488, 635
WHO programme, 188, 195 -196, 205, 334

Family planning, 78, 79, 116, 196
guidelines for programme administrators, 196
Regions, African, 155-156, 204, 205
Americas, 132, 145, 171
Eastern Mediterranean, 142
South -East Asia, 101

Western Pacific, 126, 157, 187, 529

services, 634
Fellowships, 100, 135, 152, 157, 167, 182, 183,

202, 302, 332, 337, 338, 340, 429, 438, 440,

440 -441, 448, 450, 544, 602

award procedures and unliquidated obligations,
447, 448, 450

Fertility regulation, 196, 526
Fiji, 156 -157

Filariasis, 128, 157, 202
Financial position of WHO, 445 -454

Financial Regulations, 446, 494
Financial Report, 446

1975, 445, 446 -450

presentation, 445, 447, 448, 449, 507
proposed separate booklet, 449

Finland, 347, 536, 634
Fluoridation, 168, 543
Fonds d'Aide et de Coopération (FAC), 555

Food, 168, 600
additives and contaminants, 549

hygiene and safety, 119, 536, 542, 546, 547, 549
legislation, 549

monitoring, 543
quality, 600
see also World Food Conference; World Food

Programme

Food and Agriculture Organization of the United
Nations, 318, 478

cooperation, 41, 504, 543
crop diversification, 352, 355, 393
nutrition, 207, 524, 525

pesticide poisoning, prevention, 302
water supplies and excreta disposal, 550

see also World Food Conference; World Food
Programme (WFP)

Food Standards Programme, Joint FAO /WHO, 535, 543,

548

France, 298, 546, 565, 598

Gabon, 151 -152, 270, 288, 304 -305, 421, 438, 540, 600

Gambia, 160
Gastrointestinal diseases, 120, 128, 385

General Committee, 249 -258
election, 45

membership, 32

report, 641
General Programme of Work, 151, 267, 268, 269, 300

fifth, 72, 300, 357
sixth, 51, 63, 81, 85, 90, 107, 110, 113, 121, 146,

204, 242, 244, 246, 259 -266, 280, 284, 296,
304, 332, 335, 352, 359, 380, 393, 400, 401,
402, 403, 404, 406, 409 -410, 532, 547, 548,

550
General service and support programmes, 478 -479
Geriatrics, 162

see also Aged, problems of

German Democratic Republic, 80, 81, 260, 273, 284,
291, 297, 429, 489, 510, 542, 562, 597, 618, 629

German measles, see Rubella
Germany, Federal Republic of, 296

Ghana, 136, 287, 305, 348, 379, 431, 567
research on epidemiology of schistosomiasis in man-

made lakes, 136 -137, 417, 563, 565
Global Environmental Monitoring System (GEMS), 119
Goitre, 134, 145, 524
Grants -in -aid to national teachers, 336, 337, 340
Greece, 119, 287, 368, 567, 617
Grenada, assessment, 458 -459
Groundwater development, 537
Group of 77, 313, 317, 318, 319, 320, 321, 322, 326,

327, 329, 330, 467, 473, 479, 491
Guatemala, 92 -93, 242, 343, 438, 496 -497

Guidelines for the prevention of tetanus, 390
Guinea, 182 -185, 298 -299, 374

Guinea -Bissau, 634 -635

assessment, 458 -459

HABITAT, see Human settlements; United Nations
Conference on Human Settlements

Haemoglobinopathies, see Sickle -cell disease
Haemorrhagic fever, 116, 202, 344, 345

Haiti, 171

Handicapped, 204, 206, 294, 598
see also Impairments and Handicaps, classification

Health by the people, 50, 624
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Health care delivery, 52, 53 -54, 55, 56, 87, 194,
267, 634

priorities, 634

systems, 54, 90, 110, 113, 116, 121, 121 -122,
153, 268, 426, 430, 467, 625, 626

Regions, African, 151, 158,176, 182, 186, 197,
263

Americas, 61, 117, 133, 143, 154, 167, 190,
208, 209

Eastern Mediterranean, 124, 192, 194, 216, 217,
274

European, 120 -121, 199, 634

South -East Asia, 77, 109, 173, 344

Western Pacific, 126, 157, 163, 189
research, 74

Health education, 55, 131, 197, 263, 265, 278, 298,

302, 385, 396, 526

on disability prevention and rehabilitation, 600
environmental health, 538, 540, 543, 544
immunization, 370, 378, 388
malaria, 601, 618, 619

rheumatic diseases, 588, 589, 590
schistosomiasis, 564, 566, 570
smoking, 352, 353, 356, 393

traffic accident prevention, 280, 283, 284, 285,
286, 287, 288, 291

water supply and excreta disposal, 550, 552, 567
Health indicators, see Indicators

Health information of the public, 478

Health legislation, 268, 278, 279, 295, 297, 301,
301 -302, 352, 356, 393, 533, 536, 538, 540,
543, 548, 549, 554

Health literature services, 478, 508
Health manpower development, see Manpower

development

Health sciences, training, 94, 183, 430, 437, 438,
442

university centres, 86 -87, 162, 169
Health services, 73, 114, 175, 271, 274, 275, 377,

480

development, 119, 120, 204 -205

1976 and 1977 allocations, 320, 334
evaluation, 74

integration, 162, 377, 479, 635
of specific activities, 145, 157, 636

antimalaria programmes, 101, 603, 617, 621
disability prevention and rehabilitation

activities, 595, 597 -598, 598, 599
nutrition services, 72, 153

Regions, African, 60, 110 -111, 156, 160 -161, 176,
205, 211, 480, 481, 519

Americas, 87, 92, 144, 145, 154
Eastern Mediterranean, 125, 148, 162, 166, 188,

519

European, 107, 114, 149, 152, 153
South -East Asia, 77, 101

development institute, 407, 411

Western Pacific, 103 -104, 137, 156, 157, 163,
487, 488

research, 50, 259, 261, 263, 398, 407, 409 -410,
410, 411

training workshop, 204

see also Alternative approaches to meeting basic
health needs in developing countries (UNICEF
WHO study); Basic health services; Health
care delivery; Health services and manpower,
integrated development; National health
services; Primary health care; Rural
health and development

Health Services and manpower, integrated development,
73, 162, 426, 427, 430, 436, 440, 441, 442

Health teams, 79, 118 -119, 153, 156, 166, 182, 297,
441, 544, 548

Health technology, see Technology
Honduras, 622

Hospital services, 287
Hospitalization, of mental patients, 278, 279

of traffic accident victims, 284, 285 -286
Hospitals, 75, 136, 162, 201, 285, 435, 487
psychiatric, 162, 278

Housing, 132, 190, 534, 536, 540, 542
Human health and environment, 62, 72

programme, 242, 532 -535, 536 -549
see also Environmental health

Human reproduction, 196, 526
research, 77, 411
see also Sterility

Human settlements, 105, 131, 132, 170, 242, 541,
549, 550 -552, 557

see also Housing; Technical Discussions, at
the Twenty -ninth World Health Assembly;

United Nations Conference on Human
Settlements: HABITAT

Hungary, 107 -108, 427, 511, 539, 632

Hypertension, 137, 201 -202, 275, 346, 347

Immunization and immunizing agents, 119, 188, 192

BCG, 101 -102, 116, 121, 128, 155, 166, 179,

201, 205, 344, 345, 374, 487
cholera, 387 -388, 487
diphtheria, 116, 206, 380
expanded programme, 49, 86, 113, 131, 136, 139,

187, 363, 366, 369, 371, 376 -383, 384 -390,
403 -404, 409, 479, 501

operational manuals, 377, 390

influenza, 61
leprosy, 336, 342
measles, 121, 155, 192, 376, 377, 387, 388,

390

meningitis, cerebrospinal, 168
pertussis, 116, 121, 206, 380, 389, 390

poliomyelitis, 377, 387, 592, 593, 598, 600
tetanus, 116, 121, 206, 380
typhoid, 120, 390
yellow fever, 404, 409

contraindications, 378, 390, 404
quality and safety, 376, 377, 378, 379, 380,

381, 382, 383, 385 -386, 388, 390, 592
Regions, African, 98, 111, 123, 128, 155, 169,

179, 205, 206, 210 -211, 369, 378, 379,

380 -381, 381, 385, 388, 389, 390

Americas, 61, 132, 168, 376, 388
Eastern Mediterranean, 131, 142, 160, 192,

217, 374, 381
European, 121, 386
South -East Asia, 101 -102, 116, 129, 344, 345,

378, 381, 387 -388

Western Pacific, 157, 187, 377
research, 120, 376 -377, 377, 378, 379, 380, 382,

385, 386, 387, 390
supplies, 123, 155, 183, 207, 377, 378, 379,

381, 382, 384, 385, 385 -386, 386, 387,

388, 390

training, 378, 380, 386
transport and storage, 376, 377, 379, 380, 382,

383, 385, 386, 388, 404, 409
see also Smallpox, vaccination and vaccine

Immunology, 501, 591
of Chagas' disease, 336, 342

disappearing disease, 368, 372, 374
dysentery (oral vaccine), 390
leprosy, 336, 342, 416
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Immunology (continued)

malaria, 161, 603, 618, 622
measles, 376, 378, 386, 388, 390
parasitic diseases, 417

schistosomiasis, 563, 569
typhus, 390

research, 128, 336, 342, 376 -377, 380, 390,

403, 563, 565
centre, Nairobi, 587
course, 590
meeting of investigators, 589

Impairments and Handicaps, ICD, supplementary
classification, 509, 510, 512

India, 76, 77, 263, 269, 272 -273, 287, 351, 355,
387, 431, 512, 537, 603

Indicators, health, 133, 162, 267, 268, 270, 341,
343 -344, 510, 555

social, 74, 267, 271
see also Mortality and morbidity

Indonesia, 116, 290, 351, 387 -388, 407, 546, 598,
635

Industrialization, 95, 127, 144, 274, 275, 295,

296, 297, 298, 306 -307, 346, 347, 396, 533,
546

Infant mortality, 315, 385, 526, 527 -528
see also Perinatal death, certificate

Infertility, see Sterility and infertility

Inflation, devaluation and monetary problems,

71, 98, 99, 313, 318, 335, 357 -358, 360,
362, 363, 447, 448, 464, 466, 467, 473,
477, 586

Influenza, 61, 113, 144, 156

see also under Immunization and immunizing agents

Information systems development, 137, 261, 265,
266, 267, 270, 271, 306, 446, 449, 502, 508,
534, 549, 552

for research, 405, 406
Inland Transport Committee (ECE), 283

Insecticides, 76, 130, 601, 602, 603, 604, 620,
622

application, methods, 302, 602
research, 603
see also Abate

Inter -American Development Bank, 143, 171, 343

Intergovernmental Committee for European
Migration (ICEM), 436

Intergovernmental organizations, 197, 363
cooperation, 280, 281, 292, 500

International Academy of Legal Medicine and of
Social Medicine, 47

International Academy of Pathology, 47
International Agency for the Prevention of

Blindness, 136
International Association for Accident and

Traffic Medicine, 281, 289, 291 -292
International Bank for Reconstruction and

Development (IBRD), 118, 207, 504, 550
International certificates of vaccination,

against smallpox, 370, 371, 372, 388, 391, 392
against yellow fever, 404

International Civil Defence Organization, 291
International Civil Service Advisory Board

(ICSAB), 462, 474, 475
International Civil Service Commission (ICSC),

48, 465, 466, 468, 471, 472, 473, 474, 476,
484, 485, 490, 491

International classification of diseases (ICD),
242, 356 -357, 395, 560, 562

report of the international conference for
the Ninth Revision, 508 -513

International classification of health manpower,
proposed, 432

International Epidemiological Association,
432 -433

International Health Regulations (1969), 217,
357, 368, 372, 404, 409

International Labour (Office) Organisation, 297,

308, 308 -309, 309, 396, 475, 478, 504, 543,
598, 600

International standard classification of
occupations, 432

International League against Rheumatism, 588, 589,
590

International Nomenclature of Diseases, 509, 510
International Organization for Standardization

(ISO), 408

International organizations and bodies, 117 -118,
153, 271, 285, 286, 295, 361, 374, 379,
397, 414, 416, 479, 500, 550, 603, 618,
626, 638

new orientation of activities, 313, 320, 323

International Planned Parenthood Federation, 206
International Society for Chronobiology, 399

International Society for Human and Animal
Mycoses, 562

International Society for Rehabilitation of the
Disabled, 595, 597

International Society of Cardiology, 346
International surveillance of communicable

diseases, 84, 100, 340, 357
see also Committee on International Surveillance

of Communicable Diseases
International Telecommunication Union (ITU), 475
International Union for Child Welfare, 155
International Women's Decade, 530

International Women's Year, 123, 130, 527 -530
world conference, 81, 528, 530

International Year of the Child, 135
Interrelationships between the central technical

services of WHO and programmes of direct
assistance to Member States (organizational
study), 467, 479, 506

Intestinal infections, 177, 201
Ionizing radiation, 545

research on long -term effects, 351
Iran, 276, 597

Iraq, 57 -58, 283, 297, 346, 353, 602, 629
Ireland, 351

Irrigation, 419, 420, 544, 563, 564, 568, 569
see also Water management

Ischaemic heart disease, 162, 275, 346
intervention trial, North Karelia, 347

Israel, 162, 350

Italy, 306, 338, 361, 472, 489, 529, 553, 588
Ivory Coast, 186, 288, 348

Japan, 96

Joint Committee on Health Policy (UNICEF/WHO), 50,
115

Joint FAO /WHO Food Standards Programme, 535, 543,
548

Joint ILO /WHO Committee on Occupational Health, 308
Joint Inspection Unit, 48, 496, 504

Kala -azar, 128

Kenya, 128, 568

Kuwait, 340, 567

Laboratory services, 100, 168, 202
training, 138, 202, 440

see also Animals; Smallpox, vaccination and
vaccine, stocks, register of laboratories
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Laboratory techniques, standardization, 83 -84,

352, 353, 393
Language services, 478
Languages, 242, 268, 271, 300, 357, 395, 509, 512

working, 460, 478, 493, 506

Arabic, 59, 188, 244, 478, 493, 495

Chinese, 358, 460, 493
Lao People's Democratic Republic, 189

special assistance, 486 -489

Lassa fever, 357
Latin American Centre for Classification of

Diseases, 512

Lebanon, health and medical assistance, 518 -519,
520, 521, 523, 527

Leishmaniasis control, travelling seminar,
suggested, 418

see also Kala -azar

Léon Bernard Foundation Medal and Prize, award,

227 -233

Leprosy, 76, 120, 130,. 157, 163, 325, 336, 342,

344, 416, 420, 423

Leptospirosis, 304
Lesotho, 120
Liberation movements, assistance, 123, 159, 202,

479, 480, 481, 483

see also under United Nations system, cooperation,

general matters

Liberia, 567
Library services, 167, 479
Loans, internal, 445, 446, 450, 451, 494
Lung diseases, 298, 303, 353

see also Bronchopulmonary diseases; Respiratory
diseases, and names of diseases

Luxembourg, 72

Maintenance and repair of medical equipment, 192,

338, 339, 440, 556
Malaria, 177, 242, 565

chemotherapy, 603, 619, 620
research, 603, 604, 622

control, 49, 94, 113, 119, 207, 325, 479, 601 -604,

616 -623

publications, proposed, 619, 622
coordination and cooperation, 603, 604, 618
between neighbouring States, 344, 601, 602

epidemiology, 344, 601, 602, 603, 617, 619, 621,
622

importation, 192, 617, 619, 621, 622
priority, 618, 619

Regions, African, 82, 128, 138, 152, 164, 182,

205, 210, 336, 337, 421, 539, 540, 601, 602,
618 -619, 619, 620, 621, 622

Americas, 171, 341, 344, 619
Eastern Mediterranean, 124, 142, 216, 339, 340,

530, 602, 604, 619 -620, 622

border meetings, 602
European, 617

South -East Asia, 101, 116, 129, 130, 344, 602,
603, 604, 616, 616 -617

border conference, 344
consultative meeting, 602, 616, 619

Western Pacific, 163, 340, 489
resistance, of plasmodia, 602, 603, 616, 619, 620,

622

of vectors, 602, 603, 620, 622
research, 130, 161, 419, 421, 422, 601, 603, 618,

619, 620, 621, 622
field project, Kano (Nigeria), 619, 622
symposium, Rabat, 1974, 618

Malaria (continued)

services and infrastructure, 619
multidisciplinary national committees and

organizations, 76, 603, 619
strategy, 161, 601, 602, 621
surveys, proposed, 619, 621

surveillance, 617
training, 182, 601, 602, 604, 617, 618, 621, 622
international centres, Mexico and Teheran, 601,

602, 604
national and international courses, 344, 601,

618, 619, 620, 622

see also Immunology; Insecticides

Malaria Special Account, 601, 603

Malawi, 208
Malaysia, 137 -138, 340, 487

Mali, 155 -156

Malnutrition, 72, 87, 105, 130, 133 -134, 145, 153,
171, 207, 221, 378, 384, 385, 407, 525, 527,

541, 543
see also Nutritional deficiencies

Management, 129, 137, 143
training, 263, 265

Manpower. development, 63, 75, 90, 96, 105, 113, 114,
118 -119, 120, 121, 146, 150, 166, 175, 188,

193, 205, 209, 244, 245, 259, 261, 305, 325,
425 -443, 629

allocation, 334, 359
environmental health, 302 -303, 533, 536 -537, 540,

543, 544 -545, 546, 548, 549, 556

equivalence of qualifications, 276, 338, 427, 428,
432, 440, 442

priorities, 426

Regions, African, 82, 86, 100, 111, 123, 128, 136,
142, 151 -152, 159, 179, 183, 197, 204, 205,

211, 430, 431, 433, 438, 480, 636
Americas, 117, 133, 143, 167, 340
Eastern Mediterranean, 57, 148 -149, 188, 338,

339, 427, 442
meeting of ministers of health and of

education, planned, 338, 339
European, 146, 150, 152 -153, 337 -338, 427, 429,

436

South -East Asia, 109, 116, 345, 431, 437
Western Pacific, 103, 137, 157, 202, 431

research, 407, 429
systems, future publication, 441
seminars and study groups, suggested, 427

see also Auxiliary personnel; Education and
Training; Medical and health assistants;
Multipurpose health workers; Primary health
care, training; Village health workers

Manual of the International Statistical Classifica-

tion of Diseases, Injuries and Causes of Death,
509

Marburg disease, 357

Mass media, 278, 352, 393, 433
Mass vaccination, 98, 145, 153, 169, 209, 368, 598,

600

see also Immunization and immunizing agents;
Smallpox, vaccination and vaccine

Maternal and child health, 77, 81, 188, 205, 207,

261, 526
Regions, African, 60, 111, 152, 156, 197, 204, 205,

210 -211, 384 -385, 386, 635

Americas, 155, 171, 190, 209

Eastern Mediterranean, 57, 142
European, 529
South -East Asia, 130, 178, 345, 387
Western Pacific, 157, 201, 529

research, 528
services, 77, 78
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Maternal and child health (continued)

integrating expanded programme of immunization,

49, 376, 382, 389
see also Pregnancy

Maternal mortality, 509, 510, 526
Mauritius, 176 -177

Measles, 155, 161, 190, 210, 385, 386, 389
research, 376

see also under Immunization and immunizing agents;
Immunology

Mecca pilgrimage, 339, 340, 371
Medical and health assistants, 118, 133, 156, 203,

207, 216

training, 101, 631
Maternal mortality, 509, 510

Medical education, 75, 188, 193, 338, 339, 428, 429,

431 -432, 438, 440, 441, 442

in environmental health, 543, 547
malaria diagnosis and treatment, 617, 622

medical mycology, 559, 561, 562
occupational health, 304, 305
psychosocial factors and health, 274, 274 -275,

276, 433
Regions, African, 100, 128, 136, 169 -170, 438
Americas, 143, 154, 171
Eastern Mediterranean, 160, 338
European, 152 -153, 428, 432

South -East Asia, 77, 102, 178, 437

Western Pacific, 138

see also Migration, of health personnel,
international, study

Medical ethics, 40, 161, 405, 406, 407, 411, 412,

517
Mediterranean, protection of,intergovernmental

meeting, 84
MEDLINE system, 167
Member States, admission, 65 -71, 234
Meningitis, 123

cerebrospinal, 128, 168

tubercular, 128
Mental health, 97, 120, 275, 526, 595, 598

drug lists, 278, 279
national programmes, 143, 145, 162, 179, 206, 276,

488, 598, 599, 600, 632
nomenclature, 509

see also Psychosocial factors and health;
Rehabilitation; Stress

Mexico, 132 -133, 288, 388, 529, 599
Microbiology, research, 344
Midwifery, 526

training, 130
Migrants, 274, 275, 278, 294, 295, 298, 301, 305,

567, 619
proposed study, 274

Migration, 272, 274, 275, 279, 303, 621
of health personnel, international, 177, 178, 275,

337, 428, 431, 432, 436, 438, 440, 442
study, 426, 430, 431, 442

internal, 79, 170, 222, 263, 346, 438, 440, 569,

616

Miners, 294, 301, 302
Ministers of Public Health of Central America and

Panama, 1975, 208, 209
Models, mathematical, 341

see also under Epidemiology

Molluscicides, 420, 563, 567, 570
Mongolia, 109, 378, 589
Monkeypox, 335

research, 369
Morocco, 152 -153, 290, 617
Mortality and morbidity, 88, 91, 98, 117, 132, 134,

145, 150, 162, 189, 190, 221, 301 -302, 352,

393, 420, 421, 526, 527 -528, 559

Mortality and morbidity (continued)
perinatal, 315
see also Infant mortality; International

classification of diseases (ICD); Maternal

mortality
Moxibustion, 434
Mozambique, 164, 379, 433, 539

Multilateral aid, 120, 363, 364, 390, 499, 501,
502 -503, 503, 521, 555

sources, cooperation, 498, 553, 633
Multipurpose health workers, 96, 101

training, 142, 157, 345, 387
Mycobacterial diseases, 101, 345

see also Leprosy; Tuberculosis

Mycotic diseases, 558 -562

Namibia, assessment, 457 -458

National health planning, 72, 74, 96, 97, 119, 153,
267, 276, 447, 548, 549, 550, 551, 637

Regions, African, 100, 179, 205, 263, 337, 635
Americas, 91, 132, 144, 168, 171, 181, 208, 208-

209, 340

Eastern Mediterranean, 124, 125, 340, 636
South -East Asia, 130, 131, 542, 627

Western Pacific, 126, 127, 156, 157

seminars, 340
National health services, 50, 63, 72, 83, 85, 105,

114, 134 -135, 149, 150, 152, 153, 259, 260,

262 -263, 264, 295, 298, 301, 305, 306, 325,
329, 382, 389, 551, 595, 623 -638

Nepal, 130 -131, 278, 344, 381

Netherlands, 122, 324, 501, 629

Neurology, 288
New International Economic Order, 37 -38, 38, 77, 81,

94, 95, 112, 129, 130, 146, 148, 149, 151, 155,

207, 211, 317, 322, 329, 333, 481, 518
Declaration and Programme of Action, 321

New Zealand, 289, 303 -304, 529, 554 -555

Nicaragua, 208 -209, 288

Nifurtimox, 342
Niger, 110 -112, 620
Nigeria, 82, 82 -83, 83, 263, 276, 285, 297, 337,

408, 421, 441

Nitroimidazole, 342
Nomenclature, see International Nomenclature of

Diseases; Terminology and nomenclature
Noncommunicable disease prevention and control, 57,

127, 145, 150, 156, 161, 201 -202, 207 -208, 276

programme, financing, 334
Nongovernmental organizations, 197
admission to official relations and triennial

review, 47

cooperation, 197

primary health care, 632, 633
rehabilitation, 598, 600, 600 -601
rheumatic diseases, prevention and control, 587,

590

smoking and health, 352, 393
traffic accident prevention, 280, 281, 292

Nonhuman primates, 592, 593, 594
Nordic Medical Statistical Committee, 510
Norway, 277, 349
Norwegian Agency for International Development, 206
Nuclear weapons, testing, 544
Nursing and nurses, 182, 526
manpower utilization, 338
training, 100, 138, 183, 202, 203, 304, 305, 441
postbasic, 123, 441

see also Migration, of health personnel,
international, study
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Nutrition, 72, 77, 81, 105,
523, 524 -525, 526, 634

education, 106
national policy, 177 -178,

116,

600

207, 221, 261, 262,

Regions, African, 82, 111, 155, 179, 204, 519, 541

Americas, 133 -134, 134, 168, 190, 209

Eastern Mediterranean, 142, 160
South -East Asia, 130, 177 -178

Western Pacific, 187
research, 161

surveillance, 524
see also Protein - Calorie Advisory Group of the

United Nations system (PAG)
Nutritional deficiences, 60, 134, 524

Occupational health, 62, 244, 262, 294 -299, 301 -309,

395 -397, 407, 542

classification of diseases, proposed, 511

data -bank, proposed, 306
epidemiology of diseases, 297, 298, 305, 309

norms and maximum permissible values, standar-
dization, 296, 297, 298, 299, 302, 306, 307,

308

priorities, 298, 302, 304, 305, 396
programme financing, 301, 302, 308
research, 294, 297, 298, 301, 304, 305, 308, 309
services, 58, 183 -184, 294, 295, 297, 298, 299,

301, 305, 306, 396
training, 294, 295, 297, 298, 302, 304, 308
centres, regional, 297

OECD, see Organization for Economic Cooperation
and Development

OFIAMT, see Office fédéral de l'Industrie, des Arts

et des Métiers et du Travail
Official Records, 267, 493, 500, 503, 506
Office fédéral de l'Industrie, des Arts et des

Métiers et du Travail (OFIAMT), 462, 466

Oman, 148 -149, 622

Onchocerciasis, 49, 124, 135, 182, 420, 423
Volta River basin area, control programme, 49,

106, 135, 420, 423
Operational research, 418, 423, 566
Oral health, 120, 145, 206, 543
nomenclature, 509
training, 100, 138, 143

Organization for Coordination and Cooperation in
the Control of Major Endemic Diseases (OCCGE),

409, 565
Organization for Economic Cooperation and Develop-

ment (OECD), 298
Organization of African Unity (OAU), 157 -159, 299,

304, 481
Organizational structure, 308, 465, 467, 469 -470,

498, 588, 591
see also Decentralization of activities

Organizational studies, 497 -500, 501 -505

future, 242, 500, 502, 505
see also Interrelationships between the central

technical services of WHO and programmes of

direct assistance to Member States; Planning

for and impact of extrabudgetary resources
on WHO's programmes and policy

Pakistan, 141 -142, 575

Palestine Liberation Organization (PLO), 179 -181,
577, 578, 581, 606, 608, 610

Pan Africanist Congress of Azania, 202 -203

Pan American Health Organization (PARO), 143 -144,
144, 242, 280, 284, 293, 361, 376 -377, 447,

450, 453, 540, 566, 590

Pan American Health Organization (PASO) (continued)

scientific group on comparative studies of
American and African trypanosomiasis (WHO/
PASO), report, 343

Panama, 133 -134, 285

Papua New Guinea, 172
assessment, 456

Parasitic diseases, 106, 117, 154, 164, 303, 337,
421, 544, 556

research, 85, 161, 241, 245, 360, 417, 421
training, 601

centres, Mexico and Teheran, 601
courses, 622

see also Tropical diseases; Vector biology and
control; Waterborne diseases, and names of
diseases

Pensions (WHO Staff), 586 -587

Perinatal care, 598, 601
Perinatal death, certificate, 509, 510

Permanent Inter -State Committee on Drought Control
in the Sahel, 60

Pertussis, see under Immunization and immunizing
agents

Peru, 117, 340 -341

Pesticides, 302, 396
poisoning, 546

Pharmaceutical industry, 147, 207, 415, 417, 418,
420, 423, 425

Pharmaceuticals, 153
control, 192
production, 127, 163

supplies, 123
see also Drugs

Pharmacology, clinical, laboratory, 563
see also Tropical diseases, special programme for

research and training, centre, Ndola (Zambia)

Philippines, 187, 377, 400, 487
Plague, 168
Planning for and impact of extrabudgetary

resources on WHO's programmes and policy

(organizational study), 321, 400, 497 -500,
501 -505

Plant medicine, 82, 169, 184 -185, 193, 199, 431,
434, 628, 632

Plasmodium falciparum, 602, 616, 617, 618, 622
Pneumonia, 128

Poland, 90, 307, 400, 588, 596
Poliomyelitis, 84, 121, 133, 190, 388, 597

international surveillance, programme, 84
see also under Immunization and immunizing agents

Pollutants, 147, 535, 538

evaluation, 534, 535, 537, 538, 542
Pollution, see Environmental pollution
Population dynamics, 77, 101, 117, 126 -127, 129,

133, 134, 176, 221, 263, 265, 538, 549, 551,
552, 553, 563

Portugal, 114, 337, 351, 421, 481, 621, 631

Potable water, supplies, 131, 204, 545, 550
'Pregnancy, 527

effects of smoking, 353

President of the Twenty- eighth World Health
Assembly, address, 39 -41

see also HALTER, S. in the Index of names
President of the Twenty -ninth World Health Assembly,

election, 44

presidential address, 94 -96

see also WALTER, Sir Harold in the Index of names

Preventive and social medicine, 148 -149, 152, 155,
160, 164, 228 -233, 384, 543

Primary health care, 50, 54, 58, 63, 72, 73, 78,

86, 90, 94, 96, 105, 106, 113, 114, 116, 118,

122, 138 -139, 146, 149, 166, 193, 222, 245,

259, 261, 262, 264, 301, 305, 380, 385, 396,
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Primary Health care (continued)

403, 418, 421, 426, 479, 596, 623 -638
guidelines and technical directives, 50, B6, 623-

624, 629, 632, 633 -634

integration of, disability prevention and
rehabilitation activities, 595, 597 -598, 599,

600

immunization activities (expanded programme),

49, 376, 388 -389

malaria control activities, 603
nutrition programmes, 524 -525

meetings, 624, 629

international conference, 1978, 50 -51, 58, 81,

86, 90, 107, 110, 113, 115, 223, 624, 628,

630, 633, 634, 636 -637

priority, 624, 625, 634, 637
Regions, African, 100, 111, 122 -123, 136, 139,

164, 169, 208, 433, 481 -482, 597, 632, 634-
635, 635 -636

Americas, 181, 343, 438, 599

Eastern Mediterranean, 57, 58 -59, 124, 162,

166, 200, 339, 340, 374, 629, 633, 636
European, 629, 631, 632, 634
South -East Asia, 77, 129, 130, 345, 598, 626-

627, 633, 635
Western Pacific, 627 -628

research, 625, 626
training, 73, 84, 207, 436, 441, 596, 599, 631,

634

see also Alternative approaches to meeting basic
health needs in developing countries
(UNICEF /WHO study); Basic health services;
Health care delivery; Health services;
Health services and manpower, integrated
development; Rural health and development

Primary health worker: Working guide; Guidelines
for training; Guidelines for adaptation,
426, 433, 442

Procedures in Medicine, supplementary classifi-
cation to ICD, 509, 510, 511, 512

Programme budget, 94, 471, 479, 490
for 1976 and 1977, 46, 301, 308, 397, 476

financial year 1977, 46, 146, 204, 268, 312,
319, 460, 476

review, 310 -354, 355 -357, 392 -395

for 1978 -1979, 98, 295, 308, 314, 316, 364, 390,
397, 407, 471, 477, 482, 635

for 1980 -1981, 449

presentation, 500, 503, 506, 507, 508
policy, 59, 98, 146, 240, 262, 311 -315, 315 -333,

335, 336, 344, 348, 349, 358, 359, 361, 362,
364, 365, 389, 400, 469, 471, 476, 477, 478,
479, 484, 506, 517, 555, 596, 620

study, proposed, 312, 313, 314, 316, 321, 322,
323, 325, 326, 329

see also Budget

Programme development and support, 261, 264, 265,
478

Programme evaluation, 49, 104, 107, 119, 121, 150,
260, 261, 262, 263, 265, 266, 277, 293, 335-
336, 340, 341, 343, 377, 379, 502, 506, 507,
508, 534, 548, 549, 552, 555, 634

financial, 319, 448
Programme planning, 121, 153, 340, 343, 359, 380,

407, 410, 447, 448, 449, 497, 498, 499, 500,
501, 502, 504, 506, 507, 508, 533

at regional level, 447, 449
at country level, 98

Programme priorities, 60, 71 -72, 72, 87, 100, 105,

150, 164, 172, 195, 207, 260, 261, 262, 263,

264, 265, 277, 294, 307, 308, 319, 334 -335,

335, 336, 348, 359, 377, 386, 397, 401, 409,
429, 448, 469, 473, 499 -500, 532, 561, 562,
595 -596, 620, 622, 625, 634, 635

Programme support costs, 321, 322, 365, 477, 495-
496, 500, 526

Project and programme implementation, 447, 449, 481,
507

financial, 446
Project design and management, rationalization, 508
Project list, 153, 506, 507, 508
Projects, review, 507
Prophylactic, diagnostic and therapeutic

substances, 147, 199, 417 -418, 422, 425, 592-

594

programme, 415, 425
financing, 334

Protein -Calorie Advisory Group of the United
Nations system (PAG), 524, 525

Psychiatric centres, 598, 599
Psychosocial factors and health, 40, 74 -75, 97,

132, 262, 272 -280, 283, 286, 287, 288, 302,

306, 350, 356, 416, 538, 542
classification, proposed, 278
national programme, 274
priorities, 74 -75, 278, 279

research, 272, 273, 274, 276, 277, 279
centres, proposed, 278, 279

training, 272, 273, 274, 274 -275, 276, 277
courses, 273, 279

see also Mental health; Stress

Psychotherapy, 436
Psychotropic drugs, 286
Public health administration, 216, 339

see also Health services, research
Public health engineers, 100, 142, 544 -545

Publications, 269, 478, 479, 619, 622, 630
see also under United Nations, cooperation

Qatar, 131, 283

Rabies, 84
Radiographers, training, 138, 440

Radioisotopes, research on long -term effects, 351
Real Estate Fund, 494 -496
Refugees and displaced persons, 166, 374, 617, 621

in Cyprus, 192, 520, 522, 530 -531
in the Middle East, 58, 59, 80, 160, 180, 188,

193 -194, 194, 243, 571 -576, 577 -585, 605 -615
Special Committee of Experts, 80, 160, 180, 584,

585, 605, 606, 608, 609, 610, 611, 612,

613, 614, 615
report, 571 -576, 577, 578, 580, 582, 584, 585,

609, 610, 611, 612, 613, 614, 615

see also United Nations High Commissioner for
Refugees, Office of

Regional Committee for Africa, 93, 94, 337, 479,
480, 620

Regional Committee for South -East Asia, 344
Regional Committee for the Americas, 344
Regional Committee for the Western Pacific, 486
Regional committees, 270, 295, 396, 439, 447, 470,

477, 507, 522, 550
Regional development banks, 550
Regional Directors' Development Programmes, 312,

476 -477, 477, 480

Regional Office for Africa, 390, 450, 480
accommodation, 495

Regional Office for Europe, 84, 121, 280, 293, 347,

348, 349, 405
accommodation, 495, 496

Regional Office for South -East Asia, 345
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Regional Office for the Eastern Mediterranean, 493
accommodation, 495, 496
audit, 447, 449

Regional Office for the Western Pacific, 345

accommodation, 495, 496

Regional offices, 267, 268, 334 -335, 361, 374, 397,
400, 401, 442, 446, 447, 449, 450, 465, 477,

499, 522, 526, 591
Regions, 269, 273, 291, 312, 313, 333, 464, 465, 473,

477, 549
delineation, 116

resource allocations, 476, 477, 491
Registers, accident, 184
rheumatic patients, 587

see also Smallpox, vaccination and vaccine, stocks,
registry of laboratories

Rehabilitation, 90, 595 -601
guidelines, proposed, 598

in cardiovascular diseases, 145, 346
leprosy, 416

mental health, 273
occupational health, 309

rheumatic diseases, 587 -588, 590
international centre, Teheran, 597, 600
research, 595

training, 595, 597

Rehydration, 187, 345, 400
Renal diseases, 404

Republic of Korea, 126 -127, 437
Republic of South Viet Nam, 163, 310
assessment and 1975 contribution, 457, 461
special assistance, 107, 163 -164, 340, 486 -489

Research, 55, 75, 83, 85, 90, 112, 113, 116, 161,
168, 259, 261, 263, 266, 267, 332, 335, 336,

337, 341, 349, 359, 397 -402, 404 -414, 592,
593, 594

financing, 401, 406
national programmes, 82, 100, 138, 162, 187, 400,

402, 407, 408
policy, 177, 400, 401, 406, 412, 413
centres and laboratories, establishment and

support, 130, 177, 401, 406, 409, 411
objectives, guidelines and criteria for WHO

activities, 407, 410
regional involvement and advisory committees,

130, 177, 335, 336, 338, 339, 344, 349,
398, 399, 405, 406, 407, 408, 409, 410

see also under Tropical diseases, special
programme for research and training, and
names of diseases

Respiratory diseases, 297, 301
see also Pneumonia

Rheumatic diseases, prevention and control, 587 -591
Rheumatic fever, 346, 587, 589, 590
Rheumatic heart disease, 346, 587
Rifampicine, 342
Role and functions of WHO, 41, 51 -56, 62, 146, 150,

191, 211 -212, 222, 264, 265, 325, 343 -344, 344,

415, 533, 535, 538, 543

in technical cooperation, 323, 324, 326, 332,
332 -333, 348 -349, 470, 620

see also Developing countries, assistance;
Organizational studies, future;_ and under

Coordination of health work; Extrabudgetary
funds and resources

Romania, 149 -150, 151, 264, 386

Rubella, 157, 388

Rural health and development, 72, 73, 105, 153,
242, 262 -263, 305, 532

Regions, African, 110 -111, 122 -123, 128, 160 -161,
186, 204

Americas, 61, 91, 144 -145, 154, 167, 181, 190,
209, 343

Rural health and development, Regions (continued)

Eastern Mediterranean, 57, 79, 124, 160, 162,
199 -200, 374

European, 199

South -East Asia, 116, 129, 130, 351
Western Pacific, 102, 103, 104, 156, 157, 628

services, 61, 342, 377, 379, 418, 600, 623 -638

see also Alternative approaches to meeting basic
health needs in developing countries (UNICEF/
WHO study); Basic health services; Health
care delivery; Health services; Health
services and manpower, integrated develop-
ment; National health services; Primary
health care

Rwanda, 178 -179, 305, 384 -385, 591, 600

Sahel, 59 -60, 106, 110, 156, 554

see also Sudano -Sahelian populations, aid to
Salmonella, 553

Sanitation, 123, 152, 188, 201, 421, 422, 536,
538, 541, 547, 548, 563, 564, 565, 566, 603,
622, 623

basic measures, 132, 190, 217, 532, 540, 544,

545, 546, 548, 552, 553
research, 543 -544

guidelines, 623
priorities, 544

rural, 119, 553
ad hoc group, 119, 555

training, 440, 545
see also Sewage disposal and sewerage; Wastes

disposal; Wastewater disposal

Sao Tome and Principe, 210 -211

assessment, 455
Saudi Arabia, 339, 340, 355 -356, 590 -591

Schistosomiasis, 242, 562 -571, 595
chemotherapy, 420, 563, 564, 565, 566, 567, 569
conference, Cairo (1975), 58, 564, 567, 571

guide for administrators, 568
priorities, 565
Regions, African, 124, 169, 182, 203, 206, 420,

564, 567, 568, 569, 570, 571
Americas, 168, 564, 565 -566
Eastern Mediterranean, 216, 564, 566, 567

European, 567
Western Pacific, 564, 570 -571

research, 128, 420, 563, 564, 565, 566, 567, 569,

570
on epidemiology, in man -made lakes (Ghana),

136 -137, 417, 563, 565

surveillance, 567
training, 563
manuals, 564

School health services, 82, 131, 201, 204, 284
Scientific group on comparative studies of

American and African trypanosomiasis, report,

343

Seafarers, health of, 294, 301

Senegal, 60, 278, 541, 571, 598, 632
Sewage disposal and sewerage, 154, 183, 542, 552,

553, 570
research, 553

Sexually transmitted diseases, 60, 163, 206, 278

Shousha Foundation Medal and Prize, Dr A. T.,
award, 214 -217

Sickle -cell disease, 152, 420

research, 262, 265, 299

SIDA, see Swedish International Development
Authority
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Sierra Leone, 98, 523, 538, 569, 635 -636
Silicosis, 297, 298, 301, 302
Smallpox, documentation, 374

eradication, 62, 240, 357

certification, 83, 94, 123, 128, 141, 161,

366, 367, 372 -373, 374, 375, 391, 391 -392

programme, 49, 71 -72, 95, 96 -97, 113, 200, 207,

263, 325, 366 -373, 374 -375, 376, 380, 387,

389, 391 -392, 403, 479, 501
financing, 334, 335, 367, 370, 371, 372,

391, 501

world conference, proposed, 374, 375, 392
importation, 167, 367, 369, 372, 392
Regions, African, 83, 94, 123, 155, 161, 179,

182, 183, 206, 366, 369, 374, 384 -385, 391

Americas, 376
Eastern Mediterranean, 166, 167, 366, 367,

368, 371, 372, 374
European, 368
South -East Asia, 76, 101, 131, 116, 344, 345,

366, 367, 372, 374, 391, 476
research, 369, 370, 371, 372, 374, 391
surveillance, 97, 105, 123, 167, 182, 206, 207,

367, 368, 369, 370, 371, 372, 375, 384, 388
training, 375
vaccination and vaccine, 116, 166, 183, 201, 344,

368, 374, 391, 487
complications (post -vaccinal), 368, 392

policy, 367, 368, 369, 370, 372, 374, 374 -375,
384, 388

stocks, 135, 357, 367, 368, 368 -369, 371, 372,
374, 375, 391

registry of laboratories, 367, 368, 391
Smoking and health, 291, 351 -354, 355 -356, 392 -394,

543

Social medicine, see Preventive and social medicine
Socioeconomic development, health in, 40, 52 -53,

54, 56, 62, 77, 118, 177, 337, 364, 501, 504,

520, 521, 522, 526, 532, 534, 537, 543, 545,
550, 552, 553, 564, 637

see also National health services; Primary health

care; Rural health and development;
Technology

Soil pollution, 553
Somalia, 166
South -East Asia Region, 130, 245, 290, 344 -346,

421, 477
emergency assistance, 476
number of seats on the Executive Board, 76, 514,

515, 516
South -East Asia Treaty Organization (SEATO), 421
South -East Asian Ministers of Education

Organization, 421
Spain, 83 -84

Special Account for Medical Research, 417
Special Account for the Expanded Programme on

Immunization, 376, 403
Specialized agencies, 352, 393, 504, 525

Sri Lanka, 177 -178
Staff, 48, 113, 179, 314, 325, 332, 359, 363, 464,

469, 470, 472, 473, 475, 478, 479, 493, 495,

499, 500, 503, 506
assessment, 360
costs, 317, 318, 319, 465, 469, 471, 478, 484,

485, 508, 524, 526
salaries and allowances, 48, 320, 323, 364,

465, 468, 472
general service category, 462, 463, 464, 465,

466, 468, 469, 471, 472, 473, 474, 475,
475 -476, 476, 484, 485, 490, 491

professional and higher categories, 113, 313,

361, 474, 475 -476, 476
development programmes, 502, 624, 635

level, 467

Staff (continued)
reductions, 364, 466, 468, 471 -472, 472, 477,

478, 484, 485, 486, 490, 491, 492,
492 -493

recruitment, 48, 113, 359

see also Pensions (WHO Staff)

Staff Regulations (WHO), 474
Staff Rules, 48

Statistics, 184, 205, 242, 267, 268, 269, 270, 271,
306, 431, 478, 479, 523, 526, 528
on accidents, 283, 288, 308

occupational health, 294, 295, 296, 301,

306, 307, 308, 309, 396
smoking and tobacco consumption, 352, 393

lay reporting, 269, 270, 509, 512 -513

meeting, 513
training, 270
see also Mortality and morbidity

Sterility and infertility, 86, 407, 411

Stress, 295, 296, 302
Stroke, 346
Study groups, 47
Sudan, 124, 287, 296 -297, 339, 636

Sudano -Sahelian populations, aid to, 363, 519 -520,
520, 521, 522, 523, 527, 531

see also Sahel
Supplies and equipment, 91, 98, 183, 386, 478, 479,

481, 496 -497, 530, 620

Surinam, 78, 565
assessment, 455 -456

Swaziland, 203 -204

Sweden, 325, 353, 487
Swedish International Development Authority (SIDA),

136, 379, 524, 596

Switzerland, 298, 347
Syrian Arab Republic, 159 -160, 216 -217

Système international d'Unités, 397, 407 -408,
408 -409, 414

Tax Equalization Fund, 360
Teacher training, 102, 123, 128, 260, 264, 336,

337, 427, 428, 429, 432, 433, 438, 440, 441

regional centres, 96
Teaching /learning materials, 427, 433, 595
Technical Discussions, at the Twenty -ninth World

Health Assembly, 47, 105, 320, 533 -534, 541,

550 -551

report by General Chairman, 220 -222
at the Thirtieth World Health Assembly, 47 -48

regional, 94
Technology, 52, 53, 53 -54, 55, 56, 87, 263, 347,

534, 537, 548, 623 -638

Ten Year Health Plan for the Americas, 134, 143,
242

Terminology and nomenclature, 61, 411, 407 -408,
408, 411, 414, 509, 542, 559, 560, 561, 562,
587, 588, 591

see also International Nomenclature of Diseases

Tetanus, of the newborn, 88, 98, 171, 381, 390
see also under Immunization and immunizing agents

Textbooks and manuals, 274, 279, 282, 595
Thailand, 129, 348, 377 -378, 421, 437, 542, 616-

617, 626 -627

Tobacco, 355
see also Smoking and health

Togo, 203, 541, 598
Tonga, 201 -202

assessment, 458 -459

Toxicology, 296, 297, 298, 299, 301 -302, 302, 306,

315, 533, 593
see also Environmental pollution; Pesticides;

Pollutants
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Trachoma, 157

Traditional birth attendants, 94, 108, 109, 111,
142, 154, 156, 431, 433, 636

Traditional healers and practitioners, 94, 108, 156,
169, 179, 185, 426, 430, 431, 433, 440, 632

Traditional medicine, 102, 103, 104, 106, 108 -109,
156, 169, 184 -185, 203, 278, 279, 430, 431,
433 -436, 627, 628, 630

research, 82, 185, 199, 433, 437

Traditional pharmacology, 102, 103, 104, 106,
108 -109, 169, 184 -185, 435

see also Plant medicine
Traffic medicine, 283

Traffic policies, proposed review, 282
Transport workers, 294

Traumatology, 103, 281, 288, 434 -435
Trinidad and Tobago, 143 -144, 277, 544
Tropical diseases, 41, 114, 138, 618

special programme for research and training, 41,
49, 61, 73, 82, 99, 105, 106, 112, 113, 119,
123, 135, 139, 202, 207, 241, 245, 261, 342,
343, 363, 399, 411 -412, 414 -423, 424 -425,
476, 501, 566

centre, Ndola (Zambia), 100, 123, 161, 423,
563, 569

financing, 416, 417, 418, 419, 421, 422, 501
scope, 419, 420, 421

task force on trypanosomiasis chemotherapy, 343
see also Filariasis; Onchocerciasis;

Malaria; Leishmaníasis; Leprosy;
Schistosomiasis; Trypanosomiasis

Tropical medicine, 429, 618
Trypanosome cruzi, 343

Trypanosomiasis, African, 94, 182, 343
American, 343
see also Chagas' disease

Tuberculosis, control, 88, 97, 98, 120, 128, 131,
157, 166, 171, 182, 201, 203 -204, 205, 216,
344, 384, 386

training course, 97
see also Immunization and immunizing agents, BCG

Tunisia, 78, 79
Turkey, 428

Typhoid, 390, 421
see also under Immunization and immunizing agents

Typhus, epidemic, 100, 179, 385, 390

Uganda, 99 -100, 302
UNICEF /WHO Joint Committee on Health Policy,

50, 115

Union of Soviet Socialist Republics, 284, 380,
528 -529, 537, 561

United Kingdom of Great Britain and Northern
Ireland, 304, 417, 560, 566, 593

United Nations, 475, 478
cooperation, 47, 118, 319, 321, 501

assessment, of an Associate Member (Namibia),

457, 458
of Members, 454, 455, 456, 457, 458, 459

codes of medical ethics, development, 517

crop diversification, 352, 355, 393
development and international economic

cooperation, 104 -105, 130, 520 -521, 522,
526

disabled, rights of, 597
Lebanon, health and medical assistance, 518 -519
liberation movements, assistance, 159

nutrition, 525
publications, 269, 270, 271

United Nations, cooperation (continued)
rehabilitation, 600

restructuring of the United Nations system,
38, 498, 520 -521, 526

rules of procedure, 514
scales of assessment, 459

science and technology, 406
smoking and health, 352, 393
staff questions, 468, 469
pensions, 586

salaries and allowances, 462, 465, 467, 468,
471, 472, 473, 474, 475, 490

traffic accidents, prevention, 283, 292

see also New International Economic Order;
United Nations system; World Food Programme
(WFP), and individual bodies

United Nations Children's Fund (UNICEF), 60, 100,
109, 155, 161, 179, 188, 206, 210, 381, 385,
386, 537, 541, 632

address by representative, 115

cooperation, 41, 50, 98, 131, 325, 487, 504
environmental health, 550, 553
immunization, 49, 98, 187, 211, 376, 377, 379,

386, 387, 390, 403
laboratory services, 202
leprosy, 416

liberation movements, assistance, 481
malaria, 618

manpower development, 427, 636
mortality survey, 98

newly independent and emerging States in Africa,
assistance, 480, 482

nutrition, 77, 207, 524, 525

primary health care and rural development, 50,
115, 623

co- sponsorship of international conference,
115, 223, 624

refugees and displaced persons, 530
rehabilitation, 600

tuberculosis control, 98, 201
water supplies and sanitation, 201

see also Alternative approaches to meeting basic
health needs in developing countries (UNICEF/
WHO study); Community involvement, in
primary health care

United Nations Committee on Contributions, 457, 461

United Nations Conference on Human Settlements:
HABITAT (1976), 204, 220 -221, 222, 534, 551,
552

address by representative, 174 -176

United Nations Development Decade, Second, 321
United Nations Development Programme (UNDP), 161,

179, 188, 206, 541
cooperation, 41, 81, 313, 318, 321, 324, 325,

329, 330, 360, 450, 504, 522, 524

country programming, 517
environmental health, 144, 183, 540, 543, 550,

555, 556

immunization, 379
liberation movements, assistance, 159, 481
malaria, 130, 618
newly independent and emerging States in Africa,

assistance, 480, 482

oral health, training, 100
special programme for research and training in

tropical diseases, 415
technical cooperation among developing countries,

517, 522

financial situation, 344, 364, 481, 517, 517 -518,

520, 523, 524, 527, 540
programme support costs, 321, 495

United Nations Disaster Relief Coordinator, Office
of, 497
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United Nations Educational, Scientific and Cultural
Organization (UNESCO), 478

cooperation, health sciences training, 437
international standard plassification of

occupations, 432

manpower development, 426 -427

rehabilitation, 600

United Nations Environment Programme (UNEP), 41,

58, 84, 192, 532, 533, 548, 550, 563, 564,
567, 571

United Nations Fund for Population Activities

(UNFPA), 157, 178, 201, 204, 206
cooperation, -98, 325, 334, 345, 524, 526

programme support costs, 526
United Nations High Commissioner for Refugees,

Office of, 519, 530
Coordinator of United Nations Humanitarian

Assistance in Cyprus, 530, 531
United Nations Joint Staff Pension Board, annual

report for 1974, 586
United Nations Joint Staff Pension Fund, 586 -587
United Nations Relief and Works Agency for Palestine

Refugees in the Near East (UNRWA), 180, 577,

578, 579 -580, 580, 581, 582, 583, 608, 610, 612
United Nations system, 271, 469, 472, 478
cooperation, 86, 120, 151, 161, 312, 320, 332, 333,

360, 479 -483, 486 -489, 498, 500, 501, 504,
517 -521, 522 -531

administrative, budgetary and financial matters,
48, 523

budget cycle synchronization, 498, 501, 504
programme support costs, 495 -496

restructuring, 38, 504, 520, 521
rules of procedure, 514

staff salaries and allowances, 462, 468, 469,

471, 473, 474, 475, 484, 485, 490
general matters, 517 -521, 522 -527

Cambodia, Democratic Republic of
Lao People's Democratic Republic and
Republic of South Viet Nam, special

assistance, 486 -489

disability prevention and rehabilitation,
595, 598, 600

environmental health, 147, 532, 534
human settlements, 552

liberation movements, assistance, 159
national health planning, 100
nutrition, review of institutional arrange-

ments, 525

occupational health statistics, 306
refugees and displaced persons, in the

Middle East, assistance, 611
traffic accidents, prevention, 281, 283, 285

see also International Women's Year; Protein -

Calorie Advisory Group of the United Nations
system (PAG); World Food Programme (WFP)

United Nations Water Conference (1977), 533
United Republic of Cameroon, 86, 86 -87, 430, 554,

570, 599, 621

United Republic of Tanzania, 139, 385 -386
United States Agency for International Development

(USAID), 60, 116, 130, 206, 524, 555
United States of America, 61, 553, 567, 589

contribution, 459 -460

Upper Volta, 106, 417

Urbanization and urban areas, 74, 75, 144, 145, 175,
204, 206, 220, 222, 274, 538, 541, 542, 546,

549, 549 -550, 551, 553, 555, 556, 588, 591

Vaccination and vaccines, see Immunization and
immunizing agents; and under Smallpox

Vector biology and control, 128, 564, 565, 569,

603, 616, 617
biological and bioenvironmental control, 619,

622, 623

research, 420, 544
see also under Malaria

Venereal diseases and treponematoses, see Sexually

transmitted diseases, and names of diseases
Venezuela, 144 -145, 303, 540, 561

Vice -Presidents of the Twenty -ninth World Health

Assembly, 32

election, 45, 114
Village health workers, 77, 106, 111, 130, 426,

626, 627, 631, 635
Virus diseases, research, 113, 360
see also names of diseases

Vitamin A deficiency, 345, 524
Voluntary Fund for Health Promotion, 321, 365, 391,

450, 482, 489, 497, 501, 505, 531
structure, procedures and reporting system, 498

see also Contributions, voluntary; Malaria
Special Account; Special Account for Medical
Research; Special Account for the Expanded
Programme on Immunization

Wastes, solid, 204, 544
Wastes disposal, 105, 135, 174, 532, 533, 537, 539,

540, 541, 542, 545, 552
in international traffic, 546

Wastewater disposal, 105, 106, 169, 540 -541, 549-
557

training, 555
Water management, 136, 156, 563, 564, 564 -565, 565,

570, 571
monograph, proposed, 156
see also Irrigation, and under Schistosomiasis,

research

Water pollution, 84, 542, 553

Water quality, 119, 175, 533, 542, 546, 550, 552
surveillance, monograph, 557

Water supplies, 94, 106, 111, 127, 129, 134, 135,
175, 183, 242, 532, 536, 537, 539, 540, 541,
542, 548, 549 -557, 563, 565, 567, 570
rural, 100, 105, 119, 131, 152, 168, 173, 188,

201, 204, 553
ad hoc group, 119, 555

priorities, 550, 552, 556
research, 553

targets, 106, 549, 550, 552, 553, 554, 555, 557
training, 555

see also Drinking water, supplies; Potable water,
supplies

Waterborne diseases, 210, 552, 555, 556
research, 543

see also Parasitic diseases, and names of diseases
Weekly Epidemiological Record, 375, 391
Western Pacific Region, 240, 293, 340, 553

WHO collaborating centres, 162, 348, 398, 399,
399 -400, 400, 401, 405, 406, 407, 410, 411

for birth defect surveillance, 315, 349

international classification of diseases, 242,
357, 395, 512, 513

nonhuman primates, 594
occupational health, 297

psychosocial factors and health, 273, 279
smallpox, 369

WHO representatives, 98, 179,261, 267, 411, 481,
499, 500, 502, 503

role, (organizational study), 242, 500, 502, 505
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WHO Staff Pension Committee, appointment of
representatives, 586 -587

Working Capital Fund, 494
collection of, advances to, 451 -452
level, 445, 446, 447, 450, 451, 494

World Bank, 41, 343, 416, 525, 556, 566
see also International Bank for Reconstruction

and Development (IBRD)
World Federation for Medical Education, 428
World Food Conference, 523, 524, 525, 528

World Food Council, 524, 525
World Food Programme (WFP), 60, 161, 179, 523, 541

World Health Assembly, agenda, 507
documentation, 271, 311, 314 -315, 359, 467, 493,

506, 507, 513
financial, 311, 506

languages, 59, 188, 244,358, 460, 478, 493, 506

methods of work, 85, 113, 359

officers, 32
representation on WHO Staff Pension Committee,

586 -587

review of Report on the World Health Situation,
266, 268, 270, 271, 272, 300

rules of procedure, 508, 514
Suspense Account, 454

Thirtieth, place, 236

World Health Day, 94, 135 -136, 188
proposed theme, 290

World health situation, report, 242, 266 -272, 300-
301, 507, 634

World Health Statistics Report, 549, 556
World Meteorological Organization (WMO), 119
World Population Conference, 526, 528

Plan of Action, 526

World Rheumatism Year (1977),'588, 589, 590

Xerophthalmia, 345

Yaws, 201

Yellow fever, 404, 409
Yemen, 188

Yugoslavia, 146, 147, 553

Zaire, 369
Zambia, 122 -133, 380 -381, 433, 569, 621

Zoonoses, 100, 297, 302


