






































A52/VRM
page 3

benefits that can be achieved with limited resources and guarantee the most equitable distribution of these
benefits among various groups of society.

WHO also understands that there is an important role for the international community to play in
helping to improve the standards of health worldwide. The dissemination of information to all countries
and communities, the early warning of and response to serious epidemics, medical norm-setting, the
provision of a forum for discussion and action on behalf of vulnerable or poorly represented groups, the
funding of research and the targeting of programmes to benefit the poor are all ways in which the
international community can contribute to a global effort to improve health standards in all countries. To
this end, the United Nations Development Assistance Framework (UNDAF) was created as a mechanism
to focus the efforts of a broad base of organizations active in the development field with a view to
formulating strategic approaches to large-scale problems. Through the participation of WHO, UNDAF has
deepened its commitment to the health aspects of many developmental initiatives.

In reviewing and updating its mandate regarding humanitarian assistance and emergency relief,
WHO is contributing to improving United Nations’ efforts in this field. Today, WHO is committed to
playing a greater role in response to serious humanitarian crises with large movements of population such
as in Kosovo and in other parts of the Federal Republic of Yugoslavia, the former Yugoslav Republic of
Macedonia, and Albania. In such difficult circumstances, health is the most vital issue to take into
consideration, and WHO successfully tries to work as effectively as it can with donor governments,
UNHCR and other United Nations agencies to protect and promote the health of displaced people.

I strongly support the Director-General’s determination to launch the project on Partnerships for
Health Sector Development. We know that a broad health agenda will require WHO to cooperate closely
with its partners in all fields relevant to the health sector. This agenda cannot function without strong links
to national governments, the private sector and elements of civil society. The project is a means of
strengthening the Organization’s work in and with countries. It is a way of ensuring that ministries of
health will be able to work with other parts of their governments and to regulate the private sector so as to
provide quality health care for all.

I believe that the deliberations on health in the context of human security and development that will
take place during this Health Assembly will provide valuable input to next year’s Millennium Assembly
of the United Nations. As his contribution to this Assembly, the Secretary-General of the United Nations
will prepare a report addressing the key challenges which the international community will face in the
decade ahead, together with proposals for ways in which Member States can respond effectively to those
challenges. In this context, the Millennium Assembly will become an essential mechanism for bringing
together all relevant actors to focus on issues of global importance, and to generate agreements and specific
commitments that provide a comprehensive framework for further mutually supportive international
cooperation. The Millennium Assembly will help to ensure that the twenty-first century will be more
peaceful than the last and that all the people of the United Nations will be able to have a bright and healthy
future for themselves and their families, regardless of their economic means.

Let me conclude by wishing you all once again much success in your work during this important
Fifty-second World Health Assembly. I thank you for your attention.

The PRESIDENT:

Thank you, Mr Petrovsky.

3. ADDRESS BY THE REPRESENTATIVE OF THE CONSEIL D’ETAT OF THE
REPUBLIC AND CANTON OF GENEVA
ALLOCUTION DU REPRESENTANT DU CONSEIL D’ETAT DE LA REPUBLIQUE ET
CANTON DE GENEVE

The PRESIDENT:

[ now give the floor to Mr Guy-Olivier Segond, Councillor of State, Department of Social Action
and Health, of the Republic and Canton of Geneva.

M. SEGOND (représentant du Conseil d’Etat de la République et Canton de Genéve) :

Monsieur le Président, Madame la Directrice générale, Mesdames et Messieurs les délégués,
Excellences, Mesdames et Messieurs, a I’occasion de 1’ouverture de la Cinquante-Deuxiéme Assemblée
mondiale de la Santé, j’ai le plaisir de vous souhaiter, au nom des autorités fédérales, des autorités
cantonales et des autorités communales, la bienvenue a Genéve et en Suisse.
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En cinquante ans, depuis la fondation de ’OMS, le monde a bien changé politiquement,
économiquement et socialement. Apres I’effort de reconstruction qui a suivi la Seconde Guerre mondiale,
apreés les luttes de libération nationale et aprés I’indépendance de nombreux nouveaux Etats, la rivalité
Est-Ouest a été progressivement remplacée par la dynamique Nord-Sud. La globalisation de tous les
problémes a bouleversé le cours ordinaire des choses et, grace au prodigieux développement des nouvelles
technologies de la communication, le monde est devenu un.

Chacun le sait et chacun le voit, ces derniéres années, de formidables forces de changement sont
nées. Les attitudes politiques et culturelles a I’égard de I’Etat se sont profondément modifiées. D’importants
problémes démographiques et sociaux liés aux migrations, au vieillissement et & I’exclusion se sont
développés et, partout dans le monde, il y a des mouvements amples et puissants en faveur d’une réforme
des systémes de santé.

L’OMS a pris sa part de ces grands changements mondiaux. Ainsi, la Conférence d’Alma-Ata
en 1978 n’a pas seulement défini les objectifs de la santé pour tous en I’an 2000. Elle a aussi imposé le
passage d’un systéme de santé centralisé privilégiant la pathologie urbaine a une pratique communautaire
de soins de santé primaires. Grace a I’amélioration de I’accés aux soins de santé primaires voulue par la
Conférence d’ Alma-Ata, les taux de mortalité infantile ont baissé dans la plupart des pays pendant que
I’espérance de vie a la naissance augmentait réguli¢rement. Mais 1a aussi le temps a passé. De nombreux
pays qui n’étaient pas en 1978 & Alma-Ata sont devenus des Etats. De nouvelles technologies et de
nouveaux modes d’intervention ont vu le jour et une nouvelle génération de professionnels de la santé a
pris la reléve. Plusieurs facteurs déterminants de la santé, qu’ils soient environnementaux, sociaux,
politiques, économiques, démographiques ou épidémiologiques, ont affecté le profil sanitaire des
populations. Plusieurs problémes de santé spécifiques vont croissant, tels que la résistance aux
antimicrobiens, la mortalité liée au tabac et le VIH/SIDA.

Enfin, dans trop de pays encore, les inégalités concernant I’état de santé continuent de s’élargir en
fonction du niveau de développement et des classes sociales. Comment cette situation s’explique-t-elle ?
Car aprés tout, au cours de ces cinquante derni¢res années, la médecine a davantage progressé qu’au cours
des cinquante derniers siécles. Aprés des millénaires d’impuissance, la médecine nous a donné le pouvoir
de triompher de nombreuses maladies fatales, telles que la tuberculose, la syphilis, la variole. Aujourd’hui,
des- transplantations d’organes sont possibles et les lois qui président a la formation de la vie et 4 la
définition de I’identité personnelle sont découvertes. Pourquoi donc la recherche, si active dans le domaine
de la reproduction et de I’hérédité, n’arrive-t-elle pas a maitriser les maladies ordinaires qui frappent la
grande majorité de la population de la planéte ? La réponse, Mesdames et Messieurs, est simple; vous la
connaissez. Cinquante-six milliards de dollars sont consacrés chaque année a la recherche publique et
privée en matiére de santé. Mais moins de 10% de cette somme impressionnante sont consacrés aux
problémes de santé affectant 90% de la population mondiale. Pour aider a corriger ce déséquilibre, dont
les coiits économiques et sociaux sont énormes, cent institutions, publiques et privées, ont constitué le
Forum mondial de la recherche en santé, dont le secrétariat est ici a ’OMS. Dans son premier rapport
annuel, le Forum mondial analyse les causes de ce formidable déséquilibre et présente des plans d’action
pour contribuer a le corriger. L’une des causes expliquant ce déséquilibre dans la recherche est la mauvaise
information des décideurs et - La Palice I’aurait trouvé -, pour que les décideurs puissent prendre de
meilleures décisions concernant I’attribution des fonds pour la recherche, ils ont besoin de meilleures
informations. C’est I’une des tiches de I’OMS, qui doit rappeler aux chefs d’Etat, aux premiers ministres,
aux ministres des finances qu’ils sont eux-mémes des ministres de la santé. En investissant mieux dans la
recherche en santé, on luttera mieux contre les problémes de santé qui touchent 90% de la population de
la planéte. On obtiendra une amélioration de la qualité de la vie et on constatera un accroissement de la
productivité, ce qui permettra de s’attaquer a I’une des causes fondamentales de la pauvreté.

Je suis personnellement convaincu que, par un plaidoyer efficace a I’échelle mondiale, I’'OMS, sous
la ferme direction du Dr Gro Harlem Brundtland, atteindra au début du XXI* siécle I’objectif d’une
meilleure santé pour tous entrainant un vrai changement de la qualité de la vie des habitants du monde
entier. Je vous remercie.

The PRESIDENT:

Thank you, Mr Segond.
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Mrs Maria de Belém Roseira is thereby elected President of the Fifty-second World Health Assembly
and I invite her to take her seat on the rostrum.

Mrs Maria de Belém Roseira (Portugal) took the presidential chair.
Mme Maria de Belém Roseira (Portugal) prend place au fauteuil présidentiel.

The PRESIDENT:

Your Excellencies, Honourable Ministers, Ambassadors, delegates, Madam Director-General, 1
would like to thank this august Assembly for the trust in electing me as the President of the Fifty-second
World Health Assembly. Taking this opportunity, I would like to express my appreciation to
Dr Al-Mousawi, my predecessor for his contribution to the last Health Assembly. I shall deliver the
customary address later today and we will now continue with our work.

2. SECOND REPORT OF THE COMMITTEE ON NOMINATIONS'
DEUXIEME RAPPORT DE LA COMMISSION DES DESIGNATIONS'

The PRESIDENT:

I now invite the Assembly to consider the second report of the Committee on Nominations. This
report is contained in document A52/29 which you have before you. I invite the Assembly to pronounce,
in order, on the nominations proposed for its decision.

Election of the five Vice-Presidents
Election des cinq vice-présidents de I’ Assemblée

The PRESIDENT:

We shall begin with the election of the five Vice-Presidents of the Assembly. The following names
have been proposed: Dr T.J. Stamps (Zimbabwe), Mr J. Junor (Jamaica), Dr E.F. Ehtuish (Libyan Arab
Jamahiriya), Mr S.U. Yusuf (Bangladesh), Mr M. Telefoni Retzlaff (Samoa).

Are there any comments? There being no comments, I propose that the Assembly declare the five
Vice-Presidents elected by acclamation.

(Applause/Applaudissements)

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. The names of the five Vice-Presidents have been
written on five separate sheets of paper which I am going to draw by lot.

The Vice-Presidents will be requested to take the chair in the following order: Mr M. Telefoni
Retzlaff (Samoa), Dr E.F. Ehtuish (Libyan Arab Jamahiriya), Dr T.J. Stamps (Zimbabwe), Mr S.U. Yusuf
(Bangladesh), Mr J. Junor (Jamaica). I request the Vice-Presidents kindly to come to the rostrum and take
their places there.

Election of the Chairmen of the main committees
Election des présidents des commissions principales

The PRESIDENT:
We now come to the election of the Chairman of Committee A. Dr A.J. Sulaiman (Oman) is
proposed. Are there any comments? There being no comments, I invite the Assembly to declare

Dr Sulaiman elected Chairman of Committee A by acclamation.

(Applause/Applaudissements)

! See reports of committees in document WHAS52/1999/REC/3.
' Voir les rapports des commissions dans le document WHAS52/1999/REC/3.
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THIRD PLENARY MEETING
Monday, 17 May 1999, at 14:30

President: Mrs Maria de Belém ROSEIRA (Portugal)

TROISIEME SEANCE PLENIERE
Lundi 17 mai 1999, 14h30

Président: Mme Maria de Belém ROSEIRA (Portugal)

1. PRESIDENTIAL ADDRESS
DISCOURS DU PRESIDENT DE L’ASSEMBLEE

The PRESIDENT:

Your excellencies, honourable ministers, ambassadors, distinguished delegates, Dr Brundtland, dear
colleagues and friends. Allow me to thank you for honouring the European Region, my own country
Portugal and me personally by electing me as President of this Fifty-second World Health Assembly. 1
do appreciate your trust. We all come to this Health Assembly each year to contribute to a better world.
Our contribution is made through our work to improve health. I also know that we are committed to act
in the interests of the whole world, even when this might sometimes be at the immediate expense of our
own interests. I shall rely on all of you to help us to reach the right conclusions, as in fact we usually do.

Over the past few years, we, the Member States of WHO, took important initiatives to make our
common health organization a better one. We shall be considering reports from the Executive Board on
a year of change. The Director-General and her staff have responded effectively in reshaping the way
WHO works. We shall be able to join the special briefing on change in WHO during Wednesday lunch
time. It is now up to us once more to take the policies we hear about to each and every one of our
communities. May I also refer to the World Health Declaration that we adopted last year. This was a
wonderful expression of the spirit of health for all. I believe we have all, during the past year, renewed our
efforts to live up to the ethical concepts of equity, solidarity and social justice, and to the incorporation of
a gender perspective into our national strategies. We are doing this by paying the greatest attention to those
most in need, to those who are burdened by ill health, to those who are not receiving adequate health
services, or are affected by poverty, and also by reducing social and economic inequities and addressing
directly the basic determinants and prerequisites for health.

I am pleased to tell you that the Regional Committee for Europe has taken last year’s World Health
Declaration very seriously. In September our 50 active Members States adopted Health 21 as the health-
for-all policy framework for the WHO European Region - twenty-one targets for the twenty-first century.
The World Health Declaration and our new health-for-all policy framework have given us a new
opportunity for action. Health is the flesh and bones of human development. It is the precondition for a
state of well-being. It is a prerequisite for the satisfaction of other needs. Health concerns every individual.
It is easily understood by everyone, in fact, health is everybody’s business. It concerns the private and
public sectors, professionals, nongovernmental organizations, political leaders and other partners who must
be rallied around our common agenda. That is surely the democratic way.

However, for this to become reality and not just wishful thinking, we must create clear mechanisms
for all these partners to come together at different levels of society. At national, regional and local levels,
we need more and better work across different social and economic sectors. We must remember the
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Lastly, may I assure you that the elected officers of the Health Assembly will try to guide the work
of this Assembly impartially and effectively so that all our discussions achieve a mutually satisfactory
conclusion by the close of business next week. With your cooperation and the assistance of the Director-
General and her staff I know we shall succeed. Thank you.

2. ADOPTION OF THE AGENDA AND ALLOCATION OF ITEMS TO THE MAIN
COMMITTEES
ADOPTION DE L’ORDRE DU JOUR ET REPARTITION DES POINTS ENTRE LES
COMMISSIONS PRINCIPALES

The PRESIDENT:

The first item to be considered this afternoon is item 1.4, “Adoption of the agenda and allocation of
items to the main committees”, which was examined by the General Committee at its first meting earlier
today.

The General Committee examined the provisional agenda for the Fifty-second World Health
Assembly (document A52/1) as prepared by the Executive Board and sent to all Member States.

The General Committee recommended the following changes to the provisional agenda: deletion
of item 6, “Admission of new Members and Associate Members [if any),” since no new applications have
been received; and deletion of item 15, “Assessment of new Members and Associate Members [if any]”.

Does the Assembly agree with these recommendations?

I see no objections. It is so decided.

I wish to convey to the Assembly the Committee’s proposals regarding agenda item 5, “Round
tables: lessons learned in world health” as a new initiative. This item has been included in response to
Executive Board resolution EB103.R19 in order to enhance the involvement of ministers of health in policy
discussions. It is proposed to have several round tables to discuss the following four issues: “Priority-
setting in the health sector: challenges to ministers”, “Investment in hospitals: dilemmas faced by
ministers”, “Finding the money: dilemmas facing minsters” and “HIV/AIDS: strategies for sustaining an
adequate response to the epidemic”. However, in order to agree on the agenda and so as to fit these round
tables properly within the context of the rules governing the functioning of the Health Assembly, the
General Committee proposed that they should be considered as committees of the Assembly. This would
mean that the Health Assembly would establish special committees for this purpose, which it is entitled to
do under Rule 42 of the Rules of Procedure. The General Committee also agreed to recommend that the
round tables should be dealt with in six committees which would subsequently report back to the Plenary.
If the Plenary agrees with this recommendation, the committees dealing with these issues would not
consider any proposals for draft resolutions, as the purpose of the discussions on the four topics in these
committees was to permit ministers of health to report on national lessons with global potential and to
enhance the involvement of ministers of health in policy discussions. I repeat that reports of the discussions
will be presented to Plenary at a later stage.

With this clarification, and unless there are any comments on the general proposal to hold the round
tables and that they should be committees of the Assembly, I propose that we proceed with our
consideration of the agenda and come back to the details later.

Does the Assembly agree to the recommendation of the General Committee to deal with item 5 in
this way?

I see no objection. It is so decided.

Inclusion of supplementary items on the provisional agenda
Inscription de points supplémentaires a I’ordre du jour provisoire

The General Committee also considered the addition of two supplementary agenda items, for which
proposals had been received by the Director-General.

The first proposal was to include a supplementary agenda item “Inviting the Republic of China
(Taiwan) to participate in the World Health Assembly as an Observer”. The Committee took the same
position as the Assembly did last year when presented with the same proposal and recommended not to
include this item on the agenda. Are there any comments? I call on the delegate of Nicaragua.
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poliomyelitis. It is the first country in the world to provide children with hepatitis B vaccine. Apart from
the US$ 17 million presented by Rotary Clubs of the Republic of China (Taiwan) to support WHO’s global
poliomyelitis eradication programme, the Taiwanese Government and its Rotary Clubs have committed a
further US$ 10 million through Rotary International in support of this vital programme. Given the serious
challenges of HIV/AIDS and other new, emerging and re-emerging diseases and in response to natural and
man-made disasters, WHO should not deny itself the opportunity to access the significant resources both
human and financial that the Republic of China (Taiwan) is prepared to contribute to world health. Indeed,
diseases know no international boundaries. The efforts at rolling back malaria recognize that it spreads
through migration. If we were to achieve success in all other countries, and malaria continues to exist in
Taiwan, we will not have achieved true success and malaria will indeed still be with us. I therefore regret
that the General Committee failed to recommend the inclusion in the agenda of the supplementary item to
consider the Republic of China (Taiwan) for observer status in the Health Assembly, and I would urge the
Assembly to accept its inclusion. Thank you.

The PRESIDENT:

I thank the delegate of Dominica, and I call on the delegate of Myanmar.
Mr AYE (Myanmar):

Madam President, I have requested the floor to respond to the proposal to invite Taiwan to participate
in this Fifty-second session of the World Health Assembly as an observer. For those among us who have
participated in the work of the Health Assembly during the past two years it may come as no surprise that
this irrelevant and needless exercise is once again being deliberated at the current session of the Assembly.
It is our earnest hope that this proposal will not be adopted and that it will be rejected just as it was in the
years past. The proposal for observer status for Taiwan had been repeatedly rejected for a number of
fundamental reasons that are all crystal clear and accepted by us. The distinguished delegates gathered here
will recall that United Nations General Assembly resolution 2758(XXVI) recognizes that the
representatives of the People’s Republic of China represent China and are the only lawful representatives
to the United Nations. Furthermore, resolution WHA?25.1 pertaining to China’s representation in the World
Health Organization reiterates and acknowledges this state of affairs.

The reality is obvious. There exists only one China, and Taiwan is a part of the People’s Republic
of China. Thus it would naturally follow that any unnecessary and prolonged consideration of the proposal
at this Assembly would be tantamount to gross interference in the internal affairs of a sovereign country.
In this case, that country is the People’s Republic of China, and delegates will surely concur that non-
interference in the internal affairs of a sovereign State and a Member of the United Nations is a cardinal
principle of the Charter of the United Nations. Indeed the proposal runs counter to the stipulations of the
WHO Constitution itself, which we are all gathered here today to collectively uphold. As such there exists
no valid ground whatsoever for granting observer status to Taiwan.

But, Madam President, let us for a brief moment reflect in an objective manner on the health-related
merits of the situation before us. Expressions to the effect that health is a basic right of all and that diseases
respect no national boundaries, have often been used in attempts to lend credence to the proposal in
question. For their part, the health authorities of the People’s Republic of China have never questioned the
right of all their compatriots to good health. On the contrary, as the delegate of the People’s Republic of
China has just clarified, the Chinese Government places great emphasis on good health care and proper
medical facilities for their Taiwan compatriots. Furthermore, the delegate of the People’s Republic of
China in that earlier explanation outlined the various ways and means by which the inhabitants of Taiwan
can enjoy the services and the benefits of the World Health Organization. Hence it is evident that
satisfactory solutions to the matter must necessarily be arrived at by the Chinese people themselves, free
from outside interference. We have no doubt that such endeavours will be successful and we take this
occasion to wish them every success.

Meanwhile, we on our part must demonstrate what is expected of us as called for in the Charter of
the United Nations and the Constitution of the World Health Organization. The General Committee has
already undertaken to review the proposal to place the Taiwan issue as a supplementary item on the agenda.
The report of the General Committee on the matter and its recommendation is now before us. The
delegation of the Union of Myanmar is confident that this august Assembly will deem it appropriate to
oppose the proposal to place the Taiwan issue on the agenda and at the same time to uphold the
recommendation of the General Committee. We hereby add our own appeal to the distinguished delegates
gathered here to do so.
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The PRESIDENT:

Thank you. I see no further requests for the floor. May I therefore assume that the Assembly agrees
with the General Committee not to include this supplementary agenda item? It was so decided.

The second proposal was to include a supplementary agenda item on “The use of languages in
WHO”. The General Committee reached a consensus to recommend inclusion of this supplementary
agenda item. May I therefore assume that the Assembly agrees to adopt the provisional agenda as amended
with the addition of this supplementary agenda item.

I see no objection, it is so decided.

The agenda is adopted as amended. Document A52/1 Rev.l reflecting the changes will be
distributed tomorrow morning.

Allocation of items to the main committees
Répartition des points de I’ordre du jour entre les commissions principales

The provisional agenda of the Assembly 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.

Since the Assembly has agreed to consider the supplementary agenda item on “The use of languages
in WHO?”, does the Assembly agree that this item be discussed in Committee B as recommended by the
General Committee?

I see no objection. It is so decided.

The General Committee has recommended that the items appearing on the agenda of the Plenary as
amended, which have not yet been disposed of, should be dealt with in Plenary. With regard to item 5 of
the provisional agenda “Round tables: lessons learned in world health”, we have already agreed that these
round tables will be considered as committees of the Health Assembly. The proposals considered within
the Executive Board for the establishment and functioning of these round tables are quite innovative. The
intention when establishing them was to provide a forum for health ministers of Member States to discuss
in an informal manner major issues of concern to the health community. It is hoped that these discussions
will be lively, interesting to all concerned, and that the discussions will evolve taking into account the
exchange of views. In order to achieve these objectives, it is felt necessary to restrict participation in each
round table to ensure that all participants have the opportunity to take part actively in the debate.

Consequently, and using the authority provided under Rule 85 of the Rules of Procedure for the
Assembly to make special arrangements for the conduct of business of committees, the General Committee
made the following proposals:

On Tuesday afternoon, there will be three round tables: two will discuss “Priority-setting in the

health sector: challenges to ministers”, and the third will discuss “Investment in hospitals: dilemmas

facing ministers”. On Wednesday morning, there will be another three round tables, two of which
will discuss “Finding the money: dilemmas facing ministers”, and the other discussing “HIV/AIDS:
strategies for sustaining an adequate response to the epidemic”.

Each of these round tables will be considered as a separate committee of limited membership. They

will be limited in membership to those ministers of health or delegates at ministerial level

representing Member States at this Assembly who have registered for participation in one or more
specific round tables. The list of participants in each of the round tables is published in the Journal.

As I have already said, only these participants will be considered as members of each of the round

tables. All other delegations and representatives of associate Members and observers to the Health

Assembly, including members of the delegation of the Minister of Health participating in the round

table, may attend as observers.

During the discussion, Argentina proposed that an observer should be able to participate in the
discussion. However, it was explained that the legal status of observers, who normally only took the floor
to make a statement at the end of an agenda item, was not consistent with the nature of the intended
discussions which was to involve an active exchange of views between the participating ministers of health.
Therefore, this proposal was not supported. Consequently, only the participants - that is to say, the
ministers of health constituting the membership of each of the round tables - will be permitted to speak in
order to ensure a full debate between all ministers present.

As the purpose of the round tables is to permit everyone to profit from an exchange of views between
the participants, and not necessarily to an agreed position in all cases, the round tables will not have a
mandate to approve resolutions, but rather only to submit to the Plenary a summary of the discussions.
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Each of the round tables will be chaired by one of the Vice-Presidents of the Assembly, the first
Vice-President having kindly agreed to chair two round tables. In order to promote a lively discussion on
each of the subject matters being discussed, the Chairmen of each of the round tables will be assisted by
a moderator provided by the Secretariat. The Chairmen of each of the round tables will submit to the
Plenary an oral report summarizing the discussions between the participants.

With regard to the items appearing under the two main committees in the provisional agenda, there
has been some interest in considering the issue of casual income (under item 15), along with the budget.
The Committee agreed to recommend to the Plenary moving consideration of this item from Committee B
to Committee A, and taking it up under item 12, “Proposed programme budget for 2000-2001”. It is
understood that, later in the session, it may become necessary to transfer items from one committee to the
other, depending on each main committee’s workload.

Does the Assembly agree with this proposal? I see no objection. It is so decided. A revision of
document A52/1 will be distributed tomorrow.

3.  ANNOUNCEMENTS
COMMUNICATIONS

The PRESIDENT:

I wish now to make an important announcement concerning the annual election of Members entitled
to designate a person to serve on the Executive Board. Rule 101 of the Rules of Procedure as amended by
resolution WHA50.18 reads:

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 twenty-four hours after the President has made the announcement in accordance with this Rule.

I therefore invite delegates wishing to put forward suggestions concerning these elections to submit
them to the Assistant to the Secretary of the Assembly not later than Tuesday afternoon, 18 May, at 16:00,
in order to enable the General Committee to meet to draw up its recommendations to the Assembly.

When considering the tentative programme of work of the Assembly, the General Committee,
realizing that the list of speakers for item 3, Looking ahead for WHO after a year of change, may not be
completed by Wednesday, 19 May, recommended holding an additional plenary meeting. It would be held
on Thursday, 20 May, at 9:00 simultaneously with Committee A; on adjournment of the Plenary,
Committee B would hold its second meeting. Is this agreeable to the Assembly? I see no objection. It is
so decided.

The programme of work for tomorrow, Tuesday, 18 May will be as follows: in the morning, the
Plenary will deal with item 2, A year of change: reports of the Executive Board on its 102nd and 103rd
sessions, item 3, Looking ahead for WHO after a year of change, Report of Dr Gro Harlem Brundtland,
Director-General, and item 4, Health in development, presentation by Professor Amartya Sen, Master of
Trinity College, Cambridge, Nobel Laureate in Economics, followed by the review of The world health
report 1999. In the afternoon, at 14:30, the round tables will meet to deal with the topics “Priority-setting
in the health sector: challenges to ministers” and “Investment in hospitals: dilemmas faced by ministers”.
The Committee on Credentials will hold its first meeting at 14:30. On Wednesday, 19 May, the Plenary
will hold its fifth meeting at 9:00 to consider the report of the Committee on Credentials, after which the
ministerial round tables will continue on the topics “Finding the money: dilemmas faced by ministers”,
and “HIV/AIDS: strategies for sustaining an adequate response to the epidemic”. In the afternoon, the
sixth Plenary meeting will continue its review of item 3 and simultaneously Committee A will meet. The
General Committee will then hold its second meeting at 17:30.

I would like to mention already at this stage that, at the request of a Member State, it is proposed to
reschedule the discussion of item 17, Health conditions of, and assistance to the Arab population in the
occupied Arab territories, including Palestine so that it is considered in Committee B on Thursday, 20 May,
instead of Friday, 21 May. Does the Assembly agree with this request? It is so decided.

I would also like to remind the few delegates who have not yet submitted their formal credentials that
they should hand them over to the secretariat of the Credentials Committee in office A.671 of this building,
before 12:00 tomorrow.
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FOURTH PLENARY MEETING
Tuesday, 18 May 1999, at 9:00

President: Mrs Maria de Belém ROSEIRA (Portugal)

QUATRIEME SEANCE PLENIERE
Mardi 18 mai 1999, 9 heures

Président: Mme Maria de Belém ROSEIRA (Portugal)

1. A YEAR OF CHANGE: REPORTS OF THE EXECUTIVE BOARD ON ITS 102ND AND
103RD SESSIONS
UNE ANNEE DE CHANGEMENT: RAPPORTS DU CONSEIL EXECUTIF SUR SES
CENT DEUXIEME ET CENT TROISIEME SESSIONS

The PRESIDENT:

We shall now pass on to item 2, A year of change: reports of the Executive Board on its 102nd and
103rd sessions. Before giving the floor to the representative of the Executive Board, I should like to
explain briefly the role of the Executive Board representatives at the Health Assembly and of the Board
itself, in order to avoid any uncertainty on the part of some delegates on this matter. The Executive Board
has an important role to play in the affairs of the Health Assembly. This is quite in keeping with WHO’s
Constitution, according to which the Board has to give effect to the decisions and policies of the Health
Assembly, to act as its executive organ, and to advise the Health Assembly on questions referred to it. The
Board is also called upon to submit proposals on its own initiative.

The Board, therefore, appoints four members to represent it at the Health Assembly. The role of the
Executive Board representatives is to convey to the Health Assembly, on behalf of the Board, the main
issues raised and the flavour of the Board’s discussions during its consideration of the items which need
to be brought to the attention of the Health Assembly, and to explain the rationale and nature of any
recommendations made by the Executive Board for the Assembly’s consideration. During the debate in
the Health Assembly on these items the Executive Board representatives are also expected to respond to
any points raised whenever they feel that a clarification of the position taken by the Board is required.
Statements by the Executive Board representatives, speaking as members of the Board appointed to present
its views, are therefore to be distinguished from statements of delegates expressing the views of their
governments. I now have pleasure in giving the floor to the representative of the Executive Board,
Dr Calman, Chairman of the Board.

Dr CALMAN (Chairman of the Executive Board):

Madam President, Madam Director-General, your excellencies, distinguished delegates, I should first
of all congratulate you, Madam President, on your election, and on behalf of the Executive Board extend
to you our full support, and wish you well. It has been a very great privilege to have been the Chair of the
Board over a year of such change and excitement. It has also been an honour to represent WHO at a
number of events including a meeting of the European Parliament. WHO is a great organization whose
expertise and influence are essential if we are to improve the health of the people of the world. A glance
at its Constitution makes it clear that this is our primary purpose, and I quote, “The objective ... shall be
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reporting objectively from a global surveillance system, which monitors new and emerging diseases;
determining every year’s influenza vaccine; providing unbiased figures on the global burden of disease;
or maintaining updated international health regulations, a road map to a safe future for all generations.
WHO can provide the mirror in which Member States see a reflection of their own performance. If this
performance is weak - particularly if the poor do not participate in health gains - we must be prepared to
say so on the basis of solid evidence from reliable health indicators. I am pleading the cause for global
advocacy and normative functions - a well-informed voice in a complex and changing world. Maintaining
a solid and reliable global agency is a cost-effective investment that benefits everyone. This year your
countries - all our countries - will spend some US$ 2300 billion on health care. The knowledge generated
and made available by WHO can positively influence how wisely this money - 10% of the world’s GDP -
is spent. You are the owners of the World Health Organization. Take good care of it.

When I was elected Director-General I pledged that WHO can and must change to become more
effective, more accountable, and more receptive to a changing world. Today, looking back at months of
intense work with my staff, I feel I can say that we are moving decisively in that direction. Let me highlight
some of the main features. Priorities are coming back to the World Health Organization. World health is
an immensely broad and complex area to cover. Even a global organization would lose its focus if it tried
to do everything. The programme budget we propose to you is a first major step. We have sharpened our
focus and shifted resources to priority areas. The budget for the next biennium represents a shift from the
past, but it is only a beginning. The next programme budget will be prepared from scratch with a focus on
how WHO as a whole - in countries, regions and headquarters - can make the most substantial impact - by
our own activities and through those of our partners. At headquarters we have refocused our work around
nine clusters, sending a very clear message of what business we are in. For the first time there is an
empowered senior management team - 10 Executive Directors with real corporate responsibilities.
Representing all WHO regions, they make a truly global team.

Last year I told you that the time has come to increase the number of women in the World Health
Organization. Women represent half of the world’s population, but carry much more than half of the
world’s health burden. How can we then accept massive under-representation of women at WHO? The
answer is simple: we will not accept it. Time has come for a change. We will do what we can to take the
gender balance towards parity. It cannot be done overnight, but we will work steadily to get there. Cabinet
has set a target of 60% of new recruits being female.

Of my Executive Directors, five are women and five are men. Last July, when I took over, only four
out of more than 50 directors were women. We have taken advantage of a process of rotation and mobility
to change that equation. Today, 10 out of 33 department directors are women. The ratio has gone from
a few per cent to close to 30%. We are on track. We are developing a gender policy in WHO. We need
to evaluate how men and women are served by health systems. The aim is clear: they should benefit
equally from the fruits of health and development.

Let me say from this rostrum: I pay tribute to WHO staff who have been through a profound process
of change. With their technical skills and capabilities they constitute our ultimate resource. They deserve
our appreciation. I am proud of my staff.

(Applause/Applaudissements)

In 10 months we have been through a major administrative overhaul. We have invested in priority
areas by “sunsetting” other activities. This is not a one-time operation; it will continue. We have moved
management support near to the managers. The management support units are an innovation in the United
Nations system. The role of administration and management, remember, is truly to support, facilitate and
back up all our technical work.

During these months we have worked closely with the Regional Directors seeking to assure
consistency throughout WHO. We are one WHO, not seven: we are seeking more unity of purpose, and
each regional office has undertaken studies of its own structure and direction better to pursue new priorities
and strategic directions.

The real untapped resources of this Organization, however, are not located in Geneva or in the
regional offices. They are in countries. For the first time ever in the history of WHO we brought the WHO
Representatives and Liaison Officers to Geneva for a week in February. During that week we started a
process of change towards a more determined focus on how we can make a tangible difference in our work
in and with countries. That is where people live. That is where they struggle to make ends meet, combat
disease and strive for a healthy future. That is where our focus must always be.

What lies ahead? Let me share with this Assembly how I see the next stage in the process of change
of the World Health Organization. The real change, and the change that really matters, is where we must
now focus our attention. I am talking about increasing our effectiveness as an organization, so that we can
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American black men in terms of surviving to older age groups. Even African American women end up
having a similar survival pattern for the higher age groups as the much poorer Chinese, and decidedly lower
survival rates than the even poorer Indians in Kerala. So it is not only the case that American blacks suffer
from relative deprivation in terms of income per head vis-a-vis American whites, they also are absolutely
more deprived than the low-income Indians in Kerala (for both women and men), and the Chinese (in the
case of men), in terms of living to ripe old ages. The causal influences on these contrasts (that is, between
living standards judged by income per head and those judged by the ability to survive to higher ages)
include social arrangements and community relations such as medical coverage, public health care,
elementary education, law and order, prevalence of violence, and so on.

The contrast on which I have just commented takes the African American population as a whole, and
this is a very large group. If instead we consider African Americans, in particular deprived sections of the
community, we get an even sharper contrast. The recent work of Christopher Murray and his colleagues
show how very different the survival rates are for American people in different countries. If, for example,
we take the African American male population in, say, the District of Columbia, St Louis City, New York,
or San Francisco, we find that they fall behind the Chinese or the Keralan at a remarkably early age. And
this despite the fact that in terms of income per head, which is the focus of attention for standard studies
of growth and development, the African Americans are very much richer than the poor population with
whom they are being compared in terms of survival patterns.

These are striking examples, but it would be right also to note that, in general, longevity tends to go
up with income per head. That is a point which has to be accepted. Indeed, this is the case even within
particular countries studied by Chris Murray and others. Is there something of a contradiction here?

There is really none. What must be understood is the following. Given other factors, higher income
does make an individual or a community more able to avoid premature mortality and escapable morbidity.
But other factors are not, in general, the same. So income is a positive influence, and yet - because of the
variation of other factors (including medical facilities, public health care, educational arrangements, etc.) -
there are a great many cases in which much richer people live much shorter lives and are overtaken by
poorer people in terms of survival proportions. It would be just as silly to claim that higher income is not
a contributory factor to better health and longer survival as it would be to assert that it is the only
contributory factor. Also, on the other side, better health and survival do contribute, to some extent, to the
ability to earn a higher income, given other things - a point also emphasized by the Director-General in her
report - but then again we have to remember the fuller picture that other things are not necessarily given.

Perhaps the relationship between health and survival, on the one hand, and per capita income levels,
on the other, is worth discussing a bit more, since literature on the subject is sometimes full of rather
misleading conclusions. The point is often made that while the rankings of longevity and per capita income
are not congruent, nevertheless if we take the rough with the smooth, then there is plenty of evidence in
intercountry comparisons to indicate that by and large income and life expectancy move together. From
that generalization, some commentators have been tempted to take the quick step of arguing that economic
progress is the real key to enhancing health and longevity. Indeed, it also has been argued that it is a
mistake to worry about the discord between income-achievements and survival chances, since - in general -
the statistical connection between them is observed to be quite close.

Is this statistical point correct, and does it sustain the general inference that is being drawn? The
point about intercountry statistical connections, seen in isolation, is indeed correct, but we need further
critical scrutiny of this statistical relation before it can be seen as a convincing ground for taking income
to be the basic determinant of health and longevity and for dismissing the relevance of social arrangements,
going beyond income-based opulence. It is interesting, in this context, to refer to some statistical analyses
that have recently been presented by my colleagues, Sudhir Anand and Martin Ravallion. On the basis of
intercountry comparisons, they find that life expectancy does indeed have a significantly positive
correlation with GNP per head for the poorer countries, but that this relationship works mainly through the
impact of GNP on incomes, specifically of the poor, and public expenditure, particularly in health care.
In fact, once these two variables are included on their own, as independent variables, in the statistical
exercise, little extra explanation can be obtained, indeed none, from including GNP per head as an
additional causal influence. Indeed, with poverty and public expenditure on health as explanatory variables
on their own, the statistical connection between GNP per head and life expectancy appears to vanish
altogether.

It is important to emphasize that this does not show that life expectancy is not enhanced by the
growth of GNP per head, but it does indicate that the connection tends to work particularly through public
expenditure on health care, and through the success of poverty removal. Much depends on how the fruits
of economic growth are used. This also helps to explain why some economies such as South Korea and
Taiwan have been able to raise life expectancy so rapidly through economic growth, while others with
similar record in economic growth have not achieved correspondingly in the field of longevity expansion.
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Bioterrorism is just one more world health problem that requires a world health solution. Because
we all share a common future - we must all stand on common ground. So the challenge of leading WHO
into the millennium - of leading it in the right direction - does not only belong to the Director-General, or
to the able staff of WHO. It belongs to all of us - to every nation - to every organization - to every
individual. Rich or poor, North or South. Together, let us pit our wits and our wills and our resources to
the task at hand to make a difference and to ensure that the new century will be a time of health and hope
for every woman, man and child in our global family.

Professor SALLAM (Egypt): t(rae) P Jesland 48l 3y
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Dr NEMOTO (Japan):

Madam President, Madam Director-General, distinguished delegates, ladies and gentlemen, on behalf
of the Government of Japan, it is my pleasure to present its position concerning promotion of world health.
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As The world health report 1999 indicates, limited resources must be utilized more efficiently to
address the increasingly diverse health issues of today. From this point of view, we fully support the
position of the Director-General, Dr Gro Harlem Brundtland, who has been actively directly the reform of
WHO. The reform process which Dr Brundtland has been leading since taking office last July has been
truly remarkable and deserves high praise.

Under the current unstable global economic situation, United Nations organizations such as ILO have
wisely and responsibly committed themselves to a policy of zero nominal growth. In order to increase
programme budgets for countries in greatest need, administrative costs must be rationalized and brought
under control We greatly appreciate the fact that Dr Brundtland’s reform process is headed in this
direction, particularly because it is apparent that a zero real growth budget is not realistic under the
prevailing global economic situation. We can all see that a zero real growth budget would require Member
States to increase their assessed contribution, leading to hardship due to further suppression of already
stringent national budgets. We strongly hope that Member States recognize these critical points and form
a consensus to adopt a zero-nominal growth policy for the 2000-2001 budget.

The importance of priority setting of projects cannot be overemphasized, given our limited resources.
The suffering caused by malaria, addressed by Dr Brundtland as one of WHO’s top priorities, can be seen
in 300 to 500 million clinical cases and one million deaths each year. We agree that fighting this disease
is one of the most important global public health issues.

At last year’s Birmingham summit meeting, Mr Hashimoto, who was our Prime Minister at that time,
presented a report on global parasite control, entitled “The global parasite control for the 21st century”, to
contribute to the global fight against parasitic diseases including malaria, by proposing control strategies,
based on our past experiences in conquering them. We are fully promoting this Hashimoto Initiative and
will also actively support WHO?’s priority project “Roll Back Malaria” in line with our Hashimoto
Initiative.

The Tobacco Free Initiative is another high priority WHO initiative. Tobacco is a very important
cause of many kinds of noncommunicable diseases, and it is said that four million people die of diseases
related to tobacco each year. In line with the Tobacco Free Initiative, WHO will hold the International
Conference on Tobacco and Health in Kobe, Japan, this November, utilizing the resources of the Kobe
WHO Centre for Health Development. We are pleased to note that with the attendance of Dr Brundtland,
the Government of Japan has high expectations for this important event and will actively support the
organization of the conference to ensure its success.

We are also pleased to note that, owing to the strong support of Member States, Dr Omi was
inaugurated as the Regional Director for the Western Pacific last February. Thanks to the invaluable
support given to him by Member States, Dr Omi was able to promote reform at the regional level as soon
as he assumed office. We trust that through the reform process at headquarters and in the regions, WHO
will become a stronger organization that is even more active and effective in the promotion of public health
across the globe. We pledge that the Government of Japan will continue to work closely with WHO to
“Make a difference”.

Professor STARODUBOV (Russian Federation):
ITpodeccop CTAPOAYBOB (Poccwuiickas ®enepauus):

VBaxaemass r-xa Ilpencemarenb, yBakaemas r-xa I'eHepanbHbIii IUPEKTOD,
yBaXkaeMble KOJUIETH,

Mb! MONOXHUTENBHO OLEHHWBAEM NEATENILHOCTb I €HepaJbHOro OHMPEKTOpa M €€
COTPYAHHKOB, KOTOpble B TEYEHHE KOPOTKOrO BPEMEHH CyMeNnd JOCTaTOYHO YETKO
ofpucoBarb KOHTYpbl OOHOBNeHHO! Opranusauuu. B npencraBieHHOM IOKJIAA€ NaHbl
noxpoOHast OLIEHKa COBPEMEHHOrO COCTOSIHMS — 3[PaBOOXPaHEHMs B MHUpE W MpPOrHO3
pa3sBUTHS CHUTyallMH B Hauyaje [ABajLaTh MepBoro Beka. Mbl HE CTOJNb ONTHMHCTHYHBI B
OLIEHKE peaJbHOH CHTyaLH B MHpe, KaKk Ha JaHHOM 3Tare, TaK M Ha Omkaiiinee Oyayuiee.
Xorenoce Obl OCTaHOBHUTBCA Ha psiié aCrMeKkTOB, MPO3BYYaBIUMX B  BBICTYIUIEHUH
r-xu bpyrnann.

3HauuTenbHBIE ycnexu B oONacTH 3APAaBOOXPAHEHWs, MEIULIMHCKOW Haykd H
TEXHOJIOTHI Ha TNpOTSXKEHHMM JBAJALIATOrO BeKa CO3JaNM YCJIOBMS IJs JajibHEHIIEro
yAy4LIEHUs 3A0pOBbs TIpaxkaaH BO Bcex crpaHax. K coxkaneHHIo, CylieCTBYEeT MHOIO
dakTopoB, KoTOpble MewawnT 3ToMy. Cpenu HHUX MOJUTHYECKAas HEYCTOW4YMBOCTb U
peruoHanbHbie  KOH(QJIMKTHI, pa3HHLa B 9KOHOMHHYECKOM IIOTEHLMane CTpaH,
YBEJIHUUBAIOLIMIACS pPaspblB MeXAy HHAYCTPHANIbHO pPa3BUTBIMH M  Pa3BUBAIOLIMMMUCS
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CTpaHaMH M OTACJIbHBIMH PErMOHAMH AaXK€ BHYTPH CTpaH;, Mexay OoraTeiMH M OeAHbIMH
rpaxAaHaMH B CTPaHax M OTCYTCTBUHM ofecrneyeHusi peayibHOro rnpasa rpaxiaH B psne
perMoHoB MUpOBOro coobiecrBa. Bce 3TO BbI3bIBaET HEYNOBIETBOPEHHOCTb Pa3BUTHEM
3IpaBOOXpaHEHHs] B 3THX CTpaHax. bemHOCTb - OnHA M3 HepeuleHHbIX npobneM, U OHa
OrpaHHYHBAET NOCTYMHOCTb ISt 3THX CJIOEB HACeNeHWs K MeAHLUMHCKON nomolwu. Bce aTo
Tpebyer nuddepeHIHpPOBaHHOrO MOAXOAa K OCHOBHbIM mpobsemam aesrenbHoctd BO3 B
CTPaHax U COBMECTHO C HUMM AJs pelleHHs KOHKpeTHbIX mpobnem. besycnoeHo, ocoObiit
MOAXOA B 3TOM IOJDKEH ObITb M B OTHOLUEHHHW CTPaH C MepexoaHOH 3koHOMUKOH. KoHeuHo,
nearenbHocTh BO3 nosmkHa oTpaxkaTh MHTEpechl BCero MUpOBOTrO cOO0LIEeCTBa.

B kauectBe mupoBoro juaepa BO3 B3sina Ha cebs WM OCYLIECTBISET CEpPbE3HbIE
obsi3arenbcTBa B obnactu 3mopoBbs.  [lanbHelimue ycnexu OpraHu3aumu 3aBUCAT OT
KOHKPETHBIX pE3yJIbTaTOB HAMEUYaeMbIX TPOEKTOB M MpOrpaMM, OT TOrO, HACKOJbKO
apdexTuBHO OyayT HCMONB3OBaHBI COBpPEMEHHble 3HaHUS U TexHonoruu. Cpexncrsa
Opranu3auuu NOJDKHBI HAaNpaBiAThCS, B MEPBYIO Ouyepelb, B T€ CEKTOpPbI, KOTOpbI€ MOTYT
IaTh 3HAYUTENbHbIE pPE3YJbTaThl B KOPOTKHE CPOKM M C HaUMEHbIIMMU 3aTPaTaMHu.
Baxmneiiiuee 3Hauenne npuoOperaer npobnemMa  OMpeneneHuss NPUOPUTETOB B
30paBOOXPAHEHUH KaK Ha YpOBHE CTpaH W PErHOHOB, TaK W Ha r00aJbHOM YypOBHE.
ITo-BHOUMOMY, TNpPHOPHUTETHI B 3APABOOXPAHEHHH CTPaHbl AOJDKHBI OMPEAEHATb CaMH, Ha
ypoBHe perroHoB BO3 ux 4uciio H0MKHO ObITh CY’)KE€HO, a Ha YPOBHE LITab-KBapTUPbI MOTYT
CTOATH robajbHble 3aaUH, PeLIeHHe KOTOPbIX MOXET ObITh MOJIE3HbIM ANst OONBUIMHCTBA
crpaH. HayuHo-meronuueckass nomows OpraHu3auMd B 3TOM HanpasjeHHH Obina Obl
HEOLICHUMOH.

OnHUM M3 KIIIOYEBBIX BOMPOCOB SIBNSiETCS OOECNEYEeHHE pecypcamM, INpEXAe BCEro
¢unaHCcOBbIMU. DPUHAHCUPOBaHHME CIyKO 3ApaBOOXPAHEHHS B CTPAaHAaX-4YlE€HAaX 3aBHCHUT OT
NOJIMTHYECKHX pELIEHHI M 3KOHOMMYECKHX BO3MOXHOCTEH B Kaxnoi crpaHe. Mbel
CONIMJIapHBbI C TOYKOW 3peHus, BbICKa3aHHOMN [ eHepanbHbIM AUPEKTOPOM, O TOM, YTO YHCTO
PBIHOYHBIE OTHOLUEHHS B 3PaBOOXPAHEHWM He Bceraa 3(PGexTUBHBI M YTO TOCYAapCTBO
IOOJDKHO HECTH OonpeneseHHble 00A3aHHOCTH M PacXojibl, a TAKXKE KOHTPOJIMPOBATb YaCTHBIN
CEKTOP.

Pecypcebl, BbiaensieMble B pPa3IMYHbIX CTPaHaX Kak JOJNs BajOBOr0 BHYTPEHHErO
NPOAYKTa I MPOLIEHT OIOMKETHBIX 3aTpaT, 3HAUUTENbHO KosebmoTesa. TeM He MeHee, ele
HM OfIHA CTpaHa MHpa HE MOXET CKa3aTbh, YTO OHA YCIMELIHO pelinna Bce MnpobieMbr B
obnacru oxpaHsl 310poBbsi. He Bcerna 3arpaunBaeMble pecypchbl obecneunBaioT Haubosee
BBICOKHMIT YpPOBE€Hb COCTOsIHMS 310poBbi. Ham kaxercs, uro obecnedeHHe Hauy4dUIEro
3I0POBbs NMPH HAMMEHBbLIMX 3aTpaTax HOJDKHO ObITh OOHHMM M3 KpuTepHeB 3b¢EeKTHBHOCTH
AEATeNbHOCTH Hawed OpraHu3auuu.

OuyeBUAHO, YTO MO MHOTMM NPUYMHAM TPUXOIMTCS caepxkuBaTb pacxonel BO3, u
Ka>KeTCsl BEPOSITHBIM, YTO B3HOCHI B PEryJspHblil OrokeT He OyayT yBeNnMUYMBATLCA, U 3aa4U
JUIi  pellleHHWst  OrPaHWYEHHbIX  TNPHOPUTETHBIX  HAMpaBIEHWH, MpEXAe  BCEro
npodunakTHYEeCKHEe MEpONPUATHS, AOJKHBI ObIThb pe3ko 0003HaueHbl WJIM OMpPENEJEHbI.
Cnenyer pacliupsTh CBSI3M C TPOMBILLIEHHBIM CEKTOpOM, paboTarolMM Ha OXpaHy
30POBbBS. IToHumMasi BaXXHOCTb M HEOTJOXKHOCTb MNporpaMM oOpalleHHs BCHATb
pacnpocTpaHeHust Mansipuu U MHULHATHBY MO OCBOOOXKIAEHHIO OT TabauHOH 3aBUCHMOCTH,
MBbl CYMTaeM, YTO HEOOXOAMMO mMoanepkaTb AesTeabHOCTb BO3 B 3TOM HanpasieHuu, u
He3aMeUIUTENbHO.

Baxneiimum HanpasnenneM nonautukd BO3 no noanepxke NOJUTUKH HaLMOHAJIbHBIX
CHCTEM 3IpaBOOXpaHeHHUsi, (OPMUPOBAHMS MOJMUTHKU B OOJACTH 34PaBOOXPAHEHUS U
3aKOHOJATENIbHON TMOANEPXKKH, TMOOIIPEHUI0O KOOPAMHALMHM HAyYHbIX HWCCIEAOBaHUH B
obnacTu ympaBleHHs OSKOHOMHKOW 3ApaBOOXPaHEHWs, Ppa3BUTUS HMHGOPMALMOHHbBIX
TEXHOJIOTUH MNOJDKHBI OCTaBaTbCSl NPHOPHTETHBIMH Jns Hawed OpraHu3auuu, 4 OHH
3aCiy’>KHMBAaIOT BCAYECKON MOIACPIKKH.

Mbl nmpuBercTByeM ycunus [eHepanbHOro OUpPEKTOpa CHU3UTb AJAMUHUCTPATHBHbIE
pacxonbl, MOBBICUTb KOHTPOJb 3a pealu3alleil OTAeNbHbIX HanpaBieHUui paboTbl W
nporpaMM. Bwmecre ¢ Tem, MbI paneku OT TOro, 4rodbl Cka3aTb, YTO aAMHHHMCTPATUBHAs
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peopranuzauus, nposogumass BO3, nacT He3amennuTENbHbiE U TOJbKO MO3UTHUBHbIE
pe3ynbTaThl.

B 3akmrouenue s xoren Obl nobnaromaputh ['eHepasbHOrO AUPEKTOPA 32 NPEKPACHbIN
JOKJIaz, MOXKENaTh eif yCnexoB B NPETBOPEHHUH €€ Heil, HanpasieHHbiXx Ha noanaTue BO3 Ha
HOBbIii 60J1ee BBICOKUI YPOBEHD AEATENbHOCTH.

Bnaronapio 3a BHUMaHHE,
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welcome them not least because there is broad agreement about what needs to be done to turn the tide on
smoking, considered to be the biggest self-imposed burden on health. The European Union has taken a
number of legislative measures in this area, which is open for closer cooperation in the future.

Another example, which is also to be discussed here in the coming days, is WHO’s revised drug
strategy. The Member States of the European Union support the resolution before us, which they have
actively helped to elaborate. This resolution provides an appropriate basis for establishing an equilibrium
between health needs from the public health perspective and the legitimate interest of the industrial sector.

Finally, the Member States of the European Union fully support the reform process initiated by the
new Director-General, Dr Brundtland, since taking office less than a year ago.

Since the 15 Member States of the European Union are members of WHO, they are all intent on
pursuing much closer cooperation between both organizations with a view to achieving the expected
synergistic effects. As President of the Council, I wish to assure you that the Council of Ministers will most
certainly support these efforts.

Professor REINER (Croatia):

Madam President, Madam Director-General, distinguished colleagues and delegates, the report
presented by Madam Director-General and this year’s World health report are immensely promising and
call for energetic action. They show we have really new and strong leadership of WHO. The slogan
“Making the Difference” is a challenging one because it could be interpreted as referring not only to
making the difference inside WHO but to WHO continuing to decrease current differences in health status
as well as the economic and social differences that exist at all levels, global, regional and country. Our one
WHO has to respond to the ongoing process of transition and transformation on all these levels.

WHO has achieved many successes during the past 50 years. But it has also faced a degree of crisis
during the last decade. So we can be really satisfied listening to Dr Brundtland’s report and reading the
summary of The world health report 1999. We can feel that it is WHO’s firm intention to strengthen its
role and reinforce its leadership in world health.

It must be stated that this renewed leadership will be properly based on partnership relations with
many other organizations in the world, which are fortunately taking more and more interest in the world’s
health and health systems. We all also hope that the new structure introduced at WHO will enable the
Organization to achieve its many noble and important goals more successfully. We welcome new action
introduced, such as the Roll Back Malaria project, Health Systems Development, and especially the
Tobacco Free Initiative, in the hope that we will really have a binding document, a convention for tobacco
control in the near future.

Distinguished delegates, after these global points allow me to say something concerning my region,
Europe. All of us in Europe who are active in WHO have for some years been very enthusiastic about so
much needed reform of WHO and the renewal of its Constitution. This Constitution was an advanced and
forward-looking document at the time of its first adoption more than 50 years ago. I cannot refrain from
mentioning here that my fellow countryman Professor Andrija Stampar was one of its authors.

However, the many changes that have taken place since then at an unprecedented pace require new
approaches. New approaches are present in the normative strategies and functions defined for WHO for
the next century that will ultimately enable WHO to play a more appropriate role for the entire world’s
population. The decisions recently adopted have already started to bring about corrections to
disproportionate and non-objective budget distribution. We are particularly satisfied with this issue as it
has also opened the question of placing WHO’s regional arrangements on a new basis and directing funds
to countries in greatest need. Although we have not achieved definitive solutions we have taken a huge
step forward from adopting a programme budget based on almost no criteria but tradition, impression,
intuition and inertia, to a programme-based budget supported by objective and independent criteria.

Europe, more than any other continent except Africa, needs and would like to re-address some other
issues as well. We are expecting further advancement in the health status of the populations of the most
developed European countries as well as quick action aimed at preventing further degradation of the health
status in some other parts of Europe, particularly the countries in transition. Europe is a region with many
strong and active intergovernmental organizations, such as the European Union and the Council of Europe.
All these organizations are more and more interested in health issues. Some of them have excellent health-
oriented, constructive programmes which encourage us to think of ways to improve coordination and
cooperation between them and WHO, in Europe as well as globally.

Our common goal in Europe has to be pan-European health, which is to become a counterpart to the
general political trend of creating closer ties among countries in Europe, and which might definitely be the
best prevention against misunderstandings and political or armed conflict. In striving towards peace and
stability we very much support the thesis that one of the most efficient instruments towards such noble aims
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amount that is imperative to lay the foundation for future growth, capital expansion and rationalization of
our health services. International organizations such as WHO should be constantly reminded that
microstates such as those found in the Caribbean are particularly vulnerable to external economic shocks,
threats to their sovereignty and security, to environmental hazards and other ecological disasters. In
addition, there are certain globalization trends that have a potential adverse impact on health and
development, such as the issues related to compliance with the World Trade Organization agreements. The
recent short-sighted WTO ruling which adversely affects the vital banana industry in some of our Member
States is a prime example. Currently the primary challenge facing our countries is that of generating
sufficient economic growth to improve the social conditions of our people.

In the Caribbean, we view health as an integral part of this development. This commitment is
expressed in a variety of fashions and is largely shaped by the financial resources, or should I say, lack of
financial resources available to our individual countries. In some countries such as my own, Saint Lucia,
as much as 15% of the national budget is spent on health; in other Caribbean countries, there is
considerable evidence to suggest that even in the face of competing priorities our governments have been
attempting to ensure that health is placed at the forefront. Because of increased cost, changes in disease
patterns and demographic shifts, we are in danger of losing the gains of that health status when compared
with our brothers and sisters in the developing world. These achievements include the eradication of
poliomyelitis and measles. The irony of the situation is that a paradox has been created by these good
results - success equals a drop on the parity list for our countries and a subsequent reduction of funding for
technical assistance and other forms of aid, which will result in an undermining of the positive results
attained and the quality of life we now enjoy. There is an interesting parallel here with the development
of economies in that the expansion of the middle class signifies improved overall economic health of an
individual country. Countries like ours are in the middle class of the world economic order. The more we
are in number the greater the health of the world economy. The more developed countries must accept the
fact that just as if any country will pursue negative policies to abandon its middle class, with a subsequent
negative impact on the overall economy, so too the world economy will suffer if the more developed
countries abandon and curtail aid to the middle level economies such as ours. From a purely self-serving
point of view, the more developed countries should therefore be aware that our falling levels of
development, including health sector development, equate to less export markets for them, more desperate
illegal immigrants knocking on their doors, and an overall drop in the world’s stability.

Developed countries therefore need to invest more in WHO and the promotion of health in
developing countries in their own interests and that of humanity. It is therefore of concern that some
countries insist that a WHO budget should be restricted. We feel that this Health Assembly must mandate
the Director-General of WHO to increase her advocacy for more resources to be invested by developed
countries in promoting health in developing countries. In 1984 the Caribbean Cooperation in Health
initiative (CCH), a mechanism for increasing collaboration and promoting technical cooperation among
countries in the Caribbean, was introduced by the conference of ministers responsible for health. This
initiative was reformulated in 1996 for the period 1998-2003 to highlight the areas of regional priority in
health and to set concrete and achievable targets. These priority areas range from environmental to family
health. Although these areas of priority may be similar for many nations, the CCH initiative is unique
because, while giving a regional focus to health sector reform, it allows for sharing expertise, pooling of
resources, and accessing and optimizing external resources. The overall concept of the CCH initiative is
that we in the Caribbean must help ourselves and one another to improve health in the region. Our efforts,
as embodied in the CCH initiative, are consistent with the goals, themes and concepts advanced in The
world health report 1999, as the Organization seeks to reposition itself for the twenty-first century. We
endorse the steps being taken by the Organization to improve the world’s health, focusing on those
countries where the burden of disease is greatest. We caution, however, that WHO needs to continue its
shift from its strong disease-led orientation, and to strengthen its capacity to intervene on the social front
and on changing organizational cultures and the behaviour patterns of users and providers of health
services.

In the summary of The world health report 1999, the following is noted, and I quote: “The purpose
of this work is to improve people’s lives, to reduce the burdens of disease and poverty, and to provide
access to responsive health care for all. WHO must never lose this vision. Thanks to the support of
Member States and the commitment of staff, WHO is beginning to see results on the ground. The next
report will tell how WHO has made a difference and show the measurable improvements that have been
achieved as the world moves into a new century”. We in the Caribbean wholeheartedly concur with the
above and reiterate that throughout the operation of this Organization there must be quality assurance and
assessment, plus on-time measurement of results. As I have said in another forum, we must focus on
function and not just form. WHO staff and consultants must take on the result-oriented responsibility that
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Como sostiene el informe presentado, el esfuerzo conjunto de los paises debe hacer posible la
expansion del conocimiento y las capacidades generadas por nuestros sistemas de salud, para enfrentar la
amenaza emergente de las enfermedades crénicas y no transmisibles, asi como el «programa inacabado»
de la lucha contra las enfermedades infecciosas y los problemas ocasionados por las complicaciones de la
gestacién y el nacimiento, los estilos y condiciones de vida poco saludables, la malnutricién y las limitacio-
nes de acceso de los mas pobres a los servicios de salud.

El tabaquismo es presentado como ejemplo de la amenaza emergente de las enfermedades cronicas
y no transmisibles. El Perd ha tenido avances en la lucha antitabaquica, reflejados en diversas normas
legales que regulan la publicidad y en el impulso de iniciativas multiinstitucionales e intersectoriales de
convocatoria e informaci6n a la poblacion, las que se articulan a una estrategia integral de promocion del
bienestar, la calidad de vida y un medio ambiente saludable. Pero definitivamente, como todos conoce-
mos, el control de esta pandemia requiere una respuesta global e integral por parte de la comunidad
internacional, por lo que respaldamos la iniciativa de la OMS y de la OPS en esta direcci6n.

En relacién al «programa inacabado» de la lucha contra las enfermedades infecciosas, a la par de
importantes avances obtenidos para la eliminacién del sarampién y el tétanos neonatal, asi como en el
control de la tuberculosis, tenemos que profundizar la lucha contra la malaria y la fiebre amarilla. Como
resalta el informe, estas enfermedades tienen un caracter multifactorial, vinculdndose a condiciones
sociales, econémicas, geogréficas o climéticas, pero también a sistemas de salud que aliin no logran ser
suficientes en la respuesta a estos problemas.

El Informe sobre la salud en el mundo nos convoca alrededor de una «nueva universalidad»,
entendida como la cobertura para todos, pero s6lo sobre la base de una adecuada priorizacién de las
intervenciones que respondan mejor a las necesidades de salud de nuestros pueblos. En este sentido, el
Gobierno peruano avanza hacia una estrategia de aseguramiento progresivo que guarda relacién con el
ciclo de vida de la poblacién. A nivel del aseguramiento publico, resalta el valor social del Seguro Escolar
Gratuito y del Seguro Maternoinfantil. Estas propuestas se apoyan en la decision institucional de articular
los programas de salud maternoinfantiles y los de enfermedades transmisibles, orientando su accionar a un
abordaje integral en la atenci6n de salud de la persona.

Nuestra intervencién se enmarca en los objetivos de lucha contra la pobreza, promocién de un
desarrollo humano sostenible y en la biisqueda de una mayor eficacia, calidad y eficiencia en la atencién

' de salud. Para el cumplimiento de estos propdsitos es necesaria la participacién de la comunidad organiza-
day de los distintos actores sociales vinculados a la acci6n sanitaria. Estos procesos, y las lecciones que
de ellos se desprendan, consideramos, sefiora Presidenta, que se veran enriquecidos gracias a la decision
de la Organizacién Mundial de la Salud de establecer el nuevo programa de Pruebas Cientificas para las
Politicas de Salud, que contribuira a la formulacién y evaluacién de politicas para el desarrollo de los
sistemas de salud en beneficio de la poblacién.

Sefiores delegados: En el umbral del nuevo milenio, el Pert se aina a la convocatoria de la
Dra. Gro Harlem Brundtland para que conjuguemos visién, compromiso y liderazgo en la lucha por
alcanzar mas y mejor salud para nuestros pueblos. Muchas gracias.

Mr EZHILMALALI (India):

Madam President, Madam Director-General, distinguished delegates, ladies and gentlemen, at the
outset may I congratulate the new President and the Director-General for their excellent presentation of the
situation prevailing in the present century and the projections set out as we move closer to the new
millennium.

It is with a sense of pride that I address the Fifty-second World Health Assembly today.
Representing 16% of the world’s population, I am conscious of my country’s immense achievements, but
also of the challenges that daunt us in the years ahead. Five decades ago, when we won our Independence,
literacy levels were abysmally low, nearly three-quarters of the population were below the poverty line, with
a life span not exceeding 32 years, and negligible human resources or scientific manpower. Since then,
the average life span has doubled, the number of persons below the poverty line reduced to one-third, food
security has been achieved, a large reservoir of scientific and skilled manpower has been created, and over
80% of the people provided with access to safe water. The expansion of the health infrastructure
throughout the country has greatly helped us to achieve high levels of immunization of children, a decline
in fertility and death rates, and a significant increase in life expectancy. In view of such an expansion and
investment in health, we have been able to achieve significant results, namely the eradication of smallpox
and guinea-worm, and the elimination of poliomyelitis, yaws and leprosy within the next two to three years.
As we near the end of one millennium and enter the next, our past attainments and technological
achievements make me still more optimistic about the future.
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In this I am glad to see the direction given by the Director-General, Dr Brundtland, in revitalizing
WHO with new initiatives and vigour. Under her determined stewardship and generalship, WHO will be
strengthened to face the emerging challenges that confront the regions of the world.

I have read The world health report 1999: Making a difference, with interest. In making a
difference, I do hope Dr Brundtland will use her special position to persuade the developed countries to
share technology on terms that will enhance the health-giving capacity of the rest of the world.

One of the challenges that faces India is to reduce interstate differentials, and in order to achieve this
we continue to implement the minimum needs programme. Out of 12 programme components, six relate
directly to health: rural health, rural sanitation, rural water supply, rural housing, nutrition, and
improvement of slum environments. The focus is on the poor sections of society who predominantly live
in rural areas and urban slums. The financial provision for the minimum needs programme cannot be
diverted to other programmes or schemes. This programme has received further impetus with the two
constitutional amendments that have enabled devolution of authority to the hands of the people by
entrusting responsibility to elected local bodies. Rapid detection, containment of epidemics, strengthening
of local capacity and selective vector control backed by continuous monitoring are some of the major plans
on which this US$ 200 million project is based.

I also applaud the second call for action from WHO which addresses immunization against
poliomyelitis. I am glad to inform the Assembly that on two dates in December 1998 and January 1999
India succeeded in vaccinating 135 million children, a world record of which we are justly proud.

One of the most daunting tasks ahead of us is to control the spread of AIDS. A new programme
negotiated for the period 1999-2002 seeks to cover the needs of the high- as well as the low-risk groups
by using nongovernmental organizations extensively.

Some of our achievements since we last addressed the Assembly include the initiation of a national
programme for control of dengue, disease surveillance and phased diethylcarbamazine coverage for filaria-
endemic districts. Leprosy is poised for elimination by the year 2000. The tuberculosis programme, and
particularly the adoption of the directly observed treatment, short course (DOTS) strategy, is being closely
monitored, particularly as its linkage with AIDS manifests itself. The highest priority has been accorded
to protecting the public from food-borne diseases, and the supply of essential drugs at affordable prices is
a policy commitment which is achievable. The reproductive and child health project seeks the reduction
of maternal morbidity, promotes the use of contraceptive as per choice, without being weighed down by
targets, augments facilities for safe deliveries and caters for the treatment of reproductive tract infections.
Greater attention is being paid not merely to women’s health in terms of biological factors but also those
impacting on their social, economic and cultural status.

Now I take the opportunity of repeating a request I made to the Director-General last September
when she visited India. While reiterating what was decided at the last meeting of the health ministers of
the South-East Asia Region I requested the Director-General once again to establish an effective focal point
equipped to recognize and draw on the full potential of traditional medicines. A large proportion of the
population of many developing countries relies mainly on traditional practitioners for care needs. Although
WHO has stated over the years that the Organization promotes the integration of traditional medicine into
the national health care system, WHO must set up a forum and mechanism to develop technical guidelines
and international standards, particularly in respect of herbal medicines. There has to be an international
understanding and an agreement on policies, regulations, registration and standards. I request WHO to give
time and attention to this important area endorsed by 10 countries of the South-East Asia Region.

Finally, while conflicts of power and competition among rival groups have been a phenomenon
witnessed by the people of the world, there is every need to see that health policies are determined in an
international climate which evokes an ethical and emotional response. Essential public health functions
cannot be relegated to the private sector or to agencies who lack the mechanisms to safeguard equity. We,
as leaders and policy-makers, have to determine and put in place the building blocks that will shape the
health of millions of people in the twenty-first century. With foresight and decisive action, we can create
a better world for our people, particularly as large numbers will be added to the cohort of the elderly, and
noncommunicable diseases will call for attention and increased deployment of scarce resources.

It is in this context that meaningful international cooperation in health can help countries. I recall
the old saying that “Health is a matter of time, but it is also a matter of opportunity”. Each one of us has
been fortunate in having that opportunity. In the words of Benjamin Disraeli, “The health of a people is
really the foundation upon which all their happiness and all their powers as a State depends”.

Before I conclude, let me express our support for the reform process initiated by the Director-General
of WHO, and I hope that together we can make a real difference.
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escenario que exige una nueva forma de pensar y de actuar en salud desde la dptica de las necesidades y
demandas de la poblacién, y no s6lo desde la oferta de servicios.

Es por ello que reiteramos que es responsabilidad primaria de la Organizacién contribuir a la
formulacién de los modelos de atencion médica, asi como los de organizaci6n y financiamiento, con
anticipacion a los cambios.

El desafio es grande y ha llegado la hora de pasar a la concrecién de los hechos, mediante una
estrategia institucional consensuada con los Estados Miembros. Muchas gracias.

Dr AL-CHATTI (Syrian Arab Republic):
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SIXTH PLENARY MEETING
Wednesday, 19 May 1999, at 14:30

President: Dr T.J. STAMPS (Zimbabwe)
later: Dr E.F. EHTUISH (Libyan Arab Jamahiriya)

SIXIEME SEANCE PLENIERE
Mercredi 19 mai, 14h30

Président: Dr T.J. STAMPS (Zimbabwe)
puis: Dr E.F. EHTUISH (Jamabhiriya arabe libyenne)

LOOKING AHEAD FOR WHO AFTER A YEAR OF CHANGE: REPORT OF THE DIRECTOR-
GENERAL (INCLUDING THE WORLD HEALTH REPORT 1999) (continued)

L’AVENIR DE L’OMS APRES UNE ANNEE DE CHANGEMENT: RAPPORT DU DIRECTEUR
GENERAL (Y COMPRIS LE RAPPORT SUR LA SANTE DANS LE MONDE. 1999) (suite)

The PRESIDENT:

I am pleased to take over the presidency and we shall continue with the debate of item 3. The next
two speakers in my list are the delegates of the Libyan Arab Jamahiriya and Turkey. I give the floor to the
delegate of the Libyan Arab Jamahiriya.

Dr E.F. EHTUISH (Libyan Arab Jamahiriya): (Rl dg )l 2y alaally b gz A by S
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Mr SUNGAR (Turkey):

On behalf of the Minister of Health of Turkey, who is unable to attend the Assembly because of
domestic political developments, I would like to express my Government’s best wishes for success to the
World Health Assembly and wish to convey our congratulations to the President and the other officers of
the Assembly on their election. I would also extend my Minister’s best wishes and appreciation to the
Director-General and her staff, particularly for the excellent world health report which we have studied with
great interest.

This year’s report, “Making a difference”, evaluates the current health issues and challenges in an
objective manner and highlights new approaches and new strategies to face these challenges. In this respect
the report echoes most of our concerns. We are approaching the end of the twentieth century with
considerable gains in health. The major emphasis on the critical role of primary health care has paved the
way in the last quarter of the twentieth century to this success. The primary health care approach has made
it possible for us to assess realistically the needs of the communities we are serving in order to pinpoint the
real issues and to set up rational policies.

The goals we set in Alma-Ata had a considerable impact on our health policies and, despite some
shortcomings, the primary health care approach has visibly influenced policy changes. Thanks to this
approach, major successes were recorded in the fight against diseases and mortality. The threat of
infectious and, particularly, vaccine-preventable diseases were reduced or became controllable. Major
progress was made in healthy environments and water and sanitation. Healthy lifestyles were introduced
into our health agenda. Rises in life expectancy at birth and fall of the infant and child mortality rates are
clear evidence of where we have made headway.

However, the demographic changes in our societies have introduced further challenges into our
health agenda in the form of a new set of diseases. These challenges, coupled with the economic burdens,
are calling for a restructuring of health systems. We observe that, while the achievements of health
administrations in facing the challenges of the double burden of diseases were commendable, successes
in restructuring health systems through rational use of scarce resources fell short of expectations. In many
countries, the reform efforts lost sight of the primary health care objectives and were shaped up under the
tenets of globalization, market economy and liberalization. We believe that, under the new leadership,
WHO would play a more active advocacy role to achieve the broad goal of better health for all, guiding
these reform efforts in line with the objectives set out in The world health report 1999.

I would like to reiterate here our congratulations to Dr Brundtland and her team for their objective
assessments with regard to achievements in health in the twentieth century, as well as the vision presented
to us for the next decade. The four interconnected corporate strategy themes for the future work of the









A52/VR/6
page 61

structurels. Le recentrage de la santé dans I’action internationale pour le développement, fondé sur
I’intangibilité du principe de I’équité, constitue effectivement, & mon sens, 1’'une des matrices devant
caractériser I’approche de la santé.

En Algérie, des progrés notables ont été enregistrés ces dix derniéres années en dépit des turbulences
socio-économiques qu’a connues le pays. L’espérance de vie est passée de 61 ans en 1981 a 69 ans en
1999, et la mortalité des enfants de moins de cinq ans est de 52 pour 1000, soit un gain de plus de trente
points en dix ans. Le taux de mortalité maternelle, méme s’il reste pour nous inacceptable, a toutefois été
réduit de 30% grace a un suivi soutenu des grossesses et a une diminution du risque hémorragique. Enfin,
nous sommes sur la voie de I’éradication de la poliomyélite puisque, pour la deuxiéme année consécutive
et avec un systéme de surveillance performant, nous n’avons enregistré aucun cas.

Des actions intersectorielles ont permis d’obtenir des résultats significatifs en matiere de santé
scolaire, universitaire et en milieu du travail. Il en est de méme pour ce qui est de la lutte contre le SIDA,
ou la prévention, a laquelle participent dix-huit départements ministériels, permet de contenir la progression
de I’épidémie. Cependant, en dépit de tous les efforts consentis, force est de constater que la santé demeure
une résultante du développement socio-économique : les maladies a transmission hydrique, par exemple,
quoique en régression, continuent cycliquement de générer des surcoits dans la prise en charge sanitaire.
Les mémes phénoménes caractérisent les effets de I’habitat insalubre, du chdmage, de I’exclusion sociale.
Les services de santé payent la rangon du développement, ce qui n’est ni juste, ni moral. On peut citer
notamment les maladies cardio-vasculaires, les accidents de la route qui constituent, hélas, un véritable
fléau, et les affections respiratoires dues entre autres a la pollution industrielle.

L’intersectorialité est indiscutable dans le principe, la santé pour tous étant I’affaire de tous. Sa mise
en oeuvre opérationnelle, cependant, n’est pas toujours, loin s’en faut, a la mesure des attentes et cet état
de fait ne contribue qu’a culpabiliser davantage des services de santé déja éprouvés par les contraintes
financiéres qui risqueraient de compromettre la préservation des équilibres macroéconomiques. Des
formules audacieuses doivent étre élaborées et mises en place. Il conviendrait d’agir de maniére a consacrer
le principe du fauteur-payeur.

Les dilemmes que nous avons abordés lors des tables rondes ministérielles d’hier et de ce matin
m’ont permis - et je remercie le Directeur général de cette initiative efficace et originale - d’exprimer ce
qui détermine en derniére instance la politique de santé. L’exemple du coiit de la prise en charge des
malades du VIH/SIDA par le schéma de la trithérapie illustre on ne peut mieux les limites objectives de
la capacité d’un systéme a assumer pleinement ses obligations vis-a-vis de la prise en charge de certaines
pathologies comme I’insuffisance rénale avec des séances trés onéreuses d’hémodialyse, la greffe de la
moelle, sans omettre d’évoquer les cofits de ’acquisition des moyens d’exploration, d’imagerie médicale
et de leur nécessaire maintenance. Sur ce point, je tiens a souligner I’effort consenti par les pouvoirs
publics. En effet, la contribution du citoyen aux frais d’hospitalisation et de consultation trouve rapidement
ses limites objectives.

Le role des assurances sociales en matiere de financement des services de santé et de remboursement
des frais médicaux et d’hospitalisation pose le dramatique probléme de 1’équilibre entre 1’assiette des
cotisants et les dépenses incompressibles opérées. Dés lors, actualiser les tarifications et les valeurs
monétaires des lettres clefs reviendrait inéluctablement a asphyxier la sécurité sociale et 8 compromettre
les prestations sociales. Tout choix en matiére de santé est douloureux, et exige une implication de
I’ensemble des acteurs pour la formulation des priorités et des axes majeurs devant imprimer la dynamique
dans le domaine de la santé.

C’est ce qui a été fait en Algérie avec la tenue, du 26 au 28 mai 1998, des assises nationales sur la
santé qui ont regroupé les représentants des professionnels de la santé, des usagers, du mouvement
associatif, des syndicats, des secteurs d’activités et des institutions concernés. Ces assises se sont traduites
par I’adoption consensuelle de la charte dite de la santé et d’une série de recommandations qui font 1’objet
d’un traitement par un comité de suivi. Parmi les recommandations figurent en bonne place la réaffirmation
du principe de la prise en charge par I’Etat de I’action de prévention et de lutte contre les maladies
épidémiques et endémiques, la gratuité des soins pour les démunis sociaux et I’engagement d’une prise en
charge par les pouvoirs publics des dépenses relatives a la prise en charge des urgences, des maladies
chroniques et de la formation.

Dans mon pays, le dénominateur commun des actions menées s’articule autour de I’objectif
“sécurité-santé”, particuliérement autour du bindme “mére-enfant” qui constitue la pierre angulaire du
dispositif. Il ne s’agit pas tant de traiter uniquement des effets, mais de dégager des consensus sur un
ensemble de mesures devant permettre d’exercer une action sur les causes des différents problémes qui
puisent leur explication dans la dégradation du pouvoir d’achat, I’exclusion scolaire, I’exclusion sociale,
’habitat précaire et qui conduisent a la violence. C’est ce contexte qui interpelle sur I’impérieuse nécessité
de la formulation et de la mise en oeuvre d’une stratégie “sécurité-santé”. Cette démarche a fait I’objet de
plusieurs rencontres et séminaires, dont notamment ceux tenus respectivement a Alger en septembre 1997
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ressources sur des activités techniques et développer ultérieurement les capacités, les compétences et
I’expérience du personnel de I’Organisation.

Pour ce qui est des bureaux régionaux, je souhaite exprimer P’estime du Ministére italien de la Santé
pour le travail accompli et pour I’excellente collaboration en cours avec le Bureau régional de I’Europe.
C’est avec plaisir que I’Italie se prépare a accueillir au mois de septembre, a Florence, la quarante-neuviéme
session du Comité régional européen de I’OMS.

Mr DE SILVA (Sri Lanka):

Mr President, your excellencies, distinguished delegates, at the outset may I take this opportunity to
congratulate our dynamic Director-General, Dr Gro Harlem Brundtland, for the conceptual clarity and the
practical orientation of the vision contained in her forward-looking report to this Assembly.

Sri Lanka has had Universal Adult Franchise from 1931, and systems of universal health care and
education, free at the point of delivery, since it gained Independence in 1948. These social welfare policies
have accounted for the steady improvement in the national health indicators such as infant mortality,
maternal mortality, a life expectancy in excess of 70 years and a literacy rate exceeding 90% for both men
and women. The theme of The world health report, “Making a difference”, is particularly appropriate in
the context of the Sri Lankan Government’s recent initiatives in the health sector. Her Excellency the
President of Sri Lanka has given creative leadership and direction to a special task force appointed to make
proposals on a comprehensive national health policy and strategies to meet the challenges of the coming
millennium. The report of the task force provides a framework for government action and reforms in the
health sector and is being progressively implemented.

With increasing longevity and improvement in people’s living standards and health, the Government
has had to contend with a double burden of disease. At the same time, recent advances in medical science
and technology and the inevitable publicity associated with such advances, create an apparent demand for
them, coupled with the expectation that the Government should provide them, free of charge, as in the past.
The scars of mental and physical trauma resulting from terrorist violence, including landmine injuries, will
be heavy burdens on the Government health care system for several years to come. Rapid transformation
from a predominantly rural agricultural and plantation economy towards one characterized by increasing
urbanization, emigration for foreign employment, an increasing influx of tourists, and gradual
industrialization are some of the other circumstances that the government of a developing country such as
Sri Lanka has to contend with in formulating health policy and strategies, if it is to make a real difference.

The Sri Lanka Government remains committed to continue the policy of free health care services to
the needy, well into the next millennium. We are also aware of the important role that the private sector
plays in providing health care facilities. While encouraging private sector health services, the Government
also believes that the nongovernmental organizations and community organizations must be permitted to
play an active role in the health care delivery system. The Government has given high priority to
eradication of malaria and malnutrition, control of HIV/AIDS, control of noncommunicable diseases, and
minimization of the dreadful harm from tobacco and other addictive substances. I am happy to state that
Sri Lanka is in the forefront of actions taken to combat epidemics of tobacco-related diseases. They include
the formulation of national policy and strategy; increase in the price of cigarettes; legislation to ban all
promotion and advertising of brand names, logos and other symbols of tobacco; a massive island-wide
multi-media campaign banning tobacco smoking, and the sale and promotion of tobacco-based products
in all State institutions; prohibition on government departments or institutions from accepting sponsorships
for any purpose from those who promote tobacco smoking; and instructions to the electronic and print
media to adhere to a code of behaviour regarding all tobacco promotion. Mental health, pesticide and
herbicide poisoning, self-harm and suicide, traffic accidents and occupational health are also receiving
priority attention.

A monthly programme, “Suwa Udana” (Dawn of Health), with full community participation,
launched by the Ministry of Health to deliver quality health care to most deprived areas of the country,

‘coupled with provision of specialist curative services and health education, is now being actively
implemented. Sri Lanka believes that in “making a difference”, the traditional systems of medicine such
as Ayurveda, which is still used by large sections of the people, particularly in the rural setting, needs to
be developed. Complementary systems of medicine such as homeopathy, which has proved to be cost-
effective, should be recognized and fostered. Our Government has already taken a comprehensive set of
measures in this regard.

Although Sri Lanka is still a developing country beset with some of the daunting challenges which
I have referred to earlier in my statement, the Government will retain its dominant role in providing health
care for the people, maintaining and regulating standards of care, and formulating health policy and strategy
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at the national level. In conclusion, we are also grateful to organizations such as WHO, UNICEF, UNFPA,
World Bank, Asian Development Bank and other bilateral donor countries and agencies for the assistance
extended to us in developing our health care services. We look forward to their continued support for our
efforts to meet the challenges in order to “make a difference”, as envisaged by WHO.

El Dr. DOTRES MARTINEZ (Cuba):

Distinguidas delegadas, distinguidos delegados: El énfasis del Informe sobre la salud en el mundo
1999 es seguramente compartido por los aqui presentes. Infelizmente no alcanzamos la salud para todos
en el afio 2000. Los objetivos prioritarios de la Organizaci6n dirigidos hacia la soluci6n de estos aspectos
deberian contar con el respaldo de los gobiernos y deberiamos insistir en la responsabilidad estatal sobre
la salud integral de los pueblos. Coincidente con los enfoques de la OMS, Cuba, a raiz del azote de los
huracanes Georges y Mitch al Caribe y Centroamérica, elabord un plan de salud integral para la situacién
sanitaria poshuracéan y para contribuir a la reconstruccién de esos paises. Los gobiernos de Centroamérica
solicitaron a la comunidad internacional medidas para la rehabilitacién y reconstruccion de sus paises
tragicamente afectados. Cuba apoy6 de inmediato las siete medidas de los gobiernos centroamericanos,
cancel6 la deuda contraida por Nicaragua de 50 millones de d6lares y expres6 su disposicién a poner
gratuitamente al servicio de dichos paises por el tiempo que se requiriese todo el personal médico necesa-
rio. Como no puede haber reconstruccion y desarrollo econémico sin un programa integral de salud en una
region donde mueren en conjunto cada afio mas de 50 000 personas, en su inmensa mayoria menores de
5 afios que podrian salvarse con un costo econémico relativamente modesto, Cuba propuso que, si uno o
varios paises que dispongan de mas recursos aportan los medicamentos necesarios, Cuba estaria dispuesta
a enviar el personal médico que hiciera falta para llevar a cabo a corto y mediano plazo un programa
integral de salud en los paises afectados. Suponiendo que hayan perecido, entre muertos y desaparecidos,
30 000 personas, sumando El Salvador, Guatemala, Honduras y Nicaragua, con el programa que mi pais
propone podrian salvarse cada afio tantas vidas como las que se perdieron en el huracan Mitch, entre ellas
las de no menos de 25 000 nifios de 0 a 5 afios de edad. Con relacién a Haiti, se ejecuta un programa
similar de cooperacién con 400 médicos y trabajadores de la salud tras el paso del huracan Georges. A
pesar de que no se ha recibido todavia ningin aporte especial de paises industrializados, este programa de
colaboracién médica, con la ayuda de diversas organizaciones no gubernamentales, los modestos recursos
de los paises afectados y las contribuciones de nuestro propio pais, cuyos recursos como se conoce son
escasos, comienza a ser ya una prometedora realidad.

Se encuentran en estos momentos trabajando en los lugares més reconditos casi 1100 médicos y
técnicos de la salud en Belice, Guatemala, Haiti, Honduras y Nicaragua, y existe la disposicién de enviar
cuanto personal sea necesario en forma gratuita y por tiempo indefinido. De igual forma, Cuba elabora un
ambicioso programa de cooperacion médica con los paises més necesitados de la zona comprendida entre
el desierto del Sahara y el Africa subsahariana; en Nigeria se encuentra el primer grupo de médicos.

A nuestro juicio, dicho programa demostrard cémo puede hacerse mucho con poco. Seria imposible
lograr las elevadas metas que son accesibles con un minimo de recursos en medicamentos sin el valioso
e imprescindible apoyo de la OMS, que recabamos y estamos seguros de recibir a tono con el informe
presentado. Cuba, como ha explicado nuestro Presidente, cuenta con un alto indice per capita de médicos
entre todos los paises del mundo. Este programa prevé, ademas, la formacién, también gratuita, en la
Escuela Latinoamericana de Medicina, especialmente creada para este plan. Cuba ha ofrecido 1900 becas
para 15 paises de América Latina este primer afio y unas 1250 nuevas becas anualmente. Hoy 1209 estu-
diantes procedentes de regiones apartadas de Bolivia, Ecuador, El Salvador, Guatemala, Honduras,
Nicaragua y Republica Dominicana ya estin recibiendo un curso preparatorio.

En las préximas semanas llegaran mas de 600 procedentes de otros paises de América Latina. Con
relacién a Africa, tomando en cuenta la distancia hemos expresado nuestra disposicién a cooperar con
profesores en el desarrollo de centros para la formacién de médicos. Somos conscientes de que nuestro
aporte es modesto, pero no ignoramos que el hecho de que lo realice un pais pobre y con grandes dificulta-
des econdmicas como Cuba se convierte en un estimulo para todos los que, disponiendo de més recursos,
puedan contribuir en la medida en que lo requieran y lo merecen los paises mas pobres y sufridos de
América, Africa y el resto del mundo.

Sefior Presidente: Mi pais pone en manos de la comunidad internacional y de la OMS este plan y
llama a todos a contribuir de una u otra forma para mejorar las condiciones de vida de los pueblos mas
requeridos de apoyo. Permitame concluir mi intervencién con las palabras del Presidente cubano
Fidel Castro al analizar el impacto de los desastres naturales y los efectos de la pobreza. Cito: «El huracén
permanente de la pobreza y el subdesarrollo mata cada afio decenas de miles de centroamericanos cuyos
cadaveres no aparecen en las iméagenes de television flotando en las aguas o envueltos en el lodo
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In relation to the measures proposed, we are convinced that the Roll Back Malaria project must have
a global coverage, since the incidence of the disease is not limited to a determined region. I do believe
WHO is willing to consider this programme on a worldwide basis, and therefore, we support this
perspective with great enthusiasm. Other important global priorities, that in our view should be supported
by all other countries, are the initiative against tuberculosis, the control of poliomyelitis and the control of
iodine deficiency disorders, which have produced very promising results.

We would like to focus now on The world health report; my comments will be related to some of
our recent achievements. In the process of fostering development through health the Brazilian Government
has adopted a strategy of investing more decisively in primary health care and promotion of healthy
lifestyles. The per capita expenditure in these areas has increased 80% between 1996 and 1999, and even
more in the poorest regions. Financial incentives are being provided to local governments to implement
programmes, such as that on community health workers, the family health programme, pharmaceutical
assistance, and for the control of all forms of malnutrition. We already have 83 000 community health
workers in more than 3500 municipalities and more than 3000 family health teams. Our goal is to reach
a total of 20 000 teams assisting around 69 million people throughout the Brazilian territory by 2002.

We also recognize the importance of gender issues in the process of development and their close link
with health. In partnership with PAHO and other international agencies, we are improving maternity care
through the Safe Motherhood project. Among other actions, a maximum proportion of caesarian sections
per hospital was established, as well as an increase in payment for natural births. As a consequence, we
have noticed in a very short term a decrease of approximately 13% of caesarian surgeries. In 1998, we
launched a national cervical cancer screening campaign, the largest so far in Brazil, examining 3 250 000
women.

Another central idea of the report is the need for health systems to define priorities and select
interventions. One of our priorities is the prevention and control of HIV/AIDS, and the main aspect we
want to emphasize is the provision of free drugs to all HIV-positive and AIDS patients. Thanks to this
action we have decreased the number of deaths caused by AIDS by 48% in Sdo Paulo and 32% in Rio de
Janeiro, two cities that concentrate around 36% of the total number of notified AIDS cases in Brazil.

An initiative that has been very successful for its humanitarian and social impact, and that has also
rationalized the use of available resources, is the national campaign for the elderly. For instance, we have
managed to vaccinate more than 7 million people over 65 years of age against influenza and tetanus,
covering more than 80% of the Brazilian elderly population. The Brazilian Government is also promoting
training programmes in geriatric treatment and care to health professionals and to informal caregivers,
enabling them to assist and counsel elderly people.

A significant measure that will certainly have a strong impact on the Brazilian health system is the
recent regulation of private insurance and health plans. In this area, I must say that the Brazilian
Government is implementing its regulatory mandate emphasized by the Director-General in her report.
Also in the area of control and supervision, a national agency for sanitary surveillance has recently been
created to control medicines, food, chemotherapeuticals, blood and blood products, tobacco products,
cosmetics, agrotoxics and others. It has a modern structure, characterized by its administrative
independence, stability of its board of directors, and financial autonomy.

Regarding leprosy, in the last 12 years its prevalence has been reduced by 66%. We are developing
a strategy in order to have less than one case for each 10 000 people by the beginning of the next century.
The control of malaria, tuberculosis and other important endemic diseases in Brazil as well as the
eradication of measles and neonatal tetanus will be greatly supported this year by an agreement with the
World Bank. Finally, a tobacco control programme was established with legislative actions and educational
campaigns, mainly targeting youth. The Brazilian Government is training professionals in 3000
municipalities to implement actions in schools, health units and work places.

The remarks I have just presented reveal a very high level of symmetry between the actions in Brazil
and the priorities defined by WHO. We expect that WHO will continue to lead with great efficiency and
sensibility the destiny of public health in the world, and Brazil is ready to join forces to face the challenges
ahead in the coming millennium. The future generations are counting on our commitments and sincerity
of intentions.

Dr E.F. Ehtuish (Libyan Arab Jamahiriya), Vice-President, took the presidential chair.
Le Dr E.F. Ehtuish (Jamahiriya arabe libyenne), Vice-Président, assume la présidence.
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M. CIAVATTA (Saint-Marin) (interprétation de l’italien) :'

Monsieur le Président, Mesdames et Messieurs les Ministres, honorables délégués, je suis
particuliérement heureux de m’exprimer au nom de la République de Saint-Marin devant cette Assemblée,
dont le role est notamment d’examiner le Rapport sur la santé dans le monde, 1999 - Pour un réel
changement. Tout d’abord, je voudrais présenter au Dr Gro Harlem Brundtland, Directeur général de
I’OMS, les salutations de notre Gouvernement et de notre pays tout entier.

Le cadre général de la situation mondiale, spécialement dans les pays les plus industrialisés, montre
que la durée de vie augmente de plus en plus, accentuant ainsi les différences par rapport aux pays en
développement et entre le Nord et le Sud, ou la pauvreté, les guerres et les maladies compromettent
gravement ’espérance de vie de millions d’hommes, de femmes et d’enfants.

Le bien-étre et le haut niveau de développement qui caractérisent I’économie de Saint-Marin ont
certainement contribué a prolonger I’espérance de vie moyenne de la population, et I’on enregistre
aujourd’hui un pourcentage de personnes de plus de 65 ans supérieur a celui des jeunes de moins de 15 ans.
La conséquence la plus immédiate de ce phénomene est la nécessité de rester en bonne santé le plus
longtemps possible.

Gréce a une politique sociale qui insiste depuis bien des années sur les thémes de la prévention et
de I’assistance aux couches sociales les moins favorisées, les recommandations de I’OMS ne prennent pas
Saint-Marin au dépourvu. C’est en fait sur ces prémisses que 1’on a établi, pour la premiére fois dans notre
pays, le “Plan sanitaire”, qui est actuellement soumis a I’approbation des instances politiques. Il s’agit d’un
instrument de programmation valable pour les cinq prochaines années et proposant des lignes directrices
pour les réformes et les mises a jour qui seront nécessaires dans le domaine de la santé et de la sécurité
sociale. L’objectif premier du Plan est la prévention, qui est de la responsabilité de I’Etat, ou bien,
conformément aux recommandations de I’OMS, la promotion de modes de vie sains, ce qui exige une
meilleure éducation et une information correcte en ce qui concerne la nutrition et I’activité physique, les
risques liés a la consommation de tabac et d’alcool, et I'importance de I’application stricte de la législation
relative 2 la sécurité et & I’hygiéne sur les lieux de travail. Cela signifie aussi combattre par des actions
spécifiques les affections principales qui sont aujourd’hui, selon les relevés les plus récents, les maladies
cardio-vasculaires et le cancer, sans oublier les accidents du travail et les maladies professionnelles. Il faut
aussi améliorer I’environnement par des interventions spécifiques concernant I’air, I’eau, les aliments, les
rayonnements et les déchets et renforcer la protection des sujets les plus faibles par des initiatives destinées
a combattre le phénomeéne de la toxicodépendance, a soutenir les personnes atteintes d’incapacité et A offrir
les services nécessaires dans les phases de la vie ou I’individu est le plus vulnérable, a savoir I’enfance et
la vieillesse. J’aimerais aussi souligner que I’un des projets les plus importants des cinq prochaines années,
déja approuvé par notre Gouvernement, consiste a établir un centre de cancérologie hautement spécialisé,
en vue de compléter le cycle des thérapies médicochirurgicales existantes qui font partie de nos services.

Enfin, pour que le systéme de santé puisse fonctionner de maniére satisfaisante, il est nécessaire que
I’appareil administratif soit efficace et fonctionnel. Dans ce but, des réformes sont actuellement en cours
d’élaboration. En outre, par suite des variations dans les tendances démographiques, la République de
Saint-Marin est en train d’affronter le probléme d’une réforme du régime de retraite, qui devra poursuivre
deux objectifs principaux : garantir les droits déja acquis par les citoyens en activité et garantir en méme
temps le droit a la retraite des nouvelles générations.

Nous croyons, tout comme 1’OMS, qu’un pays ne peut se permettre de consacrer ses ressources a
des interventions de qualité médiocre qui aboutiraient a des activités médiocres. Il ne s’agirait que d’un
gaspillage inutile. Le principe de la solidarité, que tout systéme sanitaire doit respecter et qui prélude a un
“nouvel universalisme™ dans le domaine de la santé, ne signifie pas “tout donner a n’importe qui”, mais
diversifier les interventions sur la base des exigences réelles, selon une politique planifiée et clairvoyante.

Nous sommes convaincus que cela est fondamental, méme face aux situations sanitaires d’urgence
causées par les guerres en cours dans plusieurs parties du monde et qui demandent toute notre attention,
en particulier celle des Balkans, ol une population tout entiére vit une tragédie ethnique que nous n’aurions
plus voulu voir aprés la Seconde Guerre mondiale. Face aux nombreux besoins de la population du Kosovo
et compte tenu du contrle sanitaire imposé par I’arrivée des réfugiés dans les différents pays d’Europe,
seuls des systémes de santé efficaces seront en mesure d’offrir cette solidarité qui ne s’exprime pas par des
mots, mais plutét par des interventions qualifiées. C’est aussi dans cette voie que chaque Etat devra
s’engager en priorité absolue.

! Conformément a I’article 89 du Réglement intérieur.
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El Dr. TAPIA (México):

Seiioras y seiiores delegados: Antes de iniciar mi intervencion quiero felicitar a la Secretaria de
Salud de Portugal por su elecciéon como Presidenta de esta Asamblea, y asimismo expreso el reconocimien-
to a la Dra. Brundtland por el informe que nos ha presentado el dia de ayer, el cual es, a la vez, punto de
partida de nuevos desafios.

En nombre del Gobierno de México y del Secretario de Salud, expreso el honor que representa
dirigirme desde esta alta tribuna a quienes encabezan el esfuerzo sanitario a nivel mundial. La propuesta
de la Dra. Brundtland representa una nueva vision del liderazgo que la Organizacién Mundial de la Salud
estd llamada a asumir y a construir para enfrentar con éxito los retos del proximo milenio. Doctora
Brundtland: El liderazgo que usted propone, México lo asume, ya que creemos que la tnica forma
legitima de garantizar acciones de salud es fundamentarlas en las necesidades de las comunidades, de los
paises y de las regiones, reconociendo que en todos los paises, independientemente de su nivel de desarro-
llo, han surgido reivindicaciones de participacién y accion colectiva que ya no aceptan recetas verticales,
ni de gobiernos ni de organizaciones. Este nuevo liderazgo se construye a partir de redes en la comunidad
misma, con los organismos, incluso en los organismos no gubernamentales y en el sector privado, pero que
debe de estar dirigido siempre en el ambito nacional por los gobiernos; y en el internacional por los
Estados Miembros.

Doctora Brundtland: Quiero subrayar que México es su socio, no sélo por ser Estado Miembro, sino
porque comparte su conviccién de impulsar un cambio profundo que ponga a la salud en el centro de las
politicas publicas, para alcanzar buenos resultados sanitarios, para tener sistemas de salud con mayor
eficacia, y lo mas importante, generar un impacto en la salud de los pueblos. Nos parece afortunada la
eleccion de la malaria en el campo de las enfermedades transmisibles y el control del tabaco en el de los
padecimientos no transmisibles, como epidemias a contener, como el gran marco de trabajo al que habra
que dirigir los esfuerzos mundiales, pero no debemos olvidar que entre estos dos extremos existe una
amplia gama de enfermedades que demandan atencién, y por ende de una definicién de prioridades.
Asimismo, México se suma al esfuerzo global contra la poliomielitis, no s6lo de palabra, sino con hechos,
y pone a la disposicion de la OMS la experiencia acumulada de casi 10 afios de haber erradicado este grave
padecimiento.

Seiloras y sefiores delegados: Para enfrentar los retos sanitarios que el Informe sobre la salud en el
mundo 1999 destaca es importante recordar que contamos con una estrategia valida y efectiva para todos
ellos, que es la promoci6n de la salud, y que consideramos que es importante ver de manera mas explicita
en los futuros documentos de esta Organizacion. Debido a que tenemos una firme conviccién en la
importancia de la creacion de redes de cooperacion, proponemos la creacién de la Alianza Global de
Promocion de la Salud, Alianza que pretende iniciar con un compromiso a nivel ministerial.

Esta Alianza se hara realidad en la Quinta Conferencia Mundial de Promocién de la Salud, que se
celebrara en México en junio de 2000 y que es una muestra clara de los cambios que realmente haran la
diferencia. Muchas gracias.

Dr HOLCAT (Czech Republic):

Mr President, distinguished guests, ladies and gentlemen, thank you very much for the invitation to
the Fifty-second World Health Assembly. We welcome very much the ongoing WHO reform and fully
support your vision of “one WHO”. A change in the way of global thinking as well as of working as a team
will help us to improve health care management in the Czech Republic.

Preparation for accession to the European Union will dominate Czech politics throughout the forecast
period. The main problem is to prepare the changes in the Czech legislation. Key health policy issues for
accession process are the following: rationalization of the network of health establishments; substantial
improvements of control activities; standardization of technologies, human resources, and diagnostic and
therapeutic procedures; strengthening of occupational health services in line with the ILO Convention 161;
toughening of drug policy to decrease the influence of the pharmaceutical lobby; strengthening the position
of the hygiene services, including occupational health and food industry surveillance; and legislative work
for change of our health legislation within the framework of the European Union.

Here are examples of health indicators with international comparisons. Since 1990, life expectancy
at birth has risen fast, but is still about four years below the average of the European Union and slightly
below its lowest level. The Czech Republic has the second highest value of life expectancy among
accession countries. In 1997 life expectancy at birth increased to 70 years for men and to 77 for women.
The infant mortality rate has been continuously decreasing in the last years and in 1998 was reported to be
5.2 per 1000 live births. Maternal mortality is close to the average of the European Union and was 2.2 per
100 000 live births.
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The leading cause of death is cardiovascular diseases, which account for about 55% of all deaths in
the Czech Republic. The standardized death rate for those under 65 years of age for cardiovascular diseases
has decreased since 1990, but still far exceeds the worst in the countries of the European Union. Premature
mortality caused by cancer has been declining during recent years, but is still well above the worst observed
in countries of the European Union. The proportion of deaths from malignant tumours was 24.8%. Lung
cancer mortality is decreasing from relatively high levels, with an increasing incidence of colorectal
carcinoma, malignant melanoma, as well as mammary carcinoma in women. Mortality from injuries and
poisoning has slowly been declining since 1990 and is currently close to the highest observed level for
the European Union.

In general, the situation with respect to communicable diseases is similar to countries of the
European Union. Vaccine-preventable diseases are well under control. HIV infection and AIDS are still
at a very low level as compared with most countries of the Union. Estimates of daily smoking prevalence
in the adult population show a decline during recent years to slightly below the average for the European
Union. Alcohol consumption increased in 1989 and in 1994 it reached 10 litres of pure alcohol per person
per year, being slightly above the European average.

To conclude this very short summary of health of the population of the Czech Republic it is
important to report our priorities for future collaboration with WHO. From the beginning of the year 2000
the Czech Republic will start to implement on the national level WHO health-for-all strategy “Health 217,
with special focus on integrated health promotion and disease prevention issues, especially for
cardiovascular diseases and for malignant tumours.

Mr A. ABDULLAH (Maldives):

Mr President, distinguished delegates, ladies and gentlemen, august Assembly, I wish to take this
opportunity to commend the Director-General for her world health report. We strongly support her reform
initiatives and look forward to seeing their positive results benefit mankind. She has shown great vision
and leadership for practical action, clearly demonstrated in her priority initiatives, particularly the Roll Back
Malaria project and the Tobacco Free Initiative, which are of critical importance to our regions where
millions of people suffer and die as a direct result of these two scourges. I also thank our Regional Director
for his invaluable support and guidance.

The millennium is upon us. When we look around we may be forgiven for believing that we are
entering a future full of conflict and strife. Daily we see all manner of woe and catastrophe; such events
are more newsworthy and take precedence over the many accomplishments man is recording every day.
There is no doubt that the millennium will bring tremendous health-related challenges; the signs are indeed
visible. Our obligation is to turn these challenges into triumphs. The role of WHO has become
increasingly important in achieving this metamorphosis.

Our challenges have become even more complex. Many remain technical, such as dealing with
disease, developing new cures, new ways of integrating man and the environment. These in themselves
have become more urgent, acute and costly, but certainly achievable. However the political and
commercial challenges are more difficult to address: the equitable distribution of health, dealing with the
pressures of multinational commerce, an equitable quality of life, finding the balance between health and
commercial interests, ensuring wealth is not created at the expense of poverty. An example of the type of
challenge is demonstrated by the Director-General’s Tobacco Free Initiative. How do we persuade a
commercial interest to cooperate in a campaign, the end result of which may not be in their best interest?

Great achievements have been made during the short lifetime of WHO. Health has generally
improved and expectations have risen. But we are far from finished; a great deal more has to be done to
achieve even basic health care in many parts of the world, let alone global equity of health care. The
disparity between the wealthy and the poor countries has to be bridged; we must get to the point where we
understand that health care is a human right not a commodity.

The advocacy and leadership role of WHO must continue, expanding with greater emphasis on
prevention, health education and awareness. Advocacy at the policy level will have little benefit without
proper knowledge and understanding at the level of implementation. Additionally, a public that is properly
informed and with a desire to seek knowledge will provide the single most positive effect on health. The
developing countries must seek to reach the awareness position of those more fortunate countries, so that
a man chooses not to smoke because he is fully aware of the effect it will have on his health; a yard is kept
tidy so that mosquitoes have no place to breed, or a woman prefers not to have a large family because she
knows it is not good for her health.

Like everything else in this ever-changing world, we must keep abreast of events or try to stay ahead
of the game. This is certainly true in the area of education and knowledge. We need to embrace modern
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technology and use it to our advantage in getting the proper messages to the people that need to hear and
will react to it. It is a technology that has to be targeted to the young who most need to hear our message.
It is with their lives that they will form a healthy future. We must do all we can to ensure that the future
does not suffer from their lack of knowledge. We must ensure that our programmes are as glamorous as
the advertising campaigns. We must make health trendy, something that people realize can be influenced
by decisions they make. There is much more to achieve. We must extend health education and awareness
programmes to more effectively target the young, so that they can better assume responsibility for their lives
and that of their children and families. At the same time, we must address health-related environmental
issues such as water supply, sanitation, the dangerous effects of global warming, all very difficult issues
for low-lying island nations like ours.

In conclusion, may I thank you very much for WHO’s rewarding cooperation. I look forward to
seeing our partnership growing stronger in the able hands of our Director-General. Working together we
can make a real difference, and go into the new millennium as a stronger and healthier community.

Professor WHITWORTH (Australia):

Mr President and distinguished delegates, I would like to begin by thanking our Director-General
for the breadth and depth of the reforms, which have been initiated in this very short time. The changes
now being implemented are embraced wholeheartedly by Australia and we wish to signal our enthusiasm
to continue to work with Dr Brundtland to ensure that WHO continues to “make a difference”.

The central theme of the Director-General’s report is that human health should be placed at the core
of the global development agenda. I agree that health underpins all other aspects of human and economic
development. In this context, Australia’s Minister for Foreign Affairs recently released our policy on health
in Australia’s aid programme. The policy recognizes the clear evidence that shows poverty and ill health
are linked, and that good health is a cost-effective investment in development, and prioritizes action to help
break this poverty-ill health cycle.

The generation and application of new knowledge about diseases and their control has been pivotal
in the progress we have so far made towards health for all. But we need to take this one step further. The
generation and application of knowledge of the determinants of health, not just the causes of disease, is
necessary if we are to ensure the most equitable and efficient use of our health resources in the future.

By way of example, I will comment on the experience of Australia in applying the principles of
evidence-based policy and decision-making to the funding of health services and products, and more
recently, to population health activities. Evidence-based decision-making can be defined as the systematic
application of the best available evidence to the evaluation of options and to decision-making in clinical,
management and policy settings. It is the best foundation for an effective and efficient health system.
Australia has readily embraced this principle. Australia was perhaps one of the first countries in the world
to require proof of improved cost-effectiveness before new pharmaceuticals can be eligible for government
subsidy, in addition to the usual requirements for safety and efficacy.

We have introduced a systematic approach, with information from economic evaluations, into
decisions about whether new drugs should be added to the Government subsidised national pharmaceutical
benefits scheme. The process has not immediately reduced Australia’s overall expenditure on
pharmaceuticals. It has, however, ensured that Government funding is used for the most cost-effective
interventions, and has enabled us to guarantee a high level of public safety.

Drawing on the experience gained by evidence-based policy for pharmaceuticals, Australia has also
recently established a Medical Services Advisory Committee to provide expert advice on the safety,
efficacy and cost-effectiveness of new medical technologies and procedures. A favourable assessment,
according to strict criteria, is required before new medical services and technologies can be listed on the
medicare benefits schedule, which in turn establishes eligibility for government subsidy.

The process of introducing evidence-based decision-making into Australia’s health system, has not
been easy. A multidisciplinary approach is required, scientific rigour is essential and perhaps most
importantly, not all resource allocation decisions are related to efficiency - equity is also a key
consideration.

A health system should have available the best evidence to support decisions at all levels and in all
contexts. In Australia we see the next frontier in evidence for population health. In the recent federal
budget the Government announced the establishment of a “population health evidence base advisory
mechanism”. Recognizing that population health is characterized by diverse interventions with varied
theoretical underpinnings, this initiative will start with methodological development. We anticipate it will
lead to a systematic approach to reviewing evidence and propagating the implementation and uptake of that
evidence in policy and practice. The population health evidence base advisory mechanism will target those
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areas where the greatest gains in health are likely to be made. Assessment of cost-effectiveness of
interventions will ensure best use of available resources.

Australian efforts in tobacco control represent an example of how overwhelming evidence of public
health harm has led to comprehensive health interventions. Australia has a strong record of achievement
in tobacco control. We have implemented a tobacco advertising ban and a State Government has dedicated
a portion of the taxes raised from tobacco products to fund anti-tobacco activities, including replacement
of tobacco sponsorships. We have a widespread commitment to tobacco control with a ministerial level
council of health and law enforcement ministers, at both state and federal levels, to ensure a coordinated
national effort in tobacco control. The Tobacco Free Initiative is crucial. It reflects the magnitude of the
evidence requiring concerted global action as well as action by individual countries. Australia is committed
to assisting with the implementation of the Tobacco Free Initiative. Discussion of the Tobacco Free
Initiative today is also particularly timely as it coincides with the release of the World Bank’s report on
governments and the economics of tobacco control. The report clearly demonstrates that it is in the
economic interests of governments to take action on tobacco as well as the more obvious public health
interest. It outlines a number of strategies that can be adopted to overcome the arguments that tobacco
control will cost governments in the short and longer term. Australia welcomes the release of the report
to assist implementation of comprehensive tobacco control action plans. We emphasize the Western Pacific
Region in this context, given the seriousness of the tobacco pandemic in our Region, with two-thirds of the
world’s smokers estimated to be in Western Pacific Region countries.

Finally, returning to the Director-General’s report, Australia particularly commends Dr Brundtland
for the introduction into the new organizational structure of the Evidence and information for policy cluster.
We all need to follow this lead. By basing our collective efforts on the best available evidence we will have
the greatest chance of achieving real and lasting health gains. I know that this is not an easy task, but
everything is possible. If we have sufficient will, we have made the first step towards establishing
sufficient means.

Dr FARHADI (Islamic Republic of Iran):

In the Name of God, the Compassionate, the Merciful:

I would like, at the outset, to congratulate the President on her well-deserved election as the President
of the Fifty-second World Health Assembly. My congratulations also go to other members of the Bureau.
I should thank the Director-General and her colleagues for the informative and thought-provoking annual
report. We are grateful to the Director-General for her undertakings since coming to office, including the
Tobacco Free Initiative, and assure her of our full support.

Since last year, WHO has gone through significant structural changes that in our view will strengthen
its capacities to respond to the new and emerging challenges at the turn of the millennium. These changes
should be continued and extended to the Organization’s country Representatives to ensure attainment of
better cooperation for addressing health problems in the field, which in turn would promote global public
health. Increasing globalization and enhancement of communications have brought with them participation
of non-State actors, including individuals, local communities, nongovernmental organizations and the
private sector in decision-making at all levels. The problems of spiritual and material destitution, injustice,
poverty, discrimination, unhealthy lifestyle, emerging and re-emerging diseases and insufficient resources
cannot entirely be solved without close collaboration and active involvement of all these partners.
Moreover, Member States should allocate a larger portion of their GNP to health activities in order to
provide more financial resources to address health problems.

The initiative of the President of the Islamic Republic of Iran to mark the year 2001 as the year for
dialogue among civilizations was adopted by the Fifty-fourth General Assembly of the United Nations in
1998. The General Assembly resolution on this subject calls on the United Nations system to contribute
to the objectives of this initiative through planning of various activities. In this respect, we strongly hold
that this dialogue should involve discussions on ethical and human values that contribute to the promotion
of health worldwide. Through centuries, positive norms such as justice, caring for other, sharing with
others and assisting the poor and needy have enabled societies to cope with health problems. We invite
the Director-General to explore ways and means of WHO’s participation in this endeavour.

Meeting the country’s primary health care needs could be taken as one of the world’s successful
models. Comprehensive health care services in a new concept integrating prevention and curative services,
research and medical education are thus being implemented in three provinces of Iran as a pilot plan with
the collaboration of the Regional Office for the Eastern Mediterranean as well as of public and private
sectors. We shall soon share our experiences in these areas with other countries.

One of the principles of change in both global and WHO health policies should be priority changes
in order to meet new and emerging needs. We believe nutrition and food safety should be considered as
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It is aptly remarked in the Director-General’s report that limits exist on what a government can
finance and on its capacity to deliver services. The government then has to establish its priorities so that
the policies and strategies decided upon will ensure maximum benefit to the people within the limited
resources available. Our Government has also affirmed its advocacy of health as a social responsibility and
health was made an integral part of the national development process. If investment in health has alleviated
poverty, let us now find appropriate and effective strategies to save the same people from the clutch of
diseases of affluence.

We support the Tobacco Free Initiative that WHO is developing. The dedication of one chapter to
this shows WHO’s grave concern over the issue, and this is justifiable. Tobacco addiction will probably
remain a major public health problem in the next decade. We agree that a global response and global
commitment to its control is the answer to this growing menace. Within a country, tobacco control
demands multisectoral involvement of both government and nongovernment bodies because the issues
involved are complex and sensitive.

It is noted that the fight against infectious diseases in the past had successes and failures. The world
has eradicated smallpox and is now almost succeeding in eradicating poliomyelitis, leprosy and measles.
However the threats of other diseases like dengue haemorrhagic fever, malaria and cholera are still real.
Initiatives like building on current efforts at the local, national, regional and global levels and sharing
experiences with countries which have successfully eradicated malaria should be given due emphasis. The
same strategy should be adopted for the control of other major infectious diseases. In this connection, as
a concrete example of our belief that developing countries can and should help one another, we are willing
to share our experiences in the successful control of malaria. We also believe that the need to exert extra
vigilance over new and emerging infectious diseases is warranted. In this regard, we are grateful to the
rapid response of WHO to our call for assistance during the recent outbreak of a new hendra-like virus in
certain areas of Malaysia. The same gratitude goes to other countries that have also rendered invaluable
assistance throughout the outbreak.

In conclusion, we reiterate that we support WHO’s efforts in reviewing the challenges in world
health and in looking at their implications when recommending new approaches, priorities and work in the
years to come.

Dr KRAG (Denmark):

Mr President, ministers, Madam Director-General, esteemed colleagues, ladies and gentlemen, after
taking office in July last year, the Director-General of WHO, Dr Gro Harlem Brundtland, has led this
Organization into a process of profound change. This reform process is difficult and often painful, but it
is necessary. Denmark supports and encourages the Director-General to continue to pursue her vision of
a future WHO regaining its position as the lead agency in health in cooperation and dialogue with all
partners concerned. For this vision to come true, the process of change has to maintain its inclusive
character. This process is still ongoing; it will only be brought to full completion if all parts of WHO are
able to work towards one common goal. In order to do so, WHO has to develop into one fully unified and
coherent entity with clear objectives and priorities. We, too, wish to see one WHO.

Let me briefly comment on some very important issues which are currently being contemplated by
a reformed WHO. Denmark fully supports the objective of a WHO working more effectively and
supportive for, in and with countries. Denmark would like to sce WHO become a more reliable and
effective supporter of countries as they reform and restructure their health sectors. We agree that WHO
should regain its place at the centre of the health sector development agenda and should become a more
effective supporter of the development of health systems.

We are pleased that the Director-General yesterday announced that WHO is ready to join the United
Nations Development Group and called for stronger interagency cooperation. Denmark welcomes the
active participation of WHO in the process of the United Nations Development Assistance Framework and
would like to see WHO fully engaged in the United Nations reform at country level. In 1998 Denmark
contributed to the Health Renewal Fund in order to support WHO’s reform process. The success of
WHO?’s continued efforts of reform and restructuring will play an important role for the future Danish
voluntary contributions.

It is of crucial importance to maintain the focus of WHO on areas where the Organization has its
strength, knowledge, skills, comparative advantages and where its leading role is indisputable. The
Director-General’s summary underlines the important fact that many determinants of better health lie
outside the health system itself. Health development is closely associated with achievements in other areas,
especially social welfare, environment, housing, education, employment and working conditions. In these
areas WHO must take into account responsibilities and capabilities of other partners. In the social area, for
example, it is evident that the health sector and the health professionals have an obligation to bring
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pas voulu s’opposer au génocide rwandais alors qu’elle en avait les moyens, tous les moyens. Aujourd’hui,
le Rwanda est confronté aux innombrables conséquences de cette tragédie : la reconstruction d’un pays et
d’une économie anéantis, la protection de la sécurité des populations contre les idéologues du génocide,
la réhabilitation des rescapés, la restauration de la justice indispensable pour la réconciliation nationale.
Sans étre exhaustif, voici le tableau exceptionnel de la situation dans laquelle nous devons en plus affronter
les défis que vous avez évoqués, Madame le Directeur général, et que nos services de santé doivent aussi
affronter.

Ce contexte exceptionnel a été pour nous I’opportunité de réformer notre systéme de santé dans le
sens de la décentralisation, avec quatre orientations prioritaires : améliorer la qualité des soins de santé,
renforcer et organiser la participation de la communauté, assurer I’accessibilité géographique et financiére
des services de santé, et consolider I’organisation et la gestion des services et de nos maigres ressources.
Nous disons modestement “orientations prioritaires”, car il est particuliérement difficile pour nous de
définir des priorités la ou tout, absolument tout, est prioritaire.

Pour ce qui conceme les programmes spécifiques, il faut saluer le projet Faire reculer le paludisme,
car il est trés ambitieux, vu le poids de cette maladie. Mais il faut reconnaitre aussi la sagesse de ce projet :
en effet, il s’agit seulement de faire reculer le paludisme et non de 1’éradiquer, comme on a pu le prétendre
dans les années 60. Cette sagesse est siirement un gage de bons résultats a venir.

Quant au SIDA, je dois dire que j’ai été surpris d’entendre des délégués dire avec une certaine fierté
que, chez eux, cette maladie n’est pas un gros probléme de santé publique. J’ai méme eu un peu peur, car
nous sommes presque tous passés par 1a. Au Rwanda, le SIDA a bien siir profité de la guerre, du génocide
et des inoubliables déplacements de plus de 7 millions de personnes, sans dire que les programmes de
prévention ont été interrompus pendant plus d’un an. Le taux de séroprévalence est passé en quatre ans de
2 a 11% dans les campagnes rwandaises. Devant I’immensité du probléme, nous ne pouvons pas
grand-chose tout seuls. C’est pour cela qu’avec les Ministres des pays de la région des Grands Lacs, une
initiative heureuse vient d’étre lancée : GLIAA (Great Lakes Initiative against AIDS), dont la premiére
action, déja commencée, est la surveillance et la prévention du SIDA le long des grands axes routiers
transfrontaliers entre les grands ports et les différentes localités de cette région.

Devant I’énormité des problémes a affronter, la faiblesse de nos moyens propres, le fardeau de la
dette extérieure dont une partie a servi a acheter les armes du génocide, les bailleurs de fonds ont tendance
a se décourager et ils nous disent : “On ne peut pas vous aider ad infinitum”.

Le génocide est un crime contre ’humanité, toute I’humanité, votre humanité aussi. Il ne s’agit pas
d’aider le Rwanda, mais il faut avec nous réparer le tort qui vous a été fait en tant qu’humanité. Il ne s’agit
pas d’une question de générosité, mais d’un probléme moral pour que le Rwanda accéde au méme niveau
que beaucoup d’autres pays dans la lutte contre la maladie, dans la lutte pour la vie, dans la lutte pour la
santé.

Le Dr MARQUES DE LIMA (Sao Tomé-et-Principe) :

Monsieur le Président, Madame le Directeur général, illustres délégués, Mesdames et Messieurs, au
nom de la délégation de Sao Tomé-et-Principe et en mon nom personnel, permettez-moi de féliciter
Mme Maria de Belém Roseira pour son élection a la présidence de cette Cinquante-Deuxiéme Assemblée
mondiale de la Santé. Je suis slr et certain que, menés sous sa compétente direction, les travaux de cette
Assemblée seront couronnés de succes.

Je ne peux pas omettre de féliciter et de remercier Mme le Directeur général pour I’excellent rapport
qu’elle nous a présenté sur la situation de la santé dans le monde en 1999. Ce rapport met en relief les
progrés considérables accomplis dans le domaine de la santé au cours du XX° si¢cle, progrés qui constituent
un motif d’espérance pour le XXI° siécle qui est a notre porte. Nous avons réussi a éradiquer I’une des
maladies les plus mortelles de I’humanité, la variole; certaines maladies infectieuses sembleraient étre sous
contrdle; nous avons réalisé des avancées notables dans I’amélioration de I’espérance de vie, notamment
dans les pays en développement. Mais le rapport nous montre aussi des éléments qui doivent constituer de
sérieux motifs d’inquiétude pour I’OMS et les pays Membres. Permettez-moi de m’arréter sur trois de ces
¢éléments.

Le premier est le paludisme, qui continue a imposer aux populations un lourd fardeau de morts et
de souffrances. Son retentissement négatif sur le développement socio-économique des pays les plus
touchés est bien connu. Il est important de souligner ici que la majorité, si ce n’est la totalité, d’entre eux
sont des pays en développement pour acquérir la notion de la relation intrinséque entre cette maladie et le
sous-développement et pour avoir conscience qu’il n’y a pas de raison plus pressante que celle-1a pour que
la lutte contre le paludisme soit adoptée comme la priorité des priorités. Nous avons a notre disposition des
connaissances, des moyens et des techniques pour faire face de fagon satisfaisante a cette calamité. Il
devient nécessaire d’agir avec détermination de sorte que ces connaissances, ces moyens et ces techniques
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Healthy Islands initiative, which was adopted by the ministers and directors of health in 1995, and reviewed
and strengthened in 1997 and 1999. In the most recent meeting of ministers and directors of health in
March 1999, the Regional Director presented his position for future work in health in the Western Pacific
Region, under his leadership. The paper was not unlike The world health report 1999. 1t challenged us
to get more done with less, to seek more evidence to support our claims, to develop our own resources,
human and otherwise, with technical support from the Regional Office. Based on the review of the Healthy
Islands initiative and the Regional Director’s vision, the Pacific Island nations health leadership, in a
document called “Palau Action Statement”, renewed their commitment to make the next millennium
healthier for inhabitants of the islands. The “let’s get to work” call of the Director-General has been heard
and the Pacific Islanders respond together with the Regional Director, “Yes, together we can get the job
done”.

El Dr. PARDO EVANS (Costa Rica):

Distinguida seiiora Presidenta, sefiora Directora General, sefiores miembros de la Mesa, sefiores
jefes de delegacién, sefioras y sefiores: Para mi constituye un verdadero honor presidir la delegacién de
Costa Rica ante este importante foro y tener la oportunidad de presentar un respetuoso y cordial saludo a
todos los presentes en nombre del Gobierno de Costa Rica. Deseo felicitar a la sefiora Presidenta y
demas dignidades electas en esta 52* Asamblea Mundial de la Salud y felicitar a la Directora General,
Dra. Gro Brundtland, por su visién de lo que debe ser la Organizacién Mundial de la Salud y la forma
como est4 abordando la reestructuracién tecnicoadministrativa de esta Organizacion.

Estamos convencidos de que el liderazgo demostrado durante estos ultimos meses por la
Dra. Brundtland no sélo ha revitalizado a la Organizaci6én sino que ha demostrado que los Estados
Miembros debemos jugar un papel activo dentro de la instituciéon. Las metas y la visién de la Directora
General responden a la probleméatica mundial de la salud y llevan a la Organizacién a jugar un papel
fundamental de liderazgo en la transformacién de las condiciones de vida y del desarrollo humano en todos
los pafses. El Gobierno recoge con aprecio las reformas que se estan dando en el seno de la Organizacion
Mundial de la Salud. Compartimos por convencimiento propio la necesidad de tener una gestion mds
eficiente, responsable y con una mayor sensibilidad a los cambios en este mundo en constante mutacién.

El Estado costarricense es consciente de que para lograr cambios en las condiciones de salud y de
desarrollo es necesario hacer profundas transformaciones de caracter politico, econémico y social, lo cual
requiere decisiones y medidas cuyos efectos son en su mayoria visibles en el mediano o en el largo plazo.
El estado de salud que Costa Rica ha alcanzado en este momento es producto de decisiones adoptadas y
mantenidas durante los ltimos 50 afios, y eso ha permitido que actualmente tengamos una expectativa de
vida al nacer superior a los 76 afios, una mortalidad infantil de 12 defunciones por cada 1000 nacidos
vivos, que hayamos erradicado el analfabetismo y que tengamos cobertura universal de la seguridad social
y de los servicios de salud y educacion.

Coincidimos con el planteamiento de la OMS y de la propia OPS en que, aun con este perfil de
desarrollo, tenemos, no solamente Costa Rica sino el mundo entero, el reto de la eliminacién de la pobreza,
de las desigualdades sociales como uinica forma de lograr un desarrollo pleno y una calidad de vida compa-
tible con los mdés caros intereses del ser humano. Por lo tanto, apoyamos de manera decidida todos los
esfuerzos de la OMS que desde su ambito de responsabilidades pueda hacer para que las transformaciones
sean una realidad.

Costa Rica es un pais respetuoso de los derechos humanos. Bien decia la Dra. Brundtland en su
intervencién ante esta Asamblea que el derecho a la salud es un derecho humano fundamental. En este
sentido, Costa Rica ha contribuido con decisi6n y fraternidad a la salud de América Central al brindar a
miles de inmigrantes en situacién de ilegalidad migratoria en nuestro pais, especialmente a medio millon
de nicaragilenses, atencién médica gratuita y también educaci6n gratuita con todos los derechos iguales
que asisten a los nacionales.

La amnistia migratoria decretada para todos los centroamericanos presentes en Costa Rica antes del
9 de noviembre de 1998 ha permitido que todas estas personas se unan al esfuerzo econémico de un servi-
cio social universal por medio de sus cotizaciones. Sin duda alguna estas cuotas contribuirdn a mejorar
ain mas nuestro sistema de salud. Nos comprometemos a apoyar la gestién de la Directora General para
la implementaci6n de los mandatos que surjan de esta Asamblea y nos comprometemos también a trabajar
firme y solidariamente con los demas paises en procura de un mejor futuro para la salud de nuestros
pueblos. Muchas gracias.
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It is necessary to understand and share their difficult circumstances through discussions, information
dissemination and research for effective resource utilization. I would like to pay my special tribute to the
communities that I have worked with for opening their doors and permitting this rich mutual sharing of
opportunities to improve our health. My message is that community health programmes continue to be
important, but nearly every nation is experiencing new health problems that demand fresh approaches to
their solutions. I believe that every man, woman and child must have the opportunity and capacity for full
health development and productivity. There is a need to empower communities with knowledge of and
skills for key actions that may improve their health status. When people participate in health programmes
they develop a sense of ownership, and they value the services more, and quickly learn to do more.

This occasion is a driving force for me to work harder and serve as a model. I intend to dedicate
myself to building the capacity of my fellow workers and communities through a participatory learning
approach, which has a multiplier effect. I thank my Government for creating a conducive working
environment, which enabled me to execute my work ably. It is my great pleasure once again to thank the
World Health Organization and the Léon Bernard Foundation Committee for bestowing this prize upon me.

Thank you and God bless.

The PRESIDENT:

Thank you, Mrs Choongo.

Presentation of the Jacques Parisot Foundation Medal
Remise de la médaille de 1a Fondation Jacques Parisot

The PRESIDENT:

I now proceed to the presentation of the Jacques Parisot Foundation Medal. This Foundation was
established for the purpose of awarding every two years a fellowship for research in social medicine or
public health. The Fellowship was awarded last year to Mr Boinkum Benson Konlaan, from Ghana.

Having gained a diploma in statistics from the University of Ghana, and a Master of Public Health
degree at the University of Umed, Sweden, Mr Konlaan is currently pursuing doctoral studies at Umeé
University within an innovative project on cultural stimulation and health. The objective of the research
he is undertaking under the Fellowship is to delimit individuals in the normal population who rarely attend
cultural events, and to make a randomized, controlled experiment that would encourage them to do so more
often. The individuals are being followed up with regard to the health-related effects.

In a few minutes, Mr Konlaan will give us a brief outline of the results of his work. In the meantime,
it is a privilege for me to present to him the Jacques Parisot Foundation Medal.

Amid applause, the President handed the Jacques Parisot Foundation Medal to Mr Boinkum Benson
Konlaan.

Le Président remet 2 M. Boinkum Benson Konlaan la médaille de la Fondation Jacques Parisot.
(Applaudissements)

The PRESIDENT:
Mr Konlaan, you have the floor.
Mr KONLAAN:

Madam President, ladies and gentlemen, as a Ghanaian working in Sweden, I have come to believe
that the participation in the cultural life of any country is important for the well-being of its people. In the
studies performed with the support of this fellowship I have come up with rather clear indications on its
importance even for the survival of individuals. Secondly, we believe that a widening of intense cultural
participation in all social and ethnic groups could attenuate health inequalities between them. Our studies
on participation in cultural life thus have the general aim of attenuating health inequalities. The
background is an impressive difference in access and use of the cultural offer between socioeconomic and
educational groups. If participation in the cultural life has a health impact, a new and important way of
promoting equality in health could be to promote equity in the participation in cultural life.

In our first studies we found that attending cultural events had a significant influence on survival for
people after we had discounted other health determinants like smoking, income, education, social network,
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etc. In order to contribute to the discussion on causation we then carried out an experiment where people
were encouraged to increase their participation in cultural events. This was a randomized controlled
investigation using a factoral design, where attending cultural events and taking easy physical exercise were
tested simultaneously. Participants had responded to a postal questionnaire on their attendance at cultural
events. Of these, 21 individuals (11 men, 10 women) were recruited into a two-month long experiment.

The interesting finding was that the two ways of stimulation produced two different responses. A
decrease in the levels of stress-related hormones was observed only in those subjects encouraged to attend
cultural events. Physical exercise encouragement instead increased the “good” cholesterol. Obviously,
there was a specific effect apart from the general response to the attention or being observed. This was in
fact to be expected from basic biological research. The way may have been opened to diminishing the
health differential between social classes. We have been encouraged to continue the studies and will be
happy to report on them in due course.

The PRESIDENT:

Thank you, Mr Konlaan.

Presentation of the IThsan Dogramaci Family Health Foundation Prize
Remise du Prix de la Fondation Ihsan Dogramaci pour la Santé de la Famille

The PRESIDENT:

I proceed now to the presentation of the Thsan Dogramaci Family Health Foundation Prize. This
prize is given to a person having accomplished service in the field of family health. 1 have pleasure in
announcing that the Thsan Dogramaci Family Health Foundation Prize has been awarded this year to
Professor Miinevver Bertan from Turkey.

Professor Bertan has devoted her whole career to the promotion of family health. Included among
her many exemplary achievements is the 1985 national immunization campaign of Turkey, which
Professor Bertan was responsible for organizing, as technical adviser to the Minister of Health. This
programme not only achieved high coverage, but also established a system for sustaining immunization,
and became the model for the creation of the Turkish Intersectoral Committee on Child Survival and
Development. Other notable achievements of Professor Bertan include the project on “Strengthening
Clinical Family Planning Training in Medical Schools in Turkey” and the “Community Health Workers
Project in a rural area of Turkey”. In addition, she has also participated as principal investigator in several
national and international collaborative research studies on diarrhoeal diseases, acute respiratory infections
and other projects related to family health.

Before presenting the prize to Professor Bertan, I invite Professor Ihsan Dogramaci, the distinguished
founder of the prize, to address the Assembly.

Professor DOGRAMACI:

Madam President, Madam Director-General, distinguished delegates, ladies and gentlemen, on behalf
of the Foundation Committee, I would like to congratulate Professor Miinevver Bertan, who has been
singled out among many distinguished candidates as this year’s recipient of the Ihsan Dogramaci Family
Health Prize. Professor Bertan is Professor of Paediatrics and Public Health in the University of Hacettepe
in Turkey. This is the first time in 19 years, since the establishment of the prize, that a Turkish national
has been awarded this prize.

Professor Bertan’s work at the national and international level to improve the health and well-being
of women, adolescents and children makes her richly deserving of this recognition. She is an academic,
a researcher, a teacher, social mobilizer, a supporter of nongovernmental organizations, a leader for the
rights of children, a pioneer in the movement updating knowledge in paediatrics in the republics of Central
Asia, a strong voice for adolescent health. Indeed, she is truly multisectoral. She has worked as a senior
adviser with the Ministry of Health of Turkey on immunization policies, while keeping up her duties on
the Faculty Board of the School of Medicine and the University Council. She has been President of the
European Society of Social Paediatrics, and Coordinator of the International Pediatric Association; she
serves as Secretary-General of the Turkish National Committee for UNICEF, and she was until recently
a member of the Executive Board of WHO. Professor Bertan continues to serve on the scientific advisory
boards of many institutions.
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She has been recognized by the Foundation Committee as an impressive team leader and an
innovative capacity builder in public health, a strong advocate of children’s and women’s health and rights.
Professor Bertan is awarded this prize for her active involvement in and contribution to health and
development at the national and international level. It is my pleasure to congratulate Professor Bertan on
behalf of the Foundation Committee.

The PRESIDENT:

In recognition of her outstanding achievements, I have pleasure in presenting Professor Bertan with
the IThsan Dogramaci Family Health Foundation Prize.

Amid applause, the President handed the Ihsan Dogramaci Family Health Foundation Prize to
Professor Miinevver Bertan.

Le Président remet au Professeur Miinevver Bertan le Prix de la Fondation Ihsan Dogramaci pour
la Santé de la Famille. (Applaudissements)

The PRESIDENT:

I now invite Professor Bertan to address the Assembly.

Professor BERTAN:

Madam President, Madam Director-General, distinguished delegates, ladies and gentlemen, it is a
great honour and privilege for me to be present at this Health Assembly to receive the Thsan Dogramaci
Family Health Foundation Prize. This honour is not mine alone. I share it with the grass-roots service
providers who work so hard to improve family and child health, and also with my colleagues who conduct
studies in the community. This prize has a special meaning for me. In the first place, I have worked with
WHO since 1972 as an adviser, principal investigator for many child health and family planning projects,
as a member of the Scientific and Advisory Group of the Special Programme of Research, Development,
and Research Training in Human Reproduction and most recently as Executive Board member from 1993
to 1996. Closer to home, I have the privilege of working in the university and children’s hospital
established by Professor Dogramaci who is an internationally known figure in child health and higher
education and who was among the signatories of the WHO Constitution in 1946.

I would like to take this opportunity to underline some of the anticipated challenges for the next
millennium. The dramatic shift from rural to urban life styles will create more crowded settlements without
safe sanitation, access to essential basic social services, adequate shelter and secure livelihoods. Economic
and political crises will continue to give rise to millions of poor and vulnerable families, who depend most
directly on public services and who long for a future with no war, violence or starvation, free from
preventable acute and chronic diseases, including a healthy environment.

As a paediatrician and public health person, I see that the human development agenda should focus
on education, prevention and health promotion, especially in the three critical periods of life: pregnancy,
infancy and early childhood and adolescence. Every child has the right to reach the age of six, healthy and
able to learn. This is an investment that all countries, rich and poor, must be able to make. Although a lot
still remains to be done for them, infants and children have traditionally received more attention, so I would
like to focus on older children, especially adolescents, those who will influence the health patterns and life
styles of future generations. Just as a healthy intrauterine life is important to produce a healthy newborn,
a successful adolescence is vital for a healthy and fruitful adulthood. Wide implementation of the
Convention on the Rights of the Child, and a firm commitment to women’s rights and human rights are also
necessary to achieve better health and welfare in the next millennium. And we must not forget that
violence spawns further violence, whereas peace brings peace. Child-friendly environments and
adolescent-friendly communities will help to bring about a spirit of understanding, peace, tolerance, and
equality of the sexes among the world’s peoples.

Another important challenge will be genetics and ethics. Technological advances can help give us
the power to solve problems, but we must be conscious of the fact that the same advances can raise serious
ethical issues which must be tackled by the international community.

It is my firm belief that a public health approach to the challenges facing us will serve to combat
poverty and inequalities as well as poor health. Each country must bring together its policy-makers and
researchers in a cross-disciplinary approach to identify priorities for development in an ethical context.
They must take into account how globalization affects human welfare. Their goal must be to develop















A52/VR/8
page 120

= ol By B S b dabine 4 lgple ) ey ol jasd 0lay sl S U
am\mob;@yappt&w&unguwsw\Mzru
olslas e J S a0 5 elael pamhy s sl Gt Oy Ol sl oo 61l 337 2l
S5 slzsh ey .ag,.osja,l,..d\obja;dsc.d;)\o,wp‘}q;,dsorwwtym
z_zu,s\c,\sﬂv.,;x@‘sﬁzjsjzsga‘;,..u\igc.zathlaw.w*c}\p)o\)Wsowq,z:ﬂ\
Cheiy Aginadl Ole gamad) Loy Jlb o e 0 5T mazmal dealinn y 37 jLo 505 O 0 1Y)
.iﬂ\.ﬂ‘jaé\.ﬂ\

Bzl gl LU Jran gosl 3 gadl Ly e 8l o0 8 caludly ol
cJraizds mendl S Samdl N il e S ae des ) S Bolans dviall

Dr AL-MADFA (United Arab Emirates): TN R W PO ) ci.\.d\ g A A das Sl

cicaliial) dalall 3 el 3,58 Sl 3 pdt RSl mase oty Jen ) Y ol
S g Al i g o Sle WO By )

g szl y oS s pdt Sl VI s 3 o 5 Jasel e oSG T 0 S oy
o.\_b\_.:a.}aar-b‘_h.’- ‘._u,::&_;ﬂ\w»l_,i\,;udbdaﬁﬂ ;\-_199‘ rgﬂ Ll deall dadiie aauis
s 30 oy Sl 4o gl OF coodall pladl a3 ¢ gt LS Ll j¥1y potid 3 b e Ltls
3 Al 3 gl e didinlll (sl domadl iy Ms (Seam I cimenal] ozl a2l ol LY
sladall oY 3¢) 06 ally Sadl e 1 &y graadl § 5ol 0y a5 oy S SN e cliae] Ll
ol el L5y o2 LSS oMoy el 0dn ¢ A el szl rgennd Jo6Y LY
TUCYRUERY G P 2V IR REEN [ YR RO N WO Adlord) I g Gy B 4 sl
r...J\g,.:—L«:o»SJJL_A.U c&\%z\j)ﬂ\w&)&\ﬁitﬂowa-\g_‘j'c:.ﬂ‘)‘«ﬂg,.:-wrg;
S sl (o gl dge Sy bl ol oW G 26 Ol IT 5 o R e
u_:_.LZaM J}L’-Q_Mg.:}b C)b\.ﬁ\" Uj“b a._?-..a.“ Ssladsdl JL’-.AQ.O;JJ&ZJ‘ C)bl}uYU :,P...U
JS I Jrad el @bl 8485 g 5 3 SW ST 4 O L Slelhadll e clad y el
Ao ol ddal e U ot daS” 3 )W Bl e 0 g pgie o 03 355850 11 O 5
S Al Al 5 g0 LS 2Lonldl g el 222V g 456 el ) B3] g
NAAA ple lgn 5 S Lale Vi S Lle 1Y ) Juad Sl aie J poladl el Jitan i
V S st 095 JUbYT ) I 3 aans e T I 2T0 ) LY sy Jaas aissl LS
bl vl Sladsdl e saze (6 gnas Gz L Jo dovisly Y5 W3 ST ¢ o 540 il IS
Al de il ol

Loeo Ol i g0 M Lo ol ;5 5adl eds Ol LV & s wodazel ud aludly ooluudl L
F g JUbH Jlas” 2 galall o ol jms Sty clgjludl o) oY o linn g pn dollS” (5,2
e b s ol ) il ey Az dovall Slaldl ;B g slazaD Luasdly s
L3 Lgzgort pod by o Sty Cllas oy 5087 e sall ol oW1 deeal &5 ol 1 & gt il
JSs5 sl gl g Ol el y & padd) 2e N1y LR ol ol OF Wows 55 20t 28liam Y1 Ol pladd) ozl
SAS bl y gl Joal gally JSUtdl 0dn o 5 B, sy gl 3 Ol gl bl
g Lglislian oy L dos O Lgls e 1 dabasidl a5 el 00 1 58Ll 2ol ol el
Lo 2L 1 pall e Uil L JS085 ol o1 0dn ool o itpcond) ot 3 g el ol
Lovall Cladsdl 40 45 g (6 grmn e Blisl) Luliadl Joladly J glod) sl deanl Lo (5,20 5,0 0575,
RVRVA|

ol 388 gy 5 s 3t O ST guamndl (3ol cpliadl a8 8y B3ludly ol
S Jan Y n 1S Bholin plall 1n 55w gein 0,3 5 cpadlall oeaal) Ludiza) (it
Sl I 8 e i g Al 5y e Wl it 6 S Joplant 5570
OYM‘@JQJ&):U S;uf_)up}\:'-\_g c(}L.w )_,_‘.'{.L“ (..h\_.w gf_l_.ﬂ\ b‘ﬁgij:ﬁ
Fudly il d wll e ) pee (o onall Slalui Bl 3 sy S ST Sl & ol
o S o 3 By g 5 Lo el 0 g ) OLay Gl ST ga 8l U



A52/VR/8
page 121

Slakil Jae basy fais 51998 ple anl O din Aol a8 Loy o) 9 1,15 3 o) aoia
OLas¥ly ol jssally g 53 olodl Jlansa¥l dgorl go ool e 0 slacl] ol il 0l Slmandl
& ol ada e ol 558Ul Lgadled cadl ey 0y Bmiliay s gty o5 U5 557l e OF L Lgude
a_al,WMMQAs,o\JW\yowvse&w\gqggu,qw,g,u;\u\_p,,m,
‘ P ol o 87 S

J 3 Ly Legrl g (A1 Gl oMSad) 3y gl ¥ 04 L p ol 2 g Ll 0
slalally LB 3530 5 357w Al aplay (@l 2,00 O lan e ooy ol ¢33l 0da 0SS O
e ) (5 g iy (o5 gl (I Bl Sl g gl e sl sy gl n sl JA
5y el Ol s 3 Sslad) Y glowadl 3 L) sl 35 0 4S5 Wilaazoa) doenal
gadlall dovaa) Ladiie Lzadite Sl zul

A g 0Tl o Lo 187 05 o Lum 3ol pod shiaza¥1 05T e Wl u873 ol
QJJ&(MUGMQMMJK@bJQ&J}PAU‘L:iij.;Mig,h,uswa

The PRESIDENT: fomd

.F.u\w,,f.\n\;:.
ot . . R\ J .-Y‘ Sl
OLQM:S‘)_{fQ_hAAJ(L‘}:ﬁM$)}5J\>LMQ‘Q_> J)J_.AJ-KJ,JO o0

) ga X - wadadl Ve g Ol juseal

LS 58S Ay O pisS” o i s gl Bl o Laphe kel 3k 5 )

‘f; ’ .J-S\f..MV.L.JuS\ .J"L:*“i_):’

Amid applause, the President handed the United Arab Emirates Health Foundation Prize to
Professor Sallam, to His Eminence Metropolitan Chrysostomos of Kition, and to Dr Veresies.

Le Président remet le Prix de la Fondation des Emirats arabes unis pour la Santé au
Professeur Sallam, a2 Son Eminence le Métropolite Chrysostomos de Kition et au Dr Veresies.
(Applaudissements)
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the bilateral discussions between Israel and the Palestinians, and it seems to run counter to the best interests
of everyone. This is very strange indeed, and it is entirely inappropriate for this Assembly. The United
States remains opposed to this text. Thank you Madam President.

The PRESIDENT:

I thank the delegate of the United States, and I now call on the delegate of Israel.

Mr PELEG (Israel):

Madam President, on 17 May this year, the people of Israel elected a new prime minister,
Mr Ehud Barak. In the course of his victory speech, on 18 May at 2.30 a.m. Mr Barak said and I am
quoting: “We know that it is imperative for our generation that fought Israel’s war to do everything to
strengthen the security of the State by progressing towards peace agreement.” This Fifty-second World
Health Assembly is the first meeting of a United Nations organization after the Israeli elections, and what
was the reaction of the Health Assembly to this reaffirmation of Israel’s dedication to peace? It is,
unfortunately, another irrelevant exercise in the singling out and bashing of Israel and the politization of
the specialized agencies. Israel has considered asking for a vote on the resolution adopted on 20 May in
Committee B, but has decided not to do so in view of the professional nature of this Assembly under the
able leadership of the Director-General and in view of our hope that the progress which will be achieved
in the coming year in the peace process will encourage the Palestinians, our partners in this long march
towards peace and conciliation, not to raise this political draft resolution at the next Health Assembly.
Israel has decided not to ask for a vote in spite of the unfortunate adoption of the resolution in Committee
B. However, I want to make it very clear that Israel is opposed to the resolution, voted against it in the
Committee, and therefore it was not accepted unanimously or by consensus. Progress for peace in the
Middle East has always come as a result of direct negotiations. United Nations resolutions which aim to
substitute for direct negotiations, or to prejudge them, can only damage the peace process. Let us all
rededicate ourselves to the support of the peace process and not waste our energies on political and one-
sided resolutions like the one before us. Thank you very much.

The PRESIDENT:

I thank the delegate of Israel. I now give the floor to the observer from Palestine.
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The PRESIDENT:

I thank the observer from Palestine. I see no more delegates wishing to speak. Is the Assembly

prepared to adopt this resolution? I see no objections. The resolution is adopted and the first report of
Committee B is therefore approved.
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important section that was dealt with by the round table was that changing circumstances make the task of
priority-setting even harder. In the developing world, not only are resources scarce but circumstances are
also unpredictable. It is hard to stick to agreed priorities for government spending when emergencies arise
through man-made or natural causes. Sometimes these emergencies are acute, for instance a major flood.
In other cases they are more insidious, as in the case of HIV/AIDS. The HIV/AIDS pandemic in Africa
has had a significant impact on patterns of spending. In countries affected by conflict, better health care
may only be a priority for governments when peace has returned. Whilst government plans are for the long
term - five to 10 years - short-term needs are often more pressing and determine actual resource allocations.
For example, if in a small country the main national hospital is in disrepair it is hard not to divert funds in
order to address the problem, even if the funds have to come from primary services. Only a few countries
acknowledge the need for continuing systematic review of priorities. The financial crisis that has affected
East Asia has not only made national priority-setting more complex, for some countries it has also meant
a closer relationship with donors, many of whom bring their own sense of priorities to the table. In the
countries of the former Soviet Union, the change has been even more dramatic. It is difficult to think about
priorities at all when your health budget has declined from US$ 150 per person to just US$ 0.40 per person.
It was suggested that in former command economies the first task is to change the attitude of the public and
professionals who have previously been used to the State providing everything for free. Priority-setting
requires that everyone recognizes that they have a responsibility to participate in difficult decisions about
how scarce resources should be used. Some lessons from different national experiences: nothing succeeds
like success. Having the capacity to demonstrate that government policies and priorities lead to better
health indicators makes it easier to stick to those priorities when they are opposed. Health needs vary in
most countries. National-led priority-setting must allow for local decision-making. The issue is whether
decisions should be made by clinicians and managers alone. An increasing body of experience suggests
that public consultation is essential. Some of the countries said that they in fact had national health
consortiums or meetings once a year to fully consult the public.

Building consensus around national priorities is critical, but so is leadership. It is part of the task of
politicians to explain and defend spending decisions. Priority-setting must be geared to national
circumstances but it is important to take on board international standards, particularly as a way of changing
entrenched medical practices and, in some countries, overcoming a tendency towards national isolationism.
Turning to the process of priority-setting, the suggestion in the background paper that there needs to be a
shift in thinking in favour of processes, ensuring procedural rights rather than focusing exclusively on
defining the precise nature of entitlements, was confirmed by the discussions. Priority-setting does not
work without effective consultation. The question, however, is what makes consultation effective? One
participant pointed out that if you ask superficial questions, you will get superficial answers. Consultation
processes need to be well designed. Furthermore, consultation should not be used just to rubber-stamp
decisions that have already been made. The question was also raised as to how frequently consultation
should take place, particularly when national circumstances are changing.

Lastly, the round table discussed the role of donors. Are donors part of the problem or part of the
solution? It was squarely recognized that donors influenced priority-setting in important ways. Two
difficulties were identified. First, donors bring their own agenda to the table, which may run counter to
national priorities. Second, donor funding is concentrated on particular types of spending, making overall
national decision-making more difficult. Perhaps the dilemma could somehow be resolved by donors
focusing on preventive or public health spending, as this allows the country to put its resources in providing
health care. It was encouraging that most ministers thought that these problems could be overcome through
longer-term and more robust partnership arrangements. Some ministers spoke explicitly about sector-wide
approaches, but many others talked about the need for joint and negotiated priorities. A further way of
increasing the effectiveness of development assistance is to ensure that it is provided not on an ad hoc basis
but as part of an overall public expenditure plan, which identifies health as a priority sector.

Finally, I would like to thank all the ministers who participated in this round table. You were
committed, you contributed frankly, and you made the round table an unequivocal success.

I also had the privilege of chairing the round table on “HIV/AIDS: strategies for sustaining an
adequate response to the epidemic”. The situation in one southern African country, where a state of
emergency has been declared in relation to HIV/AIDS, was presented to illustrate the challenges faced by
governments and the health sector. High-level government commitment to HIV/AIDS was identified as
a prerequisite for an effective and sustainable national response. Other essential elements include
community-based activities, a multisectoral approach and extensive public education. Denial and
complacency have seriously impeded timely and effective action. A key government responsibility is to
be the leading advocate of open and accepting attitudes towards HIV/AIDS at all levels of the community.
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in different countries. WHO should analyse the evidence of those experiences in order to provide policy
options to countries. In reality, policy needs in health are constantly moving targets, because of, for
example, emergencies, new diseases and ageing populations. This makes finding the right balance between
raising and spending the money much harder to achieve. Furthermore, ministers have to balance both
political and technical priorities. External funding is important in many developing countries but cannot
be a substitute for government finance. Several ministers reported innovative government-donor
partnerships such as sectoral assistance and health trust funds. The case was also made for richer countries
recognizing their responsibilities to poorer ones because of the resource problems generated by
globalization. Several sources of funds and mechanisms for collection were described. These included
governments, social security agencies, insurance funds. Out-of-pocket payments were said to be the least
desirable but not always avoidable. Options that share risks such as social insurance are more desirable
but not always feasible. Ministers need to be able to defend the case that health spending is an investment
when competing for their share of the government budget. User fees are one of the most difficult issues
ministers have to deal with. Both poorer and richer countries have found that fees involve a conflict
between the need to mobilize additional revenues and the need to ensure access to care by the poor.
Exemptions for the poor have not worked well in practice.

Many different ways were described for trying to manage the money better. These included
provider-side reforms such as greater hospital autonomy and performance contracts. Some ministries of
health are moving towards a more regulatory role and away from direct provision. Some are also moving
from subsidizing the supply to subsidizing the demand for services, for example through patient vouchers.
Other strategies include introducing new employment and incentive arrangements for health workers;
cutting costs where possible, for example by using more generic drugs; and by investing more in
preventive and primary-level care. Partnerships are being created to better use resources. There are
examples of increasing regional cooperation between small countries, and attempts to generate partnerships
between the public and private sectors.

Thank you, Madam President, for allowing me to present the report of the round tables. I thank the

Director-General for introducing the round tables, which I support, and I thank the delegates for their
attention.

The PRESIDENT:

Thank you, Mr Yusuf. The Assembly has now heard summary reports of the discussions on the
round tables, and these will be included in the records of this Assembly.

I wish to thank all the Vice-Presidents for their assistance on this very interesting and stimulating
innovation. It is gratifying to note that this initiative will continue in future Assemblies with any necessary
modifications as recommended for the reform of the Health Assembly.

This completes our work for today. Immediately on adjournment of this meeting, Committees A and
B will meet. The next plenary will be held tomorrow at 11:30. The meeting is adjourned.

The meeting rose at 15:45.
La séance est levée a 15h4S.
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The second resolution is entitled “Strengthening health systems in developing countries”. Is the
Assembly willing to adopt this resolution? I see no objection. The resolution is adopted.

The third resolution is entitled “Prevention and control of iodine deficiency disorders”. Is the
Assembly willing to adopt this resolution? In the absence of any objections, the resolution is adopted and
the fourth report of Committee A is therefore approved.

4. A YEAR OF CHANGE: REPORTS OF THE EXECUTIVE BOARD ON ITS 102nd AND
103rd SESSIONS (continued)
UNE ANNEE DE CHANGEMENT: RAPPORTS DU CONSEIL EXECUTIF SUR SES
CENT DEUXIEME ET CENT TROISIEME SESSIONS (suite)

The PRESIDENT:

We now come to the conclusion of item 2, “A year of change: reports of the Executive Board on
its 102nd and 103rd sessions”.

Now that the main committees have finished their consideration of the Executive Board’s reports,
we are in a position to formally take note of these reports. From the comments which have been made, I
take it that the Assembly wishes to commend the Board on the work performed and express its appreciation
of the dedication with which the Board has carried out the tasks entrusted to it. In the absence of any
comments, it is so decided.

5. SELECTION OF THE COUNTRY IN WHICH THE FIFTY-THIRD WORLD HEALTH
ASSEMBLY WILL BE HELD
CHOIX DU PAYS OU SE TIENDRA LA CINQUANTE-TROISIEME ASSEMBLEE
MONDIALE DE LA SANTE

The PRESIDENT:

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 date and place. I should
also recall that the Thirty-eighth World Health Assembly concluded that it was in the interest of all Member
States to maintain the practice of holding Health Assemblies at the site of the headquarters of the
Organization.

I therefore take it that the Assembly decides that the Fifty-third World Health Assembly will be held
in Switzerland. In the absence of any objections, it is therefore so decided.

6. ANNOUNCEMENT
COMMUNICATION

The PRESIDENT:
Before adjourning the meeting, I would like to mention that a seminar on “Year 2000 computer

problem” will be held today at 14:30 in Room A at WHO headquarters. I shall now adjourn the meeting
for a few minutes. Please remain in your seats. The closing plenary will be held in a few minutes.

The meeting rose at 11:45.
La séance est levée a 11h45.
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The DIRECTOR-GENERAL:

Madam President, distinguished delegates, as we are about to finish my first Health Assembly as
Director-General, I move on with very positive impressions and memories. I am grateful that the round
tables have so actively and so fully engaged so many ministers. I believe they will prove to be important
for our future work and we will draw on their inspiration and the lessons learned when preparing for the
Assembly next year. We will all need to further reflect on Professor Sen’s presentation a week ago. Health
and development are indeed inextricably linked. It is not always a simple relationship, but I believe a
greater understanding of it will help decision-makers make the right choices. Placing health at the core of
the development agenda remains a key priority for me, and we will be working hard to pursue this ambition
in the years to come. I was greatly encouraged by your support for the changes that are taking place
throughout WHO. The year that has passed since I identified the projects on Roll Back Malaria and the
Tobacco Free Initiative has helped us move ahead so that we can really make a difference. I thank you also
for the strong support for the poliomyelitis eradication campaign. We are all aware of the momentum that
we need to give it on the final home stretch. The adoption of the budget by consensus after lengthy
negotiations was an important achievement. Now it is our challenge to deliver the programme that you
have agreed to finance, working hard to achieve the necessary efficiency. Let us not forget that this
programme budget was not only about a specific amount of money, it was also a choice of strategic
direction for WHO.

This Health Assembly has truly been a global health conference, with very broad participation in all
of the debates and in the reaching of conclusions. I would like to thank you personally, Madam President,
for guiding us through so skilfully. The Vice-Presidents and the Chairmen of committees have also played,
as we all know, a critical role in making this Assembly a success. Let me thank every delegate for
contributing so actively to 10 days of very solid work, and I thank all my staff who have worked so hard
to support our important discussions. Thank you all and have a safe journey home.

The PRESIDENT:

Distinguished delegates, Madam Director-General, ladies and gentlemen, what is really important
can be said in few words. Throughout the Fifty-second World Health Assembly, four aspects became
evident: first, we now have a very clear and well-focused health agenda; secondly, we have experienced
a participatory, informative and intellectually stimulating Health Assembly; thirdly, there is a better
organized, cohesive and firmly led World Health Organization; and fourthly, there is a strengthened WHO,
as reflected in the adoption of the appropriation resolution by consensus.

(The President continued in French.)
(Le Président poursuit en frangais.)

Un programme d’action sanitaire mieux ciblé : qui vise des problémes de santé majeurs, tels qu’une
diminution de 50% de la mortalité liée au paludisme en dix ans, mais aussi la tuberculose et d’autres
maladies a forte prévalence; qui s’attaque résolument a des risques imputables & I’homme, tels que le
tabagisme; qui s’efforce de contribuer a I’instauration de systémes de santé plus équitables, plus efficaces
et plus efficients; qui reconnait le réle central de la connaissance.

Une meilleure Assemblée mondiale de la Santé. Afin que notre programme d’action sanitaire apporte
un réel changement, il doit étre débattu, adopté, suivi et révisé. Au cours de I’ Assemblée de la Santé, des
mesures importantes ont été prises dans le bon sens. Nous nous sommes écoutés les uns les autres
attentivement, avons participé ou assisté a des tables rondes - nouvelle initiative trés bien accueillie - et
avons pu suivre des séances d’information trés bien préparées : fixation des priorités dans le secteur de la
santé : les ministres face a une entreprise ardue; investissements dans les hopitaux : les ministres face a des
dilemmes; trouver de I’argent : les ministres face a des dilemmes; VIH/SIDA : stratégies propices a une
réaction adéquate et durable face a I’épidémie.

Une Organisation mondiale de la Santé plus forte. Une seule OMS qui tire pleinement parti de sa
structure régionale, en agissant 1a ou il le faut - dans les grandes villes, les petites communautés rurales,
les écoles, les lieux de travail, la famille - 1a ol son action est le plus nécessaire. Ceci exige une vision

claire. Nous avons cette vision prospective, mais il fallait aussi une véritable direction et nous avons a
présent cette direction a I’OMS.
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Head Division of International Organizations, Ministry of Health and
Medical Education

IRAQ - IRAQ

Chief delegate - Chef de délégation

M. O.M. Mubarak
Ministre de la Santé
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Alternate(s) - Suppléant(s)

Ms L. Negru
First Secretary, Permanent Misison, Geneva

ROMANIA - ROUMANIE

Chief delegate - Chef de délégation

Professor A. Ciocalteu

Secretary of State, Ministry of Health
(Chief delegate from 17 to 20 May)
(Chef de délégation du 17 au 20 mai)

Deputy chief delegate - Chef adjoint de la
délégation
Mr M. Popa

Director-General, General Department of Public Health, Ministry of
Health

Delegate(s) - Délégué(s)

Mr I. Maxim

Ambassador, Permanent Representative, Geneva
(Chief delegate from 21 to 25 May)

(Chef de délégation du 21 au 25 mai)

Alternate(s) - Suppléant(s)

Mr T. Negru
Director-General, General Division of Budget, Ministry of Health

Ms L. Popescu
Director, Department of International Relations, Ministry of Health

Ms C. Heredea
Expert, Ministry of Health

Ms G. Dumitriu
Second Secretary, Ministry of Foreign Affairs

Mr A. Pacuretu
Third Secretary, Permanent Mission Geneva

Adviser(s) - Conseiller(s)

Dr V.K. Riazantsev
Chief Specialist, International Relations Department, Ministry of
Health

Mr R.J. Alyautdinov
Counsellor, Permanent Mission, Geneva

Dr A.V. Paviov
Counsellor, Permanent Mission, Geneva

Mr A.V. Kovalenko
Second Secretary, Permanent Mission, Geneva

Dr R.V. Grishchenko
Attaché, Permanent Mission, Geneva

RWANDA - RWANDA

Chief delegate - Chef de délégation

Dr E. Rwabuhihi
Ministre de la Santé

Delegate(s) - Délégué(s)

Dr T. Nizemyimana
Directeur de la Région sanitaire de Butare

Dr M. Mugabo
Chef de la Division de la Santé maternelle et infantile

Alternate(s) - Suppléant(s)

Dr C. Kananura
Chargé d'affaires a.i., Mission permanente, Genéve

SAINT KITTS AND NEVIS - SAINT-KITTS-ET-
NEVIS

RUSSIAN FEDERATION - FEDERATION DE
RUSSIE

Chief delegate - Chef de délégation

Mr E. Newton
Health Planner, Ministry of Health and Women's Affairs

Chief delegate - Chef de délégation

Professor V.I. Starodubov
Minister of Health

Deputy chief delegate - Chef adjoint de la
délégation

Mr V.S. Sidorov
Ambassador, Permanent Representative, Geneva

Delegate(s) - Délégué(s)

Dr N.N. Fetisov
Director, International Relations Department, Ministry of Health

Alternate(s) - Suppléant(s)

Professor Y.F. Issakov
Vice-President, Russian Academy of Medical Sciences

Mr R.A. Kolodkin
Deputy Permanent Representative, Geneva

Dr A.A. Monissov
Director, Department of the State Sanitary and Epidemiological
Surveillance, Ministry of Health

SAINT LUCIA - SAINTE-LUCIE

Chief delegate - Chef de délégation

Mrs S.L. Flood
Minister of Health, Family Affairs, Human Services and Gender
Relations

Delegate(s) - Délégué(s)

Mr C. Beaubrun
Ministry of Health

SAINT VINCENT AND THE GRENADINES
SAINT-VINCENT-ET-GRENADINES

Chief delegate - Chef de délégation

Mr C. Thomas
Minister of Health and the Environment
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TURKEY - TURQUIE

TUVALU - TUVALU

Chief delegate - Chef de délégation

Dr M.G. Karahan
Minister of Health

Deputy chief delegate - Chef adjoint de la
délégation

Mr M. Sungar
Ambassador, Permanent Representative, Geneva

Delegate(s) - Délégué(s)

Dr R. Zeydan
Deputy Under-Secretary, Ministry of Health

Alternate(s) - Suppléant(s)

Dr C. Ozcan
Director-General of Health Care, Ministry of Health

Mr M. Bal
Head of the Council of Research, Planning and Coordination,
Ministry of Health

Mr G. Sahin
Director-General of the Personal Department, Ministry of Health

Dr N. Gakmak
Deputy Director-General, Primary Health Care, Ministry of Health

Dr M.R. Kose
Director-General of Maternel and Child Care and Family Planning,
Ministry of Health

Mr B. Metin
Head of Foreign Relations Department, Ministry of Healith

Dr S. Metiner
Acting General Coordinator of the Health Project, Ministry of Health

Professor A. Akin
Department of Public Health, Facuity of Medecine, University of
Hacettepe

Dr O. Afsar
Deputy Head, Department of the Contagious Diseases, Ministry of
Health

Mrs S. Kizildeli
First Counsellor, Permanent Mission, Geneva

Mr Z. Gazioglu
Counsellor of Special Political Affairs, Permanent Mission, Geneva

Mr V.T. Vural
First Secretary, Permanent Mission, Geneva

Miss A. Degirmenciogiu
Second Secretary, Permanent Mission, Geneva

Mr Varlik
Expert, Under-Secretariat of State Planning

Dr T. Akalin
Ministry of Health

Chief delegate - Chef de délégation

Mr T. Esekia
Minister of Health, Women and Community Affairs and Minister of
Education and Culture

Delegate(s) - Délégué(s)

Ms L. Petaia
Secretary for Health, Women and Community Affairs, Ministry of
Health, Women and Community Affairs

Dr T. Pulusi
Director for Health, Ministry of Health, Women and Community
Affairs

Alternate(s) - Suppléant(s)

Mr A. Sandy
Personal Assistant, Ministry of Health, Women and Community
Affairs

UGANDA - OUGANDA

Chief delegate - Chef de délégation

Dr C.W.C.B. Kiyonga
Minister of Health

Delegate(s) - Délégué(s)

Mr J.W. Wagonda Muguli
Permanent Secretary

Mr N. Irumba
Chargé d'affaires, Permanent Mission, Geneva

Alternate(s) - Suppléant(s)

Dr F.G. Omaswa
Director-General, Health Services

Dr J.H. Kyabaggu
Director Health Services, Planning and Development

Dr G. Magumba
Deputy District Director, Health Services-Mukuno

Dr P. Tumusime
Acting Commissioner, Health Services Planning

Dr V. Ojoome
Assistant Commissioner, Health Services-Human Resource

Dr G. Mulindwa
Principal Health Planner

Mr J. Anyali
Principal Finance Officer

Mr S.W. Kisembo
Chief of Division Financial Management, Decentralisation
Secretariat

Mr I. Magona
Assistant Commissioner, Ministry of Finance

Ms G. Kinimi
Commissioner, Nursing

Mr K. Kunsa
Commissioner
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SPECIALIZED AGENCIES

INSTITUTIONS SPECIALISEES

WORLD INTELLECTUAL PROPERTY
ORGANIZATION

ORGANISATION MONDIALE DE LA
PROPRIETE INTELLECTUELLE

INTERNATIONAL LABOUR ORGANISATION
ORGANISATION INTERNATIONALE DU
TRAVAIL

M. N. Khlestov
Conseiller principal, Bureau de la Planification stratégique et du
Développement des Politiques

Dr J.-P. Naim
Chef de I'Unité médicale

M. E. Davydov
Relations avec les Organisations internationales

Mme M.-W. Kang
Relations avec les Organisations internationales

INTERNATIONAL ATOMIC ENERGY AGENCY
AGENCE INTERNATIONALE DE L'ENERGIE
ATOMIQUE

FOOD AND AGRICULTURE ORGANIZATION
OF THE UNITED NATIONS

ORGANISATION DES NATIONS UNIES POUR
L'ALIMENTATION ET L'AGRICULTURE

Ms M.S. Opelz
Head, IAEA Office, Geneva

Ms A.B. Webster
IAEA Office, Geneva

Mr T.N. Masuku
Director, FAO Liaison Office with the United Nations, Geneva

Mr P. Konandreas
Senior Liaison Officer, FAO Liaison Office with the United Nations,
Geneva

Ms N. Brandstrup
Liaison Officer, FAO Liaison Office with the United Nations, Geneva

WORLD TRADE ORGANIZATION -
ORGANISATION MONDIALE DU COMMERCE

M. M. Kennedy
Conseiller, Division de la Popriété intellectuelle

UNITED NATIONS EDUCATIONAL,

SCIENTIFIC AND CULTURAL ORGANIZATION
ORGANISATION DES NATIONS UNIES POUR
L'EDUCATION, LA SCIENCE ET LA CULTURE

Mme A. Cassam
Directeur, Bureau de Liaison, Genéve

WORLD BANK - BANQUE MONDIALE

REPRESENTATIVES OF OTHER
INTERGOVERNMENTAL
ORGANIZATIONS

REPRESENTANTS D'AUTRES
ORGANISATIONS
INTERGOUVERNEMENTALES

Mr J.C. Lovelace
Director, Health, Nutrition and Population

LEAGUE OF ARAB STATES - LIGUE DES
ETATS ARABES

INTERNATIONAL MONETARY FUND
FONDS MONETAIRE INTERNATIONAL

Mr G.B. Taplin
Acting Director, IMF Office, Geneva

Mr A. Al-Yousuf
Economist, IMF Office, Geneva

Mr N. Scott
Consultant, IMF Office, Geneva

M. D.A. Sweedan
Secrétaire général adjoint

M. S. Alfarargi
Ambassadeur, Observateur permanent, Genéve

Dr. HA. Hammouda
Directeur, Département de la Santé et de I'Environnement

M. S. Seif Alyazal
Troisiéme Secrétaire, Délégation permanente, Genéve

Dr O. El Hajje
Délégation permanente, Genéve

M. S. Aeid
Délégation permanente, Genéve
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REPRESENTATIVES OF
NONGOVERNMENTAL
ORGANIZATIONS IN OFFICIAL
RELATIONS WITH WHO

REPRESENTANTS DES
ORGANISATIONS NON
GOUVERNEMENTALES EN
RELATIONS OFFICIELLES AVEC

Council for International Organizations of
Medical Sciences

Conseil des Organisations internationales
des Sciences médicales

L'OMS

Dr Z. Bankowski
Professor M. Abdussalam
Mr S.S. Fluss

Dr J. Gallagher

Professor J.C. Siim

Council on Health Research for Development.
Conseil de la Recherche en Santé pour le
Développement

CMC - Churches' Action for Health
CMC - L'Action des Eglises pour la Santé

Dr M. Kurian

Dr E. Ombaka

Dr P. Nickson

Dr M. Risk

Dr J. Pehle

Dr C. Suwanwela
Dr M. Kerker
DrY. Nuyens
Dr M. Jegathesan

Ms S. de Haan

Commonwealth Association for Mental
Handicap and Developmental Disabilities
Association du Commonwealth pour les
Handicaps mentaux et les Incapacités liées
au développement

Federation for International Cooperation of
Health Services and Systems Research
Centers

Fédération internationale de Coopération des
Centres de Recherche sur les Systémes et
Services de Santé

Dr V.R. Pandurangi
Dr G. Supramaniam
Miss M.A. Brayton
Ms B. Harlev Lam

Dr R.M. Varma

Professor A. Taket

German Pharma Health Fund e.V.
German Pharma Health Fund e.V.

Dr G. Kusters

Dr C. Fink-Anthe

Commonwealth Medical Association
Association médicale du Commonwealth

Global Health Council - Conseil global de la
Santé

Ms M. Haslegrave

Dr J. Havard

Ms S. Newsome

Dr W.W. Kamel

Dr M.D. Gutekunst

Dr M. Clark

Dr M. Katz

Mr H. McConneli

Dr D. Smith
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International Consultation on Urological
Diseases

Consultation internationale sur les Maladies
urologiques

Professor S. Khoury

International Council of Women
Conseil international des Femmes

Mrs P. Herzog

International Council for Control of lodine
Deficiency Disorders

Conseil international pour la Lutte contre les
Troubles dus a une Carence en lode

Professor F. Delange

Mr Singh

International Council on Alcohol and
Addictions

Conseil international sur les Problémes de
I'Alcoolisme et des Toxicomanies

Dr E. Tongue

Dr L. Ramstrém

International Council for Standardization in
Haematology

Conseil international pour la Standardisation
en Hématologie

International Council on Social Welfare
Conseil international de I'Action sociale

Dr G. Stott

International Council of Nurses
Conseil international des Infirmiéres

Ms J. Koch

Ms H. Etemadi

International Cystic Fibrosis
(Mucoviscidosis) Association

Association internationale de Lutte contre la
Mucoviscidose

Dr J.A. Oulton

Dr M. Kingma

Dr T. Ghebrehiwet

Miss F.A. Affara

Mrs L. Carrier-Walker

Mrs M. Bertholet Pradervand
Ms C. Hyde-Pride

Mrs L. Arietti

Ms M. Fisher

Mrs C. Bosson

Mr E. Silver

Ms L. Heidet

International Epidemiological Association
Association internationale d'Epidémiologie

Dr R. Saracci

International Federation of Business and
Professional Women

Fédération internationale des Femmes de
Carriéeres libérales et commerciales

International Council of Scientific Unions
Conseil international des Unions scientifiques

Ms G. Gonzenbach

Ms M. Gerber

Professor Y. Verhasselt

International Federation of Gynecology and
Obstetrics

Fédération internationale de Gynécologie et
d'Obstétrique

Dr S. Nazeer
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