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1 . AMENDMENTS TO THE RULES OF PROCEDURE OF THE EXECUTIVE BOARD: Item 4.2 of the Agenda 
(Document EB53/l2 Add.1) (continued from the tenth meeting, section 6) 

The CHAIRMAN drew the Board's attention to the following draft resolution proposed by 
the Working Group : 

The Executive Board, 
Having considered the amendment to Rule 53 of the Rules of Procedure of the 

Executive Board proposed by the Government of the Republic of Guinea, 
DECIDES to revise Rule 53 of its Rules of Procedure to read as follows : 

Rule 53 
Six months before the date fixed for the opening of a session of the Board at 

which a Director-General is to be nominated, the Director-General shall inform 
members of the Board that they may propose persons for nomination by the Board 
for the post of Director-General. 

Any member of the Board may propose for the post of Director-General one or 
two persons, submitting with the proposal the curriculum vitae or other supporting 
information for each person. Such proposals shall be sent under confidential 
sealed cover to the Chairman of the Executive Board, care of the World Health 
Organization in Geneva (Switzerland), so as to reach the headquarters of the 
Organization not less than two weeks before the date fixed for the opening of 
the session. 

If the Director-General in office is available for reappointment, his name 
shall automatically be submitted to the Board and shall not require a proposal 
from any member. 

The Chairman of the Board will arrive in Geneva prior to the commencement 
of the meeting in sufficient time to open all proposals received and have all 
curricula vitae and supporting information translated and duplicated. 

Copies of all proposals for nomination for the post of Director-General 
(with the curriculum vitae or other information for each person) received within 
the period specified shall be distributed to each member under confidential cover 
on the opening day of the session. 

If no proposals have been received in time for distribution to members in 
accordance with this Rule, and in this event only, the Board shall itself 
establish a list of candidates in alphabetical order composed of the names 
proposed in secret by the members present and entitled to vote. 

At a private meeting the Board shall then elect a person by secret ballot 
from amongst the candidates proposed. 

For this purpose each member of the Board shall write on his ballot paper 
the name of a single candidate chosen from the list. If no candidate obtains 
the majority required, the candidate who obtains the least number of votes shall 
be eliminated at each ballot. If the number of candidates is reduced to two and 
if there is a tie between these two candidates after three further ballots, the 
procedure shall be resumed on the basis of the list originally established at the 
commencement of the balloting. 

The name of the person so nominated shall be announced at a public meeting 
of the Board and submitted to the Health Assembly. 
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Professor REID said the resolution was a useful one, particularly in regard to the 
suggestion in the second paragraph of the proposed Rule that names of candidates should be 
sent to the Chairman of the Executive Board under confidential cover, and that the Chairman 
should open them prior to the meeting of the Board at which the election was to take place. 

He had only two points to make; the first concerned the third paragraph of the proposed 
Rule, which provided that if the Director-General in office was available for reappointment, 
his name should automatically be submitted to the Board. Although he was sure no such 
problem would arise in the case of the present Director-General, the Board should take into 
account the possibility that some time in the future it might conceivably have been mistaken 
in its choice of Director-General. He therefore thought it better to deleted the paragraph 
in question, so that all candidates for the post of Director-General would start on an equal 
footing, and none would be nominated automatically. 

His second point concerned the seventh paragraph of the proposed Rule. It had been 
suggested earlier that, in addition to having the curricula vitae, the Board might also wish 
to make personal inquiries about candidates； hence it would be desirable to have an interval 
between the submission of names and the actual voting. He therefore proposed that the 
seventh paragraph should be amended to read : 

At a private meeting the Board shall then fix a date for the election, and on that date 
proceed to elect a person by secret ballot from amongst the candidates proposed. 

Decision： The first amendment proposed by Professor Reid was adopted. 

The CHAIRMAN, with regard to the second proposed amendment, asked the Secretariat to 
advise the Board whether it was in order to have an interval between the submission of 
nominations and the ©lection. 

Mr GUTTERIDGE, Director, Legal Division, said that on the opening day of a session the 
Board would in any case be likely to decide on its programme of work; it would not, therefore, 
appear necessary to have a private meeting to decide on what day the question of nominations 
for the post of Director-General was to be dealt with. However, such an arrangement would be 
perfectly in order from the procedural point of view. 

Dr EHRLICH proposed that the paragraph in question (the seventh) should be amended to 
read as follows : 

At the opening meeting of the Board a date shall be fixed for a private meeting at 
which the Board shall elect a person by secret ballot from amongst the candidates 
proposed. 

Decision; (1) The amendment proposed by Dr Ehrlich was adopted. 
(2) The resolution, as amended by Professor Reid and Dr Ehrlich, was adopted.1 

2. PROGRAMME REVIEW - HEALTH EDUCATION: Item 2.8 of the Agenda (Document EB53/8) (continued 
from the thirteenth meeting, section 4) 

The CHAIRMAN recalled that the Director-General1 s report on the programme review of health 
education (document EB53/8) had been introduced by Dr Martikainen the previous day. 

Professor VON MANGER-KOENIG said the review of twenty-five years * work by the Organization 
in the field of health education clearly showed the enthusiasm and imagination that had been 
devoted to that important subject. It also drew attention to the inevitable setbacks which 
had occurred during that period and which in part still persisted, confirming the urgent need 
for further development of health education activities at headquarters, at regional offices 

1 Resolution EB53.R37. 
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and throughout the world. In Official Records No. 212, the subject of health education was 
included under the family health programme, inserted between the Maternal and Child Health 
and the Nutrition subprogrammes； in that connexion it had been gratifying to hear the 
Director-General1 s statement that although health education was shown under Family Health, 
its activities permeated all divisions. 

He stressed that health education should aim at three categories of persons : (1) the 
general public, (2) health educators, and (3) those with political responsibilities. Regarding 
the general public, it was important to make people health-conscious and aware of their health 
needs: it was, for example, no use for the State to offer facilities such as health screening 
if the public was not prepared to make proper use of them. In order to achieve that end, the 
second category of people he had mentioned, namely the health educators, were vital, and the 
term "health educator" should include all those in charge of the physical and social well-
being of mankind. The principles, content and methods of health education should form an 
integral part of the training curriculum not only of doctors and teachers, but also of para-
medical and social workers and of leaders of industry, the Church, and the army. 

The third category comprised members of parliament, ministers of health and education, 
and officers in charge of regional and local administration. Unless those in positions of 
authority had a full understanding of the aims of health education, health personnel could not 
be trained, nor could the active cooperation of the public be secured. He was glad that the 
report had not shrunk from mentioning the problems encountered in this respect (pages 39-40 
of document EB53/8). In particular, the observations and recommendations made at the Third 
Special Meeting of Ministers of Health of the Americas (page 46 of EB53/8) were most 
enlightening, 

He suggested that the Board might request the Director-General to explore ways and means 
of providing additional support for the Organization1 s work in health education. In that 
connexion, the Director-General and the Regional Directors might envisage more contractual 
arrangements with existing national health education institutions, whereby such institutions 
would assume certain functions on behalf of WHO. The International Union for Health Education 
already made a valuable contribution, but national institutions could be useful in serving as 
clearing-houses at regional level for ongoing work in health education. Their technical 
personnel and financial facilities could be used for promoting and enforcing bilateral and 
multilateral cooperation between institutions and agencies engaged in health education; they 
could prevent duplication of effort by coordinating the production of audiovisual aids, 
coordinating the research into health education, and sponsoring fellowships in their respective 
regions. Finally, such national institutions might develop, under the supervision and 
encouragement of WHO, into WHO centres for training and research in health education. 

Professor CANAPERIA, alternate to Professor Vannugli, said that it could be seen from 
the report that, in spite of the fairly modest funds available for health education (both in 
the regular budget and in contributions from other sources), WHO had done excellent work in 
promoting and developing health education both in the regions and in individual countries. 
Its close collaboration with a nongovernmental organization working in the same field, the 
International Union for Health Education, showed how beneficial cooperation between govern-
mental and nongovernmental organizations could be. The Board had aften emphasized that WHO 
should take advantage of the experience of nongovernmental organizations with which it was in 
official relations, and this was a particularly effective example. 

Although from the organizational point of view health education came under the Family 
Health programme, the report showed that health education activities permeated WHO’s entire 
programme; that was appropriate, since education was the catalysing agent in any programme 
aimed at improving social and health conditions. There should thus be close collaboration 
between all the various technical divisions of the Organization as far as promotion of health 
education was concerned. 
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He drew attention to three points : the first concerned health education for children 
of school age. Although there was general agreement on the value of such education, 
considerable difficulty seemed to be experienced in ensuring that it did in fact penetrate 
to the schools. That difficulty was perhaps due to the fact that ministers of health and 
education did not take into account the need for training the teachers who were to provide 
health education in schools. Secondly, he did not think sufficient emphasis was given to 
the role of the mass media in health education. Although the most important element in 
education was the personal relationship between teacher and pupil, it should also be remembered 
that radio, television and film could have considerable influence. He suggested that WHO 
should investigate the possibility of using the mass media for purposes of health education. 

His third point concerned research into health education. He was surprised to see that 
research in that area had not been developed very far； more funds should be provided for 
that purpose, since any programme of health activities needed to be based on scientific 
research. There were a number of scientific institutes working in the field which could 
collaborate with WHO in such research, and provide the basis for a further development of 
activities in health education. 

Dr HEMACHUDHA said that, although there was general agreement that health education 
should be an intrinsic element in all public health programmes, in practice this was not 
often the case. The saying "prevention is better than cure" was widely accepted； but in 
real life preventive medicine was not accorded as great an importance as curative medicine. 
Another popular saying was that "health is wealth" - but in fact it was too often believed 
that wealth automatically bought health. 

The report had convinced him of the need to make a critical reappraisal of the 
progress of health education in Thailand, and in that connexion he was grateful for the infor-
mation on health education programmes for children in Nigeria and the Philippines given in 
the annexes to the report. He drew the Board1 s attention to a pilot project in the health 
education of schoolchildren being carried out in Thailand, in a district about 60 km from 
Bangkok； the project was a joint venture between the Ministry of Health and the Ministry of 
Education• 

Dr RESTREPO CHAVARRIAGA said that, although the report gave a clear picture of WHO'S 
activities in health education over the past 25 years, it was not sufficiently analytical• 
A close analysis of the Organization's activities would help in preparing programmes for 
the future. There was no doubt that from the theoretical point of view health education 
should be one of the basic elements in any health programme, and should be promoted by health 
personnel at all levels throughout the population. He felt however that the definitions 
given in the report were somewhat vague. 

A very important element highlighted in the report was the relationship of health 
education to community development programmes• He believed very strongly that the best 
possible way of promoting health education was by the participation of the community, not 
only economically, but also by way of ideas and technology. The community included not 
only those who would receive the benefits of health education, but also those who could make 
an active contribution to it, e.g. the politicians and the professionals of all kinds. 

The results of WHO'S health education programme had not been entirely successful, and 
this was true not only at country but also at regional level. There was still some doubt 
as to what kind of training the health educator should have ； should he be a graduate in 
biology, in medicine, or in the social sciences? That question had been discussed many 
times in the Board, but not enough stress had been laid on the fact that each type of 
training could achieve results. 

Another problem was that the present training of a health educator was often somewhat 
superficial, since not enough time was available to reach the high level required. There 
was also some uncertainty as to the precise role of the health educator in relation to other 
health personnel, resulting in a certain lack of balance in overall health programmes. 
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Because of this lack of clear definition of roles, it was often difficult to obtain the 
cooperation of anthropologists and social scientists where health education and community 
development were concerned - although in theory their contribution would be of great value. 
It was important to define very specific objectives if health education was not to be 
discredited. It should be clearly laid down what health educators were to be trained for, 
what level they were to occupy, and what was expected of them. Their training curriculum 
should not be cluttered with a large number of different subjects wiiich could only be dealt 
with superficially. 

Noting the reference in the review to the poverty of literature on health education, 
he said that it was particularly poor in Spanish, and research should concentrate on 
improving that situation； books and reviews were essential to progress in health education. 

Professor KOSTRZEWSKI said that the review revealed that activities in health education 
had been unbalanced. First, they had been concentrated upon age groups up to 30 years； 

but the health education of higher age groups was important, not only for the elderly them-
selves but also because of the influence they exerted on younger people• Secondly, while it 
was desirable that priority should be given to developing countries, such measures were also 
badly needed in more developed countries, particularly in the field of environmental health. 
Thirdly, health education had been too much limited to the health service system, and WHO 
had not gone much beyond describing the part it could play in general education. Fourthly, 
too little attention had been paid to the health education of more highly educated people； 

he referred to the remarks of other speakers on health education for politicians. 
WHO should cooperate more closely with other organizations, particularly with FAO in 

nutrition education and with ILO in accident prevention and occupational health education. 
As regards health education in environmental health, measures should especially concentrate 
on the economist, the industrialist, the politician and the government administrator, all 
of whom played decisive parts in environmental matters. WHO must develop special machinery 
for contacts with those professions, many members of which were often too busy to absorb 
the information supplied by newspapers and television, except in summary form. 

Dr EHRLICH said that the review could serve to illustrate successful efforts in health 
education, and WHO might wish to consider publishing it. Most important, in his view, 
it stressed the integrated approach and the efforts of health workers to apply their art 
in all their contacts with people. 

Resolution WHA26.35 had reiterated the conviction that health services should be 
"accessible and acceptable to the total population", and that positive concept of community 
health services relied on health education to develop community participation and acceptance. 
It should also help to enlist the active support of the population in the health programmes 
provided for them. The recommendations listed in chapter 9 of the review (Conclusions) 
relating to the strengthening of health education services must be followed if effective 
programmes were to be implemented. 

Dr CHEN Hai-feng said that health education involved the mobilization of the masses 
and their commitment to the fight against diseases. It also involved the guiding thought 
of whom to rely upon in developing health services for the people. In China, four 
principles had been established in health work since Liberation； service to workers, 
peasants and soldiers； priority for preventive measures； unity of doctors of traditional 
and western medicine； and integration of health work with mass movements. The latter 
included mobilization of the masses in the prevention and treatment of disease and the 
popularization of knowledge on health, in order to promote spontaneous and voluntary action 
against disease. 

The primary, ideological question was whether one had faith in the masses. The 
infinite wisdom of the masses must be recognized, since it was they who were best able to 
create practical measures suited to particular conditions. Once that aim was achieved, 
the three-in-one combination of the leaders, the professionals and the masses could carry 



- 2 0 7 - EB53/SR/l4 Rev.l 

out the common struggle. Health education and propaganda constituted a powerful weapon in 
achieving that aim and should be fully utilized to convince people of the need for measures 
to protect health. Only educated could the masses be properly organized. Re-
emphasizing the need for having faith in and relying on the masses, he stressed that 
unilateral action by health professionals was not enough, although they should be responsible 
for essential technical guidance. 

Health education in China stressed the ideological work of increasing the health 
consciousness of the people, encouraging innovative and popular methods, abandoning formalism, 
and emphasizing organization. Health education was achieved by word of mouth and by 
training large numbers of part-time health workers in the community: in rural areas over 
a million "barefoot" doctors and 3 million health aides working in the production teams were 
the most enthusiastic propagandists• In the early years of Liberation, the retraining of 
midwives had made them health propagandists in maternal and child health and family planning； 

and, after the eradication of smallpox, consolidation and surveillance measures by health 
workers had included health education. Thus it could be seen that once policies and 
principles were determined, man was the most precious and active factor providing the 
guarantee of good organization. 

Dr SARALEGUI PADRON proposed that the term "health education" should be rendered in 
Spanish by "educación para la salud", the term adopted by the International Union for Health 
Education and used practically throughout the world. 

Of the points raised in the review he wished particularly to stress health education 
for all ages and all professions, and in all regions. It was a professional task, the 
difficulties of 油ich had been indicated by Dr Restrepo. He agreed with Professor Canaperia 
on the importance of school health education. In his own 30 yearsT experience in the 
development of experimental programmes and teacher training centres, he had learnt that 
health education must not only lay down what should be done, but also how it should be done. 
Moreover, recommendations should be confined to what was possible, remembering always that 
many people had no access to medical care at all. Lack of health education was a kind of 
illiteracy in health, and was as serious as illiteracy in general• Health education was 
particularly necessary in hospitals； many patients were admitted as a result of inadequate 
health education, but they often left still uneducated in that regard. 

He also agreed with Professor Canaperia on the need for health education by way of 
the mass media provided in such variety in the modern world, as well as by traditional 
methods. He described a campaign organized in Uruguay with the collaboration of the many 
radio stations. It consisted of a health information programme broadcast five days a 
week； the press had later joined the campaign. Effective, s imple methods previously 
reserved for emergencies thus became a normal part of routine health education. 

Community participation was very important. Education was not merely the supplying 
of information but also the changing of behaviour； and people must be integrated into the 
community if better health and welfare were to be achieved. Funds were of course necessary 
-but education was always a good investment, and health education should form an integrated 
part of general continuing education by multidisciplinary programmes. 

He observed that certain publications of WHO had a genuine educational function. In 
general he endorsed the conclusions of the review; the suggestions and work of the 
International Union for Health Education； and the recommendations of the Third Special 
Meeting of Ministers of Health of the Americas, relating to health education in the Region. 

Dr BANA said that much of the success of health programmes was attributable to health 
education. He agreed with Dr Ehrlich that the review should be distributed as widely as 
possible. 
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Among the obstacles to health education was the resistance of health workers who did 
not believe in it, or were even scornful of it. Resistance to health education on the 
part of the public and the politicians was perhaps due to the difficulty of measuring the 
success of health education programmes. WHO should consider methods of demonstrating 
the concrete results of health education, perhaps through the reorganization of the training 
and preparation of health educators at all levels. 

If the matter was to be discussed at the next Health Assembly, clear indications 
should be given in the Board's resolution that governments should be asked to give priority 
to health education which was as necessary for the developed as for the developing countries 
(witness the role of health education in the prevention and treatment of chronic diseases 
such as diabetes). 

He agreed with Professor von Manger-Koenig on the need for collaboration with other 
organizations concerned with health education, particularly in view of the small number 
of health education staff at WHO headquarters and in the regional offices mentioned by 
Dr Martikainen at the last meeting. Too little had been achieved when one considered 
the number of meetings, seminars and other preparatory activities reported in the review. 

Professor TIGYI said that the detailed summary of research activities in the review was 
particularly valuable, and asked whether details on objective methods for evaluating the 
results of health education could be supplied. 

Professor SULIANTI SAROSO agreed with previous speakers that individual motivation and 
community participation were the basic aims of health education, which should be an integral 
part of all health programmes. But, as had been observed, people did not always act as 
the health authorities wished them to; the reasons for the success of such methods as those 
described by Dr Chen Hai-feng and Dr Saralegui, and the failure of others, must be studied. 

Referring to chapter 3 (Health education for school—age children and youth), she 
emphasized that health education was aimed at instilling healthy habits at an early age. 
Although there was a reference to close cooperation between WHO and UNESCO, she had seen 
no evidence of the work of UNESCO in school health education in Indonesia; collaboration 
with that organization should be intensified. 

Referring to chapter 5 (Health education - communicable and noncommunicable diseases), 
she urged that the recommendations of the expert committees mentioned there should be 
implemented, and that mechanisms for health education should be improved by such measures 
as the orientation of international health workers assigned to other health programmes. 

In Indonesia research on training in health education had already started. She was 
convinced that such training should concentrate on the role of health workers in health 
education, along the lines indicated by Dr Restrepo. 

Professor REID praised the critical and constructive analysis made by Professor Kostrzewski 
and the comments on health education in hospitals made by Dr Saralegui. The latter was 
particularly important in view of the increase in chronic diseases whose successful treat-
ment depended on an adjustment of the patient's way of life, and of the need to discourage 
smoking. The most common reason for failure in diabetes treatment was the lack of under— 
standing on the part of the patient as to what was required of him. That was a reflection 
on the ignorance of health professionals of the need for communication with the patient. 

Governments and health agencies were in many countries setting an example, among them 
the health department in the United Kingdom of Great Britain and Northern Ireland, which 
discouraged smoking among members of the staff and visitors. He suggested that the Director-
General should consider the role to be played by WHO - which many regarded as epitomizing 
the concept of health - in setting a healthy example, particularly with regard to smoking. 
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Dr CHITIMBA said that, while recommendations had been made that all health workers should 
be health educators, insufficient attention had been paid to practical measures for their 
training. Results would depend on the degree of receptiveness of the public to health pro-
grammes ,and mere lip service to health education would not ensure it. He suggested that 
industrial workers would be a particularly good target for health education, as there were 
obviously good reasons for both employers and workers accepting it• If the coverage of 
that subject in the review was any indication, WHO could afford to devote more attention to 
health education in industry. 

Much could be done to encourage self-evaluation by health educators in order to ensure 
that they took a more flexible position on certain issues which could often be a determining 
factor in the success or failure of a health programme. 

Dr SAUTER said that the basic aim of health education in the past had been to combat 
ignorance and negligence. For many people there had been a profound change, they were alert and even 
alarmed, and it was essential to take into account their greater sensitivity to certain measures 
taken in their interest. He gave as examples the mistrust of mass radiological examinations that 
arose from a consciousness of the dangers of ionizing radiation； and the mistrust of fluoridation 
among people who had heard about the toxicity of fluorides. That development was important for 
the future of health education, and deserved to be mentioned in the review. 

Dr CHANG, Assi.cant Director-General, assured members of the Board that WHO fs future 
programme would »ake into account the many constructive comments they had made. He referred 
especially to che integration of health education in the training of health workers and the 
public ; iiie health education of administrators and politicians ; and collaboration and 
cooperation with the intergovernmental and nongovernmental organizations concerned. It was 
reco^iized that health education could not be achieved in a vaccuum, that the public must be 
motivated and that individual and community motivation must be translated into action. Faith 
i л the people must be engendered before mobilization of the masses could be achieved. Health 
education must be seen as a continuous process running through all health programmes-

The review was largely historical, and did not analyse the problems in sufficient detail. 
It was realized however that such a detailed analysis was necessary in order to correct 
deficiencies and shortcomings in future programmes of health education. 

Dr MARTIKAINEN (Health Education) said that she had noted Dr Restrepo's sound and construct 
tive criticisms and, in particular, his view that health education was linked with community 
development in that it was a tool for promoting people * s participation in activities that 
included the health aspects of community development. The fact that, in his experience, health 
education was not always successful touched on the important question of the need to look very 
critically (as other members of the Board had suggested) at the provision made for detailed 
planning, implementation, and evaluation of health education as a component of health 
programmes and of programmes in related sectors. 

In reply to Professor Tigyi, she said that the need for evaluation had been recognized by 
WHO technical meetings, not only at headquarters but in the African, American, European, Eastern 
Mediterranean and South-East Asia Regions. On pages 44-45 of document EB53/8 there were 
references to attempts to foster more critical planning and evaluation of health education and 
a precise definition of its aims, the people it must reach, and its role as a component of 
health planning, health effort, and related community development. 

She would welcome an opportunity of exchanging views with Dr Restrepo, and with any other 
member of the Board on the points that had been raised, including details of the training of 
health and other personnel in health education and the preparation of professional specialists 
in the subject. Ways of improving the training in health education of all types of health 
personnel - including those who intended to specialize in the subject - were under serious 
study in many institutions at the present time. That was an encouraging sign of recognition 
that the problem was much more complex than had formerly been realized and that a superficial 
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introduction to health education and the behavioural sciences was not enough to enable all health 
workers and health education specialists, as members of the health team, to make the contri-
butions required if the planning, evaluation, and implementation of health education was to be 
improved. 

The CHAIRMAN put the following draft resolution to the meeting： 

The Executive Board, 
Having considered the report of the Director-General on the programme of the 

Organization in the field of health education； and 
Recognizing that health education is basic both for individual motivation and for 

community participation in the improvement of health conditions, and should therefore 
form an integral part of all health programmes, 
1. NOTES with satisfaction the activities of the Organization in the field of health 
education; 
2. EMPHASIZES the importance of health education in national programmes of health and 
in programmes of socioeconomic development that affect health; 
3. RECOMMENDS 

(1) that WHO should intensify health education in all the programmes of the 
Organization and should assist Member States in strengthening the planning, 
implementation and evaluation of those parts of their national health programmes, 
including manpower development, that are concerned with health education； 

(2) that WHO should bring to the attention of Member States and international 
agencies the need for the expansion of activities in health education; and 
(3) that WHO should continue to cooperate fully with the United Nations, the 
specialized agencies and the appropriate international nongovernmental organizations 
and bilateral agencies in programmes in which health education plays an important part； 

4. REQUESTS the Director-General to explore ways and means of providing additional 
support for the Organization's programme of work in health education. 
5. REQUESTS the Director-General further to submit the programme review, together with 
the comments of the Executive Board on it, to the Twenty-seventh World Health Assembly 
for its consideration when the proposed programme and budget estimates for 1975 are 
being reviewed. 

Decision： The resolution was adopted.1 

3. REPORT OF THE JOINT ILO/WHO COMMITTEE ON HEALTH OF SEAFARERS : Item 2 of the 
Supplementary Agenda (Document ЕВ53/39) 

Dr PAVLOV, Assistant Director-General, introducing document ЕВ53/39,recalled that sea-
farers had long been recognized as an important sector of the working population that was 
exposed to several potential health hazards, including toxic agents, psychosocial disorders 
and communicable diseases, as well as having characteristic health problems. He outlined the 
history of the Joint ILO/WHO Committee, as given in the first paragraph of section 1 of the 
document. 

At the request of the ILO Governing Body, and after preliminary consultation with WHO, the 
fifth session of the Joint ILO/WHO Committee had been convened in September 1973 to consider, 
among other subjects, medical and first aid training for ship personnel, health examination of 
crew members exposed to toxic substances, and the effects of immersion hypothermia on certain 
groups of seafarers exposed to that risk. WHO temporary advisers had taken part in the 
meetings, which were serviced by the WHO Secretariat. The Committee1s report and resolutions 
were annexed to the document before the meeting. 

1 Resolution EB53.R38. 
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The Committee's main recommendations emphasized the importance of various aspects of 
training in medical and first aid, the development of preventive care at health centres for 
seafarers and in emergencies, the provision of emergency dental facilities in ports, the 
development of pre-employment and periodic medical examinations for crew members in tankers 
carrying toxic chemicals, and the education of crew and shipowners on the prevention of after-
effects of immersion hypothermia. Th© Committee also recommended that the International 
Medical Guide for Ships, published in 1967, should be brought up to date to take into account 
modern techniques for controlling accidents and injuries and for dealing with other health 
problems affecting seamen 一 in particular their occupational exposure to physical, chemical, 
and psychosocial factors harmful to health. The publication was widely used by governments, 
shipowners, and specialists in maritime medicine in various parts of the world. 

In the WHO programme for the health of seafarers, the main emphasis was on the develop-
ment of WHO collaborating centres in various parts of the world, with a view to providing 
preventive and curative health care to seamen and collecting information on their health 
problems. So far two such pilot centres had been designated - one in Gdynia (Poland) and 
the other in Auckland (New Zealand) - in accordance with resolution WHA22.31 of the Twenty-
second World Health Assembly. 

At its meeting in November 1973, the ILO Governing Body had noted the Committee's report 
and had agreed to communicate its resolutions to ILO Member States. The Executive Board 
might wish to note the report and request the Director-General to communicate the Committee's 
recommendations to WHO Member States. 

Dr ANNONI (International Labour Organisation) expressed ILO's satisfaction with the work 
done by the Joint ILO/WHO Committee at its recent session. The subjects considered by the 
experts on the Committee were important to the health of that large group of workers whose 
working conditions rendered preventive and curative health care difficult. The experts' 
conclusions related to fundamental aspects of the action required to improve the present situa-
tion and overcome the difficulties encountered. The Committee's resolutions, embodying the 
recommendations to which Dr Pavlov had referred, were a valuable contribution to the solution 
of the problems in question and contained interesting suggestions for both national and 
international action. 

The ILO Governing Body had shown a lively interest in the report and had expressed its 
appreciation of the fruitful collaboration between the two organizations. Subject to the 
decision about to be taken by the Executive Board, the Governing Body intended to make the 
resolutions widely known to governments, shipowners and seafarers and, also in cooperation 
with WHO, to take them into account in the future ILO programme. He assured the Board of 
ILO's intention to continue cooperating with WHO in that sector of common concern, and ex-
pressed his Organization's satisfaction at a collaboration that led to practical results and 
brought forward useful solutions to a number of problems that were of the greatest importance 
to the group of workers concerned. 

Dr EHRLICH expressed his satisfaction with the results achieved by the Committee. 
Referring to paragraph 49 of the report, he informed the Board that the eight United States 
Public Health Service Marine hospitals were not to be closed. Had they been closed, equi-
valent services would have been provided. 

Referring to paragraph 4 of the resolution on the further work of the Joint Committee 
(page 16 of the report), he asked why it was necessary - after an interval of eight years -
to convene another session so close to the last, as seemed to be intended by the suggestion 
that the Committee's next session be held as soon as possible. 

Dr PAVLOV, Assistant Director-General, thanked Dr Ehrlich for his information and the 
representative of ILO for his comments. With the Board's permission, the Chief of the 
Occupational Health unit would answer Dr Ehrlich's question. 
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Dr EL BATAWI (Occupational Health) said that WHO had been assisting the pilot health 
centres in surveying the health conditions of seafarers in different parts of the world. 
The reports of those centres suggested that trends in the health of seafarers were taking a 
new direction. In the past seamen calling at different ports had been regarded as a possible 
factor in the transfer of communicable diseases from one part of the world to another. But 
it had now been found (from a systematic review of almost 5000 cases of illness reported to the 
Gydnia Centre in 1972) that respiratory diseases, excluding tuberculosis, accounted for 22% 
of cases, functional and organic nervous diseases for 11%, occupational injuries and 
poisoning for 9%, accidents for 4.6%, intestinal parasitoses for 3%, and peptic ulcers for 
2.1%. That pattern called for attention without undue delay, but perhaps not necessarily 
during 1974 or even 1975. Further information to be collected, including information 
expected to arrive from the Auckland Centre, might show that the guidelines for providing 
health services to seafarers needed adaptation, and that the International Medical Guide for 
Ships needed revision beyond that already obviously necessary. At the moment, the Guide 
gave emphasis to certain communicable diseases where the global picture was at present 
changing as a result of successful control. It should take into account the new trends 
in the health of the group of workers with which it was concerned. Other psychosocial 
problems were widespread and needed consideration, as could be seen from the incidence of 
nervous and psychosomatic disorders. Ships had changed in type and new types of cargo 
were being carried, including toxic chemicals in bulk; the precautions to be taken in 
handling such cargoes should be emphasized. 

In was in the light of those new trends, and of its own recommendations concerning 
(i) the medical examination of crew members on tankers carrying chemicals in bulk and 
(ii) immersion hypothermia, that the Committee had wished to meet again soon and more 
frequently than in the past in order to revise the International Medical Guide for Ships 
and produce new guidelines for the provision of health services to seafarers. 

Professor KHOSHBEEN, Rapporteur, read out the following draft resolution: 

The Executive Board, 
Having considered the Report of the fifth session of the Joint ILO/WHO Committee 

on the Health of Seafarers, 
1. NOTES the report; and 
2. REQUESTS the Director-General to transmit the recommendations made in this report 
to Member States. 

Decision： The resolution was adopted.工 

4. STUDY OF THE POSSIBILITY OF FINANCING WHO ACTIVITIES IN CURRENCIES OTHER THAN US DOLLARS 
AND SWISS FRANCS: Item 6.2 of the Agenda (Resolution WHA26.40; Document EB53/21 and 
Add.l)2 

The CHAIRMAN suggested that the Board consider first the question of the payment of 
contributions in currencies other than US dollars or Swiss francs (document EB53/21) and 
then the ACC study on the assessment of Members in currencies other than the US dollar 
(document EB53/21 Add.l) 

It was so agreed. 

Mr FURTH, Assistant Director-General, recalled the terms of the relevant resolution as 
stated in section 1,1 of the Director-General's report (document EB53/21). 

1 Resolution EB53.R39. 
See Off. Rec. Wld Hlth Org., 1974, No. 215, Annex 6. 
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The currency in which contributions were paid was governed by two principles. The first, 
as stated in Financial Regulation 5.5 was that: 

Annual contributions . • • shall be assessed in US dollars, and shall be paid in either 
US dollars or Swiss francs； provided that payment of the whole or part of these contri-
butions may be made in such other currency or currencies as the Director-General, in 
consultation with the Board, shall have determined. 

The second, as stated by the Second World Health Assembly in resolution WHA2.58, was that： 

contributions to the operating budget in currencies other than US dollars and Swiss francs 
^shall^ be accepted, on the basis that all Member governments shall have equal rights in 
paying a proportionate share of their contribution in such currencies as may be acceptable 

In application of those principles, the Health Assembly and the Executive Board had 
authorized the Director-General to accept pounds sterling in payment of contributions for 1953, 
as well as US dollars and Swiss francs - since which time pounds sterling had remained an 
optional currency. In 1963, by resolution EB31.R11, the Executive Board authorized the 
Director-General: 

subject to appropriate arrangements being concluded, to accept a proportion of the 
contributions to the regular budget in the currencies of those countries where regional 
offices are established and in such amounts as he shall have determined can be fully 
utilized by the Organization . . . 

That situation prevailed from 1964 for a few years. But the application of the principle of 
each Member government having equal rights to pay a proportionate share of its contribution 
in such currencies as might be acceptable created a problem in so far as the amounts that 
could be utilized of the currencies of countries where regional offices were established had 
to be apportioned pro rata to their percentage assessment among those Members that had expressed 
a wish to pay in such currencies. If some of the larger contributors opted to pay in the 
currency of those countries, only a very small balance remained for apportionment among the 
smaller contributors, including the Members in whose currencies payments could be made. 
Moreover, the fact that WHO no longer used convertible currencies for purchasing some of the 
currencies of countries in which regional offices were located was not welcomed by the 
governments of some of the countries concerned. 

The question had therefore been raised again in 1966, at the request of two Member States in 
which regional offices were located. By resolution EB38.R16, the Executive Board authorized 
the Director-General to accept a proportion of the contributions to the regular budget in 
pounds sterling and in the currencies of those countries in which the Regional Offices for 
Africa, Europe and the Western Pacific were located. Under the present arrangement, each 
year after the adoption of the programme and budget estimates for the ensuing year, the 
Director-General sent a letter to all Member States informing them of the contributions due 
for the ensuing financial year, listing the four currencies other than the US dollar and Swiss 
franc that were acceptable for payment of contributions, and setting out the terms and 
conditions under which those currencies were currently accepted. The form of letter was 
attached to document EB53/21 as Annex 1. Annex 2 showed the extent to which Members took 
advantage of the option； members of the Board would note that their number had declined from 
16 in 1967 to 8 in 1973. 

In order to find ways of assisting Members by facilitating payment of contributions in 
currencies other than the US dollar and the Swiss franc, a careful study had been made by the 
Secretariat of the arrangements prevailing in other organizations of the United Nations system. 
The practices had been found to vary considerably but most of them were of little relevance to 
the study, in that few organizations offered any - and those that did offered only very limited -
facilities for payment of contributions in currencies other than the US dollar and the Swiss 
franc. The only organizations whose practices were of real interest were the United Nations 
and UNESCO. Their practices were described in section 3 of document EB53/21. He would not 
describe them in detail because one of the Director-General1 s suggestions was essentially 
based on the practices of those two organizations, and of UNESCO in particular. 
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In considering the possible courses of action for WHO, the Board might wish to keep in 
mind three important considerations. First, funds received from all sources had been dis-
bursed, during the past year, for example, in the currencies of over 75 countries and in amounts 
ranging from as little as the equivalent of US$ 8000 to over $ 45 million. Secondly, WHO did 
not purchase all the currencies it used but obtained considerable amounts of currencies other 
than US dollars or Swiss francs through the Voluntary Fund for Health Promotion, through UNDP, 
through UNFPA, and from other miscellaneous trust funds and special accounts. Thirdly, under 
the existing arrangements of the Revolving Fund for Teaching and Laboratory Equipment for 
Medical Education and Training, the Director-General was authorized to accept non-convertible 
national currencies for the purchase of that equipment and to exchange the various currencies 
accumulated in the Revolving Fund for convertible currencies available in the regular budget. 
Any arrangement the Board might wish to advocate should not impair the facilities offered by 
the Revolving Fund, which were highly valued by some Members. A summary of the Fund's 
operations was given in Annex 5 to document EB53/21. 

If the current principle was maintained of giving equal rights to all Member States to pay 
in optional currencies in proportion to their assessment rate, only three practical arrangements 
seemed possible. They were briefly outlined in paragraph 4.2 of the report and were: (i) to 
continue the present arrangement； (ii) to accept payment in currencies of all the countries 
in which regional offices were located, including Indian rupees and Egyptian pounds, after 
inquiry by the Board whether that would be acceptable to the two Members concerned; or 
(iii) to accept payment under the same conditions in all the currencies that the Organization 
had to purchase in annual amounts exceeding the equivalent of about US$ 500 000. It was not 
suggested that the limit should be any lower because of the administrative problems involved 
not only for WHO but also for Members wishing to pay part or the whole of their contributions 
in currencies needed by WHO in only small amounts. 

If the Board were to abandon the principle of equal rights for all Members in paying a 
proportionate share of their contribution in such currencies as might be acceptable, it would 
be possible to consider adopting an arrangement similar to the one in force in UNESCO. Each 
Member would be offered the possibility, within certain limitations and under agreed conditions 
described in Annex 6, of paying all or part of its contribution in its own national currency. 
The Director-General would be authorized by the Board to accept payment in a Member's national 
currency only on request of that Member and only after having ascertained that there was a 
foreseeable need for a substantial amount of that currency during the financial year concerned. 
It would thus be for the Director-General to determine what part, if any, of the Member's con-
tribution could be accepted in national currency. The system would work as follows: after 
the adoption of the budget estimates and the scale of assessment for 1975 by the Health Assembly 
in May 1974, the Director-General would send to each Member a letter drafted along the lines of 
the form of letter contained in Annex 6, offering the Member the facility of paying its contri-
bution in its national currency, under certain conditions. The Member would have to notify 
the Director-General, by 30 September 1974, whether or not it wished to pay a.11 or part of its 
contribution in its national currency. Failure to reply by that date would signify that the 
Member concerned would be required to pay the whole of the 1975 contribution in US dollars or 
Swiss francs. If a Member notified the Director-General by 30 September 1974 that it wished 
to pay part or all of its contribution in its national currency, the Director-General would 
estimate the Organization's 1975 requirements in the national currency of the Member concerned 
and, if the request could be accommodated in whole or in part, would write to the Member a 
letter along the lines of that contained in Annex 7 to the report, informing it of the amount 
of the national currency acceptable, the date by which payment should be made, and other 
particulars. 

This suggestion would involve a departure from a principle to which the Organization had 
adhered since its early days¿ but it might provide a solution to a problem of serious concern 
to a number of Members. 
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Professor VANNUGLI said that, being a physician and not a financial expert, he felt that 
any change would bring about complications. As the Board had been asked to propose solutions 
for consideration by the Health Assembly, perhaps it could forthwith propose those just outlined 
by Mr Furth without further discussion. 

Dr EHRLICH considered that in putting forward the solutions without expressing an opinion, 
the Board would not be discharging its responsibility to the Health Assembly. 

The meeting rose at 12,30 
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1. AMENDMENTS TO THE RULES OF PROCEDURE OF THE EXECUTIVE BOARD: Item 4.2 of the Agenda 
(Document EB53/l2 Add.l) (continued) 

The CHAIRMAN drew the Board's attention to the following draft resolution proposed by 
the Working Group : 

The Executive Board, 
Having considered the amendment to Rule 53 of the Rules of Procedure of the 

Executive Board proposed by the Government of the Republic of Guinea, 
DECIDES to revise Rule 53 of its Rules of Procedure to read as follows : 

Rule 53 
Six months before the date fixed for the opening of a session of the Board at 

which a Director-General is to be nominated, the Director-General shall inform 
members of the Board that they may propose persons for nomination by the Board 
for the post of Director-General. 

Any member of the Board may propose for the post of Director-General one or 
two persons, submitting with the proposal the curriculum vitae or other supporting 
information for each person. Such proposals shall be sent under confidential 
sealed cover to the Chairman of the Executive Board, care of the World Health 
Organization in Geneva (Switzerland), so as to reach the headquarters of the 
Organization not less than two weeks before the date fixed for the opening of 
the session. 

If the Director-General in office is available for reappointment, his name 
shall automatically be submitted to the Board and shall not require a proposal 
from any member. 

The Chairman of the Board will arrive in Geneva prior to the commencement 
of the meeting in sufficient time to open all proposals received and have all 
curricula vitae and supporting information translated and duplicated. 

Copies of all proposals for nomination for the post of Director-General 
(with the curriculum vitae or other information for each person) received within 
the period specified shall be distributed to each member under confidential cover 
on the opening day of the session. 

If no proposals have been received in time for distribution to members in 
accordance with this Rule, and in this event only, the Board shall itself 
establish a list of candidates in alphabetical order composed of the names 
proposed in secret by the members present and entitled to vote. 

At a private meeting the Board shall then elect a person by secret ballot 
from amongst the candidates proposed. 

For this purpose each member of the Board shall write on his ballot paper 
the name of a single candidate chosen from the list. If no candidate obtains 
the majority required, the candidate who obtains the least number of votes shall 
be eliminated at each ballot. If the number of candidates is reduced to two and 
if there is a tie between these two candidates after three further ballots, the 
procedure shall be resumed on the basis of the list originally established at the 
commencement of the balloting. 

The name of the person so nominated shall be announced at a public meeting 
of the Board and submitted to the Health Assembly. 
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Professor REID said the resolution was a useful one, particularly in regard to th© 
suggestion in the second paragraph of the proposed Rule that names of candidates should be 
sent to the Chairman of the Executive Board under confidential cover, and that the Chairman 
should open them prior to the meeting of the Board at which the ©lection was to take place. 

He had only two points to make; the first concerned the third paragraph of the proposed 
Rule, which provided that if the Director-General in office was available for reappointment, 
his name should automatically be submitted to the Board. Although he was sure no such 
problem would arise in the case of the present Director-General, the Board should take into 
account the possibility that some time in the future it might conceivably have been mistaken 
in its choice of Director-General. He therefore thought it better to deleted th© paragraph 
in question, so that all candidates for the post of Director-General would start on an equal 
footing, and none would be nominated automatically. 

His second point concerned the seventh paragraph of the proposed Rule. It had been 
suggested earlier that, in addition to having the curricula vitae, the Board might also wish 
to make personal inquiries about candidates； hence it would be desirable to have an interval 
between the submission of names and the actual voting. He therefore proposed that the 
seventh paragraph should be amended to read : 

"At a private meeting the Board shall then fix a date for the election, and on that date 
proceed to elect a person by secret ballot from amongst the candidates proposed." 

Decision: The first amendment proposed by Professor Reid was adopted. 

The CHAIRMAN, with regard to the second proposed amendment, asked the Secretariat to 
advise the Board whether it was in order to have an interval between the submission of 
nominations and the ©lection. 

Mr GUTTERIDGE, Director, Legal Division, said that on the opening day of a session the 
Board would in any case be likely to decide on its programme of work; it would not, therefore, 
appear necessary to have a private meeting to decide on what day the question of nominations 
for the post of Director-General was to be dealt with. However, such an arrangement would be 
perfectly in order from the procedural point of view. 

Dr EHRLICH proposed that the paragraph in question (the seventh) should be amended to 
read as follows: 

"At the opening meeting of the Board a date shall be fixed for a private meeting at 
which the Board shall elect a person by secret ballot from amongst the candidates 
proposed 

Decision： (1) The amendment proposed by Dr Ehrlich was adopted. 
(2) The resolution, as amended by Professor Reid and Dr Ehrlich was adopted. 

2. PROGRAMME REVIEW - HEALTH EDUCATION: Item 2.8 of the Agenda (Document EB53/8) (continued) 

The CHAIRMAN recalled that the Director-General's report on the programme review of health 
education (document EB53/8) had been introduced by Dr Martikainen the previous day. 

Professor von MANGER-KOENIG said the review of twenty-five years * work by the Organization 
in the field of health education clearly showed the enthusiasm and imagination that had been 
devoted to that important subject# It also drew attention to the inevitable setbacks which 
had occurred during that period and which in part still persisted, confirming the urgent need 
for further development of health education activities at headquarters, at regional offices 
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and throughout the world. In Official Records No. 212, the subject of health education was 
included under the family health programme, inserted between the Maternal and Child Health 
and the Nutrition subprogrammes； in that connexion it had been gratifying to hear the 
Director-General's statement that although health education was shown under Family Health, 
its activities permeated all divisions # 

He stressed that health education should aim at three categories of persons : (1) the 
general public, (2) health educators, and (3) those with political responsibilities. Regarding 
the general public, it was important to make people health conscious and aware of their health 
needs : it was, for example, no use for the Stat© to offer facilities such as health screening 
if the public was not prepared to make proper use of them. In order to achieve that end, the 
second category of people he had mentioned, namely the health educators, were vital, and the 
term "health educator" should include all those in charge of the physical and social well-
being of mankind. The principles, content and methods of health education should form an 
integral part of the training curriculum not only of doctors and teachers, but also of para-
medical and social workers and of leaders of industry, the Church, and the army. 

The third category comprised members of parliament, ministers of health and education, 
and officers in charge of regional and local administration. Unless those in positions of 
authority had a full understanding of the aims of health education, health personnel could not 
be trained, nor could the active cooperation of the public be secured. He was glad that the 
report had not shrunk from mentioning the problems encountered in this respect (pages 39-40 
of document EB53/8). In particular, the observations and recommendations made at the III 
Special Meeting of Ministers of Health of the Americas (pa^e 46 of EB53/8) were most 
enlightening. 

He suggested that the Board might request the Director-General to explore ways and means 
of providing additional support for the Organization's work in health education. In that 
connexion, the Director-General and the Regional Directors might envisage more contractual 
arrangements with existing national health education institutions, whereby such institutions 
would assume certain functions on behalf of WHO. The International Union for Health Education 
already made a valuable contribution, but national institutions could be useful in serving as 
clearing-houses at regional level for ongoing work in health education. Their technical 
personnel and financial facilities could be used for promoting and enforcing bilateral and 
multilateral cooperation between institutions and agencies engaged in health education； they 
could prevent duplication of effort by coordinating the production of audiovisual aids, 
coordinating the research into health education, and sponsoring fellowships in their respective 
regions. Finally, such national institutions might develop, under the supervision and 
encouragement of WHO, into WHO centres for training and research in health education. 

Professor CANAPERIA said that it could be seen from the report that, in spite of the 
fairly modest funds available for health education (both in the regular budget and in contri-
butions from other sources), WHO had done excellent work in promoting and developing health 
education both in the regions and in individual countries. Its close collaboration with a 
nongovernmental organization working in the same field, the International Union for Health 
Education, showed how beneficial cooperation between governmental and nongovernmental 
organizations could be. The Board had often emphasized that WHO should take advantage of 
the experience of nongovernmental organizations with which it was in official relations, and 
this was a particularly effective example. 

Although from the organizational point of view health education came under the Family 
Health programme, the report showed that health education activities permeated WHO's entire 
programme; that was appropriate, since education was the catalysing agent in any programme 
aimed at improving social and health conditions. There should thus be close collaboration 
between all the various technical divisions of the Organization as far as promotion of health 
education was concerned. 
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He drew attention to three points : the first concerned health education for children 
of school age. Although there was general agreement on the value of such education, 
considerable difficulty seemed to be experienced in ensuring that it did in fact penetrate 
to the schools. That difficulty was perhaps due to the fact that ministers of health and 
education did not take into account the need for training the teachers who were to provide 
health education in schools. Secondly, he did not think sufficient emphasis was given to 
the role of the mass media in health education. Although the most important element in 
education was the personal relationship between teacher and pupil, it should also be remembered 
that radio, television and film could have considerable influence. He suggested that WHO 
should investigate the possibility of using the mass media for purposes of health education. 

His third point concerned research into health education. He was surprised to see that 
research in that area had not been developed very far； more funds should be provided for 
that purpose, since any programme of health activities needed to be based on scientific 
research. There were a number of scientific institutes working in the field which could 
collaborate with WHO in such research, and provide the basis for a further development of 
activities in health education. 

Dr HEMACHUDHA said that, although there was general agreement that health education 
should be an intrinsic element in all public health programmes, in practice this was not 
often the case• The saying "prevention is better than cure" was widely accepted； but in 
real life preventive medicine was not accorded as great an importance as curative medicine. 
Another popular saying was that "health is wealth" - but in fact it was too often believed 
that wealth automatically bought health. 

The report had convinced him of the need to make a critical reappraisal of the progress 
of health education in his own country, and in that connexion he was grateful for the infor-
mation on health education programmes for children in Nigeria and the Philippines given in 
the Annexes to the report. He drew the Board1 s attention to a pilot project in the health 
education of schoolchildren being carried out in Thailand, in a district about 60 km from 
Bangkok； the project was a joint venture between the Ministry of Health and the Ministry of 
Education• 

Dr RESTREPO CHAVARRIAGA said that, although the report gave a clear picture of WHO'S 
activities in health education over the past 25 years, it was not sufficiently analytical. 
A close analysis of the Organization's activities would help in preparing programmes for 
the future. There was no doubt that from the theoretical point of view health education 
should be one of the basic elements in any health programme, and should be promoted by health 
personnel at all levels throughout the population. He felt however that the definitions 
given in the report were somewhat vague. 

A very important element highlighted in the report was the relationship of health 
education to community development programmes• He believed very strongly that the best 
possible way of promoting health education was by the participation of the community, not 
only economically, but also by way of ideas and technology. The community included not 
only those who would receive the benefits of health education, but also those who could make 
an active contribution to it, e.g. the politicians and the professionals of all kinds. 

The results of WHO'S health education programme had not been entirely successful, and 
this was true not only at country but also at regional level. There was still some doubt 
as to what kind of training the health educator should have； should he be a graduate in 
biology, in medicine, or in the social sciences? That question had been discussed many 
times in the Board, but not enough stress had been laid on the fact that each type of 
training could achieve results. 

Another problem was that the present training of a health educator was often somewhat 
superficial, since not enough time was available to reach the high level required. There 
was also some uncertainty as to the precise role of the health educator in relation to other 
health personnel, resulting in a certain lack of balance in overall health programmes. 
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Because of this lack of clear definition of roles, it was often difficult to obtain the 
cooperation of anthropologists and social scientists where health education and community 
development were concerned - although in theory their contribution would be of great value. 
It was important to define very specific objectives if health education was not to be 
discredited. It should be clearly laid down what health educators were to be trained for, 
what level they were to occupy, and what was expected of them. Their training curriculum 
should not be cluttered with a large number of different subjects wiiich could only be dealt 
with superficially. 

Noting the reference in the review to the poverty of literature on health education, 
he said that it was particularly poor in Spanish, and research should concentrate on 
improving that situation； books and reviews were essential to progress in health education. 

Professor KOSTRZEWSKI said that the review revealed that activities in health education 
had been unbalanced. First, they had been concentrated upon age-groups up to 30 years； 

but the health education of higher age-groups was important, not only for the elderly them-
selves but also because of the influence they exerted on younger people. Secondly, while it 
was desirable that priority should be given to developing countries, such measures were also 
badly needed in more developed countries, particularly in the field of environmental health. 
Thirdly, health education had been too much limited to the health service system, and WHO 
had not gone much beyond describing the part it could play in general education. Fourthly, 
too little attention had been paid to the health education of more highly educated people； 

he referred to the remarks of other speakers on health education for politicians. 
WHO should cooperate more closely with other organizations, particularly with FAO in 

nutrition education and with ILO in accident prevention and occupational health education. 
As regards health education in environmental health, measures should especially concentrate 
on the economist, the industrialist, the politician and the government administrator, all 
of whom played decisive parts in environmental matters. WHO must develop special machinery 
for contacts with those professions, many members of which were often too busy to absorb 
the information supplied by newspapers and television, except in summary form. 

Dr EHRLICH said that the review could serve to illustrate successful efforts in health 
education, and WHO might wish to consider publishing it. Most important, in his view, was 
it stressed the integrated approach and the efforts of health workers to apply their art 
in all their contacts with people• 

Resolution WHA26.35 had reiterated the conviction that health services should be 
"accessible and acceptable to the total population", and that positive concept of community 
health services relied on health education to develop community participation and acceptance. 
It should also help to enlist the active support of the population in the health programmes 
provided for them. The recommendations listed in chapter 9 of the review (Conclusions) 
relating to the strengthening of health education services must be followed if effective 
programmes were to be implemented. 

Dr CHEN HAI-FENG said that health education involved the mobilization of the masses 
and their commitment to the fight against diseases. It also involved the guiding thought 
of whom to rely upon in developing health services for the people. In China, four 
principles had been established in health work since Liberation； service to workers, 
peasants and soldiers； priority for preventive measures； unity of doctors of traditional 
and western medicine； and integration of health work with mass movements. The latter 
included mobilization of the masses in the prevention and treatment of disease and the 
popularization of knowledge on health, in order to promote spontaneous and voluntary action 
against disease. 

The primary, ideological question was whether one had faith in the masses. The 
infinite wisdom of the masses must be recognized, since it was they who were best able to 
create practical measures suited to particular conditions. Once that aim was achieved, 
the three-in-one combination of the leaders, the professionals and the masses could carry 
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out the common struggle. Health education and propaganda constituted a powerful weapon in 
achieving that aim and should be fully utilized to convince people of the need for measures 
to protect health. Only 池en educated could the masses be properly organized. Re-
emphasizing the need for having faith in and relying on the masses, he stressed that 
unilateral action by health professionals was not enough, although they should be responsible 
for essential technical guidance. 

Health education in China stressed the ideological work of increasing the health 
consciousness of the people, encouraging innovative and popular methods, abandoning formalism, 
and emphasizing organization. Health education was achieved by word of mouth and by 
training large numbers of part-time health workers in the community: in rural areas over 
a million "barefoot" doctors and 3 million health aides working in the production teams were 
the most enthusiastic propagandists. In the early years of Liberation, the retraining of 
midwives had made them health propagandists in maternal and child health and family planning； 

and, after the eradication of smallpox, consolidation and surveillance measures by health 
workers had included health education. Hius it could be seen that once policies and 
principles were determined, man was the most precious and active factor providing the 
guarantee of good organization. 

Dr SARALEGUI PADRON proposed that the term "health education" should be rendered in 
Spanish by "educación para la salud", the term adopted by the International Union for Health 
Education and used practically throughout the world. 

Of the points raised in the review he wished particularly to stress health education 
for all ages and all professions, and in all regions. It was a professional task, the 
difficulties of which had been indicated by Dr Restrepo. He agreed with Professor Canaperia 
on the importance of school health education. In his own 30 yearsf experience in the 
development of experimental programmes and teacher training centres, he had learnt that 
health education must not only lay down what should be done, but also how it should be done. 
Moreover recommendations should be confined to what was possible, remembering always that 
many people had no access to medical car© at all. Lack of health education was a kind of 
illiteracy in health, and was as serious as illiteracy in general. Health education was 
particularly necessary in hospitals； many patients were admitted as a result of inadequate 
health education, but they often left still uneducated in that regard. 

He also agreed with Professor Canaperia on the need for health education by way of 
the mass media provided in such variety in the modern world, as well as by traditional 
methods. He described a campaign organized in Uruguay with the collaboration of the many 
radio stations. It consisted of a health information programme broadcast five days a 
week； the press had later joined the campaign. Effective, s imple methods previously 
reserved for emergencies thus became a normal part of routine health education. 

Community participation was very important. Education was not merely the supplying 
of information but also the changing of behaviour； and people must be integrated into the 
community if better health and welfare were to be achieved. Funds were of course necessary 
-but education was always a good investment, and health education should form an integrated 
part of general continuing education by multidisciplinary programmes. 

He observed that certain publications of WHO had a genuine educational function• In 
general he endorsed the conclusions of the review; the suggestions and work of the 
International Union for Health Education； and the recommendations of the Third Special 
Meeting of Ministers of Health of the Americas, relating to health education in the Region. 

Dr BANA said that much of the success of health programmes was attributable to health 
education. He agreed with Dr Ehrlich that the review should be distributed as widely as 
possible# 
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Among the obstacles to health education was the resistance of health workers who did 
not believe in it, or were even scornful of it. Resistance to health education on the 
part of the public and the politicians was perhaps due to the difficulty of measuring the 
success of health education programmes. WHO should consider methods of demonstrating 
the concrete results of health education, perhaps through the reorganization of the training 
and preparation of health educators at all levels. 

If the matter was to be discussed at the next Health Assembly, clear indications 
should be given in the Board's resolution that governments should be asked to give priority 
to health education which was as necessary for the developed as for the developing countries 
(witness the role of health education in the prevention and treatment of chronic diseases 
such as diabetes). 

He agreed with Professor von Manger-Koenig on the need for collaboration with other 
organizations concerned with health education, particularly in view of the small number 
of health education staff at WHO headquarters and in the regional offices quoted by 
Dr Martikainen at the last meeting. Too little had been achieved when one considered 
the number of meetings, seminars and other preparatory activities reported in the review. 

Professor TIGYI said that the detailed summary of research activities in the review was 
particularly valuable, and asked whether details on objective methods for evaluating the 
results of health education could be supplied. 

Professor SULIANTI agreed with previous speakers that individual motivation and 
community participation were the basic aims of health education, which should be an integral 
part of all health programmes. But, as had been observed, people did not always act as 
the health authorities wished them to; the reasons for the success of such methods as those 
described by Dr Chen Hai-feng and Dr Saralegui, and the failure of others, must be studied. 

Referring to chapter 3 (Health education for school—age children and youth), she 
emphasized that health education was aimed at instilling healthy habits at an early age. 
Although there was a reference to close cooperation between WHO and UNESCO, she had seen 
no evidence of the work of UNESCO in school health education in Indonesia; collaboration 
with that organization should be intensified. 

Referring to chapter 5 (Health education - communicable and noncommunicable diseases), 
she urged that the recommendations of the expert committees mentioned there should be 
implemented, and that mechanisms for health education should be improved by such measures 
as the orientation of international health workers assigned to other health programmes. 

In Indonesia research on training in health education had already started. She was 
convinced that such training should concentrate on the role of health workers in health 
education, along the lines indicated by Dr Restrepo. 

Professor REID praised the critical and constructive analysis made by Professor Kostrzewski 
and the comments on health education in hospitals made by Dr Saralegui. The latter was 
particularly important in view of the increase in chronic diseases whose successful treat-
ment depended on an adjustment of the patient's way of life, and of the need to discourage 
smoking. The most common reason for failure in diabetes treatment was the lack of under-
standing on the part of the patient as to what was required of him. That was a reflection 
on the ignorance of health professionals of the need for communication with the patient. 

Governments and health agencies were in many countries setting an example, among them 
the health department in the United Kingdom of Great Britain and Northern Ireland, which 
discouraged smoking among members of the staff and visitors. He suggested that the Director-
General should consider the role to be played by WHO - which many regarded as epitomizing 
the concept of health - in setting a healthy example, particularly with regard to smoking. 
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Dr CHITIMBA said that, while recommendations had been made that all health workers should 
be health educators, insufficient attention had been paid to practical measures for their 
training. Results would depend on the degree of receptiveness of the public to health pro-
grammes ,and mere lip service to health education would not ensure it. He suggested that 
industrial workers would be a particularly good target for health education, as there were 
obviously good reasons for both employers and workers accepting it. If the coverage of 
that subject in the review was any indication, WHO could afford to devote more attention to 
health education in industry. 

Much could be done to encourage self-evaluation by health educators in order to ensure 
that they took a more flexible position on certain issues which could often be a determining 
factor in the success or failure of a health programme. 

Dr SAUTER said that the basic aim of health education in the past had been to combat 
ignorance and negligence. Emphasis, however was changing, and it was essential to take into 
account the greater sensitivity to certain measures taken in their interest and even their 
alarm. He gave as examples the mistrust of mass radiological examinations that arose from 
a consciousness of the dangers of ionizing radiation； and the mistrust of fluoridation in a 
public that had heard about the toxicity of fluoridese That development was important for 
the future of health education, and deserved to be mentioned in the review. 

Dr CHANG, Assistant Director-General, assured members of the Board that WHO'S future 
programme would take into account the many constructive comments they had made. He referred 
especially to the integration of health education in the training of health workers and the 
public; the health education of administrators and politicians ; and collaboration and 
cooperation with the intergovernmental and nongovernmental organizations concerned. It was 
recognized that health education could not be achieved in a vaccuum, that the public must be 
motivated and that individual and community motivation must be translated into action. Faith 
in the people must be engendered before mobilization of the masses could be achieved. Health 
education must be seen as a continuous process running through all health programmes. 

The review was largely historical, and did not analyse the problems in sufficient detail. 
It was realized however that such a detailed analysis was necessary in order to correct 
deficiencies and shortcomings in future programmes of health education. 

Dr MARTIKAINEN (Health Education) said that she had noted Dr Restrepo's sound and construc-
tive criticisms and, in particular, his view that health education was linked with community 
development in that it was a too丄 lor promoting people's participation in activities that 
included the health aspects of community development. The fact that, in his experience, health 
education was not always successful touched on the important question of the need to look very 
critically (as other members of the Board had suggested) at the provision made for detailed 
planning, implementation, and evaluation of health education as a component of health 
programmes and of programmes in related sectors. 

In reply to Professor Tigyi, she said that the need for evaluation had been recognized by 
WHO technical meetings, not only at headquarters but in the African, American, European, Eastern 
Mediterranean and South-East Asia Regions. On pages 44—45 of document EB53/8 there were 
references to attempts to foster more critical planning and evaluation of health education and 
a precise definition of its aims, the people it must reach, and its role as a component of 
health planning, health effort, and related community development. 

She would welcome an opportunity of exchanging views with Dr Restrepo, and with any other 
member of the Board on the points that had been raised, including details of the training of 
health and other personnel in health education and the preparation of professional specialists 
in the subject. Ways of improving the training in health education of all types of health 
personnel - including those who intended to specialize in the subject - were under serious 
study in many institutions at the present time. That was an encouraging sign of recognition 
that the problem was much more complex than had formerly been realized and that a superficial 
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introduction to health education and the behavioural sciences was not enough to enable all health 
workers and health education specialists, as members of the health team, to make the contri-
butions required if the planning, evaluation, and implementation of health education was to be 
improved. 

The CHAIRMAN put the following draft resolution to the meeting： 

The Executive Board, 
Having considered the report of the Director一General on the programme of the 

Organization in the field of health education; and 
Recognizing that health education is basic both for individual motivation and for 

community participation in the improvement of health conditions, and should therefore 
form an integral part of all health programmes, 
1. NOTES with satisfaction the activities of the Organization in the field of health 
education ; 
2. EMPHASIZES the importance of health education in national programmes of health and 
in programmes of socioeconomic development that affect health; 
3. RECOMMENDS 

(1) that WHO should intensify health education in all the programmes of the 
Organization and should assist Member States in strengthening the planning, 
implementation and evaluation of those parts of their national health programmes, 
including manpower development, that are concerned with health education; 
(2) that WHO should bring to the attention of Member States and international 
agencies the need for the expansion of activities in health education; and 
(3) that WHO should continue to cooperate fully with the United Nations, the 
specialized agencies and the appropriate international nongovernmental organizations 
and bilateral agencies in programmes in which health education plays an important part ; 

4. REQUESTS the Director-General to explore ways and means of providing additional 
support for the Organization's programme of work in health education. 
5. REQUESTS the Director-General further to submit the programme review, together with 
the comments of the Executive Board on it, to the Twenty-seventh World Health Assembly 
for its consideration when the proposed programme and budget estimates for 1975 are 
being reviewed. 

Decision： The resolution was adopted. 

3. REPORT OF THE JOINT ILO/WHO COMMITTEE ON HEALTH OF SEAFARERS: Item 2 of the 
Supplementary Agenda (Document EB53/39) 

Dr PAVLOV, Assistant Director-General, introducing document EB53/39 recalled that sea-
farers had long been recognized as an important sector of the working population that was 
exposed to several potential health hazards, including toxic agents, psychosocial disorders 
and communicable diseases, as well as having characteristic health problems. He outlined the 
history of the Joint ILO/WHO Committee, as given in the first paragraph of section 1 of the 
document. 

At the request of the ILO Governing Body, and after preliminary consultation with WHO, the 
fifth session of the Joint ILO/WHO Committee had been convened in September 1973 to consider, 
among other subjects, medical and first aid training for ship personnel, health examination of 
crew members exposed to toxic substances, and the effects of immersion hypothermia on certain 
groups of seafarers potentially exposed to that risk. WHO temporary advisers had taken part 
in the meetings, which were serviced by the WHO Secretariat. The Committee 1 s report and 
resolutions were annexed to the document before the meeting. 
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The Committee's main recommendations emphasized the importance of various aspects of 
training in medical and first aid, the development of preventive care at health centres for 
seafarers and in emergencies, the provision of emergency dental facilities in ports, the 
development of preemployraent and periodic medical examinations for crew members in tankers 
carrying toxic chemicals, and the education of crew and shipowners on the prevention of after-
effects of immersion hypothermia. The Committee also recommended that the International 
Medical Guide for Ships, published in 1967, should be brought up to date to take into account 
modern techniques for controlling accidents and injuries and for dealing with other health 
problems affecting seamen - in particular their occupational exposure to physical, chemical, 
and psychosocial factors harmful to health. The publication was widely used by governments, 
shipowners, and specialists in maritime medicine in various parts of the world. 

In the WHO programme for the health of seafarers, the main emphasis was on the develop-
ment of WHO collaborating centres in various parts of the world, with a view to providing 
preventive and curative health care to seamen and collecting information on their health 
problems. So far two such pilot centres had been designated - one in Gdynia (Poland) and 
the other in Auckland (New Zealand) - in accordance with resolution WHA22.31 of the Twenty-
second World Health Assembly. 

At its meeting in November 1973, the ILO Governing Body had noted the Committee's report 
and had agreed to communicate its resolutions to ILO Member States. The Executive Board 
might wish to note the report and request the Director-General to communicate the Committee's 
recommendations to WHO Member States. 

Dr ANNONI (International Labour Organisation) expressed ILO* s satisfaction with the work 
done by the Joint ILO/WHO Committee at its recent session. The subjects considered by the 
experts on the Committee were important to the health of that large group of workers whose 
working conditions rendered preventive and curative health care difficult. The experts' 
conclusions related to fundamental aspects of the action required to improve the present situa-
tion and overcome the difficulties encountered. The Committee's resolutions, embodying the 
recommendations to which Dr Pavlov had referred, were a valuable contribution to the solution 
of the problems in question and contained interesting suggestions for both national and 
international action. 

The ILO Governing Body had shown a lively interest in the report and had expressed its 
appreciation of the fruitful collaboration between the two organizations. Subject to the 
decision about to be taken by the Executive Board, the Governing Body intended to make the 
resolutions widely known to governments, shipowners and seafarers and, also in cooperation 
with WHO, to take them into account in the future ILO programme. He assured the Board of 
ILO's intention to continue cooperating with WHO in that sector of common concern, and ex-
pressed his Organization's satisfaction at a collaboration that led to practical results and 
brought forward useful solutions to a number of problems that were of the greatest importance 
to the group of workers concerned. 

Dr EHRLICH expressed his satisfaction with the results achieved by the Committee. 
Referring to paragraph 49 of the report, he informed the Board that the eight United States 
Public Health Service Marine hospitals were not to be closed. Had they been closed, equi-
valent services would have been provided. 

Referring to paragraph 4 of the resolution on the further work of the Joint Committee 
(page 16 of the report), he asked why it was necessary - after an interval of eight years -
to convene another session so close to the last, as seemed to be intended by the suggestion 
that the Committee's next session be held as soon as possible. 

Dr PAVLOV, Assistant Director-General, thanked Dr Ehrlich for his information and the 
representative of ILO for his comraents. With the Board's permission, the Chief of the 
Occupational Health unit would answer Dr Ehrlich’s question. 
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Dr EL BATAWI (Occupational Health) said that WHO had been assisting the pilot health 
centres in surveying the health conditions of seafarers in different parts of the world. 
The reports of those centres suggested that trends in the health of seafarers were taking a 
new direction. In the past seamen calling at different ports had been regarded as a possible 
factor in the transfer of communicable diseases from one part of the world to another. But 
it had now been found (from a systematic review of almost 5000 cases of illness reported to the 
Gydnia Centre in 1972) that respiratory diseases, excluding tuberculosis, accounted for 22% 
of cases, functional and organic nervous diseases for 11%, occupational injuries and 
poisoning for 9%, accidents for 4.6%, intestinal parasitoses for 3%, and peptic ulcers for 
2.1%€ That pattern called for attention without undue delay, but perhaps not necessarily 
during 1974 or even 1975. Further information to be collected, including information 
expected to arrive from the Auckland Centre, might show that the guidelines for providing 
health services to seafarers needed adaptation, and that the International Medical Guide for 
Ships needed revision beyond that already obviously necessary. At the moment, the Guide 
gave emphasis to certain communicable diseases where the global picture was at present 
changing as a result of successful control, It should take into account the new trends 
in the health of the group of workers with which it was concerned. Other psychosocial 
problems were widespread and needed consideration, as could be seen from the incidence of 
nervous and psychosomatic disorders. Ships had changed in type and new types of cargo 
were being carried, including toxic chemicals in bulk; the precautions to be taken in 
handling such cargoes should be emphasized. 

In was in the light of those new trends, and of its own recommendations concerning 
(i) the medical examination of crew members on tankers carrying chemicals in bulk and 
(ii) immersion hypothermia, that the Committee had wished to meet again soon and more 
frequently than in the past in order to revise the International Medical Guide for Ships 
and produce new guidelines for the provision of health services to seafarers. 

Professor KHOSHBEEN, Rapporteur, read out the following draft resolution: 

The Executive Board, 
Having considered the Report of the fifth session of the Joint ILO/WHO Committee 

on the Health of Seafarers, 
1. NOTES the report; and 
2. REQUESTS the Director-General to transmit the recommendations made in this report 
to Member States. 

Decision： The resolution was adopted. 

4. STUDY OF THE POSSIBILITY OF FINANCING WHO ACTIVITIES IN CURRENCIES OTHER THAN UNITED STATES 
DOLLARS AND SWISS FRANCS: Item 6.2 of the Agenda (Resolution WHA26.40; Document EB53/21 
and Add.1) 

The CHAIRMAN suggested that the Board consider first the question of the payment of 
contributions in currencies other than US dollars or Swiss francs (document EB53/21) and 
then the ACC study on the assessment of Members in currencies other than the US dollar 
(document EB53/21 Add.l) 

It was so agreed. 

Mr FURTH, Assistant Director-General, recalled the terms of the relevant resolution as 
stated in section 1.1 of the Director-General1 s report (document EB53/21). 
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The currency in which contributions were paid was governed by two principles. The first, 
as stated in Financial Regulation 5.5 was that: 

"Annual contributions . . • shall be assessed in US dollars, and shall be paid in either 
US dollars or Swiss francs； provided that payment of the whole or part of these contri-
butions may be made in such other currency or currencies as the Director-General, in 
consultation with the Board, shall have determined." 

The second, as stated by the Second World Health Assembly in resolution WHA2.58, was that : 

"contributions to the operating budget in currencies other than US dollars and Swiss francs 
^/shall^ be accepted, on the basis that all Member governments shall have equal rights in 
paying a proportionate share of their contribution in such currencies as may be acceptable". 

In application of those principles, the Health Assembly and the Executive Board had 
authorized the Director-General to accept pounds sterling in payment of contributions for 1953, 
as well as US dollars and Swiss francs - since which time pounds sterling had remained an 
optional currency. In 1963, by resolution EB31.R11, the Executive Board authorized the 
Director-General: 

"subject to appropriate arrangements being concluded, to accept a proportion of the 
contributions to the regular budget in the currencies of those countries where regional 
offices are established and in such amounts as he shall have determined can be fully 
utilized by the Organization". 

That situation prevailed from 1964 for a few years. But the application of the principle of 
each Member government having equal rights to pay a proportionate share of its contribution 
in such currencies as might be acceptable, created a problem in so far as the amounts that 
could be utilized of the currencies of countries where regional offices were established had 
to be apportioned pro rata to their percentage assessment among those Members that had expressed 
a wish to pay in such currencies. If some of the larger contributors opted to pay in the 
currency of those countries, only a very small balance remained for apportionment among the 
smaller contributors, including the Members in whose currencies payments could be made. 
Moreover, the fact that WHO no longer used convertible currencies for purchasing some of the 
currencies of countries in which regional offices were located was not welcomed by the 
governments of some of the countries concerned. 

The question was therefore raised again in 1966, at the request of two Member States in 
which regional offices were located. By resolution EB38.R16, the Executive Board authorized 
the Director-General to accept a proportion of the contributions to the regular budget in 
pounds sterling and in the currencies of those countries in which the regional offices for 
Africa, Europe and the Western Pacific were located. Under the present arrangement, each 
year after the adoption of the programme and budget estimates for the ensuing year, the 
Director-General sent a letter to all Member States informing them of the contributions due 
for the ensuing financial year, listing the four currencies other than the US dollar and Swiss 
franc that were acceptable for payment of contributions, and setting out the terms and 
conditions under which those currencies were currently accepted. The form of letter was 
attached to document EB53/21 as Annex 1. Annex 2 showed the extent to which Members took 
advantage of the option； members of the Board would note that their number had declined from 
16 in 1967 to 8 in 1973. 

In order to find ways of assisting Members by facilitating payment of contributions in 
currencies other than the US dollar and the Swiss franc, a careful study had been made by the 
Secretariat of the arrangements prevailing in other organizations of the United Nations system. 
The practices had been found to vary considerably but most of them were of little relevance 
to the study, in that few organizations offered any - or only very limited - facilities for 
payment of contributions in currencies other than the US dollar and the Swiss franc. The only 
organizations whose practices were of real interest were the United Nations and UNESCO. Their 
practices were described in Section 3 of document EB53/21. He would not describe them in 
detail because one of the Director-General's suggestions was essentially based on the practices 
of those two organizations, and of UNESCO in particular. 
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In considering the possible courses of action for WHO, the Board might wish to keep in 
mind three important considerations. First, funds received from all sources had been dis-
bursed during the past year for example, in the currencies of over 75 countries and in amounts 
ranging from as little as the equivalent of US$ 8000 to over $ 45 million. Secondly, WHO did 
not purchase all the currencies it used but obtained considerable amounts of currencies other 
than US dollars or Swiss francs through the Voluntary Fund for Health Promotion, through UNDP, 
through UNFPA, and from other miscellaneous trust funds and special accounts. Thirdly, under 
the existing arrangements of the Revolving Fund for Teaching and Laboratory Equipment for 
Medical Education and Training, the Director-General was authorized to accept non-convertible 
national currencies for the purchase of that equipment and to exchange the various currencies 
accumulated in the Revolving Fund for convertible currencies available in the regular budget. 
Any arrangement the Board might wish to advocate should not impair the facilities offered by 
the Revolving Fund, which were highly valued by some Members. A summary of the Fund's 
operations was given in Annex 5 to document EB53/21. 

If the current principle was maintained of giving equal rights to all Member States to pay 
in optional currencies in proportion to their assessment rate, only three practical arrangments 
seemed possible. They were briefly outlined in paragraph 4.2 of the report and were : (i) to 
continue the present arrangement； (ii) to accept payment in currencies of all the countries 
in which regional offices were located, including Indian rupees and Egyptian pounds, after 
inquiry by the Board whether that would be acceptable to the two Members concerned; or 
(iii) to accept payment under the same conditions in all the currencies that the Organization 
had to purchase in annual amounts exceeding the equivalent of about US$ 500 000. It was not 
suggested that the limit should be any lower because of the administrative problems involved 
not only for WHO but also for Members wishing to pay part or the whole of their contributions 
in currencies needed by WHO in only small amounts. 

If the Board were to abandon the principle of equal rights for all Members in paying a 
proportionate share of their contribution in such currencies as might be acceptable, it would 
be possible to consider adopting an arrangement similar to the one in force in UNESCO. Each 
Member would be offered the possibility, within certain limitations and under agreed conditions 
described in Annex 6, of paying all or part of its contribution in its own national currency. 
The Director-General would be authorized by the Board to accept payment in a Member1 s national 
currency only on request of that Member and only after having ascertained that there was a 
foreseeable need for a substantial amount of that currency during the financial year concerned. 
It would thus be for the Director-General to determine what part, if any, of the Member's con-
tribution could be accepted in national currency. The system would work as follows: after 
the adoption of the budget estimates and the scale of assessment for 1975 by the Health Assembly 
in May 1974, the Director-General would send to each Member a letter drafted along the lines of 
the form of letter contained in Annex 6, offering the Member the facility of paying its contri-
bution in its national currency, under certain conditions. The Member would have to notify 
the Director-General, by 30 September 1974, whether or not it wished to pay all or part of its 
contribution in its national currency. Failure to reply by that date would signify that the 
Member concerned would be required to pay the whole of the 1975 contribution in US dollars or 
Swiss francs. If a Member notified the Director-General by 30 September 1974 that it wished 
to pay part or all of its contribution in its national currency, the Director-General would 
estimate the Organization's 1975 requirements in the national currency of the Member concerned 
and, if the request could be accommodated in whole or in part, would write to the Member a 
letter along the lines of that contained in Annex 7 to the report, informing it of the amount 
of the national currency acceptable, the date by which payment should be made, and other 
particulars. 

This suggestion would involve a departure from a principle to which the Organization had 
adhered since its early days, but it might provide a solution to a problem of serious concern 
to a number of Members. 
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Professor VANNUGLI said that, being a physician and not a financial expert, he felt that 
any change would bring about complications. As the Board had been asked to propose solutions 
for consideration by the Health Assembly, perhaps it could forthwith propose those just outlined 
by Mr Furth without further discussion. 

Dr EHRLICH considered that in putting forward the solutions without expressing an opinion, 
the Board would not be discharging its responsibility to the Health Assembly. 

The meeting rose at 12,30 p0m. 


