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The designations employed and the presentation of the material in this volume do not 

imply the expression f any opinion whatsoever on the part of the Secretariat of the World 

Health Organizatior： ；:。?.cerning the legal status of any country, territory, city or area or of 

its authorities, cr concerning the delimitation of its frontiers or boundaries. Where the 

designation "country or area" appears in the headings of tables, it covers countries, 

territories, cities or areas. 
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PREFACE 

The seventy-seventh session of the Executive Board was held at WHO headquarters, Geneva, 
from 8 to 17 January 1986. The proceedings are published in two volumes. The present volume 
contains the summary records of the Board's discussions, list of participants and officers 
elected, and details regarding membership of committees and working groups. The resolutions 
and decisions, with relevant annexes, are published in document EB77/1986/REC/1. 
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since the previous session of the Board. 

2 
Committees established pursuant to the provisions of Rule 16 of the Rules of 

Procedure of the Executive Board. 
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International Paediatric Association and a representative of the International 

C h i l d r e n
1

s Centre, Paris 

6• Sasakawa Health Prize Committee 

The Chairman and Vice-Chairmen of the Board, ex officio, and a representative 

designated by the Founder 

Meeting of 14 January 1986: Mr Almar Grimsson (Chairman)，Professor K . Kiikuni 

(representative of the Founder), Dr Uthai Sudsukh, Dr G . Tadesse 

7 . UNICEF/WHO Joint Committee on Health Policy 

WHO members: Dr W . K o i n a n g e , Dr D . N . R e g m i , Dr G . R i f a i , Professor M . Steinbach; 

Alternates: Dr A . E . A d o u , Professor I . Forgács, Dr Arabang P . M a r u p i n g , 

Professor J . R . Menchaca M o n t a n o , Dr D . V . Nsue-Milang, Professor W . J . Rudowski 

Committees 

Constitution. 

established in accordance with the provisions of Article 38 of the 



SUMMARY RECORDS 

FIRST MEETING 

Wednesday, 8 January 1986, at 9h30 

Chairman: Dr G . TADESSE 

1. OPENING OF THE SESSION: Item 1 of the Provisional Agenda 

The CHAIRMAN declared the seventy-seventh session of the Executive Board open. He 
welcomed all present, especially the new members of the Board: Dr A . H. Ayoub, designated by 
Egypt, Dr P. Diallo, designated by Guinea, and Dr G. Ismail, designated by Democratic Yemen. 

In view of the fact that the member previously designated by Egypt had been elected by 
the Board at its previous session as Vice-Chairman, he was sure that the Board would agree 
that his successor as Board member should also be entrusted with that task. In the absence 
of any objection, therefore, he declared Dr A . H. Ayoub elected as Vice-Chairman. The 
Vice-Chairmen would serve in the order determined by lot at the previous session, in 
accordance with Rule 15 of the Rules of Procedure, i.e., first Mr Almar Grimsson, second 
Dr A . H. Ayoub, and third Dr Uthai Sudsukh. 

It was also necessary to elect a new French-speaking Rapporteur, as the Rapporteur 
chosen at the previous session was no longer a member of the Board. He therefore proposed 
that Dr В. Bella be elected French-speaking Rapporteur. 

It was so agreed. 

2. ADOPTION OF THE AGENDA: Item 2 of the Provisional Agenda (Document EB77/1) 

The CHAIRMAN drew attention to the following amendments: there being no relevant 
matters to discuss under items 5 and 6, they should be deleted； and the title of provisional 
agenda item 28 should be changed to "Composition of the United Nations Joint Staff Pension 
Board". 

The agenda, as thus amended, was adopted. 

3. TIMETABLE OF MEETINGS 

It was agreed that the Board would meet from 9h30 to 12h30 and from 14h30 to 17h30 on 

weekdays, and from 9h00 to 13h00 on Saturdays. 

4. PROGRAMME OF WORK 

The CHAIRMAN announced that the following Committees would meet during the session: the 
Jacques Parisot Foundation Committee, the Standing Committee on Nongovernmental 
Organizations, the Darling Foundation Committee, the Sasakawa Health Prize Committee, the 
Dr A . T. Shousha Foundation Committee, the Steering Committee on the Recruitment of Women, 
the Léon Bernard Foundation Committee and the WHO Staff Pension Committee. He reminded the 

- 1 1 -



12 EXECUTIVE BOARD, SEVENTY-SEVENTH SESSION 
Board that the Programme Committee had met from 28 to 31 October 1985. In addition, the 
Ad Hoc Committee on Drug Policies would meet immediately after the closure of the session. 

Item 10, which concerned the appointment of the Regional Director for South-East Asia, 
would be considered at a private meeting. He proposed that that matter be dealt with on 
10 January at 14h30. He reminded the Board that only members of the Board, their alternates 
and advisers, and a minimum number of members of the Secretariat, designated by the 
Director-General, might attend private meetings. Immediately after the private meeting, the 
Executive Board would resume its work in public. 

As regards the reports of the Programme Committee, which would be discussed under 
various items of the agenda, since the issues had been extensively discussed in that 
Committee he hoped that the members of the Committee would confine their comments to 
responses to questions and comments from the other members of the Board. In that w a y , the 
role of members of the Programme Committee could be seen as similar to that of the Executive 
Board representatives at the World Health Assembly, that is, to introduce the reports and to 
respond to comments and questions. 

The Board approved those suggestions. 

5 . REPORT ON APPOINTMENTS TO EXPERT ADVISORY PANELS AND COMMITTEES: Item 3 of the Agenda 
(Document EB77/2) 

In the absence of any comments, the Executive Board took note of the Director-General
1

 s 
report on appointments to expert advisory panels and committees (document EB77/2). 

6. REPORT ON MEETINGS OF EXPERT COMMITTEES： Item 4 of the Agenda (Document EB77/3) 

The CHAIRMAN invited the Board to review the reports one by one in the order in which 

they were presented in the Director-General
1

 s report (document EB77/3). 

Viral haemorrhagic fevers: report of a WHO Expert Committee (WHO Technical Report Series, 

N o . 721) 

Dr Sung Woo LEE commended the report, which contained a great deal of information 
summarized in such a way as to be useful both for practical application and for quick 
reference. 

In view of the extensive research activities on dengue haemorrhagic fever and the 
extension of endemic areas for viral haemorrhagic fever with renal syndrome in China, the 
Republic of Korea and Japan, he was somewhat disappointed to see that, although one expert 
from the Republic of Korea had been included in the membership of the Expert Committee, there 
was no one from Malaysia, China or Japan. Moreover, he considered that the recommendations 
in Chapter 9 were very concise; more research activities were needed and he hoped that a 
further expert committee meeting on the subject could be held in the near future. 

Dr HAPSARA considered the Expert Committee
1

 s report significant and comprehensive. 
Noting the many families and genera of viruses and vectors implicated in viral haemorrhagic 
fevers, he pointed out that in many developing countries control and prevention of those 
diseases was impossible due to lack of diagnostic and treatment facilities and a weak 
surveillance system. In supporting the recommendations, he therefore suggested that the 
developing countries where the diseases caused severe public health problems be helped, in 
particular, to improve their surveillance systems and laboratories. Failing that, regional 
or subregional laboratories and their research facilities should be strengthened. 

Mr Almar GRIMSSON expressed his appreciation of the report on diseases which were of 

great concern even to those who lived far away from the countries in which they were endemic. 

Noting that, in section 3.1.9 of the report, regarding the control of nosocomial spread, 

it was recommended that syringes and needles used oil an infected patient should be thoroughly 

disinfected by heat or chemicals after u s e , he commented that that should be a standard 
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procedure after any injection. He was happy to note the recommendation - recommendation 9.5 
- t h a t research was needed to support public health education programmes in countries where 
those diseases were endemic and in countries where they might be introduced and that those 
programmes should be integrated with primary health care facilities. Finally, he welcomed 
the list in Annex 1 of WHO collaborating centres for virus reference and research with their 
addresses, telex and telephone numbers, and the names of the responsible scientists. He 
would like to see that kind of information provided in other programme areas, about the 
network of national drug information offices, for instance. 

Dr OTOO also commended the Expert Committee on the report. In particular, he expressed 
appreciation of the recommendations concerning yellow fever. There was a great need for a 
speedy and simple diagnostic procedure, since the disease sometimes occurred in rural areas 
long before it came to the notice of health authorities. He therefore expressly stressed 
recommendation 9.3(a) which called for research on the development of methods for rapid 
virological identification and specific serological diagnosis of the viral haemorrhagic 
fevers, with special emphasis on their application in endemic regions. 

Dr ASSAAD (Director, Division of Communicable Diseases), replying to points raised, said 
that the question of the composition of expert committees should be viewed in the context of 
other activities and meetings concerned with viral haemorrhagic diseases. Both the 
South-East Asia and the Western Pacific Regions had worked together very closely on 
bi-regional activities in the field. The Regional Office for the Western Pacific was the 
focal point for haemorrhagic fever with renal syndrome, and the Regional Office for 
South-East Asia for dengue. A number of meetings had already been held to follow up the 
recommendations of the Expert Committee. For example, an ad hoc meeting on laboratory 
diagnosis and surveillance of viral haemorrhagic fevers (Moscow, October 1985) and a working 
group on viral haemorrhagic fevers and rickettsial diseases in the Eastern Mediterranean 
Region (Islamabad, December 1985) had discussed simple diagnostic techniques and the 
provision of reagents. A workshop had been held in Sierra Leone in June 1985 on how 
countries, especially in West Africa where Lassa fever was endemic, could tackle the problem 
themselves• 

The recommendations in the report set out only the main points as to what WHO should do, 
but the regional offices were so far concentrating on simple diagnostic techniques which 
countries could carry out themselves and on the provision of reagents. The simplified 
technologies recommended would obviate the need for sophisticated laboratory facilities which 
any developing country would find difficult to maintain in order to provide for the 
occasional short periods when outbreaks occurred. It had also been necessary to reach an 
effective working compromise as regards case management, another most pertinent problem. 

Dr NAKAJIMA (Regional Director for the Western Pacific) added further information on 
bi-regional cooperation. A dengue newsletter had been established which was issued regularly 
and would contain more detailed information. 

Concerning Dr Lee
1

 s inquiry about participation in the Expert Committee, by Malaysia, 
for example, Malaysian research had been chiefly centred on the development of monoclonal 
antibodies for the diagnosis of dengue and the typing of dengue viruses. Not only had there 
been collaboration between the two Regions but, in connection with an outbreak of dengue in 
one of the Caribbean islands, those Regions had been able to communicate their experience to 
the Regional Office for the Americas. 

As Dr Lee had mentioned, the spread of various types of haemorrhagic fever with renal 
syndrome in China, as also in the South Pacific islands, was worrying and the Regional Office 
for the Western Pacific had circulated information on rodent vectors to the countries 
concerned. Research was continuing on the subject of haemorrhagic fevers in the Western 
Pacific Region in collaboration with the WHO collaborating centres. 

4 
Dr LARIVIERE (alternate to Dr Law) inquired how many women had been invited to serve on 

the Expert Committee. 

Dr ASSAAD (Director, Division of Communicable Diseases) pointed out that there were 
few women experts on the subject but Dr К. Pavri, Director of the National Institute of 
Virology, Pune, India, a very valuable member of the Expert Committee, was a woman. The 
Sierra Leone workshop, in particular, had been immensely indebted to the contribution of 
British lady who went on a WHO consultancy to develop safe and effective case management 

very 
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schemes. The Organization was also indebted to a very distinguished lady for the development 
of dengue haemorrhagic fever research in the South-East Asia Region. It was the 
responsibility of Member States to put forward the names of women having the appropriate 
expertise. 

The DIRECTOR-GENERAL, responding to Dr Lee's comments, reminded the Board that it had 
itself decided that there should be a strict limit to the number of experts on any expert 
committee, and therefore not every country could be represented. Members of the expert 
committees were chosen on the criterion that they could provide the maximum impact on the 
subject. There was active cooperation in the field under review with China, Japan, Malaysia 
and Thailand, although they had not been represented oil the Expert Committee. The 
effectiveness of expert committees was generally greater if numbers were small. 

WHO Expert Committee on Biological Standardization: thirty-fifth report (WHO Technical 
Report Series, N o . 725) 一 — 

Dr HAPSARA congratulated all concerned on the important report. The progress of 
biotechnology had been great, and there was reason to believe that that development would be 
further accelerated. The time had come for WHO actively to assist countries in the future 
development, management, control and use of health technology for the various appropriate 
operations of health development. 

He supported the request made by the Expert Committee for WHO to arrange a meeting of 
manufacturers with a view to investigating the feasibility of establishing WHO matrix 
standards (page 9 of the report). 

In relation to the production of monoclonal antibodies by hybridoma techniques 
(page 10), he believed that it was important for WHO to arrange to convene a group to advise 
the Organization on possible changes in current requirements, as well as the development of 
new requirements for biologicals produced in abnormal mammalian cells. 

In 1985 malaria vaccines had already been produced in the United States of America, and 
trials were being initiated. Particularly from the viewpoint of the developing countries, 
where malaria was a public health problem, it seemed that the time had come to consider what 
the minimum requirements should be for such vaccines. 

Dr GRECH put forward some comments made by experts he had consulted on what they had 

termed an excellent report. 

They had noted with interest that the purity criteria mandatory for analytical 
physicochemical tests might, in certain instances, be met by the international standards 
presently available as bioassay standards. That was because in those instances, e.g., for 
certain antibiotics, the requirements for bioassay laid down purity criteria which were 
stringent enough for analytical purposes. A further advantage of that was that stocks of 
such standards, not required for bioassay, could be used as reference preparations for 
analytical procedures. However, in the case of substances where the present bioassay 
standards were not pure enough for analytical standardization, new, further purified, 
standards were necessary. 

It would be highly desirable to develop the "matrix standards", i.e. preparations of the 
reference analyte in the same kind of biological fluid as that present in the clinical test 
specimens to be assayed against it. International experience indicated the necessity for 
that in the field of blood product analyses, where reference standards for coagulation factor 
VIII for both plasma and therapeutic concentrate were not available. 

The proposal to convene an expert group to report on the rapidly developing recombinant 
DNA-genetic engineering field was to be welcomed. Already several therapeutic and diagnostic 
biological substances were being produced by that technique, a notable case being that of 
recombinant tissue plasminogen activator which had been successful as a thrombolytic agent in 
a number of clinical trials. Standardization of that and similar substances was mandatory. 
The Expert Committee's point that the activity of the international unit of tissue 
plasminogen activator was unrelated to that of the international unit of urokinase was 
important in so far as the therapeutic properties of tissue plasminogen activator were quite 
different from those of urokinase. However, it should also be noted that, so far, all 
thrombolytic substances had been standardized on urokinase and definition of an all-embracing 
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unit, preferably based on tissue plasminogen activator as that was a physiological agent, was 

desirable. 

Professor STEINBACH commended the impressive recommendations made in that highly 
important report. He suggested that further work should be undertaken with regard to the 
standardization of reference reagents for acquired immunodeficiency syndrome (AIDS) 
antibodies in order to make possible a better comparison of results. 

Professor RUDOWSKI said that, as Director of the Institute of Haematology in his own 
country, he was also concerned with the standardization of certain biological blood 
preparations and plasma. He commended the excellent work done by the Expert Committee 
resulting in its report. 

He wished, however, to draw attention to the fact that biological standards of some 
preparations differed from continent to continent and from country to country. It was 
therefore important, as the previous speaker had said, that there should be more precise 
standardization of some selected blood-clotting factors. The International Society of 
Hematology had an expert committee on standardization of blood components and blood 
preparations, and it would accordingly be desirable that the WHO Expert Committee should 
collaborate closely with it, as well as with all the relevant committees of such specialized 
nongovernmental organizations. 

Dr LARIVIÈRE (alternate to Dr Law) recalled that a long series of expert committees had 
discussed and established international standards for biological substances and subsequent 
committees would no doubt continue to do so. As it was clearly impossible for a single 
committee to review and report on all such substances at a single session, he wondered what 
criteria were used to identify the substances to be considered in coming months or years. 

Dr PETRICCIANI (Biologicals) expressed appreciation for the comments made. As was 
evident from the scope of the content of the report, the Expert Committee required a broad 
area of expertise covering a variety of substances, including both blood and blood products, 
endocrines and traditional as well as new vaccines• 

In response to some of the points m a d e , he said that, with regard first to 
biotechnology, the Expert Committee was very aware and keenly interested in pursuing 
developments in that field as they related to new biologicals which could have very 
significant impacts on world health. An example of that was the production of the immunogen 
of the hepatitis В surface antigen in yeast, as well as in mammalian cells. 

Where safety of new products was concerned, WHO was in fact responding to the 
recommendation of the Expert Committee by convening a special study group, which would 
probably be held during the summer of 1986, to review in detail the safety issues associated 
with the production of those new vaccines using biological engineering techniques. The 
results of that review would be of particular importance to future expert committees on 
biological standardization, as well as in connection with the acceptability of such products 
in health programmes throughout the world. There would also be follow-up meetings relating 
to matrix standards, which represented a continuing problem and would be pursued with the 
help of additional groups. 

Monoclonal antibodies were also part of the biotechnology area, and that subject would 
be pursued with additional expert groups, including the recommendation of standards for those 
antibodies as they began to emerge as clinically useful entities. 

There was also the continuing and evolving issue of assessing antibiotics to determine 
when the international standards were sufficiently pure to be used for analytical tests as 
distinct from bioassays. The approach taken within the Expert Committee was that, as the 
standards became more sophisticated and purified, bioassays would be discontinued and the 
standards would move into a different category. 

There was a keen awareness within the Expert Committee and the Organization of the issue 

of AIDS, which would be discussed under item 20 of the agenda. In reply to the specific 

question regarding the availability of standards for AIDS antibody, he informed the Board 

that studies to develop such reference reagents had been initiated. 

With respect to collaboration with other professional groups and experts, he stressed 

that WHO was eager to do even more in that direction than in the past, and that, particularly 
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where blood and blood products were concerned, the Organization would continue to involve in 
its work the expertise available within the various professional organizations. 

As for the way in which items were identified for future Expert Committee consideration, 
there was no formula to predict what items would come before the Expert Committee in the next 
two or three years. That decision was arrived at on a case-by-case basis, in the light of 
developments in products and in research and of an assessment, based on information from the 
various experts and recommendations from members of the expert panel, as to which items 
appeared ready for consideration. For example, the hepatitis В vaccine produced by 
recombinant DNA technology appeared to be ready in 1986 for licensing by several national 
control authorities. It would therefore appear appropriate for the Expert Committee to look 
into that matter, and it was expected that it would do so at its 1986 session. 

Safe use of pesticides: ninth report of the WHO Expert Committee on Vector Biology and 
Control (WHO Technical Report Series, No. 7 2 0 ) ~ 一 

Dr KOINANGE considered the report appropriate and precise. Pesticides were obviously 
considerably used in the developing countries with agriculture-based economies. He commented 
on the fact that certain pesticides, such as permethrin, w e r e , in his country, marketed under 
some six brand names. While he appreciated the fact that WHO used the generic name, it 
seemed to him that the Organization should endeavour to do something about the plethora of 
brand names existing. 

There was a general awareness of the importance of personal protection with regard to 
pesticides, and that aspect had indeed been emphasized by the Expert Committee under 
section 4 of its report. At the same time, the report had acknowledged the fact that it was 
not easy to acquire cheap and light protective clothing. That was an area which, in his 
view, called for further research. 

He particularly commended Annex 3 of the report on treatment of pesticide poisoning, 
which was very well prepared. 

Sir John REID commended the comprehensive and informative report, which would be widely 
welcomed. 

He had no matter of policy or principle to raise, but experts he had consulted had 
raised several points of detail which might be useful for future reference, and he would make 
those comments available to the Secretariat for their use, 

Dr Uthai SUDSUKH commended the report of the Expert Committee. In connection with the 
Expert Committee's recommendations for future research (section 6.3) he considered it 
important that the epidemiological studies to be encouraged - on prolonged heavy exposure to 
insecticides - should cover not only persons involved in manufacturing pesticides, but also 
farmers using the compounds. Furthermore, it might be well also to include other consumers 
of such products, whose safety remained a significant and apparently unsolved problem in 
spite of all the efforts put into educational activities aimed at bringing about safer 
practices in the use of pesticides. Prolonged exposure to pesticides had been suspected of 
causing certain ill-defined symptoms or frequent sickness commonly occurring among farmers, 
but those symptoms had not as yet been systematically studied and documented. 

It could be noted from the report that new pesticide compounds were being introduced and 
reviewed by the Expert Committee. It was very likely that such new products would be more 
frequently encountered in keeping with advances in agriculture. Accordingly, it might be 
opportune for WHO to seek to compile a list of "essential" pesticides, which would be those 
in common use having acceptable effectiveness combined with minimum toxicity. That might 
help to minimize the undesirable, toxic effects of new products, and at the same time 
facilitate communications on safe use. Such a step might also help developing countries to 
reduce the unnecessary import of new products and save them from avoidable trade deficits. 
The Expert Committee could lend its services for that particular activity. 

Professor LAFONTAINE commended the valuable report. Since the report dealt with new 
products and concomitant problems, he would have liked to see the safe use of those 
pesticides related to a date which, he suggested, should be 1985, so that the findings could 
be updated in future. 
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He fully agreed with the need for protection of workers exposed to pesticides, but, from 

his own experience, it would appear that accidents most often occurred to persons not 

particularly aware of the problem, and especially to children. It would appear wise to draw 

attention to that fact. 

He thought that paraquat production and use should cease, since in the event of 
poisoning there was little that could be done. There would therefore seem to be a need to 
reconsider that product and, in particular, whether its usefulness really outweighed the risk. 

Dr OTOO also praised the extensive and informative report submitted. Pesticides were 

now in common use, in developing as well as in developed countries, and he would therefore 

support Dr Sudsukh
1

 s comments regarding a list of essential pesticides, as well as guidelines 

for their use. 

He stressed the need for toxicologists to be trained regarding pesticides in the same 
way as pharmacists were trained for drugs. The evolution of the toxic effects of pesticides 
on users and in the environment could not be predicted and products, safe when used, could 
become toxic in breaking down. Consequently the Expert Committee

1

 s recommendations regarding 
the training of toxicologists on a regional and national basis should be very much encouraged 
by W H O , since otherwise drastic action in dealing with the effects of pesticides might become 
necessary at some future stage. 

Mr Almar GRÍMSSON commended the report, which responded well to the needs of Member 
States which, as stated in the Introduction, were faced, oil the one hand with pressure to 
limit the use of pesticides and, on the other, with increasing resistance by vectors to older 
chemicals. 

He agreed with Dr Sudsukh and Dr Otoo that management and training were crucial to the 
safe and rational use of pesticides. From his own experience, he believed that the lessons 
of national and international collaboration in drug control could serve as guidance in the 
field of pesticides• It might even be practical in some small countries for the same 
government agency to deal with registration, listing and inspection of both drugs and 
pesticides. 

Turning to the recommendations for W H O , under section 6.2 of the report, he had noted 
with interest the second recommendation to include a new paragraph in the next edition of The 
WHO recommended classification of pesticides by hazard. Guidelines to classification. While 
he welcomed that addition, he would at the same time urge that increased attention should be 
given to the problem of long-term or chronic toxicity. 

With regard to the third recommendation for WHO that the Organization should encourage 
education in toxicology, it seemed to him that that would clearly be linked with action under 
the International Programme on Chemical Safety. 

Dr COPPLESTONE (Pesticide Development and Safe Use) thanked members of the Board for 
their comments. 

On the point raised by Dr Koinange regarding brand names, he stressed the difficulties 
involved in view of the very considerable number existing throughout the world - a situation 
complicated further by new brand names given to mixtures frequently marketed, WHO was 
therefore not able itself to compile a list of brand names and continued to use the approved 
common names. Nevertheless, the matter was being discussed at the United Nations level, in 
the context of the United Nations consolidated list of products whose consumption and/or sale 
have been banned, withdrawn, severely restricted, or not approved, and it was therefore 
possible that brand names of pesticides which fell into that specific category might be 
included in that list in future. 

Where personal protection was involved, WHO was very much aware of the difficulties 
which arose, mostly in regard to agriculture where the more toxic compounds were used. The 
Organization had been discussing with manufacturers the possibility of marketing more dilute 
concentrates with the aim of reducing the need for protective clothing, since it would appear 
that that approach was more likely to produce results than specifically aiming at producing 
cheaper clothing. It w a s , moreover, known that traditional dress in nearly every country 
would, if arms and legs were covered, provide 70-80% of the necessary protection, provided 
hygiene was good and the clothing washed. 
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Epidemiological studies of the kind mentioned by Dr Sudsukh had already been started by 

WHO, Late in 1985, an informal consultation had been held, with participants from a number 
of developing countries, to consider ways in which epidemiological studies could be 
strengthened and the precautions taken at the national level intensified. That had resulted 
in a new estimate of the possible incidence of accidental pesticide poisoning of about one 
million cases globally per year. That would seem to be of the right order and would indicate 
a need for further national atention to the control of pesticides. 

Regarding the suggestion that a list of "essential" pesticides be drawn up, he did not 
think that such a list could be considered analogous with the list of essential drugs from 
the point of view of WHO. The Organization did in fact have a list of essential pesticides 
for public health use, which was set out in various publications. However, it was not 
competent to consider the agricultural field. Although it worked very closely with FAO in 
that regard and had been closely associated with the preparation of the recently approved FAO 
International Code of Conduct on the Distribution and use of Pesticides, the Organization 
could not itself make any judgements as to what pesticides were essential to combat 
particular pests in particular ecological situations. It had tried to do its best by 
producing The WHO recommended classification of pesticides by hazard and the Guidelines to 
classification. The Classification was now 10 years old and a new edition was in press. 

In reply to Professor Lafontaine, he said that WHO certainly hoped that futher expert 
committees would be convened and that proposals would in due course be made to review new 
compounds from the point of view of their safe use. Fortunately, the present report was up 
to date since no new class of compounds had been introduced since its preparation. 

The question of paraquat was- essentially a matter for national registration 
authorities. It did pose a real conundrum since millions of gallons of the compound had been 
used in an ordinary way over the past two decades with hardly any problems. They only 
occurred when it had been misused and drunk, usually for suicidal purposes. It would appear 
to be the responsibility of individual national authorities to decide on their attitude in 
that regard rather than for WHO to make any recommendation. 

WHO was looking into further ways of training toxicologists, and he agreed with the 
comment that training should also be linked with the action of the International Programme on 
Chemical Safety, with which his unit collaborated closely on all such matters concerning 
pesticides• 

In reply to Mr Grimsson concerning the inclusion of chronic toxicity in the Guidelines 
to classification, he said that that point had in fact been considered by the Expert 
Committee, but that it had decided to include only the paragraph in the second recommendation. 

Dr NAKAJIMA (Regional Director for the Western Pacific) drew attention to paragraph 2.2 
of the report, concerning the use of permethrin for aircraft disinsection. In many countries 
of the Western Pacific Region governments required aircraft to be disinsected, and passengers 
and airline companies often approached staff of the Regional Office with inquiries about the 
safety of the products used. He was glad to note that the Committee had found that the 
safety margin for permethrin treatment was very large; that was good news for the prevention 
of transmission of vectors through international travel. 

Where paraquat was concerned, there had been recently a high incidence of intoxication 
in rural areas in some countries of the Region, notably Japan. The cases recorded chiefly 
involved use of the product for suicidal or criminal purposes. No indications of a safety 
margin were given in connection with paraquat, and he supported the recommendation made by 
Professor Lafontaine in that regard. He had already made informal contact with some 
governmental authorities with a view to promoting a review of the safe use of paraquat in 
agriculture and its commercialization, but the product was now so widely used that its 
withdrawal might prove difficult. Nevertheless, he agreed that WHO should review the 
problem, which was indeed a serious one； for example, cases of mortality from paraquat 
poisoning in Japan had reached a serious level. 

Professor LAFONTAINE explained that he was less concerned with the use of paraquat by 
intending suicides than with the risk it presented when ingested accidentally, particularly 
by young children, because there was practically no possibility of effective therapeutic 
action. There might well be a number of cases that were not reported, notably in the 
developing countries, because of the time-lag between exposure to the poison and the 
appearance of symptoms. He therefore urged that paraquat be carefully studied. 
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Dr LARIV1ÈRE (alternate to Dr Law), commenting on the remarks made by Dr Nakajima as to 

the merits of permethrin, recalled that the Ecological Group of the Onchocerciasis Control 
Programme had expressed some reservations about its use. Although it was undoubtedly useful, 
not enough was yet known either about its safety margin or its effects on crustaceans and 
other organisms； for example, it was toxic to honey bees. He would not be prepared at the 
present stage to give permethrin a clean bill of health, and believed that there was room for 
further toxicological research. 

Dr COPPLESTONE (Pesticide Development and Safe Use) said that it was true that there 
were disadvantages to the use of permethrin in some circumstances, because of its effect on 
non-target organisms. However, those disadvantages in no way affected its usefulness for 
aircraft disinsection. Its ability to adhere closely to any fabric meant that spraying the 
interior of aircraft during servicing periods was effective for several weeks, and thus 
obviated the need for spraying the passengers themselves. The Expert Committee had found 
that the safety margin for such treatment was very large, and it could be safely concluded 
that there were no objections to its use on safety grounds. 

Dr NAKAJIMA (Regional Director for the Western Pacific) added that a new vector control 
method involving the impregnation of mosquito nets with permethrin had so far proved 
successful in his Region. Preliminary data showed that use of such nets in China, Papua New 
Guinea and the Solomon Islands had significantly reduced mosquito colonies. However, the 
method would of course require further study. 

WHO Expert Committee on the Use of Essential Drugs； second report (WHO Technical Report 

Series, No. 722) 

Dr REGMI commended the report, and in particular the recommendations concerning the 
model list of essential drugs. If that list was to be successful in improving health, the 
cost of drugs to developing countries would have to be reduced, and an effective supply, 
distribution and procurement system established. If the trend towards ever-rising drug costs 
continued, WHO'S whole approach would need to be revised. The Expert Committee should meet 
frequently, not only to recommend lists of drugs but also to find a solution to the problem 
of rising costs, since the availability of essential drugs to the rural masses was the key to 
the attainment of health for all. 

/ 

Dr GARCIA BATES also welcomed the report, which was a model of its kind; it was simple 
and practical, and suitable for use as a reference. Some developing countries were already 
endeavouring to compile lists of essential drugs, particularly for use in primary health 
care. However, more was required than the mere compiling of a list of priority drugs. 
Mention had already been made of the proportion of overall health care costs accounted for by 
drugs； in some countries that proportion could be over 50%, particularly in areas with 
disease patterns typical of severe underdevelopment. The tendency of health care to become 
"drug-dominated" was already well known, and she drew attention to the recommendation in 
section 13.1 oil page 42 of the report that health care professionals should receive education 
about drugs, not only during their training but throughout their entire professional life. 
Greater emphasis should be given to that recommendation, especially in the training of 
medical personnel, since effective application of the essential drugs list would remain a 
mere dream as long as drug manufacturers continued to sabotage it by implying in their 
publicity that its use would lead to a decline in the quality of health care. 

An important point made in the report was that WHO should continue to stress the 
application of effective national drug policies (section 13.2). Without such national 
policies, it would be very difficult to halt the trend towards "drug-dominated medicine" or 
to overcome the obstacles to serious research into drug costs. She also wished to emphasize 
the Committee

1

 s recommendation that WHO should explore the possible usefulness of developing 
a model drug formulary incorporating therapeutic information in line with that already 
promulgated by the Organization, otherwise there was a risk that lists of essential drugs for 
primary health care might not be in accordance with overall policies on drugs and their use 
in health care• 

Mr Almar GRÍMSS0N, welcoming the report, said that he was glad to see a more explicit 
section on drug utilization surveys, since such surveys formed the basis for evaluating drug 
utilization and for quantifying drug needs. With regard to section 13.2.1, he would like to 
know whether the information sheets on essential drugs had, in fact, been circulated. He 
noted that, in section 13.2.4, it was stated that the majority of countries participating in 
the International Conference of Drug Regulatory Authorities had been developing countries, 
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but he still believed that too few of the latter had attended. He hoped that the problems 
attendant on the certification scheme (section 13.2.6) could soon be solved so that the 
scheme could be expanded. 

Finally, he stressed that the model list of essential drugs was not intended to be 
universally applicable； it was for each national authority to make selections from it in 
order to meet its own needs. He had been pleased to note, on a recent visit to Kenya, that 
that country had been wise enough to include in its primary health care drug list a placebo, 
namely brewer

1

 s yeast, which was harmless and could in some situations be beneficial. 

Sir John REID endorsed those views. He suggested that it would be helpful if the Board 
could have some preliminary comments from the Director-General on the outcome of the 
Conference of Experts on the Rational Use of Drugs, Nairobi, which would assist members when 
they attended the Health Assembly as delegates of their countries. 

Dr KOINANGE said that the explanatory notes in the report were especially useful in 
helping to clarify many issues which until then had not been fully understood by many 
national authorities. He also welcomed the suggested model list of drugs for primary health 
care (section 12.2). 

Dr Uthai SUDSUKH said that the Committee
1

 s success in identifying drugs and vaccines 
indispensable for primary health care and the control of common diseases was proof of the 
dynamism of the concept of the essential drugs list, and proof also that that concept had not 
been devised merely in order to provide "second class" health care. It was interesting to 
note that familiar preparations such as gentian violet and chloroquine had been included 
alongside new substances. The effectiveness of the list depended, however, not on the way 
that it had been formulated, but on the creation of an efficient system of supply, storage 
and distribution; that required not only capable management, but also a positive political 
will. He warned that attempts to stabilize drug prices could, if not handled properly, lead 
to conflict, as well as to the danger of low-quality treatment with substandard products. 
Appropriate measures would have to be identified and applied to meet particular 
circumstances. The complexity of the problem was such that it called for a well-planned 
intersectoral approach on the part of the Organization. 

Dr GRECH said that in his experience the chief criterion to be used in selecting 
essential drugs was the availability of the product at all times, in adequate amounts, and in 
appropriate dosage forms. While many countries were able to identify certain drugs, or 
groups of drugs, for which there was a high risk that the various products differed in their 
bioavailability, they of ten encountered problems over initial therapy or brand equivalence, 
and some guidance in that area should be given in the model list. For example, in 
section 2.1 of the model list (non-opioids), it might be wise to include suppository dosage 
forms for indometacin and ibuprofen, in view of the gastric side-effects associated with 
tablet or capsule dosage forms. 

The selection and supply of drugs constituted a complex challenge. While the 
establishment of an essential drugs list and of standardized treatment schedules was best 
tackled as part of national policy, efforts would also have to be made in the field of 
education and in the provision of information if national drug policies were to succeed. 
Patients should be educated in the use and misuse of medicines, and should be kept informed 
on such matters as iatrogenic disease and side-effects and alternative therapies. Similarly, 
all communications between doctor and pharmacist should be clear and unambiguous, avoiding 
confusion between, for instance, approved and proprietary names, and between rapid-acting and 
sustained-release drugs. 

Dr DIALLO supported the recommendation made in the report concerning the quality control 

of essential drugs and vaccines. WHO should help developing countries, which imported nearly 

all their pharmaceutical products, to develop quality control mechanisms at national level. 

Professor MENCHACA said that the report
1

 s usefulness mainly depended on whether national 
authorities were able to implement its recommendations. Referring to the changes made in the 
model list (section 11), he asked whether any other changes or significant modification had 
been made as compared with earlier reports. 

Dr HAPSARA suggested that conferences such as the International Conference of Drug 

Regulatory Authorities, referred to in section 13.2.4, should be convened in a number of 



SUMMARY RECORDS : SECOND MEETING 21 

countries with a view to strengthening the powers of such authorities in the countries 

concerned. 

Professor LAFONTAINE suggested that, in the model list of drugs for primary health care, 
special emphasis should be given to the importance of oral rehydration salts, which provided 
a simple but very effective means of saving lives. At the other extreme, it would also be 
useful if WHO could indicate where rare, but nevertheless essential drugs - Clostridium 
botulinum antitoxin, for instance - could be obtained. Finally, he urged that, in addition 
to the WHO certification scheme, Member States should have the courage to introduce in their 
own countries a system of quality certification for drugs intended for export. 

Dr AYOUB commended the Expert Committee's report for providing important up-to-date 

guidelines on essential drugs, although she seriously doubted whether they would induce 

countries producing pharmaceuticals on a large scale to alter their own practices. 

Developing countries should be guided by WHO in developing lists of essential drugs, 

where no such lists existed, 

Dr DUNNE (Pharmaceuticals), thanking Board members for their comments on the report, 
recalled that it was now some 10 years since the first report in the series had been 
produced, during which time - largely on account of the Board

f

 s own encouragement - the 
concept of essential drugs had made significant progress, becoming the corner-stone for drug 
procurement in many countries, the foundation of W H O

1

s Action Programme on Essential Drugs 
and Vaccines and, in a broader context, a strong stimulus the world over to more rational use 
of drugs. 

Many points raised by members could be discussed more comprehensively when the report of 
the Nairobi Conference was available. He pointed out that the Expert Committee

1

 s report was 
but one element in many activities undertaken within WHO that were directed to the promotion 
of the essential drugs concept. On the subject of prices, it sufficed to say that the very 
existence of an essential drugs list made for the rationalization of procurement that would 
itself lower prices. 

The question of export certificates raised by two members would be dealt with in the 
report of the Nairobi Conference. He expressed gratitude for the support given to the 
International Conference of Drug Regulatory Authorities (ICDRA) which was an initiative of 
W H O . However, while the usefulness of such conferences was keenly appreciated, the cost of 
convening them could not be met from the regular budget. 

He agreed with Dr Regmi on the need for the Expert Committee to convene regularly, and 

trusted that the Board would continue to support biennial meetings. 

In reply to Mr Grimsson's comments, a great deal of attention had been paid in the 
report to the need for ancillary sources of information, such as drug information sheets. 
Such sheets were available, as had been announced in previous Expert Committee reports, and 
in fact formed the basis for the Committee

1

 s deliberations at each meeting. They could be 
used to advantage by governments, as indeed they had been in some cases. There were, 
however, from an international standpoint, various inhibiting factors to the production, of 
didactic information on drugs for broad dissemination. In some countries the approval of 
drug information sheets was a national prerogative and in many cases they served a regulatory 
function. W H O

1

s information sheets must be regarded as being advisory in nature, and for 
that reason were directed primarily towards governments； they had been circulated to members 
of WHO'S Expert Advisory Panel on Drug Evaluation and also to interested manufacturers. 
Although much instructive and appreciative comment had been received, formal endorsement of 
the information sheets had not yet been forthcoming, since no model could be ideally suited 
to every circumstance in every country. So far only about 10 governments had approached WHO 
for such sheets, and it was hoped that the Organization's continued promotional efforts would 
give rise to a larger number of requests in the future. 

Regarding issues of quality, endeavours were being made to offer a comprehensive package 
of norms and standards that addressed all questions of quality, safety and efficacy within 
the ambit of the two Expert Committees concerned with pharmaceuticals. In that connection 
the question of bioavailability, raised by one member, was now becoming a very important 
problem, having regard to the growing use of generic products. Bioavailability was 
consequently given high priority in W H O

1

s drug quality activities. The first requirement was 
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to obtain as much information as possible about how often generic products failed to become 
registered in the more highly developed Member States for reasons of inadequate 
bioavailability. It was hoped that the issue would be partly resolved in the next Expert 
Committee on Specifications for Pharmaceutical Preparations. 

He thought he had thus answered most of the substantive points, but he was willing to 
supply any further explanation that might be required. 

Professor MENCHACA said that he had not received an answer to his question. He had 
referred to the changes in the model list enumerated in section 11 of the report and asked 
whether any other kind of significant modification had been made as compared with the 
previous report. 

Dr DUNNE (Pharmaceuticals) explained that the reports were intended to be sequential, 
each one superseding the previous one and providing full introductory explanations about the 
philosophy of the essential drugs policy. 

The DIRECTOR-GENERAL drew attention to the relationship between the normative aspect of 
W H O

1

s work on pharmaceutical products, including the use of essential drugs and the Action 
Programme on Essential Drugs and Vaccines embodying the Organization

1

 s "line" function in 
which direct support was given to Member States in their endeavour to implement that basic 
essential drugs concept. While the two aspects were closely interrelated, the distinction 
between them should be clear; questions of costs, for instance, logically came under the 
Action Programme. Considerable progress was indeed being made in the concrete aspects of 
essential drug use, with more than 60 developing countries moving towards national drug 
policies based on essential drugs'. 

The subject of the distribution of drug information sheets clearly raised problems, 
including legal entanglements that had to be avoided, but there was no doubt that a way must 
be found of making the sheets - continuously updated - available as guidelines for adaptation 
by Member States for their specific requirements. 

In reply to Sir John R e i d
1

s request for a brief overview of the Nairobi Conference, he 
said that what had been termed the "spirit of Nairobi" had emerged from the Conference, 
namely a conviction that an edifice of cooperation had been constructed despite the many 
conflicting interests involved. However precarious the "pyramid" constituted by that edifice 
might b e , the potential for future cooperation existed. The WHO press release summarized the 
work of the Conference, covering the main issues of national drug policies, regulation, 
promotion, information and legislation, the responsibility of the various bodies involved, 
and, in conclusion, W H O

1

s new drug strategy. The components of that strategy were highly 
ambitious and challenging and had to be debated carefully by the Health Assembly, in 
particular to ascertain whether WHO was capable of assuming such a degree of responsibility, 
in a variety of areas relating primarily to intensified promotion of national drug policies, 
involving the Action Programme on Essential Drugs and Vaccines, support to all governments in 
setting up effective drug systems, and dialogue with those involved. There was a very strong 
demand for such support and exchange of information, including expanded use of the WHO 
certification scheme, and for improvements by WHO in information, collation, analysis and 
distribution; for training in the rational use of drugs； for promotion of ethical norms for 
drug advertising; and for research. 

He had informed the Nairobi meeting that, before presenting his synthesis and 
recommendations to the Assembly, he would consult the Executive Board

1

 s Ad Hoc Committee on 
Drug Policies immediately after the current Board session, presenting to it the different 
components of his proposed report to the Health Assembly, including his summing up of the 
meeting, details of the proceedings and proposals for the WHO updated strategy. He would be 
seeking the advice of the Ad Hoc Committee on Drug Policies on such a presentation, so as to 
prepare the ground for a genuinely productive debate in the Health Assembly in the spirit of 
the Nairobi meeting. 

Sir John REID felt that the Director-General
1

 s brief account provided useful preliminary 

background information pending subsequent consideration by the Ad Hoc Committee and the very 

important debate in the Health Assembly. 
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Decision: The Executive Board considered and took note of the Director-General

1

 s 

report^- on the meetings of the following expert committees: the WHO Expert Committee 

on Viral Haemorrhagic Fevers；^ the WHO Expert Committee on Biological 

Standardization, thirty-fifth report；^ the WHO Expert Committee on Vector Biology and 

Control, ninth report (Safe use of pesticides)；^ and the WHO Expert Committee on the 

Use of Essential Drugs, second report.^ It thanked those experts who had taken part 

in the meetings, and requested the Director-General to follow up the experts
1 

recommendations, as appropriate, in the implementation of the Organization's programmes, 

bearing in mind the discussion in the Board.^ 

The DEPUTY DIRECTOR-GENERAL drew the attention of members of the Board to two changes 
made by the Director-General to Expert Committee meetings scheduled to take place in 
1986-1987. The Expert Committee on Vector Biology and Control was to be replaced by a 
scientific group on the integration and management of vector control in primary health care. 
A meeting of an expert committee on the health of the elderly was also to be held. 

7. CHANGES IN THE PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1986-1987 (REPORT BY THE 

PROGRAMME COMMITTEE): Item 7 of the Agenda (Document EB77/4) 

The CHAIRMAN informed the Board that the Programme Committee had entrusted him with the 

task of presenting its report. At its meeting in October 1985, the Programme Committee had 

reviewed a report by the Director-General on changes in the programme budget for 1986-1987. 

The Committee
1

 s report on that subject was contained in document EB77/4, to which was 

appended the report of the Director-General.^ 

As mentioned in paragraph 1 of the Programme Committee
1

 s report, the Director-General 

had submitted his report for the information of the Programme Committee and of the Executive 

Board in accordance with resolution WHA35.2 of the Thirty-fifth World Health Assembly (1982) 

and with the procedures agreed upon for operating a mechanism, through the Director-General's 

Development Programme, for the adjustment of imbalances or deficiencies in the programme 

budget. 

The changes in the programme budget for 1986-1987, which the Director-General had 
decided to make by utilizing funds available in his Development Programme, totalled 
USÍ 1 700 000, and represented increases in the budgetary allocation for global and 
interregional activities in the programmes as set out in paragraph 2 of the Committee

1

 s 
report. 

In the course of the Committee
1

 s review, members had made a number of observations on 

the proposed activities of the five programmes that had received increased budgetary 

allocations, and the Director-General had provided additional information, as set out in 

paragraphs 4 to 6 of the Committee
1

 s report. 

The Programme Committee had expressed its full support for the changes in the programme 

budget for 1986-1987 outlined in the Director-General
f

 s report, and had considered that they 

responded in a highly satisfactory manner to the comments and suggestions made by the Board 

and the Health Assembly the previous year when they had reviewed the proposed programme 

budget for 1986-1987. 

Dr KOINANGE supported the proposed changes in the programme budget for 1986-1987. 

However, in connection with paragraph 1.3 of Annex 1 to the Director-General*s report, he 

wished to know what had been done to provide technical expertise in dealing with emergency 

health problems. 

1

 Document EB77/3. 

WHO Technical Report Series, N o . 721, 1985 

WHO Technical Report Series, No. 725, 1985 

WHO Technical Report Series, No. 720, 1985 

WHO Technical Report Series, No. 722, 1985 
6

 Decision EB77(1). 
7

 Document EB77/1986/REC/1, Annex 8. 
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He did not agree with the statement in paragraph 1.4 of that Annex that preparedness for 

disasters was based on an ability to predict them. Disasters came unannounced, which was why 
they were emergencies. The real issue, as stated in paragraph 1.5, was one of national 
capacity to deal with such problems, which included famine, floods, hurricanes and massive 
refugee movements. 

He wished to know whether the stated intention of setting up emergency relief operations 

units had been implemented in the various regions. 

Professor MENCHACA said that the report before the Board had his full support in view of 
the importance of the programmes to which additional funds were to be allocated. Some of the 
funds concerned were to be used to speed up Zimbabwe

1

 s national programme for essential 
drugs, which, he hoped, could serve as an example for other countries in the Third W o r l d . 

Professor FORGACS stressed the importance of the allocation of additional resources to 
the cardiovascular diseases programme, particularly in the European Region, where the 
incidence of those diseases appeared to be statistically related to the stage of 
industrialization attained. Such diseases would therefore probably also become a growing 
problem in the developing countries. Premature deaths from cardiovascular diseases could 
most easily be reduced by early prevention. In addition to the MONICA project for the 
multinational monitoring of trends and determinants in cardiovascular diseases, the 
coordinated programme of research on the precursors of atherosclerosis in children should 
therefore be given priority support. 

Dr LARIVIERE (alternate to Dr Law) noted that US$ 1.7 million had been removed from the 
Director-General

1

 s Development Programme, out of a total of approximately US$ 6.5 million for 
global and interregional activities. He wondered whether the Director-General was yet in a 
position to provide some information on how he planned to utilize the balance of the Fund 
and, in particular, whether he had considered allocating resources to new activities to be 
undertaken by the regions, especially with regard to AIDS. 

Dr ТАРА fully endorsed the increased allocations recommended by the Programme Committee, 
since all the five programmes to receive such allocations were very important. Tonga was one 
of the countries taking part in the 15-country global programme for the prevention of 
rheumatic fever and rheumatic heart disease. 

Mr Almar GRIMSSON fully supported the proposed changes in the programme budget for the 
period 1986-1987. However, in the sections of the report devoted to cardiovascular and other 
noncomunicable diseases it was difficult to identify how much was really going to be 
allocated to the programme on tobacco and health. 

Dr HAPSARA, after expressing his support for the changes recommended by the Programme 
Committee, noted that, in paragraph 1.4 of Annex 2 on health systems research, seven kinds of 
areas had been singled out for attention. Two points, however, appeared to have been 
overlooked: problems encountered in mobilizing support and commitment from professionals, 
and problems associated with the dynamics of health system economics. 

Professor RUDOWSKI expressed his support for the increased allocations recommended for 
the major noncommunicable diseases mentioned in paragraph 2.6 of the Director-General

1

 s 
report appended to the Programme Committee

1

 s report, since those diseases represented a heavy 
burden for modern society. He wondered whether, in cost-benefit terms, the allocation of 
US$ 300 000 for such major health problems was sufficient to meet the many requirements. 

Dr REGMI welcomed the proposed changes in the programme budget for the period 1986-1987, 
which were highly relevant. The additional programme activities proposed for the essential 
drugs and vaccines programme were particularly impressive. 

Dr Sung Woo LEE expressed his satisfaction with the Director-General
1

 s decision to 
allocate a further US$ 500 000 to the health systems research programme in response to the 
suggestion made by the Executive Board at its seventy-fifth session. He was glad to note 
that seven different issues representing the kind of areas and range of problems which most 
needed to be stressed had been identified in the report. 

Dr EL0 (Emergency Relief Operations), replying to the questions raised by Dr Koinange 

concerning the action being taken by WHO to improve its capacity to deal with emergency 
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situations, said that since the Thirty-eighth World Health Assembly the emphasis had clearly 

been placed on strengthening the Organization's ability to promote an enhancement of national 

capacities in the field of emergency preparedness and management. The main action had taken 

place in the Regional Offices for Africa and for the Eastern Mediterranean. The African 

R e g i o n
1

s programme had already been approved by the Regional Director, who had also decided 

to establish a unit for emergency preparedness and management in the Regional Office； the 

same process had been initiated in the Eastern Mediterranean Region. In both Regions 

training courses and seminars were under way and enjoyed the full support of the Region of 

the Americas and the European Region, where the emergency programmes were more 

developed. In addition, the Western Pacific and South-East Asia Regions had been in contact 

with headquarters with a view to establishing similar regional programmes. 

As far as the prediction of emergencies was concerned, it should be borne in mind that 

the prediction activities referred to in the Programme Committee
1

 s report should be seen in 

the context of the early warning systems developed by various United Nations and other 

organizations, which could help WHO to anticipate the health consequences of disasters and to 

take appropriate preventive measures. 

Dr NAKAJIMA (Regional Director for the Western Pacific) informed the Board that his 

Region had already carried out emergency relief activities and had convened a training 

seminar in the South Pacific. A l s o , a joint training course and seminar had taken place in 

conjunction with the Region of the Americas, with the support of the two regional offices and 

of USAID. Efforts were now being made to develop programme activities at the country or 

subregional level. For the moment it was preferred not to establish a formal unit with 

specialized staff at the Regional O f f i c e , since natural disasters differed from country to 

country. 

Dr Lariviere would be pleased to learn that the Western Pacific Region had already 
organized a meeting of a scientific group on non-A non-B hepatitis, delta-antigen-associated 
hepatitis and blood-borne human retrovirus. AIDS had not been specifically mentioned, since 
the use of the term still offended certain political susceptibilities. In addition, two 
training courses on the laboratory diagnosis of AIDS had been organized under another n a m e , 
and funds were being provided to some Member States on request specifically in order to 
promote epidemiological surveillance of AIDS and to improve diagnostic capabilities. 

Dr MONEKOSSO (Regional Director for Africa) said that, quite apart from its endeavours 

to establish an appropriate unit in the Regional Office for A f r i c a , WHO had helped to 

coordinate the many different groups of well-meaning people providing assistance in 

Ethiopia. It was hoped that the experience acquired in that operation could be used as a 

basis for an active focal point for emergency preparedness in the countries of the African 

Region, geared to the "slowly creeping" type of emergency occurring in Africa as distinct 

from the more dramatic types of emergency that occurred elsewhere. It was expected that an 

individual with responsibility for providing support f o r , and training i n , emergency 

preparedness would be placed in each subregional office, using the kind of technology and 

methodology so successfully applied in the Americas, appropriately adapted to local 

conditions in Africa. 

Dr MOLTÓ expressed his support for the proposed increase of US$ 1.7 million in 

allocations to the five programmes mentioned in the report before the Board. However, the 

increase proposed for emergency relief seemed small in relation to actual needs. The 

Director-General should therefore be encouraged to find more funds for supporting national 

capacities to develop disaster preparedness programmes, since natural disasters were not only 

always unexpected but also led to substantial loss of life, as those that had occurred in 

1985 in Mexico and Colombia had shown. 

Dr GRABAUSKAS (Director, Division of Noncommunicable Diseases), commenting on the point 

raised by Professor Forgács concerning the early prevention of cardiovascular diseases, 

informed the Board that, in addition to the project for the study of precursors of 

atherosclerosis in children, the concept of "primordial" prevention, which was of special 

relevance to the developing countries and to the younger population groups in all countries, 

was particularly important in the cardiovascular programme. In fact, consideration was being 

given to the development of a specific multicomponent health programme for schoolchildren in 

which many individual programmes were involved. 
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In reply to Mr Grimsson*s comment regarding the allocation for the smoking and health 

programme, he explained that the additional budget allocation under consideration was 
intended to promote integrated disease control and monitoring. The smoking and health 
programme had its own allocation, as did the programmes for the control of diseases in which 
smoking was an important factor, such as the cardiovascular disease, respiratory disease and 
cancer programmes, which were spending a considerable proportion of their budgets on smoking 
control activities• That situation was not, however, viewed as a duplication of activities 
but rather as an attempt to mobilize resources and interest in the pursuit of broader goals 
for health related to a group of noncommunicable diseases, or even reflecting health 
promotion activities in general. 

Replying to Professor Rudowski
1

 s comment regarding the relatively small amount of the 
increase in the allocation for noncommunicable diseases, he explained that the sum in 
question was an additional amount intended for the specific purpose of developing an 
integrated approach to major noncommunicable disease prevention and control problems, over 
and above the sums allocated to individual noncommunicable disease programmes• 

The DIRECTOR-GENERAL said that a great effort was made to ensure that the information 
governing the use of the Director-General

1

 s Development Programme was widely known. It was 
always outlined in the biennial proposed programme budget document, as well as in relevant 
financial reports. 

Although some scepticism had been expressed when the establishment of the 
Director-General‘s Development Programme had first been proposed, it was now clear that some 
of the Organization

1

 s most important programmes - such as those on tropical disease research, 
on human reproduction research, on diarrhoeal diseases and the Expanded Programme on 
Immunization - could not have been as successful as they were but for the flexible financing 
provided by the Development Programme. Almost every month some new kind of activity was 
examined for prospective financing from the Development Programme, while the Organization 
could never have coped efficiently with emergency situations without the resources available 
under the facility. The very promising new programme of vaccine research and development 
would never have had a chance of making progress if the Development Programme had not been 
there to provide support. 

It was important that there should be a neutral body like WHO to gather information at 
the global and regional levels and to disseminate it to Member States. The Organization was 
doing its best to respond to the challenge. For example, a series of meetings had been 
organized to deal with certain problems in Africa, financed - so far - primarily from 
extrabudgetary sources. However, in future it would be necessary to draw upon the 
Director-General

1

 s Development Programme. The details of the AIDS control programme would be 
discussed under agenda item 20, but for the moment it should be borne in mind that the 
African countries had displayed a great willingness to cooperate and that, before the 
Organization approached the donor community for assistance in ensuring that Africa developed 
a reasonable AIDS surveillance infrastructure within a reasonable period of time, the 
Organization must be able to build up potential donors' confidence by making judicious use of 
the Director-General

1

 s Development Programme and other flexible resources with a view to 
raising the approximately US$ 30 million needed to finance an effective programme. 

As far as smoking was concerned, so far the Organization had proceeded on a case-by-case 
basis• The Director-General

1

 s Development Programme would have to be drawn upon in order to 
support the work being done in conjunction with the International Olympic Committee, although 
considerable extrabudgetary resources would also be needed. Thus the Director-General

1

 s 
discretionary power to make allocations from his Development Programme as circumstances 
required was of very great importance over a wide area of activity, and on the whole the 
decision to establish it had proved to be both salutary and cost-effective. 

The CHAIRMAN reminded the Board that members would have an opportunity of hearing 
reports by the regional directors on any significant changes that might have been made in the 
regional programmes for the current biennium when agenda item 8 was discussed. When that had 
been d o n e , the Board could then consider what kind of decision it wished to take on agenda 
item 7. 

The meeting rose at 12h45. 



SECOND MEETING 

Wednesday, 8 January 1986, at 14h30 

Chairman: Dr G . TADESSE 

CHANGES IN THE PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1986-1987 (REPORT BY THE PROGRAMME 

COMMITTEE): Item 7 of the Agenda (Document EB77/4) (continued) 

REPORTS OF THE REGIONAL DIRECTORS ON SIGNIFICANT REGIONAL DEVELOPMENTS, INCLUDING REGIONAL 
COMMITTEE MATTERS : Item 8 of the Agenda 

The Americas (Document EB77/5) 

Dr GUERRA DE MACEDO (Regional Director for the Americas), introducing document EB77/5, 
said that the serious economic situation in Latin America and the Caribbean continued to 
affect the health sector. Economic growth in 1985 had been slow and in most cases negative 
with uncontrolled inflation attaining 610% on average. External debt commitments and 
debt-servicing, which accounted for as much as 40% of the total value of regional exports, 
constituted a major problem. Prices of exports had decreased by 16% over the past three 
years. The adverse economic situation had, however, been accompanied by some interesting 
political developments. While the situation in Central America had remained much as before, 
there had been a reinstitution of democratic systems in most Latin American countries, a 
trend which might be expected to have favourable repercussions in economic and other sectors. 

In the field of international cooperation, donor as well as recipient countries had 
adopted attitudes which were not always positive and resulting pressures had signified both 
potential and real threats for organizations of cooperation, such as the World Health 
Organization. 

The main characteristics of the health sector in 1985 had thus been determined by 
effects of the economic crisis. In general, with three exceptions, there had been a 
reduction in resources allocated for sectoral activities. The impact of such reductions had 
so far only been visible in relation to food and nutrition problems. Trends towards greater 
urbanization of the population, demographic growth and aging of the population had 
continued. However, on the positive side infant mortality had continued to decline, 
increased cover had been provided for a number of special programmes, including immunization 
programmes, and there had been increased linkage of health institutions in many countries of 
the Region, particularly of ministries of health and social security institutions. None the 
less there remained serious defects within health services in general. It was estimated that 
in 1985 over 120 million inhabitants of Latin America were still without regular access to 
basic health services. Integration of the health sector in the overall development process 
remained unsatisfactory and oil the whole understanding of integration from the point of view 
of theory, methodological tools and promotion left much to be desired. Management and 
organizational defects had led to an unacceptable lack of effectiveness. It was estimated 
that wastage in personal medical care in Latin America and the Caribbean amounted to some 
US¿ 10 000 million each year and constituted the greatest single challenge which health 
services had to face. Current health problems in Latin America were a mixture of 
long-standing problems stemming from poverty and emerging problems related to development. 
The Region was increasingly confronted with chronic disease and problems arising from the 
physical and social environment. Challenges faced by the countries of the Region in 1985 and 
which they would continue to face in the immediate future included: first, a reorientation 
of research efforts to generate knowledge more appropriate to problem-solving in specific 
country contexts and including an in-depth review of health technology, which - it was 
considered 一 could have serious repercussions on the effectiveness of services； secondly, a 
more coordinated and effective approach to the mobilization and utilization of resources in 
each country; thirdly, cooperation between countries as a means of mobilizing joint efforts 
to solve problems affecting more than one country or susceptible to solution through 
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solidarity among countries； improved integration of the health sector in the global 
development process, in particular in the public sector； the political dimension of health, 
i.e. acceptance of the challenge of the significance of health in the life of developing 
societies, which was one that seemed so far to have been only partially and superficially 
considered by the Organization. All those measures were designed to improve the capacity to 
cope with the increasing complexity and cost of health programmes in the years to come. 

The Regional Office had in 1985 sought solutions to the problems outlined above within 
the contexts described. Most importantly, an effort had been made to increase the direct 
participation of countries in the Organization, both at the level of governing bodies - one 
step forward being the setting of the planning committee on a permanent basis 一 and at 
national level in joint Seeretariat-Organization-Government efforts to implement resolutions 
taken collectively in the governing bodies. A review was being undertaken of the 
implementation of primary health strategy in Latin America. It was considered that primary 
health care had been too much regarded only as a programme oriented towards simple problems 
of marginal population groups and had not been sufficiently utilized for its great potential 
to change health systems as a whole. Efforts in that direction would continue in the future 

The Advisory Committee on Health Research (ACHR) strategies in the Region had 
considerably changed action strategies becoming a permanent tool for developing the 
Organization

1

s research policies, while at the same time defining research priorities better 
suited to promotion by the Organization with its limited means. Subregional strategies were 
being developed and implemented, Central America having been given greatest attention in 1985 
but a start was being made in the English-speaking Caribbean and the Andean subregion. The 
Expanded Programme on Immunization had also been given additional stimulus, with the adoption 
of the target to eradicate indigenous transmission of wild poliovirus from the Americas by 
1990 and the adoption by three countries of the Region of the target to eradicate measles. 
Special efforts had also been undertaken in the fields of technology, essential drugs and 
acute respiratory infections. 

The РАНО Directing Council/WHO Regional Committee had approved the РАНО 1986-1987 
budget. The total regular programme budget stood at some US$ 170 million and it was hoped to 
mobilize some $ 800 million to support national health programmes., some $ 110 million being 
channelled through W H O . The Organization would thus have a budget of some i 280 million for 
the Americas in 1986-1987. The final budget contained slight changes to the proposals 
considered by the Executive Board and Health Assembly in 1985, but they did not seriously 
affect programmes or the overall budget. The Regional Committee had also approved the 
regional budget policy and determined priorities for the implementation of the 1986-1987 
budget. The need to make infrastructure activities the focus of the cooperation activities 
of the Organization as a whole had been marked as a priority. 

The Regional Committee had also reviewed the Expanded Programme on Immunization; 
approved the plan of action for the eradication of indigenous transmission of wild poliovirus 
by 1990; and reviewed the maternal and child health programme, paying particular attention 
to the implementation of family planning policy. Among the problems related to health in 
adults, the Committee considered the integrated approach to chronic diseases； the growing 
problems of drug abuse, hepatitis and particularly hepatitis В including the production of 
vaccines in Latin America; the problems of control of Aedes aegypti in relation to the 
potential threat of yellow fever and dengue fever, and the emergency preparedness programme 
with the recommendation that it should be better integrated into the Organization's normal 
activities. 

Regional Office efforts to increase efficiency and provide increased response to 
countries
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 needs for cooperation had been focused in 1985 on starting, or continuing, the 
implementation of management strategies approved in 1984, and reviewing and developing the 
Regional Office planning and programming system, especially its annual operational 
programming and quarterly administrative programming. 

One of the greatest needs in Latin America was for an effective system of evaluation of 
activities, including evaluation of cooperation programmes and of performance, of both 
operative units of the Organization and individuals. Attempts were being made to follow up 
the Director-General's ideas by establishing systems of programme auditing in addition to 
existing financial auditing. 
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The coming year would see the continuation of the process of decentralization of 

activities together with the strengthening of the technical, administrative and scientific 
information systems to support the development of all such efforts. As in 1985, staff 
development would continue, especially through training at the managerial levels. Special 
activities directed to the training of health leaders had been started in 1985 and would be 
expanded in 1986. 

Despite the expected continuation of the economic crisis into 1986 it was hoped that 
there would be some favourable developments in the solution of the economic problems. That 
would make it possible to continue the efforts of 1985, but there was a need to concentrate 
resources and focus increasingly on health sector priorities, to increase the overall 
effectiveness of the sector and of the Secretariat, and to avoid wastage. Whereas in 
1984-1985 there had been an increased productivity of 6%, it was hoped to achieve a 10% 
increase in 1986-1987. 

Professor MENCHACA praised the succinct but penetrating report. The repercussions which 
the economic crisis and the burden of the external debt were having in the health sector, 
particularly in the Region of the Americas, had reached serious and sometimes alarming 
proportions. As was stated in the report, socioeconomic indicators had registered 
significant declines over the past year. He shared the view expressed in the report that 
there must be optimum utilization of the resources allocated for health by means of 
priorities at country level and maximum development of operational capacity in health 
services. Latin America had spent over US$ 5000 million in drugs in 1985. That could not 
continue: countries were facing situations which made it impossible for them to maintain 
such a rate of expenditure, especially when the drugs, thus purchased, were not reaching all 
sectors of the population. The system of programming, planning and evaluation of the 
Organization
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 s cooperation was of great importance as it encouraged improved budgetary 
management and control, and greater impact of cooperation. On the question of technical 
cooperation among developing countries (TCDC), he suggested that the report might have gone 
into greater detail and provided some examples which might be of use to countries of the 
Region. He congratulated the Secretariat for its initiative in promoting the conference 
"Contadora/Health for Peace", which provided an example of the opportunities, through health, 
of promoting peace. The Regional Director was to be commended on the ambitious target for 
increasing productivity, which - it could be hoped - would serve as an example for other 
regions, thereby improving the work of the Organization as a whole. 

Dr MOLTO joined in congratulating the Regional Director on the report. He and his team 
had undoubtedly made tremendous efforts to give increased dynamism to Regional Office 
activities to promote health among all the peoples of the Region. 

Dr HAPSARA welcomed the Regional Director's analysis of the problems faced by the Region 
and his optimism concerning future developments. 

He wondered what effect the emigration of health manpower was having, especially in view 
of the economic crises outlined in the report. It was his experience that such emigration 
represented a severe economic loss. 

/ 

Dr GARCIA BATES congratulated the Regional Director on his forthright presentation of 
the realities of the situation in the Region. One of the key points he had raised concerned 
the evaluation of actions taken and the question of an evaluation system for the Region as a 
whole. The regional report on the evaluation of the health-for-all strategy would be of 
great interest and importance, particularly in view of the presently limited knowledge of 
what was being done; it was eagerly awaited. Another critical matter was the utilization of 
resources and the related issue of considerable loss and wastage in the Region where 
resources were already scarce. 

The Organization was attempting to promote at country level a broader concept of the 
term "administration" that brought together the notion of management and the need to train 
leaders and health services administrators. Unfortunate examples of lack of organizational 
ability could be found among the countries of the Region, particularly with their recent 
social and political difficulties. 

The Regional Director had outlined the Region's problems in a frank, even painful 
manner. Those problems would have to be reviewed in the light of evaluation models used in 
WHO at both regional and country levels. Evaluation in depth was - she reiterated -
necessary for appropriate and truly meaningful changes to be made in the health sector. 
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The goals and targets set concerning eradication of the wild poliovirus and, in a few 

countries, eradication of measles, would be a difficult challenge for the countries of the 
Americas, particularly in terms of internal organization and of deployment of the available 
resources in pursuit of equity. 

Dr Uthai SUDSUKH congratulated the Regional Director on his comprehensive review of 
developments in the Region. 

Paragraph 56 of the report stated that the Regional Committee had approved the regional 
programme budget policy and urged its immediate implementation. The policy was to be 
submitted to the WHO Executive Board and applied during the 1986-1987 programme budget period 
and in the preparation of the 1988-1989 programme budget. Commenting that the Regional 
Committee thus appeared to be ahead of schedule in preparing a regional programme budget 
policy and in its implementation, he said that it had been his own understanding that the 
Regional Committee was to review the first draft of a regional programme budget policy, which 
was then to be submitted to the present session of the Executive Board for comments. The 
draft would then be reconsidered at the subsequent Regional Committee meeting when final 
approval would be given. He wondered how the Region would accommodate the 1986-1987 
programme budget with the already approved regional programme budget policy. 

Dr GUERRA DE MACEDO (Regional Director for the Americas) thanked members for their 
comments. He agreed with Dr García Bates that it was imperative to face the realities of the 
present situation and that internal problems could not be ignored. Change was a vital 
necessity, especially to developing countries. 

In reply to Professor Menchaca, he said that the Regional Director's report was brief 
and had not included examples of technical cooperation among developing countries of the 
Region. That subject would be discussed by the R e g i o n
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s Subcommittee on Planning and 
Programming in April 1986 and again by the Regional Committee in September 1986. There would 
therefore be an opportunity to present the issue in greater detail at the seventy-ninth 
session of the Executive Board. 

Professor Menchaca had also referred to the development of the Central American 
initiative, which had ended its preparatory phase with the conference "Contadora/Health for 
Peace" in Madrid in November 1985. Some 32 countries had been represented, including most of 
the countries of Europe and the Americas, and Japan. The particular problems of the 
subregion had been discussed, including those of Panama and Belize. There had been an 
extraordinary consensus that health could be instrumental in promoting the conditions needed 
to establish peace, as well as playing a role in achieving equity and in the development 
process as such. 

In reply to Dr Hapsara, he said that the brain drain had been a problem for the Region 
over many years. During the present economic crisis, the process was likely to have been 
accelerated, although no statistics were available. The Region was concerned at the 
situation, particularly as regards the implications regarding investment in training. But it 
was those who were best trained and who had the greatest potential who were emigrating and 
thus the loss was not merely economic. 

The recorded economic losses (net capital export) for Latin America and the Caribbean 
over the period 1982-1985 totalled some US$ 106 000 million. Such a situation made 
medium-term development very difficult and seriously affected prospects for investment, 
particularly in health. 

In reply to Dr Sudsukh, he explained that in the Region the regional programme budget 
policy was finalized after the World Health Assembly had adopted the WHO programme budget. 
But the regional budget was approved later (September 1985), and so there had been time to 
prepare a regional programme budget policy document which had been submitted to the Regional 
Committee prior to discussion of the regional budget for 1986-1987. The final preparation of 
the current budget took due account of those policy guidelines. However, any revision of the 
regional programme budget policy already approved by the Regional Committee, that might be 
proposed by the Executive Board at its present session, would be re-submitted to the Regional 
Committee. Meanwhile the guidelines in the policy document were already being implemented. 
The Region also prepared annual budgets or operational programme budgets for each of the 
years in the period covered. In preparing and implementing the annual budget for 1986, due 
account had been and would be taken of regional programme budget policy. 



SUMMARY RECORDS : SECOND MEETING 31 
South-East Asia (Document EB77/6) 

Dr KO KO (Regional Director for South-East Asia), referring to the report by the 
Programme Committee of the Executive Board on changes in the programme budget for the 
financial period 1986-1987 (document EB77/4),^ said that although programmes were 
formulated in close consultation with Member States and were approved by the Consultative 
Committee for Programme Development and Management before being submitted to the Regional 
Committee, subsequent changes were still necessary to meet changing needs in countries. They 
were changes of emphasis or ideas rather than fundamental alterations. Those country changes 
led to prograinme changes at the country level. 

The main change for intercountry programmes was the result of exchange fluctuations. 

The exchange rate for the Indian rupee to the United States dollar for WHO purposes had 

increased from 10 to 11.5, requiring an adjustment to the budget of some US^ 900 000. 

The major programmes that had registered an increase in allocation were: health 
situation and trend assessment; health systems research; organization of health systems 
based on primary health care； research promotion and development； essential drugs and 
vaccines； drug and vaccine quality, safety and efficacy; traditional medicine; cancer; 
and health information support. 

Decreases in the regional allocation for managerial process for national health 
development were mainly due to a large reduction by one country, and reflected a change of 
emphasis from general management to health services research, though within the principles of 
the managerial process. 

Reviewing trends in health development activities in the Region and the response of WHO 
and Member States to those developments, he said that, despite the vicious circle of disease, 
poverty, unemployment, malnutrition and greater vulnerability to disease, the peoples and 
governments of the Member States of the Region were making every effort to solve health 
problems, inspired by a total commitment to the health-for-all goal. They were doing their 
utmost to support the development of the health sector in spite of severe financial 
constraints. Although health facilities had expanded, effective access and utilization 
remained beyond the reach of many who were in need of them. In addition, economic, 
geographical and behavioural barriers to appropriate health care remained. Nevertheless, the 
increase in facilities and other resources in both public and private health sectors was 
noticeable. A decreasing trend in the crude mortality rate was clearly apparent in the 
Region. During the past decade-and-a-half, infant mortality rates had decreased considerably 
and life expectancy at birth was increasing in most countries. However, neonatal deaths 
still represented 30-60% of all infant deaths in those countries for which information was 
available. Malnutrition and nutritional deficiency disorders and water-, food-, and 
vector-borne diseases continued to be major causes of illness and death. Cancer, 
cardiovascular diseases and other noncommunicable diseases were threatening to emerge as 
major public health problems in countries that had achieved higher levels of life 
expectation. Natural and man-made disasters, such as cyclones, floods, landslides and civil 
disturbance, and the refugee problem continued to demand attention and require expenditure of 
health resources. 

Although there were important differences among countries in the Region, their 
approaches to development had a great deal in common. The view that aggregate growth was 
sufficient as an end in itself was being rejected and in its place, concern for welfare and 
equity had emerged as the major objective in development strategies. All countries in the 
Region had now formulated such strategies, reflecting a concern with non-economic issues, 
including good health, productive employment, education, shelter and housing, distributive 
equity of income and development benefits, and personal freedom and dignity. 

In the face of resource constraints, technical cooperation among developing countries in 
the health field was growing, with the health ministers taking a lead. At their fifth 
meeting in Colombo in November 1985, they had reiterated their commitment to the goal of 
health for all and had expressed continued support for TCDC to achieve the goal. Steps to 
formulate and implement short-term technical cooperation projects had been initiated and a 
number of consultations and visits had taken place, resulting in agreement on some technical 
cooperation programmes. The health ministers had also agreed to exploit fully the potential 
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and supportive role of nongovernmental organizations in motivating and mobilizing community 

support for the implementation of national health-for-all strategies. 

At its thirty-eighth session, the Regional Committee had noted some of the positive 

developments in health infrastructure in the countries of the Region, n a m e l y , the 

decentralization of appropriate authority to different levels of the health infrastructure, 

inclusion of primary health care development as an important component of the minimum needs 

programme with a multisectoral perspective for socioeconomic development, training to develop 

managerial competence at both primary health care and referral levels, and the introduction 

of the concept of cooperation among developing villages to promote self-reliance. H o w e v e r , 

there was an urgent need to ensure adequate community involvement, without which the pace of 

primary health care development would not be sufficiently accelerated, despite political 

commitment. 

The Regional Committee had also emphasized the need to strengthen health information 

systems further in support of health development activities. The lack of adequate and 

reliable information had become clearly evident during the monitoring and evaluation of 

health-for-all strategies. 

Despite the advances made in health manpower development, lack of trained personnel with 

appropriate motivation still posed a major obstacle to the achievement of health-for-all 

g o a l s . The Regional Committee had stressed the value of the application of the health 

services manpower development concept. The need for development of health management skills 

had also been e m p h a s i z e d . 

The Regional Committee had felt that intra- and inter-sectoral coordination were 

essential for the development of the programmme on information and education for h e a l t h . 

While the hardware component was obviously necessary, greater attention should be paid to the 

development of software through innovative approaches relevant to the sociocultural 

situations in the R e g i o n . 

Discussion of programmes for the promotion and protection of health had revealed 

increased awareness of the magnitude and significance of all major types of malnutrition in 

the countries of the Region and of the multisectoral nature of nutritional policies and 

programmes. The Regional Committee had commended the efforts of both national authorities 

and international organizations, including W H O , in developing regional programmes for the 

control of iodine deficiency diseases. WHO'S regional strategy for the control of blindness 

due to vitamin A deficiency had also been considered effective. 

In the area of maternal and child h e a l t h , the Regional Committee had considered that 

strengthening of infrastructure, training of grass-roots health w o r k e r s , especially 

traditional birth attendants, and the integration of the Expanded Programme on Immunization, 

control of diarrhoeal and acute respiratory 'diseases and family planning with maternal and 

child health were all welcome trends. However concerted action was needed to accelerate 

family planning activities integrated with health services and to increase the involvement of 

women in health development activities, both as providers and beneficiaries. He was pleased 

to note that the regional plan of action for the w o m e n , health and development programme had 

been finalized in consultation with countries and was being implemented. 

Considerable progress had been made in the Region in increasing coverage with 
drinking-water supply systems and in their m a i n t e n a n c e . The Regional Committee had expressed 
concern at the inadequacy of the progress being made in the sanitation component of the 
International Drinking Water Supply and Sanitation Decade programme. Water quality-control 
activities also required acceleration. The Regional Committee had supported efforts for 
institutional development, especially at the rural l e v e l , for better planning and management 
of Decade activities. The programme was being strengthened on the basis of the five-point 
Decade strategy adopted by W H O , which had generated many initiatives in countries. 

The programme on essential drugs and vaccines was making steady progress and all 

countries of the Region had incorporated principles of essential drugs in their national drug 

policies. All countries now had a national list of essential drugs which was more or less 

adhered t o , at least in the public sector. Governments were making efforts to become 

self-reliant through the adoption of appropriate systems of procurement, production and 

m a n a g e m e n t , and the application of quality control principles for drugs and vaccines. 

However, most countries in the Region would continue to need W H O
1

s technical support in that 

area. 
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The Expanded Programme on Immunization had made considerable progress in a number of 

countries of the Region. The available data on some of the target diseases, although limited 
in some cases, showed a declining trend in areas where coverage with the Expanded Programme 
was adequate in quality and quantity. The trend was felt to be encouraging, since, in the 
ultimate analysis, the real indicator for the impact of the Expanded Programme was the 
reduction in morbidity and mortality due to the target diseases. The Regional Committee had 
advised that targets for disease reduction should be quantified in order to facilitate future 
evaluation. The Expanded Programme in the Region currently stressed integration with primary 
health care, community involvement, strengthening of infrastructure, training of health 
workers in both technical and management aspects, and the improved surveillance of target 
diseases. 

Malaria continued to be a major problem in spite of the declining trend in incidence in 
the Region as a whole. Parasite resistance to the commonly used antimalaria drugs and vector 
resistance to insecticides was persisting, and the shortage of trained personnel and lack of 
adequate financial resources were becoming difficult issues. Countries in the Region were 
preparing for a prolonged struggle to control malaria through mobilization of community 
efforts and the inclusion of bio-environmental measures in the control programme. 

The programmes for control of diarrhoeal diseases and acute respiratory infections were 

progressing satisfactorily. 

The Regional Committee had expressed concern that morbidity and mortality from 
tuberculosis and leprosy were continuing at high levels in several countries in the Region, 
with problems related to early diagnosis, effective case-holding, prompt and adequate 
treatment, drug resistance, and adequate and timely supply of drugs. Multidrug therapy had 
been introduced for each of the diseases, reducing duration of treatment and facilitating 
better management in most countries. The role of nongovernmental organizations and voluntary 
agencies in the control of the two diseases had been emphasized. 

Cardiovascular diseases and cancer were threatening to emerge as major public health 
problems in a number of countries. The Organization's support was mainly in epidemiological 
studies to define the nature and extent of the problem and to institute preventive actions, 
including health education. Member States were showing a keen interest in tobacco-related 
diseases, and the topic had been discussed as a separate agenda item by the Regional 
Committee. The Committee had considered the existing situation in countries and had examined 
alternative intervention measures for implementation as recommended by a regional workshop 
held in response to an earlier suggestion by the Regional Committee. The Committee had 
recognized the multisectoral dimensions of the problem and had advised the implementation of 
intervention measures taking into consideration the prevailing sociocultural factors and the 
limitation of resources. 

Three other matters of vital importance which had been discussed by the Regional 
Committee, and later, at the meeting of ministers of health of countries of the South-East 
Asia Region, should be highlighted: the evaluation of the Strategy for Health for All and 
its implementation, the regional programme budget policy, and health-for-all leadership 
development. Evaluation of the Strategy for Health for All had been a stimulating experience 
for most governments, although they had needed the initial support of WHO to carry out that 
exercise. All countries had established multidisciplinary national committees for that 
purpose and the common framework and format for evaluation had been universally used as a 
tool to that end. Member States had shown proof of their maturity in fearlessly reporting 
the facts as they were, showing the strengths and weaknesses of their national strategy for 
health for all and the processes of its implementation. The 10 issues detailed in the 
report, which had been identified as a result of the evaluation, were not new but would 
certainly affect future action for health development in the countries of the Region, since 
national decision-makers had had an opportunity to see for themselves more clearly the state 
of affairs which existed. Concerning the regional programme budget policy, the Consultative 
Committee on Programme Development and Management had already produced a draft, based on the 
guidelines provided by the Director-General, which had been examined in depth by the 
Subcommittee on Programme Budget of the thirty-eighth session of the Regional Committee. Its 
report suggesting modifications had been endorsed by the plenary Regional Committee and the 
final draft of the regional programme budget policy would be submitted to the thirty-ninth 
session of the Regional Committee in September 1986 for approval. The Regional Committee had 
expressed its satisfaction at the timely effort to implement regional programme budget 
policy, as it would certainly facilitate optimal use of WHO resources in support of the 
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health-for-all g o a l . The health-for-all leadership programme was attracting the interest and 

attention of governments in the Region. Many institutions and national training programmes 

were being identified for further development potential in that context and in addition to 

initiatives taken by national administration and institutions, great enthusiasm was being 

shown at many regional m e e t i n g s , seminars and symposia. It had been most encouraging when 

health m i n i s t e r s , at their fifth meeting in Colombo in November 1985, had taken up the 

subject as an agenda item and endorsed the WHO approach for leadership development. On the 

basis of their guidance and the outcome of the task force meeting at headquarters in December 

1 9 8 5 , the Regional Office had developed a regional action plan for leadership development for 

health for a l l . 

While the commitment of Member States in the South-East Asia Region to the 

health-for-all goal was total and they were sincerely trying to streamline strategy and 

accelerate implementation, their action was limited by resource constraints. Mobilization of 

resources from within the Region was particularly limited by the fact that all the countries 

of South-East Asia were developing countries and four of them belonged to the group of least 

developed countries. While they were striving hard to obtain as many resources as possible 

for health development from their own economies, it was their legitimate hope that more 

affluent countries would come forward to fill the resource g a p . None the less, despite such 

d i f f i c u l t i e s , he was confident that, given the existing political commitment and enthusiasm 

for health development, and with the guidance and support of developed countries, the 

countries of the Region would continue to progress towards the goal of health for all by the 

year 2000. 

Dr HAPSARA, welcoming the Regional Director's report, observed that the management 

capacity of health development in*many countries in the Region had been strengthened, as 

reflected in the evaluations undertaken at the annual meetings of ministers of health. Such 

management capability should be still further improved. 

Various primary health care activities had been strengthened and implemented more 

efficiently in many countries and priorities for promotive and preventive measures had been 

established• Some countries faced the challenge of further strengthening local hospitals as 

part of the total referral system. 

The consistent downward trend in mortality referred to in the third sentence of 

paragraph 5 of the Regional Director's report coulcf be observed not only in Burma and India 

but in some other countries a l s o . 

Dr Uthai SUDSUKH welcomed the Regional Director
1

 s report and the efforts of Member 

States in the Region to attain the goal of health for all through the primary health care 

strategy. The progress towards that g o a l , which was well reflected in the report, had been 

made despite the many economic constraints. In the current world situation, WHO'S technical, 

financial, managerial and moral support for the development of Member States was extremely 

important• Closer contact had been established between Member States and the Organization at 

the n a t i o n a l , regional and global levels through appropriate mechanisms and programmes, many 

of them unique in South-East A s i a , including national WHO coordinating committees at the 

country l e v e l , country support teams at the regional level, the Consultative Committee for 

Programme Development and Management, annual meetings of ministers of health w i t h emphasis on 

TCDC promotional activities, and the Regional Committee with its leading catalytic and 

innovative role. Through all those mechanisms, Member States would continue to implement 

bilateral TCDC activities. Agreements had been reached between various pairs of countries 

with common interests, among them Nepal and Thailand, which had signed a memorandum of 

understanding for TCDC programmes for the three-year period 1985-1987. The Regional 

Director
1

 s strong support for Member States in such activities had been among the reasons for 

his renomination by the Regional Committee, which the speaker welcomed. 

Dr B E L L A , referring to the problem of acquired immunodeficiency syndrome (AIDS), to 

which the Director-General had briefly referred at the previous m e e t i n g , observed that 

whereas the disease, when first encountered, had been thought to be confined to a specific 

geographical a r e a , it was now known to be widespread. Some panic had been engendered by lack 

of knowledge of the disease, and he therefore welcomed the Director-General
1

 s intention to 

provide countries with relevant information. 

Dr REGMI welcomed the efforts of the Regional Director and his staff to overcome the 

health problems in the Region. Although the latter comprised countries with differing 
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social, economic and cultural backgrounds, all had common overall development activities and 
common problems of malnutrition, poor environmental sanitation, high infant mortality rates 
and high population growth. National authorities were making every effort to alleviate those 
problems and the Regional Office had played a leading role in health development activities. 
The management team had become extremely active and the Health-for-All Steering Committee was 
playing a leading role in many countries. Evaluation of the health-for-all strategies had 
been pursued with encouraging results. TCDC activities were going forward and a memorandum 
of understanding between two countries - the first of its kind in WHO'S history - had been 
signed. A second evaluation of activities under the Expanded Programme on Immunization had 
also taken place in one country in the Region. The annual meetings of ministers of health 
had played a significant role in encouraging Member States in their work. With WHO's help, 
several health-related activities had been launched in 1985 as a timely support to the 
activities of nongovernmental organizations. 

There appeared to be no reference in the Regional Director's report to workshops and 
seminars on drug abuse control, a number of which had been held in the Region. Several 
innovative activities were being carried out but many remained uncompleted for lack of 
technical, managerial and financial resources, and help was needed to tackle the problems 
confronted. 

Dr Sung Woo LEE welcomed the report and congratulated the Regional Director on his 
renomination by the Regional Committee. Referring to the last sentence of paragraph 41 of 
the Regional Director

1

 s report, he asked whether the problem referred to was that of 
hepatitis В or hepatitis A . 

Dr KO KO (Regional Director for South-East Asia) agreed with Dr Hapsara concerning the 
importance of management. WHO'S efforts in all countries were now focused on the improvement 
of management capability which, it was hoped, would lead to improved programmes in general. 
Such improvement was linked with the evaluation of the health-for-all strategies• He 
welcomed the fact that the strategy in the various countries was being pursued within the 
framework of health development programmes and of general economic development. The relevant 
statistics were contained in the documents relating to the Global Strategy for Health for All 
by the Year 2000 (agenda item 11) and would be examined in detail under that item. 

He thanked Dr Sudsukh for referring to unique developments in South-East Asia in the 
utilization of various mechanisms of government/WHO collaboration and coordination. 

Close collaboration was maintained with government leaders, who were keenly interested 
in the health situation of their peoples, and it was hoped with their support to achieve more 
in the future. 

The Regional Office was aware of the importance of the situation with respect to AIDS. 
Members of its staff had attended consultations at headquarters in December 1985 and had in 
turn organized a regional consultation on 30 December, in which most countries of the Region 
had participated. It was felt that, although there was no cause for alarm, it was essential 
to be prepared and be alert to the situation. Attention was being focused on the development 
or further acceleration of the development of diagnostic capabilities, which existed in some 
three or four countries, on epidemiology studies and on identification of the groups at risk. 

The drug abuse control situation in the Region could be seen from the annual report. 
Implementation of the programme in that area or health sector was at present confined to 
Thailand and Burma, but the possibility of expanding it to other countries was being explored. 

Viral hepatitis existed in most countries of the Region and was not confined to 
hepatitis A and B; hepatitis non-A, non-B was reported in some countries. Epidemiological 
studies had been carried out in many countries. Trials on the effectiveness of vaccines and 
the use of vaccine, of the conventional type as well as yeast-cell vaccine, had been 
conducted in Burma, Thailand and India and were being planned in others. Lack of manpower 
and of other resources made the problem one of the most difficult in the Region and there was 
a need to collaborate with developed countries, whose encouragement and assistance were 
highly appreciated. 

Europe (Document EB77/7) 

Dr ASVALL (Regional Director for Europe) said that only through a perusal of the annual 

reports of the Regional Director and similar documents could a full picture be obtained of 
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the many important issues dealt with in the hundreds of scientific meetings, courses and 
other activities undertaken by the Regional Office. He would concentrate on a few issues 
dealing mainly with the health-for-all policy development at regional level, the response of 
countries to that development, and some major mechanisms designed to foster cooperation 
between the Regional Office and Member States. Credit for many of the achievements must go 
to Dr Kaprio, the former Regional Director, who had retired at the end of January 1985. 

Prior to the 1980 session of the Regional Committee, few in Europe had seen any great 
relevance to the developed countries in the health-for-all movement and European countries 
had made no serious attempt to assess their own situation in the light of the health-for-all 
ideals, which had been seen at the time largely as a concern of the developing world. 

The decision to formulate a European regional health-for-all strategy directed 
specifically to the health problems of developed countries had changed all that. In 1980, 
the Regional Committee had adopted the regional strategy and had agreed that the major health 
problems in Europe lay in the areas of life-styles and health, environmental health and the 
health system itself. 

In 1981, the Regional Committee had decided that one of the foremost roles of the 
Regional Office should thenceforth be to promote the development of national health-for-all 
policies and programmes in the Region, thereby giving WHO a political rolé which it had not 
had hitherto. 

In dealing with the regional component of the Seventh General Programme of Work, the 
Regional Committee had decided at the same time that major changes in the programmes, 
organization, work methods and staffing of the Regional Office were needed to equip it to 
perform its new role. In 1984-1985, therefore, a number of new programmmes - on health 
promotion, smoking and health, alcohol abuse, drug abuse, social equity, disability 
prevention, etc. - had been added to the work of the Regional Office. Important changes had 
also been made in other programme areas. 

Staffing patterns had been changed to give a broader field of expertise in such areas as 
sociology and political science, which complemented the existing expertise in such fields as 
medicine, engineering, economics and law. 

When adopted in 1980, the regional strategy had given only general indications of the 
desired development and had provided no precise indication of the commitment required of 
individual countries and the Region as a whole to do something serious about the issues 
involved. In its awareness of that situation, the Regional Committee had decided that the 
regional strategy should include regional targets clearly specifying how far the Region as a 
whole should go by the year 2000 to solve the problems identified in the regional strategy. 

That work had required a major effort by the Regional Office and Member States and had 
represented two years of intensive analysis by many expert groups and special advisory 
groups. Some 250 experts from 25 disciplines had been involved in the work. A draft text 
had been submitted to the Regional Committee in 1983 and a written consultation had been 
carried out with all Member States in 1984. On the basis of their comments and of a review 
by the Regional Health Development Advisory Council, the Regional Committee, in September 
1984, had given its final views and unanimously adopted the 38 regional health-for-all 
targets, which had included four areas of health improvement: reducing existing health 
inequities among countries and between groups within countries； adding life to years by 
improving people's opportunities to develop and use their health potential； adding health to 
life by increasing the average number of years of life free from major disease and 
disability； and adding years to life by reducing premature mortality from certain diseases 
and accidents. Targets had also been set with respect to factors influencing life-styles and 
health, improving environmental health, improving the functioning of health services and 
strengthening resources in terms of national health policy formulation, manpower development, 
and so on. The target-setting process had given rise to an intensive debate not only in WHO 
and its expert groups but in most countries of the Region, which had had to provide written 
comments on the preliminary version of the document• 

All involved had put forward their views as to what the targets should express. The 
Regional Health Development Advisory Council had most aptly stated that they should be "a 
blend of tomorrow's dreams and today's realities". They should thus have a firm basis in 
scientific knowledge of the current problems and the existing solutions to those problems, 
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but they should go beyond a mere prediction of current trends to include a vision of what 
could be done given the political will to work effectively with the solutions at hand. 

It was still politically safe to set targets provided it would not be necessary to 
report back later on what had happened. It was remarkable that the European countries had 
identified that danger and decided to go significantly further and to identify for each of 
the 38 regional targets a set of indicators that they all pledged to apply routinely in their 
own health information systems, measuring progress, reporting back, to the Regional Committee 
through WHO and using the indicators for routine evaluation within individual countries and 
for the regional evaluation. A total of 65 such indicators, including the global indicators, 
had been adopted by the Regional Committee and used for the first evaluation of national 
targets reported upon by countries in March 1985. 

The 33 Members of the European Region thus now had an extensive and detailed common 
health policy which they had produced together through years of analysis and negotiation and 
which represented a common framework for their work both as a region and in individual 
countries. When it was considered that that development had come at a time when 
international cooperation had been at its lowest ebb for many decades, that the agreement on 
a common health policy touched upon very sensitive political, ethical, technical and 
humanitarian issues and that it had been concluded between Member States at very varying 
stages of development and with vastly different political allegiances, it must be concluded 
that the European countries and the Regional Committee had indeed played their roles in 
health-for-all development in an amazing w a y . 

Those were still only paper decisions on a regional level, however, and the question to 
be answered was whether the European countries were now doing anything to change their own 
national health policies, to bring them into line with the regional policy, as they had 
agreed to do in the formal resolutions adopted by the Regional Committee. Had that question 
been raised in 1980, the answer would undoubtedly have been negative, but the situation in 
December 1985, as opposed to January 1984, was that almost one-third of the Member States had 
m a d e , were in the process of making, or had taken official decisions to develop a national 
health-for-all strategy in line with the regional one. Positive results in that connection 
had been achieved by Bulgaria, Denmark, Finland, Hungary, Italy, Malta, Netherlands, Norway, 
Poland, San Marino and Yugoslavia. 

In other countries, a serious debate had started regarding the relevance of the regional 
strategy to their own health developments. At a meeting of the Federal and Lander Ministers 
of Health and their senior public health advisers in the Federal Republic of Germany, which 
he had recently attended, it had been decided that all Lander would analyse the regional 
targets to identify gaps in their own achievements and policies, and that the federal 
authorities would study the situation in the country as a whole to determine what might be 
done to improve development. The issue would be resumed by the Ministers in 1986. 

Preliminary discussions of a similar nature had recently taken place between the 
Regional Office and the national authorities in a number of other countries. Four top-level 
delegations had visited the Regional Office to discuss such issues during the past 
two-and-a-half months and it would seem not unlikely that by the end of the next biennium 
half of the European Member States would have embarked on the development of national 
health-for-all strategies. While it could not be said that all those developments were due 
to the health-for-all debate alone, there was no doubt that in a number of countries that 
debate had been a major factor in bringing about a new thinking and a political will to raise 
the broader issue of a comprehensive national policy - i.e. health policies that were truly 
intersectoral and dealt with all the components of the regional health-for-all strategy - and 
thus to take up a number of questions previously considered to be outside the remit of 
ministries of health. That achievement had created considerable excitement in a number of 
countries, not only among national health authorities； the Regional Office was increasingly 
receiving information about sub-national and even local authorities taking up the regional 
health-for-all strategy and applying it to their own province, region or community, and the 
Regional Office was ready to assist when and where needed• 

A very important aspect in support of that development had been the involvement of 
leading health officials in Member States in the work of the Regional Committee and the many 
preparatory groups that had been involved. A special effort had been made to reach the top 
non-political officials in the health field in Member States, and the Regional Office 
therefore now organized a one-week seminar each year for such persons from about a third of 
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the Member States, to give them an opportunity to reflect on key health-for-all policy issues 
and to exchange experiences. The latest of those seminars had been held in Greece in 1985. 

Another important aspect was the provision of technical advice and training 
possibilities for key planners and decision-makers in countries. To that end a network of 
collaborating centres had been built u p , one for each of the four language groups in the 
Region, which held special seminars every year in management techniques related to health for 
all policy and progranime planning, monitoring and evaluation, A particularly important event 
in 1984 had been the second European Conference on Health Planning and Management, held in 
the Netherlands, where there had been a breakthrough in the attitude of countries as to their 
views on health planning and the possibilities of influencing health development in their 
countries in a meaningful w a y , given the constraints of their political and administrative 
systems. The Conference had agreed that health planning should be seen to include not only 
the highly structured, more traditional planning systems, but also the less highly structured 
blend of economic and other incentives that could be used to influence health developments, 
thus paving the way for all those countries in central Europe that had been sitting on the 
sidelines on account of their weaker mandates in health planning. To support that decision, 
a special development group comprising those countries and the Regional Office had been 
created and was now making good progress in determining ways of promoting health-for-all 
policies in the political and administrative environments of such countries. 

One of the major findings of the regional evaluation report had been the current 
deficiency in national health information systems, which had led to a rethinking of the 
Regional Office's role, work and methods, and its position as an information centre for 
health and health-related information in the Region. 

In the biennium under review, the Office had therefore started to develop a new network 
of special collaborating centres, each of which would be responsible for the continuous 
monitoring of the development, in the 33 countries of the Region, of one particular field of 
regional strategy, e.g., smoking, health manpower development. The Regional Office was 
extremely grateful to a number of Member States which had made substantial national resources 
available for the running of those collaborating centres, for which the Regional Office paid 
nothing, and which worked for the Region as a whole. The Regional Office had also 
endeavoured to create special cooperative frameworks for countries wishing to take up special 
issues within the regional strategy. Thus, during 1984-1985, a special agreement had been 
signed with eight Member States, and a number of others were interested, that wished to 
design permanent programmes aimed at improving life-style and health problems and certain 
other issues related to noncommunicable diseases. Other countries had taken up individual 
problems within that area, inter alia Ireland which had recently developed a very active 
anti-smoking programme, and the USSR, which in 1985 had initiated a very comprehensive 
alcohol abuse control programme. 

The Regional Office had also been particularly active in areas such as primary health 
care and appropriate technology. In the past three years very interesting developments had 
taken place in primary health care in the Mediterranean region in particular, where 
countries, including Morocco, Portugal, Spain, Greece and Turkey, had taken significant new 
policy initiatives and active steps to strengthen their primary health care by creating 
networks of health centres. The Regional Office had actively collaborated in that work. 

As far as appropriate technology was concerned, the Regional Office in 1984-1985 had 
created a special collaborating centre broadly to monitor variations in medical technology 
among institutions and countries• A framework, had been developed for a new methodology for 
assessing the appropriateness of health care technologies, and pilot studies had been 
undertaken to test those principles in practice on an emerging new technology. An 
international information network was currently at the planning stage for routine information 
on evaluation of new technologies and a project had been started to develop a forward-looking 
warning system for emerging health care technologies and their likely impact on health care 
and health care systems. In general, the Regional Office had succeeded in increasing the 
awareness of the importance of health technology assessment and quality assurance in a number 
of countries and among many professional groups. 

In spite of the progress made, however, it was evident that knowledge of the new 
European health-for-all policy was still limited to a relatively small number of persons in 
Member States, and that broad knowledge and involvement of professional, political and lay 
groups in that new policy in the 33 Member States and among the 800 million people in the 
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Region were still a long way off. A special policy paper had therefore been presented to the 
Regional Committee in 1985 suggesting ways of creating a promotional campaign to make the 
regional health-for-all strategy and national strategies better known in the Region, and to 
create a truly Pan-European movement in health. That proposal had been strongly endorsed by 
the Regional Committee. 

The regional target document, which had been distributed to all members of the Executive 
Board,1 identified five target groups that needed to be actively involved in promoting the 
health-for-all movement and which therefore needed to be informed and motivated accordingly. 
Those five groups were the people themselves and their politicians, the health authorities, 
the health professionals, sectors other than health, and international organizations. With 
regard to the people themselves, the Regional Office had, in 1984, adopted a new policy of 
producing certain publications specifically for the general public. The first of those 
publications, entitled Health Crisis 2000, presented the problems described in the original 
health-for-all strategy of 1980, but as seen by a professional journalist and written 
specifically for the lay public. That book was now sold on the general market in a number of 
languages of the Region, and special efforts were being made to encourage publication in 
other countries and in other languages. 

A number of technical publications and courses were aimed at health authorities, 
although particular importance was given to working through the nongovernmental organizations 
of the various professions• The Regional Office cooperated very closely with, and had its 
policies debated in, virtually every meeting of the European Association for Medical 
Education, the Association of Public Health Schools in Europe, many nursing associations, 
international associations of bio-engineers and, to a varying degree, in pharmaceutical 
manufacturers

1

 associations, among others. In addition, the Regional Office had actively 
promoted the creation of a number of new associations in fields in which such associations 
were believed to be needed to promote the strategy in the various professions. It had 
consequently helped in the creation of the European Association of Deans of Medical Schools, 
the European Society for Medical Sociology, and new associations, created in 1985, dealing 
with different aspects of appropriate technology issues. It had also stimulated the creation 
of new professional journals in different fields, including health promotion, appropriate 
technology and quality assurance, thus ensuring direct influence on the message going out to 
the thousands of members of those associations, a mechanism which was considered essential 
for the catalytic effect which WHO was trying to obtain. 

A particularly important group was the medical profession, which had traditionally shown 
little interest in the Organization

1

 s work and was often even hostile to i t . In 1984, a 
decision had been taken to tackle that problem directly by inviting a large number of 
national medical associations in Europe to a meeting in the Regional Office to discuss the 
new regional health-for-all strategy. After a frank, and lively discussion, it had been 
agreed to hold such meetings on a regular basis, and a second meeting was to be held in 1986 
to which all the national medical associations of the 33 Member States would be invited to 
discuss key health-for-all policy elements and their implications for the work of 
physicians. A significant breakthrough in relations had been achieved, and it was to be 
hoped that very productive cooperation would take place in the years to come. In that 
connection, the Region's new involvement in appropriate technology issues would be important, 
since such issues were seen by the medical profession as being relevant to "real medical" 
concerns. The epidemiological evidence now being collected on the use of technology was 
providing WHO with an insight into medical practice that was often more extensive than that 
possessed by the professional groups themselves. Thus, the Organization was now gaining a 
new, badly needed, respect and interest on the part of medical groups. That would 
drastically change WHO*s relations with the medical professions in the future, both in the 
Organization as a whole, and with the Regional Office in particular. 

Another important development during 1984-1985 had been the way in which the Regional 
Office worked with individual countries. On the basis of pilot experiences obtained in 1983, 
medium-term cooperation programmes of collaboration had now been established with one-third 
Qf the Member States. Those programmes had been developed after frank and friendly 
discussions between the senior health policy-makers - or special "WHO" committees - in 
countries and the Regional Office. Such talks had identified the countries

1

 key health 
development issues and, on that basis, the most appropriate areas for Regional Office 
cooperation. 

1 Targets for health for all: Targets in support of the regional strategy for health 
for all. Copenhagen, World Health Organization, 1985. 
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The new emphasis on cooperation with individual countries and the sharper policy 

directives given by the 38 regional targets had led to a reassessment of the Organization's 
structure and programme budget. Thus the Regional Committee in 1985 had decided that in 
future the regional programme would take as its point of departure the 38 regional 
health-for-all targets, so as to make the work of the Regional Office as relevant to the 
regional problems as possible. A similar principle was now being adopted with regard to the 
medium-term programmes with individual Member States. 

In the same spirit, some internal reorganization had been carried out in July 1985 to 
enhance the possibilities of working with individual countries and to strengthen the research 
and development work on life-styles and health. A number of internal management studies and 
management training exercises had also been conducted during the past two years to simplify 
procedures, provide a better working environment for staff and to enable each staff member to 
function better in his or her individual job. An important part of that effort had been the 
introduction of an integrated word processor and computer system aimed at increasing internal 
efficiency, improving data handling routines and opening up new possibilities for direct 
communication between the Regional Office and Member States. A number of Member States had 
expressed interest in collaborative projects designed to transfer elements of those 
management routines and information systems to the work of their own ministries of health. 

The overall regional health-for-all developments could be judged either by achievements 
already obtained or by what still remained to be done. Clearly, the process was only just 
beginning and the majority of the work lay ahead. In many ways, however, the greatest 
difficulty had already been overcome with the broad agreement that the regional 
health-for-all strategy was indeed very relevant to Europe as a whole and to all Member 
States, and that it focused on a number of issues which had not been considered adequately in 
the p a s t . Also, there were definite signs that the work with the regional health-for-all 
policy had changed the attitude of members of the Regional Committee as w e l l . At its last 
session in September 1985, there had been a general feeling that the Committee was now 
working harmoniously on clearly-defined issues and many delegates had expressed the view that 
the various developments and issues being dealt with by the Committee now formed a more 
logical part of a whole, and that they felt they were working creatively as part of a 
long-term movement with a clear, forward-looking focus relevant to every country. 

The Regional Office staff had been very pleased to sense a sharp increase in interest 
and positive attitude on the part of leading health authorities in the countries of the 
Region during the past few years, as well as through the openings that had been created 
towards cooperation with the professions and the industry. The Regional Office was fortunate 
in having an unusually competent professional and administrative staff with very high 
productivity. As a rule there was only one professional person dealing with one whole 
programme area, and that person alone was creating the whole catalytic and multiplier effect 
on the activities of intercountry and country programmes. Furthermore, as a result of 
constant efforts to streamline and reorganize the work, all the new programmes and directions 
had been created with practically no staff increase at all during the past five years. 

Given that successful background, it was all the more unfortunate that, because of the 
system for financing WHO'S budget, elements completely beyond the control of the 
Secretariat ~ such as currency fluctuations - had played havoc with years of careful 
planning. The continuous fall in the value of the United States dollar had brought about a 
situation in which the Regional Office was starting the biennium 1986-1987, not with the 
effective working budget approved by the World Health Assembly in May 1985, but with one 
already approaching a deficit of US$ 3 million, a deficit that would be even more 
catastrophic if the present downward trend of the dollar continued. The only way in which 
the situation could be met was by not filling a considerable number of professional posts and 
by taking other economic measures which would seriously threaten effectiveness in a number of 
programme areas. 

He was aware that the issue was a highly sensitive one, yet he felt compelled to express 
his deep concern at the inability to find principles of financing that would prevent the 
Organization from falling into such meaningless traps. The Regional Office would, however, 
deal with that problem like any other. Nevertheless, it was very disappointing to have to 
divert attention and even have to reduce the Regional Office's input to health-for-all 
development, just at a time when all the indications were that it was on the verge of 
profiting from the momentum it had created in many fields and thus could promote the 
development much more effectively. 
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Sir John REID welcomed the encouraging developments in Europe since the adoption of the 

regional health-for-all strategy, referred to in paragraphs 9 and 10 of the Regional 
Director

1

 s report. The translation of that strategy into a set of specific targets, one of 
the most significant developments in the formulation of a regional health policy, had given 
substance and direction to what might otherwise have been no more than an abstract exercise 
involving lip-service rather than action; it had set a challenge which was being taken up by 
health authorities at national level; and there was growing evidence of efforts to reflect 
the targets in strategic health plans at the operational level in several individual 
countries• The evolution of indicators was a complementary and valuable development, and an 
essential component of the strategy. There were valuable lessons to be drawn from the 
European initiative by other regions, and in that connection the regional target documents 
distributed to the Board provided a source of many ideas which could be of help to Member 
States. 

Paragraph 51 of the Regional Director
f

 s report recorded, the endorsement of the proposals 
for a regional programme budget policy and the beneficial effects it should have on 
developing a more rational approach to the budgetary management of the programme. European 
support, as provided by the Regional Committee, for the Board

1

 s initiative endorsed later in 
1985 by the World Health Assembly was most welcome, but unless such regional programme budget 
policies were taken seriously and implemented in reality rather than on paper, the 
health-for-all projects would not succeed. The Region certainly appeared to be moving along 
the agreed road towards the year 2000, and the Member States and the Regional Office were 
acting as they should in a complementary manner towards each other. 

In conclusion, he welcomed the efforts of the Regional Office in informing different 
groups of the community and the community at large of the work of the Organization, and 
commended the Regional Director on his written report and frank verbal presentation. 

Professor STEINBACH endorsed the views of the Regional Director. The planned promotion 
campaign would undoubtedly be instrumental in winning over organizations, institutions and 
authorities which had up to now been waiting on the sidelines of WHO'S programme, and showing 
that they could join in it without risk. In carrying out that task, however, great care 
should be taken to select appropriate contacts and promotion methods• 

Federal States, such as his own country, had specific problems in following the 
planning, reporting and other procedures included in the programme, and he was grateful for 
the Regional Director's understanding of those problems. His country, together with others 
of similar structure, was preparing a meeting aimed at solving their mutual difficulties. 

Dr GRECH endorsed the view of the Regional Director that Europe had travelled far in its 
response to a firm commitment to the Declaration of Alma-Ata and the Global Strategy foir 
Health for All. An impressive list of targets and indicators, and a plan of action which had 
been endorsed by the Regional Committee in 1984, created a common health policy framework to 
be acted upon and actively pursued by the 33 European Member States, despite the differences 
in attitudes, in ingrained infrastructures oriented towards curative care, and in economic 
situations. More encouraging was the acceptance of and the priority given to primary health 
care, which was being recognized by all countries as a much broader approach to health. The 
development and promotion of primary health care in Europe had not been an easy task, having 
been bedevilled by three common fallacies: that primary health care was something n e w , 
invented by the International Conference on Primary Health Care, Alma-Ata, and subsequently 
promoted by WHO； that it was intended for the developing countries, and irrelevant to the 
needs of the industrialized countries； and that it was identical to primary medical care. 
It was to be hoped that those fallacies were things of the past and that Member States could 
now advance in the direction determined by the regional strategy. 

Three salient features had emerged in the formulation of health plans. First, increased 
public participation in health policy-making was one of the most noticeable features of 
health service planning and management in the

 1

8 0 s . Secondly, positive health indicators 
were being sought as a step towards a new information base for health promotion, mortality 
and morbidity measures having failed to identify priority areas for health promotion 
activities, particularly when multiple risk factors were involved in the etiology; the 
Australian risk factor prevalence study in 1980, and the "Life-style and your health" 
questionnaire of the Canadian Health Survey in 1981, had been important earlier attempts, but 
other sensitive key areas which could be monitored by positive health measures should now be 
explored. Thirdly, there was a need for support by countries in the development of 
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information systems to enable them to identify scientifically and highlight trends and 

priorities, and realistically evaluate and monitor the effectiveness of their health services. 

Professor RUDOWSKI considered that the Regional Director's well-designed initiatives 
ensured the continuity of the sound and progressive traditions of the Regional Office, in 
regard to health-for-all policies, in particular. He welcomed the formulation of a long-term 
health policy for Europe and the selection of the necessary targets and indicators. He also 
welcomed the priority given to the preventive side of health promotion and care, and the 
strong emphasis placed on prophylaxis• The recognition of quality assurance and control was 
of particular importance. However, he was unable to agree with Dr Asvall

1

 s statement that 
some members of the medical profession were hostile to the goals and guidelines of W H O . It 
was more likely that they were unaware of what the Organization did; the idea of inviting 
professional groups and associations to annual meetings at the Regional Office was the best 
way of resolving doubts and gaining their support for the goal of health for all by the year 
2000. 

His own country had formulated a health policy programme which had already been adopted 
at government level, and could therefore be added to the list of successes. Comment ing on 
the attractive regional target document he expressed his conviction that it would be 
translated into languages other than the four in which it originally appeared. 

Mr Almar GRÍMSS0N also welcomed the Regional Director
1

 s informative report and 
presentation. One concern he had mentioned that deserved further emphasis, was the 
considerable difficulty the Regional Office was facing because of exchange rate 
fluctuations. The budgetary exchange rate established by the Health Assembly in 1985 was 
currently more than 10% above the' actual exchange rate for the United States dollar against 
the Danish krone. Some countries had considered at the time that it would be more prudent to 
settle on a lower budgetary exchange rate and thus tighten the safety net under the regional 
programmes, since even if savings were made the greater proportion would be returned to 
headquarters and used to help finance the programme budget. It was evident that considerable 
care was required in taking budgetary exchange rate decisions since ultimately they could 
adversely affect programme delivery. 

A further important concern mentioned by Dr Asvall was that health-for-all policy was 
known to only a small circle, generally public health officials, in the Region. A campaign 
to increase awareness of health-for-all policy and the 38 regional targets was thus important 
and one was at present in its initial stages• The Regional Director was to be commended on 
his firm proposals thereon, which had been adopted by the Regional Committee in September. 

Dr JAKAB (alternate to Professor Forgács) commended Dr Asvall on his comprehensive 
report. 1984 had seen the European health policy, including the 38 regional targets, a list 
of regional indicators and a timetable, accepted as the framework for health development in 
countries and in WHO in a spirit of joint endeavour, allowing for due regard to local 
conditions and national priorities in adopting targets. It was also clear that targets could 
not be attained without multisectoral cooperation and participation by the community as a 
whole, such participation being a basic principle of national health policy. The regional 
Committee had on that basis endorsed the idea of a promotional campaign for regional and 
national health-for-all strategies, with the responsibility for running national campaigns to 
rest with national authorities. The need for more readable versions of the target document, 
as well as for films to show to target groups, was stressed in view of the fact that there 
was limited awareness of health-for-all strategy although it was of interest to a broad 
segment of the population. In Hungary, the health-for-all regional target document had been 
translated and distributed to health and other institutions, as well as to nongovernmental 
and other social organizations, and there was an increasing demand for copies. At a recent 
training course organized by the Hungarian Ministry of Health for chief medical officers, the 
health-for-all movement and the target document had been discussed in the context of the 
country*s seventh five-year plan and noted with great interest. The Ministry of Health was 
asked as a result to organize similar courses at country level. 

Such national debate on the strategy was very important in order to identify priority 
issues at different levels and to outline action for the health authorities and identify 
areas where WHO resources were needed. In that context the regional programme budget policy, 
as endorsed by the Regional Committee, was of particular importance since it provided for the 
optimal use of W H O

1

s resources at both regional and national level and gave maximum effect to 
the Organization's collective policies. Continuing discussion with WHO senior officials, in 



SUMMARY RECORDS : SECOND MEETING 43 
addition to national debate, was also necessary to identify areas where Member States 
required WHO resources. A good opportunity for that was provided by the development of 
country medium-term collaborative programmes, which, besides being excellent tools for 
cooperation also provided for optimal use of the Organization's resources by supporting 
national priorities in line with health-for-all principles. 

A third regional development of note had been the preparation of the first regional 
evaluation of strategies for health for all in Europe on the basis of the common framework 
and format. The interest of Member States in the exercise was evidenced by the fact that 
each of the European countries had prepared a contribution to the regional evaluation despite 
the difficulties of the task. Although some suggestions had been made for improvements, it 
had been acknowledged that the first evaluation had been most stimulating both for Member 
States and for the staff of the Regional Office. 

Dr KOINANGE commended Dr Asvall on his clear report. The development of health-for-all 
policies in Europe, coming as it did several years after the Declaration of Alma-Ata, marked 
a historic turning point as it indicated that all the regions were now in tune. At a first 
glance the regional target document appeared to have the potential, with appropriate 
modification, for use in many places. He himself fully intended to draw upon i t . 

Dr HAPSARA congratulated Dr Asvall on his comprehensive report. He noted that the 
regional target document not only identified each target but also indicated how it could be 
attained. It might be useful to highlight that dual aspect and make it more clearly apparent 
in the document. 

With regard to the five groups of actors required to achieve the targets, he asked what 
had been found to be the main constraints that interaction among and between the five groups 
placed on attainment of the targets. 

Dr OTOO joined in the commendation of the Regional Director
1

 s clear and comprehensive 
report. One problem mentioned was the lack of interest in public health shown by medical 
practitioners. In his v i e w , the type of training such practitioners had received as students 
was largely responsible for that attitude. Unless practitioners took an interest in public 
health, health for all would not make the impact expected of it. He therefore considered 
that WHO should take a serious look at the medical training programmes in use in different 
Member States and endeavour to initiate reforms to inculcate a more positive approach to 
public health and secure the more active involvement of medical practitioners in progress 
towards health for a l l . 

Professor LAFONTAINE, after congratulating the Regional Director on his report, noted 
Dr Asvall‘s appeal concerning the financial difficulties the Regional Office might well be 
facing in the future. It would be well for the countries which were partners in Dr Asvall

1

 s 
efforts to remember when they commended him that financial as well as intellectual resources 
were needed if those efforts were to succeed. 

In the context of prevention and early diagnosis, which in his view should be part of 
primary health care, it was important that an integrated approach should include the 
rehabilitation of the disabled and those who had been ill. 

Medical training, to which a reference had been m a d e , was in many countries the 
responsibility of the national education authorities, not of the public health authorities. 
Some coordination was perhaps necessary there to prepare medical practitioners to play a more 
active part in prevention and primary health care. 

A further important need was for WHO to continue to support research on a number of 

essential topics. 

Professor MENCHACA said that he had found a number of very interesting points in 
Dr Asvall

1

 s report, as in Dr Ko Ko*s, and was sure they would provide food for much thought 
on the part of Board members. He welcomed the issue of the regional target document and 
hoped it would be possible for it to be distributed to all Member States. He hoped in 
particular that the promotion of the aspects important to the Organization as a whole that 
Dr Asvall had raised would be carried out in such a way as to make them accessible to the 
majority of the general public. It was a welcome initiative that could well be imitated by 
other regional offices. 
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Dr ТАРА also congratulated Dr Asvall on his report. It was encouraging to hear that the 

health-for-all strategy had application for developed as well as developing countries. The 

European Region was made up mainly of developed countries with high average incomes； that 

perhaps accounted for the absence in the report of any reference to the likely effect of 

economic crisis or recession on the progress of health for all as had been made in the other 

regional reports. 

With reference to the health economics programme mentioned in paragraph 28 of the 

report, he was pleased to inform the Board that a health planner from Tonga had been enabled 

by means of a WHO fellowship to attend a three-month course on health economics in the 

United Kingdom. 

Dr ASVALL (Regional Director for Europe), thanking Board members for their comments, 

said that it was clear that there was general recognition of the fact that the work done by 

WHO and its regional offices was determined solely by the efforts and political will of the 

Member States. 

He agreed with Sir John Reid that the regional programme budget policy was very 

important and should be tailored to the needs of the region concerned. For example, from 

1988 onwards the European Region would be taking the 38 regional targets as its point of 

departure for its regional budget policy. That would n o t , however, affect the reporting by 

the Regional Office to the rest of the Organization; the European input to global documents 

would be presented in a way compatible with overall WHO budget structure. 

Professor Steinbach had underlined the importance of the promotional campaign. A very 

important meeting was to be held in Iceland in March 1986 to consider all the issues involved 

in such a campaign. Although the topic was a very complex one it was hoped the meeting would 

achieve positive results for both national and regional efforts. A number of countries had 

shown interest in the question as ministries of health found they were facing the same 

problems in their countries as the Regional Office was finding vis-â-vis the Region as a 

w h o l e . Professor Steinbach
1

 s approval of the way the Regional Office was trying to help with 

the problems of federal States was encouraging. There were a number of such States in the 

Region as well as an increasing number of countries beginning to face similar problems. 

Collaboration between WHO and such countries had produced a number of solutions and reduced 

the magnitude of the problem. 

With regard to Dr Grech*s comments, there was general acceptance in Europe of what the 
primary health care physician's role consisted o f , apart from some matters of detail. That 
was not the case for several other professional groups. A major European conference was 
therefore planned by the Regional Office in 1988 to initiate a broad discussion of the role 
of nurses in primary health c a r e . Increasing importance was being given to the search for 
"positive" health indicators and the use of quality of life indicators as a measure of 
h e a l t h . The next Regional Committee would therefore be called on to consider a modified list 
of indicators in certain areas. With regard to Dr Grech*s reference to Australia and Canada, 
those countries had been involved in some regional health promotion activities as well as in 
a special project the Regional Office was carrying out in cooperation with headquarters. A 
major conference on health promotion - the first of its kind ever - was to be held in Canada 
at the end of 1985. 

The Regional Office had been following the Polish health-for-all strategy, as referred 

to by Professor Rudowski, with close attention as a very interesting development. He was 

very pleased to hear that there could be a possibility the regional target document being 

translated into Polish and the Regional Office would be prepared to cooperate in the project. 

He noted with respect to Dr Jakab
1

 s request for more readable versions of the regional 

strategy that some work to that end had already been done in Hungary as in some other 

countries. Sweden and Portugal were preparing national editions of the target document that 

included comments on each target derived from the national evaluation report. Denmark had 

already published its national health-for-all evaluation report in full and France had issued 

a publication based extensively on its report. A number of countries had also issued 

publications on the subject aimed at the general public. The Regional Office was now working 

on versions of the regional health-for-all policy documents aimed at different target groups. 

In the textual layout of the regional target document, the subject of Dr Hapsara
1

 s 

comment, the targets were intended to express the level of achievement wished for and the 
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accompanying text was intended to identify the problems existing in the Region and propose a 

number of alternative solutions. The intention was to stimulate debate in countries and 

groups on how best to reach each target. The main constraints between the five target groups 

varied considerably among the countries of the R e g i o n . In countries with more unified 

systems there was a greater coincidence of views than in o t h e r s . An attempt was being made 

in the latter countries to reach not only the national authorities but also to approach 

professional associations d i r e c t l y , sometimes at the request of the national authorities 

themselves. 

Support for research was very n e c e s s a r y , as Professor Lafontaine had pointed o u t . The 

European Advisory Committee for M e d i c a l Research (ACMR) was at present carrying out a special 

review of the target document to identify all areas where research could help its development 

and pinpoint its implications for research. It was hoped that, following approval of the 

document by the Regional Committee, a dialogue w i t h national research academies would be 

engendered by the Regional Office and the European A C M R . 

Distribution of copies of the regional target document to all WHO Member States, as 

suggested by Professor M e n c h a c a , would be feasible if requested by the Health A s s e m b l y , since 

it was planned to publish a large number of c o p i e s . 

With regard to Dr Тара
1

 s comment on the absence of a reference to the economic crisis in 

the report, he said that with regard to the developed countries of Europe the main impact of 

the crisis had been to create unemployment and poverty g r o u p s . Both those phenomena had 

health implications and a special new programme on social inequity and health had therefore 

been created w i t h i n the Region to d e a l with t h e m . It was believed that the majority of the 

developed Member States in the Region had a d e q u a t e , or more than a d e q u a t e , resources to cope 

with traditional health care problems and that they could introduce the major changes in 

emphasis and orientation needed to reach the regional targets with not too much increase in 

health expenditure. 

The DIRECTOR-GENERAL noted that it had been said by an eminent economic philosopher who 

had played a m a j o r role in European post-war history that without capital there could be no 

development. Lack of capital to ensure health-for-all policy development in the Region w a s 

of concern to Dr A s v a l l , but he should also be aware that incomplete information was also one 

of the m o r t a l sins in any information system. 

With regard to Mr G r i m s s o n
1

s comment on the transfer of possible exchange rate savings 
to h e a d q u a r t e r s , he wished to make it very clear that any such saving went straight back to 
the Member States in the form of casual income, except for 10% of regional savings which were 
retained by the regions themselves. It would have been interesting to have heard from the 
Regional Committee the reason why it did not invoke Article 50(f) of the Constitution if it 
considered its portion of the central budget insufficient. A debate on the subject at the 
Regional Committee would have been u s e f u l , particularly since there seemed not to be an 
economic crisis in Europe and since its Member States were not only the major contributors to 
WHO'S budget but also the major opponents of any suggestion to increase the Organization's 
budget as a w h o l e . The possibility of including the regions in the casual income facility 
whereby some compensation was made for currency fluctuations had been discussed with the 
Directors of the Support Programme and was open for consideration by the Regional C o m m i t t e e s , 
the Executive Board and ultimately for decision by the Health A s s e m b l y , but it must be 
understood that inclusion in that facility would completely rule out any possibility of 
retaining gains on exchange rate fluctuations. A g a i n , another o p t i o n , as in the p a s t , was 
recourse to a supplementary b u d g e t , but many Member S t a t e s , and especially those in E u r o p e , 
were resolutely opposed to such a m o v e . Member States should attempt to show some 
consistency in their attitudes in regional and global forums or at least acknowledge openly 
that they were d i f f e r e n t . It should be remembered that the financial situation in other 
regions and for the Organization as a whole was not bright e i t h e r , for reasons other than 
currency fluctuations. However, it should be remembered that in the p a s t , in spite of a 
critical situation in many regions, support had been given to the work of the European 
R e g i o n , as its programmes were of interest to other Member States outside it. That would no 
doubt apply in the future as w e l l . 

The meeting rose at 1 8 h Q 5 . 
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Eastern Mediterranean (Document EB77/8) 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean), introducing his report 

(document EB77/8), stated that there had been two principal aims in the work of WHO in the 

Eastern Mediterranean Region in the period 1984-1985. The first, to seek a better 

understanding with Member States at every level of contact between WHO staff and national 

representatives, had met with a considerable measure of success, and the efforts of the 

Regional Office had been given added impetus by the keen interest in the Region shown by the 

Director-General, who had accompanied him on several visits to Member States. The second 

a i m , to support the managerial process for national health development in the countries of 

the R e g i o n , had been fostered by due attention to furthering national self-reliance in every 

aspect of planning, implementing, managing and evaluating health and health-related 

activities. In that connection^ there had been particular stress on helping to develop 

national health manpower, with a concomitant emphasis on training and teaching activities. 

The approach had been outlined in some detail in the introduction to his biennial report. 

With the transfer of Israel to the European Region in July 1985, the Eastern 
Mediterranean Region now comprised 22 Member States. He was pleased to inform the Board 
that, for the first time since 1950, the Thirty-second Regional Committee had met in full and 
united session at headquarters in October 1985. He extended his thanks to the 
Director-General and the headquarters Secretariat for the excellent support given to the 
Regional Committee oil that occasion. 

It would be recalled that, at the time of the Regional Committee session, there had been 

two international incidents affecting certain States of the Region. Furthermore, all were 

aware that civil strife and armed conflict were causing great distress in a number of 

countries. He therefore felt it important to draw attention to the conscientious and 

practical way in which the Regional Committee had discharged its responsibilities, 

concentrating exclusively on the programmes of w o r k forming the basis of collaborative 

efforts for the achievement of health for all. In that context, he had been pleased to note 

the interest shown by representatives in the increased technical input at the Regional 

Committee meetings. That had been achieved by having, in addition to the Technical 

Discussions, certain technical papers which not only reported on the status of and prospects 

for particular priority activities in the Region, especially with regard to revising plans of 

action to attain the targets set for the year 2000, but also introduced to the 

representatives certain of the Organization
1

s programmes and its expertise in areas that were 

less w e l l known to them. In 1985, the opportunity had been taken to inform them about 

onchocerciasis and acquired immunodeficiency syndrome (AIDS), in addition to reviewing the 

immunization programme and considering, during the Technical Discussions, the topic "Water, 

sanitation and health". 

Much of the credit for the effective mode of working of the Regional Committee derived 

from the support provided by the Regional Consultative Committee, which had held its third 

and fourth meetings in 1985. 

1

 Document EB77/1986/REC/1, Annex 8. 
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At country level, it had been the joint programme review missions and the WHO 

representatives and programme coordinators that had been particularly instrumental in 
advancing the Member States

1

 understanding of WHO. The former had been acknowledged by all 
countries to be a very valuable and effective mode of undertaking joint programming, and the 
full involvement of the nationals had enabled them to build up a truer understanding of their 
Organization. Member States of the Region no longer looked upon WHO as a kind of funding 
fairy, waving its magic wand. They had learned not only what the Organization could do, but 
also what it could not do. 

The WHO representatives and programme coordinators, in furthering a continuing dialogue 
between the Regional Office and the Member States, had ensured that implementation could 
better be followed up, and that the Office was quickly made aware of areas in which the form 
of WHO's input should be modified to obtain optimum benefit to all parties. In that regard, 
he had regularly emphasized the importance and practical value of maintaining at the country 
level the more informal and friendly types of contact as an adjunct to the necessary formal 
ones. 

The newly-found ability to engage in frank and honest discussion with the Member States 
of the Region showed the increased confidence in relations between them and their 
Organization. Such confidence was a prerequisite to fruitful collaboration. It would be the 
earnest endeavour of himself and his staff to continue to improve that understanding at all 
levels in the coming years, and he was confident that, with God's help, the Regional Office 
would succeed in so doing, to the benefit of the peoples of the Region. 

Dr ADOU commended the Regional Director on his clear report, and also expressed his 
gratitude for the action undertaken over the past year by the Regional Office under the 
far-sighted guidance of its Director. 

He particularly emphasized the efforts made within the Region in the field of staff 
training and strengthening of national management capabilities. That emphasis was wise, 
since the existence of sound structures was an essential requisite for progress towards the 
achievement of health for all. 

Dr RIFAI expressed his gratitude to the Regional Director for the efforts he was making 
oil behalf of the Region in order to promote WHO'S objective of health for all by the year 
2000. 

The Region had gone through an extremely difficult and delicate stage, but, thanks to 
the efforts deployed by the Director-General and the Regional Office, it had been able to 
overcome all those obstacles. Credit was due to the Regional Director who, thanks to his 
expertise, experience and love for all the countries in the Region, was managing to 
consolidate the efforts being made and to take the right path to progress. 

The past year had seen many meetings and workshops, frequent visits by the Regional 
Director to countries, and meetings and seminars aimed at clarifying the various programmes 
in operation. The Eastern Mediterranean Region embraced a number of contradictions: side by 
side with poverty and famine there existed luxury and waste, relative, of course, as compared 
with that in the Western world. Such a state of affairs made it difficult to arrive at a 
single homogeneous health plan for the Region, and each country had to formulate its own 
plans, in keeping with its circumstances, means and objective realities, and taking into 
account the expertise and assistance extended to it by the Regional Office. 

As for Southern Lebanon, the Region was witnessing forced removals of populations 
undertaken by Israel in order to prevent an end to hostilities, since Israel derived benefit 
from ensuring continuing strife. Israel had also closed a hospice-hospital in the occupied 
territories. It was essential that that incident should be discussed and that a solution 
should be arrived at in respect of the problem so that the establishment could be reopened. 

The report submitted was indeed comprehensive, and pointed to the main lines which the 

Region should follow in order to attain the objective of health for all. He hoped that 

progress would continue along the path charted towards that common goal. 

Dr AYOUB thanked the Regional Director for the clear report submitted, as well as for 

the efforts deployed by the Regional Office over the past years. Among the main features of 

new activities, certain points were worthy of special emphasis. She noted that the Regional 
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Office had taken into account the continuing economic, social and health developments in the 
Region, characteristics of which were the increasing proportion of the elderly in the 
population, the drop in infant mortality, the change-over from agriculture to industry, the 
speed of construction work in the Gulf area, the prevalence of cardiovascular diseases, and 
the incidence of road and industrial accidents. The Regional Office had been successful in 
providing drinking-water to a number of countries, with a resulting fall in the prevalence of 
communicable diseases• 

It was noteworthy that the targets of health for all had already been achieved in 
10 countries in the Region, and efforts were being made to increase that number through 
support of primary health care services. The Regional Office had devised a new method of 
assessing health programmes in the different countries and had set up joint review 
committees, representing both the countries and the Organization, to consider progress in 
such highly important fields as maternal and child health, vaccination programmes, 
occupational health, and control of diarrhoeal diseases. She also stressed the value of the 
attention being paid under the regional programme to increasing national capabilities and to 
encouraging self-reliance in providing health for all, as well as the desirability of 
adopting new health methods so as to achieve a decrease in the prevalence of chronic diseases. 

The Organization would be holding a meeting on the use of primary health care methods in 
industry and in relation to occupational health, and she emphasized the importance of such a 

subject at a time of economic and industrial recovery. The Regional Director was to be 
commended on his sustained efforts aimed at achieving the goals of health for all. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) thanked members of the 
Board for their response to his statement and to the report. 

Dr Rifai had touched upon certain decisions taken by the Regional Committee. Indeed, a 
number of important resolutions had been adopted, including one relating to the use of 
alcohol in medicaments, especially in those given to children. The Regional Committee had 
decided to raise that matter in the World Health Assembly, so as to enable a similar decision 
to be taken at the global level. Another decision related to the closure of the 
hospice-hospital in occupied Jerusalem, and, in that regard, the Regional Committee had 
decided to call on the Director-General and the Regional Director to deploy their efforts 
with a view to having that establishment reopened so that it could resume the provision of 
services to Arab citizens in the occupied Arab territories. If no positive results were 
attained, the Regional Committee wished the matter to be raised in the World Health Assembly 
at its forthcoming session in 1986. 

A wide range of activities was being carried out in the Region, to some of which 
Dr Ayoub had referred. The details concerning the biennium 1984-1985 were to be found in his 
written report to the Board and in the report of the thirty-second session of the Regional 
Committee, as also what was foreseen for 1986-1987. 

Furthermore, the Regional Committee had, over the past year, examined the broad lines of 
the ways and means for attaining health for all by the year 2000. It had considered the 
existing shortages and shortcomings, as well as how such difficulties could best be 
overcome. That had led to a meeting, held in November 1985, to discuss what action could be 
taken on the country reports reviewing the effectiveness of strategies. That meeting had 
been highly successful, and future guidelines had been agreed upon and were now in the 
process of being refined, so as to ensure that the targets could be reached by all countries, 
and not only by those 10 countries which had seen progress in that regard. 

Western Pacific (Document EB77/9) 

Dr NAKAJIMA (Regional Director for the Western Pacific), introducing his report 
(document EB77/9), said that the fact that the Western Pacific Region was first to see the 
sun rise and last to see it set, as well as the fact that for some countries in the Region 
the New Year had not yet started, both served to illustrate the very special contrasting 
features of the Region. In his statement to the Executive Board in January 1985, he had 
taken quite an optimistic view of the economic and social developments within the Region. 
He was unfortunately obliged to be somewhat less enthusiastic in regard to the year presently 
under review since isolated signs of a slower growth rate had become noticeable. That slower 
growth rate had had a negative effect on employment, and, in developing countries in Asia, 
unemployment often meant lack of revenue for the whole family and not for one family member 
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only. That led to a widening of the gap separating the various social groups. Regional 
policy in the field of health should therefore have among its priorities a reduction of 
social injustice through socioeconomic development, and in that respect primary health care 
had been found to be most valuable. 

One of the most important activities in the past biennium had undoubtedly been the 
evaluation, conducted by Member States, of the progress achieved in implementation of their 
national strategies. That exercise had certainly made governments more keenly aware of the 
usefulness of the monitoring and evaluation processes. In fact, a total of 26 countries or 
areas of the Western Pacific Region, out of a possible 30, had submitted evaluation reports. 
Governments had also been more selective in their proposals for collaborative activities with 
WHO when submitting details in respect of the programme budget for 1986-1987. As far as the 
Regional Office was concerned, that monitoring exercise had led to higher project 
implementation rates, while the evaluation exercise for its part had enabled countries or 
areas of the Region to enhance their managerial capability through practical experience. 

The economies of most governments in the Region had experienced serious difficulties in 
the past, brought about largely by the worldwide recessionary trends• In spite of the 
reported recovery in the world economy, the impact of adverse socioeconomic conditions 
continued to be felt in the Region. There was still a marked disparity of income 
distribution, and unemployment was still a major problem. The increasing dependence on and 
high cost of imports, the reduced volume and lower prices of the major traditional export 
commodities derived largely from primary industries, and the high inflation rates and low 
wage rates continued, resulting in a marked slowing down of the economies. The external 
economic environment continued to be characterized by high interest rates, significant 
changes in foreign exchange rates, and a reluctance on the part of investors to invest in 
their own countries. The growth rate in the gross national product in some countries had 
been paralleled by an increase in the real burden of external debt. One country undergoing 
its worst economic crisis had reported a negative growth rate amounting to around 8% over a 
two-year period. Such economic adversity had been further complicated by armed conflict 
among a few countries and internal political unrest in others. 

That was the context in which most governments of the Region had had to respond, to a 
greater or lesser degree, to the rising expectations of a fast growing population. The 
governments of most developing countries had, therefore, been unable to allow for any 
increase in their health budget. They had become increasingly cost-conscious, and were 
accordingly seeking ways of achieving greater efficiency and effectiveness. Food production 
in the Region had, at best, managed to keep pace with population growth. 

In a region such as the Western Pacific, where a number of specific disease problems 
still remained to be solved, disease prevention and control, within the framework of a sound 
health infrastructure, continued to be a major concern. As far as possible, approaches to 
disease control had been made within the context of primary health care, and strong emphasis 
had been placed on developing human resources at national level through training. Changes in 
the health systems had been reported by most countries, including the integration of 
preventive and curative services at provincial level. However, while WHO appreciated the 
initiatives launched by governments of Member States in restructuring their health systems, 
everyone would agree that a redoubling of efforts would be necessary if the goal of health 
for all by the year 2000 was to be achieved. Coverage with even the basic elements of 
primary health care was still inadequate in a number of countries； primary health care 
development in many urban areas was still at the embryonic stage, and there were segments of 
the urban population whose health status was even worse than that of the population in rural 
areas. 

The Member States of the Region fully realized that there were no easy solutions to 
their health problems. The situation called for a realistic long-term approach, which would 
also take into account important factors or developments outside the health sector. Health 
ministries would not be able to respond to the challenge on their own, but would need all the 
help they could get. Member States had accordingly formulated their health plans in the 
context of overall development, with the main emphasis on primary health care. In order to 
ensure continuous and useful interaction between the different sectors concerned, steps were 
being taken to set up interministerial or interagency coordinating groups at different levels 
within the health system. It was as yet too early to judge the effectiveness of such 
measures； the groups would need constant encouragement and support if they were to exercise 
their functions successfully. Most countries or areas, recognizing the importance of 
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community involvement, were directing their health staff to persuade communities to set up 

health workshops and similar organizations as effective tools of primary health care. 

The close relationship between health and development was well illustrated by the 
disparity in health status and basic environmental conditions between countries at different 
levels of development. Developing countries had higher crude death rates, infant mortality 
rates and disability rates, as well as lower life expectancy. In the Region, life expectancy 
at birth ranged from 42 years to 79 years. As life expectancy increased, countries were 
becoming increasingly aware of the needs and problems of the elderly; it was to be noted 
that the proportion of the elderly in the total population was expected to increase from 
between 2% and 10% in 1980 to between 3% and 15% in 2000. 

Deaths and illness in the developing countries and areas of the Region were mainly due 
to communicable diseases and malnutrition. However, over the past decade the main causes of 
death and sickness in the developed countries - cardiovascular diseases and accidents - had 
significantly increased in importance, and were now among the 10 leading causes of mortality 
and morbidity. Increasing evidence of the relationship of smoking to heart disease and lung 
cancer had caused a number of countries to launch activities aimed at promoting healthier 
life-styles. Cancer was becoming an increasingly serious public health problem in many parts 
of the Region, but had to compete with other problems for very limited resources. Among the 
cancers most common in developing countries were those of the stomach, liver, nasopharynx, 
oesophagus and uterine cervix. 

Mental illness, drug dependence and alcohol abuse were also on the increase, and over 

100 million people in the Region, many of them living in rural areas with poor access to 

health care, were estimated to have some form of disability. There had been no significant 

change in trends in tuberculosis, leprosy and malaria； in fact, better case finding might 

reveal that in one or two countries the incidence of malaria had risen. 

Acute respiratory infections and diarrhoeal diseases were still among the leading causes 
of sickness and death in the Region, especially among children under five. Viral infections, 
such as dengue, dengue haemorrhagic fever, and haemorrhagic fever with renal syndrome, 
presented important public health problems, and hepatitis В virus infection was highly 
endemic in most countries. There was a serious shortage of facilities for the production of 
vaccines and of rapid diagnostic reagents, while the usefulness of those that were 
commercially available was severely limited by their high cost. Accordingly, development of 
laboratory facilities and training of personnel in simple diagnostic techniques was being 
intensified. In at least one country in the Region, all expectant mothers attending 
government hospitals or maternal or child health clinics were screened for hepatitis В virus, 
and a l l babies born of mothers found positive for HBe antigen would be given free vaccination 
against the virus starting in January 1986, 

The review of the progress of activities under the International Drinking Water Supply 
and Sanitation Decade showed that, although there had been some successes, developing 
countries continued to suffer from a lack of safe and accessible drinking-water supplies and 
from inadequate sanitation facilities. One of the major constraints was lack of trained 
manpower to ensure proper maintenance of existing facilities； further efforts were also 
needed to encourage community participation in the selection of appropriate technology. 
Noise and air pollution were assuming more importance in developed and developing countries 
alike. 

Changes in the 1986-1987 programme budget had been very few. The three major increases 

had been made in order to meet the growing needs of countries for support in modern 

information processing technology, and for strengthening community involvement and national 

expertise in the planning and management of health services. Another increase had been in 

the area of community water supply and sanitation. The largest proportion of the regional 

progranime budget continued to be allocated to the development of health manpower, despite the 

apparent decrease in the allocation to that programme caused by the transferring of 

fellowships from the health manpower programme to the individual programmes concerned. 

The latest, thirty-sixth session of the Regional Committee had been a lively one, thanks 
to the active participation by Member States in the discussion on all agenda items. Under 
the chairmanship of Dr Maoate, the Committee had succeeded in dealing with a full agenda 
within the scheduled four and a half days, thanks in part to the valuable preliminary work 
done by its subcommittees. All items had been debated at length, notably his own report on 
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the Organization's work in the past two years, and a number of important resolutions had been 
adopted. He had been requested to transmit four of those resolutions - dealing with AIDS, 
alcohol and drug abuse, cardiovascular diseases and health manpower development - to the 
Director-General to permit coordination of related activities at the global level. 

The subject of AIDS had been one of the chief topics dealt with during discussion of his 
report in the Committee 一 a subject which had often been treated with undue sensationalism by 
the media, leading to unnecessary fear and to confusion. The dissemination of accurate and 
unemotive information to the public was essential, and the resolution called on the media to 
assist in that task. Intensive health education, particularly on the risk factors involved, 
had also been recommended, as well as the strengthening of the epidemiological surveillance 
mechanism for early detection. Such a mechanism would in turn require further research, 
notably with a view to finding a simple, inexpensive and specific diagnostic method. 

The Committee had also expressed its concern at the increase in alcohol and drug-related 
problems in the Region, and had stressed the need for priority to be given to developing 
national policies which would encourage reduction of alcohol intake and, where appropriate, 
reduction in the alcohol content of alcoholic beverages, especially beer. 

The Committee had reviewed the guidelines for preparing a regional budget programme 
policy,1 in accordance with the agreed timetable and in the light of the understanding 
reached during the seventeenth session of the Global Programme Committee, and had agreed that 
the principle behind the guidelines was fully justifiable and should be followed. In 
particular, it had welcomed the emphasis placed on the relevance of WHO input to country 
needs; the use of WHO resources for developmental rather than routine activities; the 
proposal for a country review mechanism； and the optimal use of national staff before use of 
external consultants. 

The Committee had entrusted the new Subcommittee on Programmes and Technical Cooperation 
with the task of preparing the regional programme budget policy for consideration and 
approval at the thirty-seventh session of the Committee in 1986. At its first meeting, the 
Subcommittee had decided to prepare two versions of the policy, the first couched in general 
terms, to allow for flexibility in implementation, and the second in more detail, including 
all the elements contained in the guidelines, with appropriate modifications to reflect 
regional priorities. The two drafts were expected to be completed by April 1986, and would 
be sent to WHO representatives and programme coordinators for their comments, before being 
returned to the Subcommittee for review and eventual submission to the Regional Committee 
itself in September 1986. Whichever version was adopted, the plan was to incorporate all the 
essential elements in the guidelines, and he hoped to be able to submit a draft to the Global 
Programme Committee at its next session in May 1986. 

In the area of cardiovascular diseases, the Regional Committee had urged Member States 
to continue efforts to develop control programmes as an integral part of health plans, with 
emphasis on the prevention aspect, notably on changes in life-styles, proper nutrition, 
exercise, and avoidance of smoking. Many countries in the Region lacked the necessary 
facilities, expertise and manpower to ensure that the drugs and vaccines they produced or 
imported were safe and effective, and many had difficulty in maintaining a continuous supply 
of the most essential drugs needed for primary health care. The resolution on the subject 
reflected that concern, and urged WHO to take the initiative in organizing activities for the 
development of health manpower and of expertise in the transfer of technology. 

The quantity, quality and distribution of manpower in the Region was still 
unsatisfactory, and medical education continued to be a priority. The reorientation of 
health systems towards primary health care would only be possible with a corresponding 
reorientation of health manpower. Those considerations had been the basis of a Conference 
held in Tokyo in April 1985 entitled "Towards future health and medical manpower: new 
strategies in education for the XXIst century". The Conference had adopted a declaration 
which laid down guidelines for the provision of future health manpower and for the design of 
new educational strategies for the twenty-first century. The Committee had endorsed the 
declaration and had adopted resolution WPR/RC36.R20, which was annexed to his report to the 
Board. 

The Region had taken the lead in the field of traditional medicine, notably herbal 
medicine and acupuncture. The Committee had stressed that the latter should be considered on 

1

 Document WHA38/1985/REC/1, Annex 3. 
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their own merits, and not introduced merely as contingency provisions； it had also 

emphasized the need to guard against charlatanism, and to adopt safeguards such as the 

inclusion of the botanical names of herbs and a list of contents on all preparations. 

It had been pointed out at the Committee's recent session that as life expectancy 
increased, some countries were spending disproportionately large amounts of their health 
budgets on care of the elderly. Measures aimed at prevention of disability and dependency, 
at health promotion, self-sufficiency, and family and peer group support, would help to 
ensure a better use of resources. 

In conclusion, he informed the Board that the Regional Committee had designated the 
Government of Viet Nam to send a representative to meetings of the Joint Coordinating Board 
of the Special Programme for Research and Training in Tropical Diseases. 

Dr DE SOUZA recalled that the geographical extent and the great diversity of the Region, 
in terms of population distribution - including, as it did, the w o r l d

1

s most populous country 
- a n d degrees of development, were reflected in a corresponding disparity in disease 
patterns: at one end of the scale, was the pattern in which infectious and vectorborne 
diseases predominated, and at the other end, in the developed countries, there was a pattern 
of degenerative diseases caused by the modern life-style. In between, in the developing 
nations of the Region, interpénétration of the two types of disorder was to be found. 

The Regional Director and the Regional Committee had attacked those problems with 
vigour, but much remained to be done. Malaria, much of it resistant to chloroquine, was 
still a major problem in some countries. Paragraph 7.4 of the Regional Director's report to 
the Board indicated that some countries were being slow to adopt training policies and to 
allocate resources with a view to meeting the needs of the Strategy for Health for All 
through primary health care. Nevertheless, most Member States now recognized the problem, as 
was shown by the recent adoption of the Declaration of Tokyo. For example, a major inquiry 
into medical education and health manpower training would be taking place in Australia in the 
second half of 1986. 

The changes in the programme budget referred to in paragraph 8 of that report were 
realistic, and aimed to meet the most important needs of developing countries of the Region. 
At the same time, the Regional Committee had recognized the need for initiatives in such 
areas as traditional medicine, aging, mental health, alcohol misuse, and the latest scourge, 
AIDS, and it was to be commended for facing up to those problems. 

Dr ТАРА said a large part of the progress achieved in the Region during 1985 had been 
due to the active leadership of Dr Nakajima and to the dedicated support of his staff. A 
further contributing factor had been the spirit of friendly cooperation, both between Member 
States themselves and between States and the Regional Office. 

On behalf both of small island nations which were Members of WHO and of territories and 

areas in the Region which were not Members, he wished to express great satisfaction with the 

way in which WHO had helped to solve the health problems of countries in the Region with a 

view to attainment of the goal of health for all. 

The fact that there was no mention in the Director
1

 s written report of the existence of 
an economic crisis might be a blessing in disguise. In fact, both developed and developing 
countries in the Region cooperated very closely, both between themselves and with WHO, where 
technical matters were concerned. Although there might still be some obstacles in the way of 
implementation of the strategies for health for all in the Region, he firmly believed that 
achievement of the final goal by the year 2000 was now within sight. 

Dr Uthai SUDSUKH congratulated Dr Nakajima on his comprehensive statement and on 

developments in the Region, where, according to the report, on the whole, a satisfactory 

level of health development had been achieved. More than 80% of the population of most 

countries had access to health care, safe water supply, adequate sanitary facilities, 

antenatal care, delivery services and immunization for infants. Those results were based on 

an adequate level of community participation and intersectoral collaboration. 

The Regional Committee had been particularly active in the previous year. Most of the 

24 resolutions it had adopted showed that the pattern of health priorities was shifting 

towards those of developed countries, namely alcohol and drug abuse, urban primary health 
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care, cardiovascular diseases and AIDS. Regarding AIDS, the Committee's concern was 
reflected in paragraph 9.4 of the Regional Director's report, as was the substance of the 
resolution adopted. In paragraph 9.5 the Regional Committee had shown its interest in the 
role of traditional medicine in primary health care, as also evidenced by the topic of the 
1985 Technical Discussions. In that context he suggested that a well-established information 
exchange system - both with headquarters and among Regions with similar geographical, 
cultural and socioeconomic backgrounds and emerging disease patterns - would be very 
beneficial. Such exchanges might take a variety of forms, ranging from the distribution of 
documentation to exchanges of personnel for training courses and the development of TCDC 
seminars or programmes, including the exchange of experts in certain projects and 
programmes. The Western Pacific Region certainly had much to share with neighbouring 
Regions, such as the South-East Asia Region, in the field of primary health care in general 
and traditional medicine in particular. 

A most interesting development in the Region had been the Declaration of Tokyo adopted 
by the Conference entitled "Towards future health and medical manpower: new strategies in 
education for the XXIst century". The Conference had looked at manpower requirements based 
on primary health care strategy and made suggestions to training institutions on ways of 
responding to needs by linking manpower planning, production and management with the primary 
health care concept. It could be seen as a step towards mobilizing training institutions, 
including universities, for the attainment of the health-for-all g o a l . A scenario for health 
systems in the twenty-first century was difficult to agree upon, but a pooling of ideas and 
common identification of needs could help to prepare for the future• Such a prospective 
outlook in health development had also been tried out in international training courses in 
the South-East Asia Region. The Western Pacific was one of the leading regions in adopting 
such an approach. 

Dr Sung Woo LEE commended the Regional Director on his oral summary and written report. 
Although the Western Pacific Region was vast, with diverse problems including economic 
difficulties in many countries, the Regional Director and his staff in the Regional Office 
had successfully carried out programmes and helped Member States to promote and improve the 
health of the people and to move towards the goal of health for all by the year 2000. 

He drew attention to resolution WPR/RC36.R20 adopted by the Regional Committee at its 
thirty-sixth session and annexed to the Regional Director's report. The Regional Committee's 
purpose in unanimously endorsing the Declaration of Tokyo and in requesting that the Regional 
Director transmit the resolution, through the Director-General, to the Executive Board had 
been to ensure that activities relating to health manpower development could be coordinated 
and actively pursued at all levels of the Organization. He hoped that the Board would give 
that resolution its full attention. 

Dr HAPSARA joined other speakers in expressing to the Regional Director and his staff 
his appreciation for their achievements in the Region, and particularly for the substantive 
efforts in shaping or accelerating health manpower development. 

He would welcome further clarification about the future commitment of professional 

groups to full support for achieving the goal of health for all by the year 2000, especially 

in connection with the economic crisis and the ethical aspects of the health profession. 

/ 

Professor FORGACS, expressing his approval of the resolution relating to new strategies 
in education for the twenty-first century, said that the Declaration of Tokyo admirably 
reflected WHO's health manpower policy. In particular, the fourth and fifth issues in that 
Declaration set out the most important and comprehensive teaching and learning objectives of 
relevance to the Declaration of Alma-Ata. In view of the role of medical schools and health 
training institutions in developing and implementing the Strategy, it would be most useful to 
provide information about the Declaration of Tokyo to Member States, and through them to 
medical schools and health training institutes. 

Dr LARIVIÈRE (alternate to Dr Law) said that many of the issues raised in the excellent 
reports by the Regional Director for the Western Pacific were very relevant also to the 
situation in the Region of the Americas. Most of the description given by Dr de Souza, with 
the exception of the allusion to China, might well apply to the situation in the Americas. 

The initiatives taken by the Regional Office for the Western Pacific leading to the 

Declaration of Tokyo deserved full recognition, especially the fact that emphasis in the 
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reorientation in health manpower had been placed on planning, production and management 
aspects and not on attempts to retrain or reorient existing health personnel, which in the 
past had been perceived as a threat, because it had been seen as an implied part of 
health-for-all strategies. In some parts of the world, that misunderstanding had delayed the 
implementation of those strategies. The approach taken by the Region in the Declaration 
placed emphasis on reorientation and appropriate use of health personnel in the proper 
context. 

Dr NAKAJIMA (Regional Director for the Western Pacific), responding to the debate, 
expressed gratitude on behalf of the Member States of the Western Pacific and health workers 
in the field for the Board

1

 s appreciative comments on the work done in the Region. He 
stressed that it had been the achievement of nationals and that the WHO regional staff had 
merely played a supporting role. 

Referring to the comment by Dr Sudsukh that the developing countries' health problems 
were shifting towards those of developed countries, he said that a major concern in the 
Western Pacific was that the new problems came in addition to the traditional problems of 
developing countries which were as yet unsolved, creating a situation that most countries in 
the Region were economically unable to face. 

The situation had to be viewed in the wider context. With the collapse of the market 

for the Region's principal export products most countries depended for their very survival oil 

the tourist industry. That explained the R e g i o n
1

s deep concern about AIDS and other sexually 

transmitted diseases, as well as such problems as environmental pollution. 

With regard to traditional medicine, a very important interregional meeting on that 
subject had been held in the People's Republic of China, resulting in a comprehensive report 
on all aspects of traditional medicine from all regions of the world. 

He expressed his appreciation for members
1

 comments and their favourable response to the 
Declaration of Tokyo and the Region's work in initiating change and reform in medical 
education. Experience and prospective studies had shown a need for a radical rethinking of 
the future role of the medical profession, including, as Dr Hapsara had said, its economic 
and ethical aspects. The approach in the Western Pacific was to seek, through medical 
education, to re-establish a dialogue with the medical profession and its associations and 
bring them back as partners in WHO*s activities and strategies. The initial response to that 
approach was most positive, as demonstrated at a recent meeting of medical associations which 
he had attended in Sydney, where agreement had been expressed with the content of the 
Declaration of Tokyo as well as the desire to participate with WHO in future health manpower 
development. 

In regard to Dr Larivière's reference to similarities with the Region of the Americas, 
he said that several joint programmes were being developed, for instance in the field of 
emergency preparedness. He agreed that China stood apart as a very large country with the 
problems of both developed and developing countries. He added that China was devoting very 
great efforts to health manpower development, which remained a priority programme. 

On the subject of follow-up to the Tokyo Conference, the Region was now planning to 

initiate activities at country level, and no longer merely at regional level, with 

intercountry or interregional inputs. In that connection seminars were planned in Japan, 

Australia and China in the 1986-1987 biennium. 

Africa (Document EB77/10) 

Dr MONEKOSSO (Regional Director for Africa) said that a great many developments had 
taken place in the African Region since the report before the Board had been prepared. In 
Africa, WHO conceived of its role as catalytic in nature and as complementary to the role of 
many other agencies. Thanks were due to the Director-General in person and to the WHO staff 
at headquarters and in other regional offices for the solid support which they had provided, 
particularly in 1985, without which much of the work done would not have been possible. That 
support had been especially valuable in elaborating the structural changes that had been made 
over the past year; for example, the Regional Office for the Americas had helped to design 
the programme operations coordination system, while the Regional Office for Europe had 
assisted with training in emergency relief. Close contact had been established with other 
agencies, particularly UNICEF, with which a memorandum of understanding had been signed; 
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under the new arrangements the government concerned, UNICEF and WHO would pool their 
resources. UNDP had also promised its support, and an inter-agency meeting was due to be 
held in February 1986. The Population, Health and Nutrition Unit of the World Bank had also 
been active in exploring possible ways of cooperation. The Economic Commission for Africa 
and the Organization of African Unity had already collaborated in organizing the first 
intersectoral workshop to prepare the African Region

1

s contribution to the Technical 
Discussions at the next World Health Assembly. Thanks were also due to the political and 
health leaders of the countries of the Region for their support of primary health care 
strategies. 

The resolutions and decisions adopted at the thirty-fifth session of the Regional 
Committee, held in Lusaka in September 1985, had revealed special interest in the following 
topics: the evaluation of strategies for health for all, with a frank admission of 
weaknesses in implementation; encouraging ministers of health and other national health 
officials to participate in the work of the Regional Office; technical cooperation among 
developing countries; malaria and diarrhoeal disease control; the evaluation of the African 
experiment of using nationals as WHO programme coordinators; the biennial alternation of 
meetings of the Regional Committee between Brazzaville and other locations in the Region, 
with a consequent saving of funds; and the development of research. An outstanding 
resolution was the one in which Members had proclaimed 1986 to be African Innnunization Year, 
and work in that respect had already been initiated with the help of Member States and of 
UNICEF, with which operational arrangements at country level were being streamlined, and with 
the financial support of the Government of Italy. 

The health situation and other problems in the African Region had been widely reported 
in the mass media and were thus probably better known outside Africa than within it. Instead 
of making progress towards health for all, the Region had apparently been regressing to such 
an extent that a major crisis had occurred. The Regional Office's emphasis on primary health 
care as the only real solution had therefore to be seen against that background. 

The challenge of health for all was being met by three lines of action. The first was 
to improve the effectiveness of WHO1s work in Member States, partly by strengthening the 
offices of WHO programme coordinators (WPCs) as the Organization's basic production unit. 
Special emphasis was being placed on the re-establishment of good-quality leadership and 
accountability for the use of international resources. In that connection the Regional 
Committee had requested the Regional Director to recommend to the Director-General that the 
experiment of using nationals as coordinators of WHO programmes in the African Region be 
ended. The second was to strengthen the Organization's regional programme through a more 
effective implementation of intercountry activities. Finally, the Regional Office itself was 
to be restructured to make it more responsive to the requests of Member States and more 
effective in resolving the many problems facing the Region. 

A review had been made of the working environment of the WPC offices themselves, which 
was not always conducive to efficiency. Appropriate measures to that end were being taken in 
collaboration with governments. The staffing situation in the offices had also been 
examined. Many of the offices were so small that it was difficult to expect them to take 
effective action, and WPCs often had to handle funds themselves. Steps were therefore being 
taken to ensure that each office had a qualified administrative assistant linked to the 
Organization and accountable for its resources. Arrangements were also being made to provide 
information communication officers for primary health care, who would be nationals linked to 
the Organization through special services agreements and responsible for ensuring that the 
substantial volume of excellent information furnished by WHO reached the media in Member 
States and that information on health-related activities was obtained from countries for 
distribution to the international community. In addition, a number of countries were 
recruiting similar national personnel to work in such fields as nutrition, the Expanded 
Programme on Immunization, and monitoring and evaluation. It was hoped that the measures 
taken to strengthen WPC offices, their staffs, and the chain of command within those offices, 
and to ensure that all staff members in countries come under the supervision of the WPC would 
increase the Organization

1

s effectiveness. 

Other, more complicated, administrative reforms were oil the way. They included a 
certain degree of decentralization of the responsibility in the field that would allow WHO 
staff to act quickly - as their UNICEF counterparts were able to do, so impressively, at the 
country level - without having to refer back to higher management in every minor matter. A 
study had been made of how to reorganize intercountry activities in the Region. Nearly 50 
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staff members had been scattered in different countries, often singly or in groups of two, 
working in isolation on specific areas of activity and covering up to 15 countries from their 
country of residence. Many Member States had complained that the staff concerned had been 
ineffective and often did not function at all in the country where they lived. It had 
therefore been decided to regroup them into effective teams in three subregional offices so 
that they would be under the command of a director, working oil programmes adopted at the 
request of Member States. They would spend far less time on travelling and probably far more 
time on training, research and supervisory activities in a number of pragmatically defined 
areas. Two such offices - at Harare and Bamako - had already been established. The criteria 
determining the choice of location had included geographical position, the existence of 
specific local problems to be solved, e.g., population pressure, and the presence of a 
political will on the part of the governments concerned to work with WHO in the pursuit of 
its goals. Communications were also an important consideration, since they were extremely 
difficult in Africa; in that connection the Director-General

1

 s efforts to find better ways 
of linking Brazzaville with headquarters and with other regional offices had been greatly 
appreciated. The subregional offices were responsible for endeavouring to horizontalize 
vertical programmes and for carrying out specific activities in response to local needs, the 
staff working either individually or, more often, in multidisciplinary teams. 

Some of the Region's established manpower development activities were being maintained. 
The regional health development centres were being transformed into regional public health 
institutes for training and research, since there was a shortage of such institutes in the 
Region. There was also a regional management training network, as well as a number of 
regional training institutes for middle-level workers focused on primary health care 
delivery. In addition, the plans to develop an African centre for advanced training in the 
health sciences were being maintained. 

A third area of concern had been to make the Regional Office more responsive to 
countries' needs. The Regional Office had been "fortunate" in that in the past it had been 
possible to blame poor communications for failures to reply to correspondence from 
headquarters or from Member States. That approach was now felt to be unjustified, and the 
Regional Office was being reorganized in such a manner that a decision-making circuit 
resembling a reflex arc was to be established, with its nerve centre in the office of the 
director of programme management (DPM), to which the Programme Operations Coordination Unit 
was attached and where many of the requests for technical cooperation received from countries 
were processed. The D P M

1

s office also included three teams of professional staff members 
working in the areas of health systems infrastructure, health protection and promotion, and 
disease prevention and control. Care was being taken to ensure that the members of the three 
teams working in those areas were of the best quality； in that connection the 
Director-General

1

 s assistance in solving problems of nationality quotas had been most 
welcome. The sensory arm of the arc consisted of a directorate concerned with coordination 
and promotion and with maintaining liaison with countries, with other agencies, and with 
anyone able to help the Organization in its work. The motor side of the reflex arc was 
represented by the support programme responsible, inter alia, for a great deal of programme 
implementation, for the recruitment of consultants, for managing the budget, and for 
providing supplies, etc. 

Faced with acute difficulties, the health authorities of the Region had taken their 
responsibilities very seriously. A by-product of the crisis of the past two years had been 
an intensification of the political will of African leaders. It was true that the Regional 
Office sometimes received requests reading like shopping lists, but that was understandable 
in view of the large variety of rapidly changing problems encountered. 

The Regional Committee had adopted a scenario for accelerating progress towards health 
for all over the next three years, so that the countries of the Region would be favourably 
situated when the Eighth General Programme of Work began. The approach was based on the 
experience acquired in the primary health care reviews carried out in several Member States 
in the past two years. The support provided by the Division of Strengthening of Health 
Services at headquarters was greatly appreciated. One important result of the exercise was 
the universal recognition that a start had to be made at the district level, which involved 
the organization of community-based multisectoral health and health-related activities using 
selective technologies, both traditional and imported, within recognized political and 
administrative districts in a spirit of self-reliance. That was already being done in a 
number of countries in the form of pilot exercises 一 sometimes with the support of other 
agencies, such as the World Bank and the Belgian Third World Survival Fund - in which a 



SUMMARY RECORDS : SECOND MEETING 57 

global approach to health and development was adopted. The Regional Office itself, in 
collaboration with experts in the African Region and colleagues at headquarters and 
elsewhere, had evolved a scenario for comprehensive district-level health management and was 
currently starting, in collaboration with the Pan-African Institute for Development, a 
research project designed to find ways to facilitate the implementation of strategies. The 
next level to be considered would be the intermediate level, followed by the central level. 
The scenario was based on the belief that, if every district in every country could, by the 
year 2000, organize itself in such a way that it became self-reliant, then great progress 
would have been m a d e , and the achievement of health for all would be highly probable. 

All those developments had been taking place in the context of the wide range of 
problems facing Africa. It was thus hoped that, with the new managerial process, the African 
Region would be able to handle further shocks. While in the process of overcoming the 
problems raised by the drought, the region was learning the lessons from it and preparing for 
its possible recurrence. 

By designating 1986 as African Immunization Year, the countries of the region were 
taking greater responsibility for their own immunization programmes. A potential future 
difficulty was that countries were to a great extent dependent on the generosity of external 
agencies which provided vaccines, and furthermore some of the countries would be diverting 
their resources to face newly arisen problems, such as AIDS. 

Dr KOINANGE congratulated Dr Monekosso on his clear and objective report on a Region 
whose many problems and challenges rivalled those of any other. Despite the difficulty of 
obtaining accurate data in Africa, due both to the lack of infrastructure and to incomplete 
epidemiological information, the Regional Director had given a situation analysis which 
highlighted the major issues in the Region, while stressing the need for improving 
epidemiological surveillance. 

Both decentralization and the intensification of immunization were especially welcome. 

It was to be hoped that the momentum generated by the latter would not be lost in the years 

to come. The progress made towards the control of communicable diseases, and especially of 

onchocerciasis, was a major achievement which would have a considerable socioeconomic 

impact. He believed that the time had perhaps come to consider other issues, such as 

trypanosomiasis• 

The proposed changes with regard to technical cooperation among developing countries 

(TCDC) augured well for the more effective utilization of that approach. 

Finally, although Africa had more pressing problems than AIDS, did all elusive viruses 
originate in that continent? 

Dr DIALLO thanked Dr Monekosso for his report and congratulated him on the steps taken 

by the Regional Office to support the optimum use by countries of their own resources and to 

refine the indicators for the implementation and evaluation of health programmes. The 

establishment of subregional offices and the strengthening of country offices would help to 

improve cooperation between Member States and the Regional Office and ensure better 

surveillance and implementation of national strategies for primary health care. 

Dr BELLA associating himself with the comments of the previous speakers, said that 
Dr Monekosso had noted in his report the reasons for the failure of certain vaccination 
campaigns; in his own country, however, the newly established infrastructures should, it was 
hoped, prevent any further failures of that k i n d . Above a l l , in Africa, epidemiological 
information was needed for disease control and it was therefore encouraging to learn that WHO 
programme coordinators would increasingly act as catalysts in the dissemination of 
information. In addition, the decentralization of the Regional Office structure should help 
to bring WHO closer to Member States and was therefore greatly to be welcomed. 

Dr 0T00 welcomed the renewed impetus towards cooperation given to the African Region by 

the leadership of the Regional Director and the much-needed structural changes that he had 

introduced. 

The regional programme budget policy, the designation of 1986 as African Immunization 
Year, the establishment of subregional health development offices and the decision to revert 
to the use of WHO programme coordinators had all been accepted in a spirit of cooperation by 
all the Member States of the Region. 
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With the much-needed support in finance and expertise, the African Region should soon 

make up the ground lost in its progress towards health for all by the year 2000. 

Implementation of the health-for-all strategies in Africa had met with problems which the 

countries alone were unable to solve. Some of those problems were economic in character, 

others involved cumbersome administrative structures and, above a l l , a lack of adequately 

trained manpower in health management and of educational institutions in which to train 

them. In particular, the lack of interest of doctors in public health administration 

hampered the planning and implementation of primary health care programmes. Medical 

education greatly needed to be reformed and reoriented towards community health. African 

countries looked to WHO to take the lead in that reformation. 

Dr MARUPING said that the difficulties encountered in achieving health for all in the 
different regions were very similar. Thus, the approaches used to overcome them in one 
region might, with adaptation and modification, prove useful in others and thus reduce the 
uncertainties involved in experimentation and in being the first to apply a particular 
approach. 

The African countries were grateful to the European Region for making available the 

document entitled "Targets for health for all",l which not only stated the various problems 

but also suggested solutions to them and should therefore be very useful. 

She thanked Dr Monekosso for his excellent report on a Region plagued with a number of 

misfortunes and disasters whose major effect had been to retard progress towards the goal of 

health for a l l . 

Of the negative factors contributing to slow progress in the African Region, the 
following were the most important： very high population growth rates, poverty, extremely 
high foreign indebtedness, starvation, illiteracy (which was not necessarily a reflection of 
lack of intelligence), drought, famine and disease. Y e t , on the positive side, there were 
valuable ressources which, if properly used, could tip the scales in the right direction. 
T h u s , Africa possessed manpower, rich soil with the potential to make the region self 
sufficient in food supplies, water - which had not yet been harnessed - intelligent men and 
w o m e n , to whom relevant education in its broadest sense had not yet been provided, and the 
technology for the control of at least the commonest diseases. 

The Regional Director was well aware of the precarious health situation in Africa, as 
paragraph 2 of his written report to the Board showed. In that report, he warned African 
countries that, unless they mobilized local, national and international resources and made 
better use of them, the social objective of health for all would not be attained. That was 
the challenge facing all African Member States and they must ask themselves whether they had 
done all that could be done to face that challenge squarely. The Regional Director's efforts 
to decentralize his Office's administrative and technical services constituted an admirable 
step forward and should bring Member States closer together. The activities of all 
well- meaning international, intergovernmental and nongovernmental organizations in support of 
countries might be better coordinated by studying each country* s health-for-all policies and 
strategies - in which the catalytic role of WHO was greatly appreciated. But above all, in 
order to improve the social and health trends and prospects in Africa, inputs with more 
long-lasting effects and impacts were needed. She remained optimistic, however, that through 
a combination of a high level of commitment to the health-for-all target plus the good will 
and support of the many friends of the Region, success in development, including health 
development, would be assured. 

Professor LAFONTAINE said that, although he did not hail from the African Region, he had 
always felt a special sympathy for that part of the world. He congratulated the Regional 
Director, not so much on his report, as on his actions, which were more important. He hoped, 
however, that Dr Monekosso

1

 s praiseworthy efforts to achieve decentralization would be 
carefully coordinated and not taken so far that all links were severed. At the same time, he 
wished to stress the even greater importance of promoting intersectoral cooperation. 

He also wished to refer - not as a criticism, but by way of encouragement - to the 

special problem of sophisticated types of apparatus and equipment, which were often supplied 

1 Targets for health for all： Targets in support of the regional strategy for health 

for all. Copenhagen, World Health Organization, 1985. 
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without any provision being made for their proper maintenance and repair. That was a problem 
encountered in other parts of the developing world as well as in Africa. 

Professor MENCHACA said that, having worked in Africa, he felt that he had personal 
links with that Region, whose problems were more serious than those of any other. As one 
Board member had said, Africa had suffered numerous disasters and catastrophes but possessed 
the resources needed to face up to them. For this purpose, however, development assistance 
was necessary, and WHO should pay special attention to the Region. 

Dr GUERRA DE MACEDO (Regional Director for the Americas) added his congratulations to 
those of the previous speakers on the initiative and spirit of innovation shown by the 
Regional Director for Africa in facing the most formidable problems. 

Taking up the remarks made by Dr Maruping at the beginning of her statement, he stressed 
the growing cooperation between the regions and between them and WHO headquarters. The 
Region of the Americas had traditionally cooperated with the European Region, but was now 
extending its cooperation with the other regions, an example of which in the field of 
disaster preparedness had been given by the Regional Director for the Western Pacific at the 
first meeting. There existed, however, great potential for cooperation between the countries 
of the African Region and those of the Americas, due to their historical and cultural ties 
and to the fact that they faced similar problems. The Region of the Americas welcomed the 
opportunity to share its experiences with the other regions and to learn from them and hoped 
that that tendency towards cooperation would be strengthened in the near future. 

Dr HAPSARA also congratulated Dr Monekosso on his achievements. The progress made in 
the Region under his able direction since his appointment was apparent to all. 

The meeting rose at 12h30. 



FOURTH MEETING 

Thursday, 9 January 1986, at 14h30 

Chairman: Dr G. TADESSE 

1. CHANGES IN THE PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1986-1987 (REPORT BY THE 
PROGRAMME COMMITTEE)： Item 7 of the Agenda (Document EB77/41) (continued) 

REPORTS OF THE REGIONAL DIRECTORS ON SIGNIFICANT REGIONAL DEVELOPMENTS, INCLUDING 
REGIONAL COMMITTEE MATTERS： Item 8 of the Agenda (continued) 

Africa (Document EB77/10) (continued) 
Dr ASVALL (Regional Director for Europe) felt that the Executive Board might not be 

aware of the degree of interregional cooperation that was already taking place. The trend 
had increased in recent years and was proving both positive and productive. Cooperation had 
particularly developed in the area of disaster emergencies, and new avenues were now opening 
up. Thus, following a Regional Committee resolution, the European Region had trained a team 
of assessors which could be sent, with minimum notice, to assist governments in assessing 
damage and coordinating aid after disasters; the team was now at the disposal of all 
regions. Headquarters had also been involved in the training effort and computerized rosters 
of the experts would now become available to all regions. 

The European Region was cooperating extensively with the Region of the Americas in 
technical aspects of disaster preparedness and had also provided some support for the recent, 
very successful "Contadora/Health for Peace" Conference organized in Madrid to raise funds 
for the Contadora initiative. It was also cooperating with other regions, for example with 
the Eastern Mediterranean Region, as regards community disease control in border areas. 

He assured members that there was a widespread feeling of sympathy and understanding for 
the African situation in WHO regions and among regional staff. Following a discussion 
between the Regional Directors and the Director-General, he had consulted all professional 
staff of the European Regional Office and an overwhelming number had expressed their 
willingness to work with the Regional Office for Africa if needed. He had provided the 
Regional Director for Africa with a list of those willing to help. There were many ways that 
the Organization could draw on its resources and there was certainly a very positive attitude 
among the staff. 

Dr DE RAADT (Trypanosomiases and Leishmaniases) said that there were some 200 foci of 
endemic sleeping sickness in Africa, and the number of new cases reported annually had 
doubled in recent years from 10 000 to 20 000• However, that was only the visible part of 
the problem； a large proportion of cases might remain undetected. Owing to the relatively 
costly and skilled operations required for the classical approach to trypanosomiasis 
surveillance and control, the capacity of national health services in that area had declined 
in recent years to the point where of the 50 million persons at risk only some 10 million 
were reasonably protected by prevention and control measures. As a consequence, overall 
prevalence had increased, there were regular local outbreaks, and there were currently 
serious epidemics in the Sudan and Uganda. 

The eradication of sleeping sickness was technically out of the question. However, new 
simplified techniques were being developed as a result of research projects coordinated and 
stimulated by WHO and the UNDP/World Bank/WHO Special Programme for Research and Training in 
Tropical Diseases. There were now simple methods of diagnosis that could be undertaken by a 
wide range of health workers rather than by specialist teams. There were also new approaches 
to vector control which, in some areas, could be undertaken by local communities themselves, 

1 Document EB77/1986/REC/1, Annex 8. 
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for example, to reduce exposure to fly bites. Given those promising new tools, WHO had 
established a programme entitled "The primary health care approach to trypanosomiasis 
prevention and control", which had received a positive response in the form of resolutions 
adopted in 1983 by the Regional Committee and the World Health Assembly (resolution 
WHA36.31). Some 12 countries had now made a simple and modest approach to renewing national 
trypanosomiasis programmes. WHO was providing support by participating in the definition of 
national programmes, undertaking local training and acting as an intermediary for the supply 
of reagents and drugs. Ad hoc consultants were also being made available. The action at 
national level was gratifying - in some countries budget allocations had increased, in 
certain cases fourfold, and others, with the help of WHO, had initiated bilateral 
arrangements for the establishment of new-style trypanosomiasis programmes. 

The WHO programme was financed by extra input from the regular budget at the Regional 
Office and had received contributions from the Director-Generalfs and Regional Director's 
development programmes. Ad hoc support from Member States, including Belgium, the 
Netherlands and Switzerland, had also been forthcoming. A more stable form of funding from 
voluntary sources was currently being negotiated, 

Dr ASSAAD (Director, Division of Communicable Diseases) said that the scientific 
knowledge available did not indicate where the LAV/HTLV-III virus had emerged. The acquired 
immunodeficiency syndrome (AIDS) had appeared in the United States of America, in the 
Caribbean and in central Africa at about the same time, 1977-1978. The LAV/HTLV-III virus 
was a human virus； however, there were a number of related but definitely different viruses 
in the animal kingdom - in cats, cattle, sheep, primates, etc. 

He reserved further comments for the subsequent discussion of AIDS under item 20 of the 
agenda. 

Dr ТАРА, commending the Regional Director on his report, assured him and his staff that 
those living outside the Region felt the greatest sympathy as regards the health and other 
problems faced by the peoples of Africa, and would give them both moral and material 
support. It was heartening to hear the offers of help made by other regions• WHO 
undoubtedly had a primary responsibility to explore every possible avenue of cooperation and 
the Director-General should take a lead in that, in his usual dynamic manner. 

The CHAIRMAN, speaking in his personal capacity, said that Africa clearly needed greater 
help, including close cooperation with other regions of WHO. In the past few years, the 
continent had been confronted with unprecedented natural and man-made disasters. Countries 
were determined to achieve health for all by the year 2000, but that would not be possible 
without massive material assistance and moral support from outside the Region. The political 
will was strong and there had been signs of progress in the short time since the Regional 
Director, who was to be commended on his dedication, hard work and imagination, had assumed 
his post. It should be possible to erase poverty, injustice and inequity, at least in the 
field of health, from the world. His strongest appeal was directed to the Director-General, 
who, he knew, was anxious for the African Region to combat its major health problems• 

Dr MONEKOSSO (Regional Director for Africa) thanked members for their comments and for 
the many gestures of support received• Africa was facing a development crisis whose origins 
were earlier than the more recent acute emergency situation. On assuming responsibility in 
1985, he had accepted the challenge of what some regarded as an impossible task knowing that, 
like other health leaders in Africa, he had many friends both within and outside the 
continent with whom he could share the burden. Support for health, particularly in Africa, 
was an area which gave rise to the fewest differences, even among the major world powers. 

A major interregional initiative was called for and, as indicated by other Regional 
Directors, progress was already being made in that respect. Unfortunately, while many 
European staff members had indicated their willingness to help, someone had to pay for their 
services. The financing of such expert help was perhaps more important than cash donations. 
A further problem was the decline of the United States dollar, which was beginning to erode 
the already meagre resources. 

The closer collaboration between the WHO regions paralleled similar developments in 
other parts of the United Nations system and initiatives coming from African governments 
themselves. Africa's needs would be discussed at a special session of the United Nations 
General Assembly to be held in May 1986. Preliminary presentations indicated that the health 
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sector would not figure conspicuously in those deliberations unless WHO added its own voice. 
Unfortunately, planners frequently made the assumption that those they were planning for were 
healthy. It was hardly surprising that development plans failed when those expected to work 
were not fit to do so. 

Taking up the points raised by Dr Koinange, he said there was an urgent need to devise 
positive health indicators and targets that were easily understood so that simple information 
could be collected by those who were not necessarily highly qualified. He agreed that it was 
important to maintain momentum in immunization, but was it enough to be provided with 
vaccines, even when 100% coverage was achieved? What would happen when those donations came 
to an end? It was a dilemma and one which applied also to the provision of essential drugs, 
where one might wish for similar generosity. The war against onchocerciasis was being won, 
although there were still areas to be tackled, such as Nigeria. A start was being made in 
the western Sudan region. Trypanosomiasis and other diseases remained to be dealt with. 

He was pleased to note that WHO was providing unbiased and objective information about 
AIDS, which should be widely disseminated to dispel some of the false information arising 
from some sources. 

Regional programme budget policy was very important in the African Region. Proposals 
for the policy were being incorporated in the new computerized AFR0P0C system, which, it was 
hoped, would improve rational utilization of resources. 

Like other regions, the African Region was collaborating with the World Federation for 
Medical Education in preparing for the World Conference oil Medical Education to be held in 
Edinburgh in 1988. It was hoped that the orientation of medical education towards public 
health, which had slowed in recent years, could be reactivated. 

Dr Maruping had drawn attention to the emergence of similar issues from the different 
regions, emphasizing the need for regions to work together. 

One of the satisfactions of working for the primary health care approach was that it was 
working for peace. The more peace was threatened, the more important it was to work for the 
primary health care approach. 

Attention had been drawn to some of the dangers of decentralization. In his Region, 
decentralization was being undertaken gradually, beginning with technical areas. Financial 
and administrative decentralization was difficult and, as had been shown in the Region of the 
Americas, should proceed with the support of appropriate hardware and technology, to provide 
safeguards for the management of resources. 

In reply to Professor Lafontaine, he said that one or two centres in the Region were 
providing training in the maintenance of equipment, but much more help was needed in that 
area. 

In answer to Professor Menchaca, he said that disaster preparedness constituted an 
extension of the normal managerial process. A good managerial organization was much more 
able to cope when a disaster occurred. 

He thanked Dr Guerra de Macedo and Dr Asvall for their kind remarks and offers of 
support and for the support already given. 

Knowing the Director-General1 s views, he was certain that he needed no further urging to 
do everything possible. His own immediate concern was that the Executive Board should 
determine ways in which health could be presented as a factor contributing to the development 
process, particularly in Africa. That would be the Organization's contribution to the debate 
at the forthcoming special session of the United Nations General Assembly on the African 
crisis (May 1986), and - it was to be hoped - to processes that would be set in motion by the 
African governments and supporting United Nations agencies in the march towards socioeconomic 
development. 
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Decision: The Executive Board took note of the Director-General1 s report on changes in 
the programme budget for the financial period 1986-1987 with respect to global and 
interregional activities,1 and of the Programme Committee's report thereon. The Board 
also noted the changes in regional programme budgets for 1986-1987 reported to it by the 
Regional Directors.^ 

2. EVALUATION OF THE AFRICAN EXPERIENCE OF USING NATIONALS AS PROGRAMME COORDINATORS： 
Item 9 of the Agenda (Document EB77/11) 

Dr MONEKOSSO (Regional Director for Africa), introducing his report (document 
EB77/11),3 said that a number of efforts had been made to evaluate the experiment. The 
term "experience" had been used at the time of the evaluation, which had been carried out on 
the premise that the idea was a permanent feature of WHO policy. No broad evaluation that 
took account of all the parameters had, in fact, ever been carried out, but the one conducted 
had essentially concerned the national coordinators themselves, with emphasis on their 
earnings and other features that were not fundamental to the issue. It had been clear from 
reports submitted up to the time of the Regional Committee's session in September 1984 that a 
strong body of opinion saw some value in the experience, but while it had appeared convenient 
to many ministers of health and to some representatives and coordinators, some of its 
features had presented considerable inconvenience from the standpoint of WHO's managerial 
structure. For example, the coordinator had frequently had two allegiances - to his minister 
and government on the one hand and to WHO on the other - which could easily be played off one 
against the other. Many countries had made a serious effort to make the system work but, as 
in all human institutions, there had been a number of glaring weaknesses and obvious abuses. 

He welcomed the Board*s emphasis (in January 1985) on the fact that the use of national 
coordinators had been an experiment rather than an experience - an emphasis that had led the 
Region to rethink and review the matter and that had given rise to the document now before 
the Board. 

Early in 1985, the Regional Office had reviewed the matter and appealed to governments 
to examine the viability of the system in relation to the international cooperation system 
and the effectiveness of WHO country programmes. Such diplomatic efforts led to a greater 
awareness of the importance of the subject. Health leaders in the African Region had agreed 
on their own initiative to invite the Regional Director to halt the experiment. Resolution 
AFR/RC35/R7 of the Regional Committee to that effect was before the Board (Appendix 2 to the 
report). The national coordinators in the countries referred to in Appendix 1 (more than 
half the countries in the Region) were being replaced by coordinators from other countries, 
and by the time of the forthcoming Health Assembly it was likely that only a few countries 
would continue to have national coordinators. 

Sir John REID, noting that at present the issue was essentially an African one, reminded 
the Board that the question of the use of nationals as the then-called "representatives" had 
arisen a number of years earlier during the formulation of an organizational study of the 
Executive Board, based on Brazzaville. At that time, the potential use of nationals as 
programme coordinators had been described, and it had been realized that there were arguments 
both for and against such a practice. Some of those consulted had had doubts, while others 
had been enthusiastic. The logical course in such a situation had been to experiment with 
the system and see how it worked. That had now been done in the African Region, and he had 
found the Regional Director's description of the pros and cons of the exercise extremely 
useful and well-balanced. The Regional Committee had, in his view, taken the right decision. 

He would be interested to know something about the financial implications. Recalling 
that one of the arguments initially advanced in support of the use of national coordinators 
had been that, in addition to their close knowledge of the country concerned, there would be 
some financial saving, he asked whether the implication was that some small financial loss to 
the Organization might be incurred because of a different salary scale in the case of 
non-national programme coordinators. 

1 Document EB77/1986/REC/1, Annex 8. 
2 Decision EB77(2). 
3 Document EB77/1986/REC/1, Annex 12. 



64 EXECUTIVE BOARD, SEVENTY-SEVENTH SESSION 
Dr BELLA observed that the well-intentioned African experiment of using nationals as 

programme coordinators had given rise to much comment and debate. For reasons he would not 
dwell upon, the experiment was to be brought to an end, but there were grounds for 
satisfaction in the fact that its demise was accompanied by assurances that WHO was to 
promote national self-sufficiency and self-responsibility through the increased participation 
of nationals in the implementation of technical programmes. Was that not the main purpose of 
the exercise? 

Dr LARIVÍERE (alternate to Dr Law) observed that resolution WHA31.27 had endorsed the 
need to experiment further with the employment of national personnel as WHO programme 
coordinators, but made no specific reference to the African Region. While he was in sympathy 
with the Regional Director1 s statement that the experiment in that Region had been 
unsuccessful, and while valuable conclusions could always be drawn even from the most 
unsuccessful experiments - although that in question had perhaps been a painful one - he 
wondered whether Dr Monekosso, who had experience of working elsewhere, could comment on the 
advisability of undertaking a similar experiment in another region. Had the outcome of the 
African experiment been biased by the choice of region, or did he feel that a similar 
experiment in another region would lead to the same conclusion? 

Dr GUERRA DE MACEDO (Regional Director for the Americas) said that, in his view, the use 
of nationals as programme coordinators in the Region of the Americas was unlikely to be very 
successful. However, paragraph 16(iii) of the Regional Director's report, which stated that 
WHO ought not to dissociate itself from other United Nations agencies by utilizing a category 
of manpower whose status was not that of international civil servants, should not be taken to 
apply to the use of categories other than that one for the mobilization and use of national 
staff in technical cooperation activities. The Region of the Americas had had extensive and 
successful experience in that respect, which it wished to continue to develop. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) said that the experiment 
undertaken in his Region had been very limited, but it had been found that it could work in 
certain circumstances, given the right choice. He could not describe it as a failure or as 
ail outright success, but considerable thought was required before such an experiment was 
undertaken. 

Dr DIALLO observed that the subject under discussion had been discussed in a number of 
WHO bodies； document EB77/11 faithfully reproduced the various arguments raised, 
particularly at the thirty-fifth session of the Regional Committee for Africa. Resolution 
AFR/RC35/R7 well reflected the decisions of the Member States of the Region concerning the 
African experiment of using nationals as WHO programme coordinators. Now that the experiment 
was to be brought to an end, he wished to draw the Regional Director's attention to two 
imperatives: first, it was essential, as far as possible, to appoint African nationals as 
WHO programme coordinators； and secondly, care should be taken to avoid ambiguous situations 
with regard to national staff employed to strengthen the offices of the coordinators. 

Dr GRECH observed that since the employment of national personnel as WHO programme 
coordinators was almost confined to the African Region, Board members from other regions were 
in no position to make a contribution based on their experience to the debate. The 
experiment had been an ambitious one with much to commend it, bearing in mind the economic 
and social crisis in Africa with its grave health implications, but in his judgement it had 
been bound to fail. In order to function well, such coordinators had to enjoy security of 
tenure independent of the whims and political changes of their governments. They needed to 
be international civil servants, and that appeared to pose a legal problem. It had now been 
decided to decentralize WHO'S activities in order to improve the impact of those activities 
at country level, through the establishment of subregional offices and the deployment of the 
Director-General1 s task force. That was a wise move which could provide useful support to 
national administrations. 

Dr KO KO (Regional Director for South-East Asia) said that one or two countries in his 
Region had shown some theoretical interest some years earlier in the experiment in Africa, 
but the majority had not done so. There were national counterparts or national experts in 
WHO programme coordinators' teams, and under various names in many countries in his Region, 
but there were no cases anywhere of nationals serving as WHO programme coordinators. There 
was a case for using nationals in the office of the coordinator and as project managers, 
programme officers and public health administrators, but in the South-East Asia Region, 
international civil servants were considered to be essential as overall coordinators. 
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Professor LAFONTAINE observed that whereas the agenda item and the relevant document 

EB77/11 were entitled "Evaluation of the African experience of using nationals as programme 
coordinators", resolution AFR/RC35/R7 was concerned, and rightly so, with ensuring "greater 
involvement of nationals in the implementation of technical programmes •••"• He suggested 
that the former wording might usefully be aligned more closely with the latter, in order to 
avoid difficulties of interpretation. 

Dr MOLTÓ said that, while the Region of the Americas lacked the special experience of 
Africa, the difficulties that had been encountered, particularly by nationals acting as 
programme coordinators in their own countries, could readily be imagined. He nevertheless 
agreed with the Regional Director for the Americas that, where the necessary capacities were 
available, the use of national staff for carrying out certain technical cooperation 
activities was to be preferred. 

Dr ТАРА asked whether the resolution AFR/RC35/R7 of the.Regional Committee was before 
the Board purely for information purposes, or whether the Board was empowered to overrule it. 

Dr ADOU said that the subject under discussion was one on which the Regional Committee 
had already taken a decision, which was now before the Board for its consideration in 
resolution AFR/RC35/R7. Recalling that the Regional Director for Africa had indicated that 
not all the factors had been analysed in the evaluation process that had taken place with 
respect to the national coordinators, he associated himself with Dr Larivière*s question as 
to whether the results of the experiment had been peculiar to the African Region and whether 
there were a priori grounds for refraining from similar experiments in other regions. He 
wished to understand the underlying reasons for the failure of the experiment in the African 
Region and the meaning of paragraph 16(iv), which stated: "the positive aspects of the 
experiment in some countries (although negative in others) cannot fully compensate for the 
drawbacks linked to the status of the national coordinator, which has led to 1 trade-unionist1 
claims on the part of such coordinators". Why should such claims exist in the case of 
national coordinators and not in that of international coordinators? 

Dr Uthai SUDSUKH spoke in appreciation of the forthright decision taken by the Regional 
Committee on the issue under discussion. WHO'S objective was the attainment by all people of 
the highest possible level of health, which, in the context of primary health care, was to be 
achieved by promoting self-reliance in health. It had therefore been highly relevant for WHO 
to launch such an innovative experiment to optimize the use of the Organization's resources 
while at the same time promoting countries1 self-reliance and self-sufficiency. 

Historically speaking, on the one hand, international or expatriate WHO programme 
coordinators appeared in some cases to have failed in technical collaboration matters because 
they had maintained an attitude of exclusive autonomy and secrecy on behalf of the 
Organization, and had declined, or had been unable, to enter into any sort of practical and 
equitable collaboration with national officers responsible for health development in decision 
making and technical progress in programme implementation. The vital areas of communication 
and responsibility—sharing would have to be incorporated into any workable system of 
technical collaboration between WHO and its Member States, and both partners would have to 
maintain their separate identities and functions while at the same time improving their joint 
efforts to develop the health of the people. Such were the difficulties of health 
development and technical collaboration. 

On the other hand, the experiment with national WHO programme coordinators in Africa had 
in many cases failed because the national programme coordinator had become identified with 
and subordinate to the national administration. However, despite the unfavourable outcome of 
the experiment it was highly significant that the Regional Committee, besides inviting the 
Regional Director to bring the experiment to an end, had also requested him to promote 
self-sufficiency and self-reliance in countries by involving nationals in the implementation 
of technical programmes with WHO cooperation. That request deserved closer consideration in 
view of resolution WHA33.17 which urged Member States to ensure that WHO1s action in their 
countries shifted from technical assistance to technical cooperation and therefore required a 
large number of nationals who were familiar with the policies and strategies advocated by WHO 
in achieving health for all, while at the same time understanding the health development 
situation of the individual countries. 

The experiment had thus been useful, not only to the African Region but to other regions 
and to the Organization as a whole, in its attempt to create a well-established system of 
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technical cooperation, using national and international expertise, and achieving a proper 
balance between centralization and decentralization within the Organization. In that 
connection, WHO programme coordinators and representatives in any country should be selected 
according to the appropriate criteria, and be given pre-service orientation and continuous 
in-service training at the country, regional and global levels, so that they were equipped 
with the relevant knowledge of and attitude to policies, strategies and programmes, and with 
high technical and managerial skills both in respect of WHO and of the country to which they 
were assigned. 

Dr NAKAJIMA (Regional Director for the Western Pacific) said that the Region had little 
experience of national coordinators. Like the South-East Asia Region, it had in the WHO 
office a senior programme officer as "WHO representative and programme coordinator" whose 
role was two-fold： to represent WHO as a whole and act as head of mission. Such a person 
should be accountable both technically and financially. With the new programme budget policy 
and evaluation process, the programme audit at country level would be intensified, and the 
Board would be examining that evaluation process in the near future. The role of the WHO 
country representative was therefore an important one and could well become more important in 
the future. 

The major role of the WHO programme coordinator was to coordinate the WHO health 
programme with other multilateral or bilateral programmes, as in many countries the health 
programme was operated by WHO in cooperation with UNICEF, UNDP and UNFPA. The coordinating 
role, within a country or among multilateral or bilateral agencies at the country level, 
should be reviewed with an international partnership arrangement in mind, and such a role 
could be given to nationals through the formation of a joint coordinating committee or a 
joint programme development committee, or the recruitment of a national senior programme 
officer for a specific role. There were in fact many WHO activities which could be entrusted 
to nationals at country level. It was uneconomic to have a programme coordinator in each of 
the small countries comprising the Western Pacific Region, and a liaison officer was often 
appointed both as a public health administrator and to cooperate directly with the ministry 
of health in developing a health-for-all programme at the national level. In some cases the 
liaison officer or adviser also represented WHO and acted as WHO coordinator for the 
intercountry programme, thereby ensuring genuine technical cooperation among developing 
countries in the region. 

A subcommittee of the Regional Committee had also been formed in the Western Pacific 
Region with the task of monitoring all technical cooperation activities among the countries 
in the Region. Subcommittee members visited selected countries each year to evaluate 
specific programmes and recommend improvements in technical cooperation within and between 
countries. Such experience and observation was extremely useful in improving technical 
cooperation at country level, particularly in the small countries of the Region. 

Professor MENCHACA suggested that despite its results, the African experiment was of use 
to other regions, and pointed out that the debate had produced some interesting ideas. It 
was his understanding that resolution AFR/RC35/R7 was ail African regional one, merely 
submitted to the Director-General and not committing any of the other regions or the 
Organization as a whole. He joined Dr Moltó in endorsing the views of the Regional Director 
for the Americas in connection with paragraph 16(iii) of the report, and felt that the 
experience of the Americas should also be taken into account. 

Dr MONEKOSSO (Regional Director for Africa), replying to questions raised, first of all 
thanked the Board Members for their active interest and advice, and for their assessment of 
the possible implications of the Regional Committee resolution for other regions of the 
Organization. 

The fact that the experiment had taken place was a credit to WHO as an Organization 
which tried to be responsive to the need of its Members, and generally endeavoured to ensure 
that those Members participated actively in its work; for a multinational agency, the 
situation could not be otherwise. It was difficult to speak of real success or failure. A 
series of events had taken place and it had been decided to bring them to an end. He had 
been asked to indicate more clearly the reasons for that decision. In that connection he 
invited the Board's attention to paragraph 16 (vi) of document EB77/11, which stated that 
"the really negative aspects could only be hinted at publicly •••••• That was still true, and 
he was unwilling to say more unless the Board was in closed session. The events that had 
taken place had been such that anyone with diplomatic skill or responsibility in relation to 
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sovereign governments would be very indiscreet if they were to make public statements about 
them. Members themselves had recognized that certain events had taken place which did not do 
credit to the experiment and so, although there had been a number of instances where the 
situation was positive, it had been decided not to continue. That was no reflection on 
particular individuals who had taken part in the experiment； some of them were excellent 
people, and a few had been offered positions as international coordinators in other 
countries. Neither was it any reflection on the governments themselves, many of which had 
made very serious efforts to make the experiment work. It had been just one of the 
situations which in his view had been unworkable and would not have worked in any region. 

The part of the Regional Committee resolution inviting WHO to encourage participation of 
nationals was valuable in his opinion, as it was important that nationals should participate 
in the work of the Organization. However, it had been particularly awkward for nationals to 
be responsible for the management of international resources within the context of their own 
countries in circumstances where they had no power to resist even the slightest pressure. 
There had been obvious difficulties, too, involving divided loyalties, as well as others, 
which had made it imperative to bring the experiment to an end. He had been advised, oil 
assuming office, to leave the matter for at least a year before bringing it before the 
Regional Committee, but he had felt that the situation would not improve, and had decided not 
to delay further. 

Financial implications had constituted some of the attractions in the poorer countries. 
The salary of ail international civil servant was a significant sum of money in foreign 
exchange to some of the smaller countries in the Region, particularly those with limited 
access to foreign exchange. Some had realized that the credibility of WHO was in the 
balance, and that the Organization's ability to attract extrabudgetary resources was being 
limited by that credibility crisis which, according to his information, had resulted in some 
financing institutions deciding to put their money in other organizations which could provide 
better accountability. The countries had accepted that, and the sums in question had been 
put back in their country planning figures. It was to be hoped that the new appointees would 
be competent in resource mobilization and more than justify the perceived financial loss in 
the countries1 national programmes. 

Participation in technical activities was a different matter, and it had been pointed 
out in the debate in the Regional Committee that running a WHO office as such would not bring 
about self-reliance, which would only come from running national institutions properly and 
competently in a good managerial manner. 

Another issue raised in the debate had been that knowledge of a particular country, 
important though it might be, could not really replace the knowledge of other countries which 
international coordinators brought with them, which enabled them to give advice in particular 
situations in the light of their experience elsewhere. 

Another feature which had been brought up had been the primary health care approach 
which required a multisectoral stance on the part of the representative who, though remaining 
close to the minister of health, needed to be in contact with other ministries and government 
agencies. It was particularly important that such a person should command some amount of 
independence close to the health minister but independent of the ministry, so that he could 
deal with other people and areas important in the primary health care approach. That 
particular aspect of the experiment had been acceptable to health ministers and had been one 
of the features which led them to change their minds. He once more paid tribute to those who 
maintained that the experiment had been a success in their countries and who, in a spirit of 
solidarity, had agreed that it should be brought to an end on account of the problems it 
created elsewhere. 

An important feature at the end of the experiment had been that some countries had 
reacted by asking to have liaison officers, such as existed in the South-East Asia and 
Western Pacific Regions, to look after certain matters within their ministries. Some 
countries had developed a budget for WHO in national currency that was being managed by the 
national coordinator, and there was a need for another national to manage that particular 
budget in-house. The situation that was developing therefore was that some countries were 
accepting individuals to help specifically in primary health care implementation from a 
technical point of view as part of the effort towards self-reliance, and in those 
circumstances had agreed that the WHO office should be managed in the usual manner. 
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Dr Sudsukh had referred to the question of secrecy and autonomy on the part of the 
international coordinators. One of the reasons why the experiment had been warmly accepted 
in the African Region nearly a decade previously had been that it had unconsciously been 
regarded as part of the decolonization process. Most of the early programme coordinators had 
been foreigners, of a different complexion, and had come from countries which were former 
colonial masters, and some of them had behaved as if the colonial period had not ended. It 
had been partly as a reaction to that that the experiment had been accepted, and it was 
interesting to note that a significant number of the ministers in the African Region had 
requested, at the end of the debate, that coordinators should come from within the 
continent. He personally had not accepted that, since they were dealing with an 
international organization. However, as far as possible, they did want coordinators and 
representives who were sensitive to their political struggles and aspirations, and they could 
not be blamed for that. 

Dr LARIVIERE (alternate to Dr Law) expressed the view that, in the light of the report 
and Dr Monekosso*s comments, the Board could justifiably consider that the provisions of 
operative paragraph 5 of resolution WHA31.27 had been met, and proposed that it decide 
accordingly. Such a decision would in no way prevent any other region from undertaking 
further experiments of their own on an individual basis although it would rule out any 
generalized experiments for the present. 

Dr GARCIA BATES endorsed Dr Larivière's remarks and supported his proposal. 

The DIRECTOR-GENERAL, while admitting that the concept of national coordinators had been 
one dear to his heart, said that would in no way prevent him from accepting the Board's 
endorsement of the decision of the Regional Committee for Africa to bring the experiment to 
an end in that Region. He would, however, like to explain the concerns that had led him to 
espouse the idea in the first place. In the past, as many would remember, WHO in its project 
period used to spend virtually all its resources on the employment of international project 
personnel on long-term projects with very little relevance to national realities. Such 
projects oil completion left practically nothing behind that would stimulate national 
self-sustaining growth. That experience had convinced him of the sterility of any approach 
carrying any trace of supranational "proxy-ism" and the absolute need to focus on the 
national context. The recent changes in the Organization's approach had vindicated that 
view. The relationship or interface between Member countries and WHO should be like that 
between Siamese twins, separate yet intertwined. Thus Member countries had a moral 
commitment to put the collective decisions they had arrived at into practice, otherwise they 
would be no more than empty words. In that context, he recalled the Jackson studyl and 
noted that the recent General Assembly of the United Nations had resurrected its concern over 
the lack of cooperation between all those involved in the development system. The problems 
that had appeared in the African Region might not have occurred had it been possible to avoid 
divided loyalties and had Member countries truly accepted the fact that it was for their own 
national bodies to decide how best to make use of the Organization and how best to coordinate 
the various inputs from WHO and the rest of the development system. It was his sincere hope 
that by the year 2000 the overwhelming majority of developing countries would be able to cope 
with the problems of interfacing with WHO without having to rely for support on a WRPC, or 
whatever the generic term might be. 

He wished to make perfectly clear that he was in no way, either from an emotional or 
intellectual standpoint, contesting the evaluation that had been made of the situation in 
Africa. The Regional Committee had expressed its opinion oil a matter that was entirely an 
internal one for the Region. However, he had been under an obligation to submit the report 
to the Board since it had been the Board that had authorized the experiment in the first 
place• The Board would no doubt now wish to note the African Region's findings on the 
experiment without restricting the freedom of any other region to continue its efforts to 
improve resource utilization. Such efforts were clearly justified as a basis not only for 
achieving self-reliance but also for attaining cost-effectiveness. No doubt views and 
experiences would continue to be exchanged oil the subject among the regions and reported on 
on a regular or ad hoc basis and he hoped the Board would continue to allow such flexibility. 

In conclusion, it was apparent that some Member States felt that money spent on a WPCR 
was money lost to their programmes. He would say in reply that if a country was not getting 

1 A study of the capacity of the United Nations development system. Vol. I & II. 
Geneva, United Nations, 1969 (Document DP/5). 
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its money1 s worth oil behalf of its programmes out of such a person it was an indication that 
something was seriously wrong with the relationship between the country and WHO or with the 
quality of or training given to the person that had been selected for the post by WHO. 

Sir John REID fully shared the Director-General1s aspirations with regard to the 
relationship between Member States and WHO and endorsed all he had said. And, like the 
Director-General, he regarded the report merely as an account of a particular experiment 
conducted in a particular place at a particular time. It would be a sad day for any 
organization that refused to allow experiments to be conducted or that forced them to be 
discontinued. 

In his view, therefore, no action was required in respect of resolution WHA31.27 since 
the paragraph concerned referred to experimentation in a number of fields, not merely 
national coordinators. No doubt other experiments in the personnel and other fields would be 
carried out by countries in the future. He submitted that the only action required from the 
Board on the subject was to note the report by the Regional Director for Africa. 

The Executive Board took note of the report, its conclusions and the views of the 
Regional Committee for Africa as expressed in resolution AFR/RC35/R7.丄” ~ 

3. GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000: Item 11 of the Agenda 

Review of first evaluation report (Seventh Report on the World Health Situation): Item 11.1 
of the Agenda (Resolution WHA36.35； Documents WHA36/1983/REC/1, Annex 7, and EB77/13 and 
EB77/13 Add.l) 

/ 

Dr GARCIA BATES, speaking as a member of the Programme Committee of the Executive Board, 
introduced the Programme Committee's review of the first evaluation of the Strategy, which 
was contained in documents EB77/13 and EB77/13 Add.l. 

Referring first to a number of general points of relevance to the report, she noted that 
the Member States themselves had been a major source of the data included, which had been, 
supplied either by their national evaluation exercises or by their replies to an ad hoc 
questionnaire. Other input data had come from documents of the United Nations system. 

One aim of the report had been to analyse the various findings emerging from the 
evaluation of the strategy and the main factors that could lead to its readjustment. Another 
had been to review social, economic and development trends throughout the world and their 
impact on health, as well as the world health situation. 

The report summarized information from the six regional evaluation reports as well as 
national reports and was thus based on information received at the global, regional and 
national levels. That distinction was a somewhat arbitrary one, however, and had at times 
made it necessary to use different methods of comparison. The information on which the 
report was based came from 140 Member States, in 14 areas and regions. 

She reminded the Board that it had been the Thirty-fifth World Health Assembly in 1982 
that had initiated the evaluation process as part of the plan of action to implement the 
Strategy. The process was to consist of a progress evaluation every two years and a review 
of the effectiveness of implementation of the Strategy every six years. That last would be 
the task of the Board at its present session. 

The Programme Committee, at its session in October 1985, had carried out a full review 
of the document submitted to them on the subject and had made a series of suggestions with 
regard to its structure, format and levels of analysis. 

The Programme Committee had been made aware of the magnitude and importance of the 
report not only for its analytical content but also for the implications which decisions on 
the subject would have in terms of target readjustment. The decisions covered not only 
technical aspects in the form of information gathered for the period but also administrative 
and managerial aspects and, naturally, health policy. The Committee had thereby come to 

1 Document EB77/1986/REC/1, Annex 12. 
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recognize that the document before it was a report rooted in a reality which had been 
presented in a highly objective and rational form, while at the same time taking into account 
that such objectivity and rationality also contained the expressions of natural, human 
subjectivity and feeling to which a topic of such direct concern inevitably gave rise. 

A reading of the report revealed the courage of the Organization which had in 110 way 
attempted to gloss over reality by means of euphemism or diplomatic turns of phrase, Reading 
between the lines of the report and the vast amount of quantitative information which it 
contained, a more qualitative type of information could be gleaned. The large amount of 
statistical information given in the chapters dealing with socioeconomic factors, health 
systems development and developments and trends in the health situation should not cause the 
reader to lose sight of the very substantive content of the final two chapters on assessment 
of achievements and the outlook for the future. The aspects of political commitment to 
strategies, access to health services, the health situation in the different countries, 
economic problems and the challenges to the Organization and Member countries deserved 
special attention. 

Aspects which had given rise to special comment within the Programme Committee 
included： the high overall response rate (86%) to questionnaires； the relatively scarce 
experience which Member States in general had of assessment and monitoring of their own 
national managerial processes as instruments by which to reorient activities for the future; 
and the difficulties which still existed in the selection of qualitative indicators for 
assessment and monitoring, applicable worldwide, which would enable regional and local 
differentials to be shown and permit the identification of populations at high social risk or 
whose basic social needs were not being met. At the same time, the evaluation was considered 
not simply as an historical analysis but as a prospective process for the future. While the 
report analysed past information, its merits also lay in its form of action and basic 
anticipatory aims, together with the recognition of information available at country level. 
The Committee had discussed the need to reassess information existing at country level which 
might lead to qualitative analysis and avoid any tendency to seek sophisticated but 
uncreative information. The Committee had also discussed the need to publish more than one 
form of the report, taking into account the different types of users. A document of such 
magnitude would primarily have an impact on groups involved in decision-making in health 
planning and programming or academics, who were accustomed to the type of data processing 
contained in the evaluation. A presentation of another type might be oriented more to 
political decision-makers, who generally required more concrete data; and a third 
presentation might be prepared for the public at large. 

The Connnittee had noted the evidence that countries had adopted a very positive attitude 
towards the goal of health for all. The report highlighted those sectors where continued 
progress was being made and where trends were promising. It clearly outlined the challenges 
to Member States and the Organization. Efforts by governments to improve their health 
systems in accordance with national health strategies were encouraging, as would be seen from 
Chapter 2 of the report. There was also evidence of a high degree of political will, with a 
number of countries having made concerted efforts to extend health service infrastructure and 
improve access to health services, increased cover being provided for a number of primary 
health care components. Significant progress had been made in the training and availability 
of health manpower resources as well as towards increased communitzy participation. However, 
economic constraints had caused some drastic reductions in health service budgets and reduced 
infrastructures. Basic problems identified included： continuing high rates of illiteracy, 
particularly among women; managerial weaknesses in health systems including insufficient 
information for the managerial process； low participation on the part of professionals and 
the community; insufficient economic support for the health sector, and general lack of 
recognition of the economic repercussions of ill health. Challenges for countries included 
the achievement of greater political will to achieve social equity and intersectoral 
cooperation; the mobilization of support for and backing of health professionals and the 
community; vigorous management of health systems and, in particular, health information 
systems; appropriate use of research and technology； and improved financing of the health 
sector with a study of all possibilities of mobilizing resources and ensuring their optimum 
use. The Committee had considered that the. report might be a useful tool to inform 
politicians, administrators and technical experts, as well as a means of public communication 
of the goals of health for all. In that context it had made several comments designed to 
improve the structure and presentation of the report and had recommended that the Secretariat 
should examine possible forms of presenting the information and points of interest to 
national authorities, health service personnel and the public. It had also proposed that 



SUMMARY RECORDS : SEVENTH MEETING 71 
consideration be given to publishing a separate, more popular version of the report on the 
strategy for health for all and the health situation in the world. An introductory statement 
by the Secretariat before the discussion would add a living dimension to the presentation of 
the report. 

While many ideas in the history of mankind, and more particularly in the field of 
health, might be of a spasmodic, somewhat "forced" and short-lived nature, others, more 
significant in the long term, assumed the character of symbols and spread throughout the 
world to leave permanent traces and effect changes in the attitudes and behaviour of health 
professionals and the community. In the evaluation of the strategy for health for all by the 
year 2000, certain elements must be borne in mind which though not to be found directly in 
the report, could be considered as by-products of the idea; contained within the confines of 
what might be called "informal" information, they might none the less be identified and 
complement the evaluation. Such by-products had their manifestation firstly in attitudes 
which situated the goal of health for all within decisions on health priorities at country 
level; secondly in changes in academic curricula, particularly in medicine; and thirdly in 
decreasing reticence on the part of the community to demand and participate in the 
application of the principles of health for all. Perhaps the best element of evaluation of 
the strategy for health for all was that countries were incorporating something of their own 
therein, and were talking of it as though the idea had originated nationally• 

The meeting rose at 17hl5> 
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Friday, 10 January 1985, at 9h30 

Chairman： Dr G. TADESSE 

GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000: Item 11 of the Agenda (continued) 

Review of first evaluation report (Seventh Report on the World Health Situation)； Item 11.1 
of the Agenda (Resolution WHA36.35； Documents WHA36/1983/REC/1, Annex 7, and EB77/13 and 
EB77/13 Add.l) (continued) 

The CHAIRMAN invited Dr Khanna to make her illustrated presentation of the evaluation 
report. 

Dr KHANNA (Monitoring and Evaluation of Health-for-All Strategy) said that, as requested 
by Dr García Bates, she would attempt to present some highlights of the information and 
analysis contained in the evaluation report (document EB77/13 Add.1). The report was still 
to some degree in draft form, since some of the data provided by Member States were being 
updated or completed. The Programme Committee had made a number of suggestions for changes 
and modifications, and some of those had been reflected in the revisions made. Further 
revisions requiring more time, as well as those arising from the Board's deliberations, would 
be made to the final version of the report before its presentation to the Health Assembly in 
May of the current year. 

By the end of 1985, 144 national evaluation reports had been received, constituting a 
response rate of about 88%. However, not all reports had arrived in time for inclusion in 
the regional reports, and as a result there was need for continuing updating and adjustment 
of the data presented. 

The first projection showed in graphic form how the report was structured. Chapter 1 
focused on the relations between socioeconomic development and health. Global demographic, 
economic and social trends were reviewed, and implications for social policy and 
intersectoral cooperation in health were examined. In the same context, global indicator 11 
(adult literacy rate) and global indicator 12 (gross national product (GNP) per capita) were 
considered. 

Chapter 2 reviewed progress in health development processes in countries, and identified 
the main obstacles encountered and measures taken to overcome them by Member States. The 
majority of the global indicators were reviewed, namely numbers 1 (political commitment), 2 
(community involvement), 3, 4, 5 and 6 (resources, particularly financial), and 7 
(availability of primary health care). 

Chapter 3 assessed the health status of the world's population, analysed patterns and 
trends in mortality, morbidity and disability, as well as in health behaviour and life-style, 
and also examined key environmental factors affecting health. The chapter covered global 
indicators concerned with health status, namely numbers 8 (nutrition status of children), 9 
(infant mortality), and 10 (life expectancy). 

Finally, Chapters 4 and 5 of the report contained an overall assessment of the progress 
and effectiveness of the strategy, and the main issues affecting its implementation; the 
main challenges which that assessment presented for Member States and for WHO were summarized. 

Using two separate screens, she next introduced selected highlights from the information 
and analysis contained in the report. The first projection gave a picture of average 
population growth in the six regions over two five-year periods, 1975-1980 and 1980-1985. 
During the first period the growth rate had been highest in the African and Eastern 
Mediterranean Regions, averaging almost 3% per year. For the second period, growth had 
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remained static in the European Region but had increased at an average of 3% per annum in the 
African Region, declining slightly in the other four regions. The largest decline had 
occurred in the Western Pacific Region. 

The second projection showed crude birth rates and death rates, the principal 
determinants of population growth, for the same periods in the six regions. For the first 
period, the highest crude birth rates - averaging 47.6 per 1000 - had been in the African and 
Eastern Mediterranean Regions； the second period had been marked by a small decline in crude 
birth rates in all regions except the African Region. The crude death rate during the same 
periods had been highest in the African Region, while the European Region showed a marginal 
increase which was most probably linked to the aging of the population. 

Projection 3 indicated trends in urbanization, which had become, especially in 
developing countries, an important determining factor in population change. It focused on 
percentage increase in urbanization during the same two periods: it was noteworthy that over 
the whole 10-year period 1975-1985, the fastest urbanization (an increase of almost 75% in 
the urban population) had occurred in the African Region. However, the Region of the 
Americas, where 71% of the population lived in urban areas, was still the most urbanized. By 
the year 2000 it was estimated that roughly one half of the world's population would be 
living in urban areas, and that 17 out of the 20 largest urban agglomerates would be in the 
developing countries. 

She next presented some information on selected global indicators, and drew the 
attention of the Board to the fact that, when approving the health-for-all strategy, the 
Health Assembly had decided on a short list of 12 indicators, to be used for global 
monitoring and evaluation. That decision had implied that countries were committed 
individually (as well as collectively, in regional groupings) to using those indicators, and 
to providing the necessary information on them. Since average global values had little 
meaning, it had been decided to rely on indicators in terms of number of countries. 

Global indicator 3 was the number of countries in which at least 5% of GNP was spent on 
health. While 55 countries, many of them in the European Region and the Region of the 
Americas, spent 5% or more, 43 countries, including all those within the South-East Asia and 
Eastern Mediterranean Regions, spent less than 5%. No information had been forthcoming from 
65 countries, including 44 in the African Region; however, data from that Region had proved 
difficult to break down, and it was hoped to disaggregate it for inclusion in the analysis at 
a later stage. Many countries experienced difficulties over the defining and interpreting of 
information when using this indicator, as also when using the other indicators relating to 
resources. 

The sixth projection illustrated global indicator 7, which related to the availability 
of some of the essential elements of primary health care and was thus an important reflection 
of the adequacy and effectiveness of health development measures taken. For safe water 
coverage, 57 countries had been able to show 80% coverage, while 85 countries (the majority 
in the African, South-East Asia and Eastern Mediterranean Regions) had reported less than 
80%. No information had been received from 21 countries. The urban/rural breakdown was 
available for only a few countries, but in terms of numbers it was estimated that about 1000 
million more people, 80% of whom lived in the rural areas, needed to be provided with safe 
water. 

The seventh projection illustrated the second component, adequate sanitary facilities in 
the home or immediate vicinity. Forty-three countries, including one in the African and one 
in the South-East Asia Region, had reported access to such facilities for 80% of their 
population, whereas 73 countries, the majority in the African and South-East Asia Regions, 
had reported access for less than 80%. No information had been received from 47 countries, 
including 26 in the African and 10 in the Western Pacific Region. Once again the urban/rural 
breakdown was available for only a few countries, but the situation was likely to be the same 
or even worse than that relating to water supplies. In fact, a few countries in the African, 
South-East Asia, and Eastern Mediterranean Regions had reported coverage as low as 1% in 
rural areas. 

The eighth projection showed the availability of trained personnel attending pregnancy. 
Thirty-eight countries, including all those in the European Region, had reported coverage of 
80% or more of their population, while 41 countries, including those in the African and 
Eastern Mediterranean Regions, had reported below 80% coverage. However, the position was 
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not as encouraging as might appear, since no information had been received from 84 countries, 
among them 28 in the African Region, 21 in the Region of the Americas and 19 in the European 
Region, It was likely that the more developed countries in the European Region and the 
Region of the Americas were no longer collecting such information routinely now that the goal 
of full coverage had been achieved. 

The ninth projection illustrated the availability of trained personnel attending 
childbirth. Roughly half of the reporting countries showed 80% or more coverage in that 
area, the same regional pattern emerging as with the coverage of pregnancy; a large majority 
of countries in the African, South-East Asia and Eastern Mediterranean Regions reported lower 
coverage, some below 20%. There was no information from 73 countries, including 21 countries 
in the European Region, possibly for the reasons already stated. 

For the next component, availability of local health care, including availability of at 
least 20 essential drugs within one hour's walk or travel, 66 countries had reported access 
by 80% or more of their population, including all the countries in the European Region; the 
situation in the Eastern Mediterranean and Western Pacific Regions had improved• However, 
65 countries had not reported, including 25 in the African Region and 21 in the Region of the 
Americas, and even some in the European Region; here too, it was possible that such 
information was not now being collected. 

Three of the global indicators dealt with health status: global indicator 8, shown in 
the ninth projection, was nutritional status of children measured by the criterion that at 
least 90% of newborn infants had a birth weight of at least 2500 g. Of 123 countries 
reporting, 77 (well over half) showed a 90% value, but 46, chiefly in the African and 
South-East Asia Regions, reported a lower value. Forty countries, including 15 in the 
African Region, had not reported on that indicator. 

The tenth projection concerned global indicator 9, number of countries in which infant 
mortality rate for all identifiable subgroups was below 50 per 1000 live births. That 
indicator was oil the whole well reported, 74 out of 155 countries (including all but two of 
those in the European Region) reporting a rate of below 50. Of the 81 countries with rates 
of 50 and above, 44 countries had rates of 100 or over; of the latter, 29 were in the 
African and 8 in the Eastern Mediterranean Region. No information had been received from 
8 countries. 

The eleventh projection illustrated global indicator number 10 (number of countries in 
which life expectancy at birth was over 60 years). Of 144 countries reporting, 81 had 
achieved life expectancy of 60 years or more, but for 63 countries the figure was still below 
60； a majority of those countries were in the African Region. No information had been 
furnished by 19 countries, 14 of them in the Western Pacific Region, but she believed that 
the information would eventually become available. 

The twelfth projection dealt with global indicator number 11 (number of countries in 
which the adult literacy rate exceeded 70%). There, of 133 countries reporting, 75, largely 
those in the South-East Asia Region, the Region of the Americas and the European Region with 
one in the African Region, had reported a rate of 70% or more； many countries in the Eastern 
Mediterranean Region showed a low rate. No information was available from 30 countries• 

It should be noted that, whereas female literacy rate would be a relevant indicator for 
health, many countries did not differentiate between literacy rates for men and for women. 
Analysis of the available data had shown that in the least developed countries the literacy 
gap between the sexes had widened. Almost two-thirds of illiterate adults in the developing 
countries were women. The range of literacy was often large, extending in the African Region 
from 7% up to 82%. One country in the Eastern Mediterranean Region had reported illiteracy 
to be 84% for men and 99% for women. 

Chapter 3 of the report also contained information on some of the communicable and 
noncommunicable diseases, as well as on conditions related to health behaviour and 
life-style; much of that information was compiled from sources other than national 
evaluation reports, chiefly from programmes and survey data. Her summary analysis of the 
global indicators by regions could be included in Chapter 4 of the report, as suggested by 
the Programme Committee. 

In summary, where the progress and effectiveness of the strategy were concerned, many 
countries had reported important progress in terms of physical accessibility of health 
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services to the population. Some developing countries had reported 80 to 100% coverage with 
some or all of the essential elements of primary health care. Among those elements, 
immunization - though not shown in the projections 一 had received high priority. While 
individual countries, due to accelerated efforts, had made impressive gains, many 
least-developed countries were still reporting less than 15% coverage with the last dose of 
DPT, Some progress was rioted in the care of women during pregnancy and childbirth, but care 
for children under 5 years was still very limited. Some improvements were to be noted in 
water supply and sanitation, but most gains had been nullified by population growth and 
recent droughts. A particularly poor situation prevailed in regard to sanitation in rural 
areas. However, progress had been made in making essential health care available at local 
level. 

Although it was still too early to assess impact or to attribute directly or relate any 
changes to national strategies, infant mortality and life expectancy did show trends towards 
improvement in a majority of countries. 

Some Member States had had difficulty in analysing information for some of the 
indicators, particularly those related to resources and their distribution. No doubt a 
closer look at the definition of those indicators and guidelines in terms of the collection 
and analysis of relevant information would be desirable. 

Dr REGMI congratulated the Programme Committee on its fine report. It was probably the 
first time in the history of WHO that such a remarkable fact-finding exercise had been 
undertaken. 

He supported the Committee1s suggestion that existing global indicators should be 
reviewed and others added. He further endorsed the suggestion that an annex summarizing 
overall progress should be included in the report； such an annex might perhaps list some of 
the procedures by which key activities could most effectively be carried out. 

He drew particular attention to the last sentence of paragraph 17 of the Executive 
Summary of the report, which contained both a timely caution and useful advice. He welcomed 
the positive aspects of the report, which should be seen not as a gloomy picture of the past, 
but as a hopeful forecast of the future. He urged that developed and developing countries 
should work together to reach the common goal and that the "haves" should come forward to aid 
the "have-nots". At the same time, governments of developing countries should realize that 
they could not continue to depend on others and that money spent on health was a vital 
investment in the future. If the Strategy was to be successful, managerial skills, community 
involvement, and political will would all be needed, as well as regular monitoring and 
evaluation of the progress made. 

Professor MENCHACA thanked Dr Khanna for her excellent presentation and commended the 
work of the Secretariat and the Programme Committee in producing so interesting a document 
pursuant to resolution WHA36.35 and based primarily on information provided by the Member 
States themselves. 

The highly significant era in the life of the Organization that had begun with the 
International Conference on Primary Health Care (Alma-Ata, 1978) and the adoption of the 
Global Strategy for Health for All by the Year 2000 continued to call for substantial efforts 
oil the part of all countries and by WHO towards attaining that ambitious goal. 

The analysis made for the purposes of the evaluation revealed the adverse effects of the 
world economic crisis on social progress and consequently on the health situation. The 
reduced availability of essential inputs, such as drugs, equipment and transport, meant that 
health infrastructures were quite unable to meet the health care needs of the population. 
The reported high infant mortality rates and low life expectancy in a large number of 
countries were but two of the consequences of that situation. 

The report had rightly stressed the close link between health and socioeconomic 
development, the importance of policies outside the health sector and the need for a 
multisectoral approach to health problems. It had also highlighted the growing 
interdependence of the industrialized and developing countries. Factors such as the economic 
recession in the industrialized countries, their high interest rates, protectionism, 
inequitable terms of trade and inflation had led to the loss of a whole decade of development 
for many countries; funds had had to be diverted from such fundamental areas as social 
development and health care. 
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Political factors had also affected health development. In that respect the efforts of 
a number of countries to promote nuclear disarmament and establish nuclear-free zones were 
encouraging. He wished to draw attention in particular to the work and fine example of a 
nongovernmental organization, International Physicians for the Prevention of Nuclear War, 
whose two Co-Presidents, one from the Union of Soviet Socialist Republics and one from the 
United States of America, had recently been awarded the Nobel Prize for the promotion of 
peace. The excessive increase in world military expenditure on account of the arms race, 
referred to in the report, also deserved comment. Even a slight reduction in such spending 
would enable the debtor countries to pay their debts and would, moreover, have a positive 
effect on the economies of the industrialized countries themselves. The measures imposed on 
the debtor nations by the International Monetary Fund had the effect of reducing public 
spending and ultimately lowering the living standards of broad sectors of the population. 
Serious economic problems, such as unemployment and its attendant social evils and 
repercussions on health, were also affecting the developed market economy countries. If all 
the economic problems could be solved and progress made in the transfer of technology, a new 
international atmosphere would be created in which peaceful coexistence would be possible. 
The gigantic external debt, which sucked out all that the developing countries earned by 
their exports, together with, for example, the high illiteracy rate and the spectre of famine 
were an irrefutable proof of the irrationality, injustice and inequality of the existing 
economic order. Ten years after the World Food Conference had said that it was technically 
possible to eliminate famine by the year 2000, people in many regions of the world were still 
dying of hunger. 

He agreed with the report that the fulfilment of the right of everyone to be free from 
hunger involved the removal of a number of international and national obstacles, and in many 
cases the efforts of countries themselves to escape from their difficult situation would not 
be enough to enable them to do so. Economic conditions had seriously affected the 
application of policies and strategies approved at the highest level, compelling many 
countries to struggle merely to sustain the existing level of health development. Political 
commitment to reducing socioeconomic inequalities was essential if everyone was to enjoy good 
health, and the poorest countries could not attain the health-for-all goal unless 
considerable resources were mobilized and more effective support given to national action in 
the health field. 

/ 

Mr Almar GRIMSSON commended Dr García Bates on her introductory statement and Dr Khanna 
on her presentation, in which she had clearly pinpointed the weaknesses in information 
systems. The Programme Committee1s thorough review at its October session had been most 
helpful for the Board and, having himself attended that meeting, he wished to comment on some 
of the issues on which opinions had differed. 

He did not agree with the suggestion made by some members and referred to in paragraph 8 
of the Committee's report, that comments on potentially sensitive or controversial issues 
should be deleted from the draft report, which would thereby lose much of its value; all of 
those issues, covered in Chapter 1, paragraphs 23 to 28, related to preconditions for health 
and social equity. 

He agreed fully with Dr García Bates that political decision-makers should be a target 
group to be reached by the report. On the question of format and presentation he appreciated 
the difficulties of further summarizing the report so as to make it suitable for 
decision-makers and the public, but agreed that Chapters 4 and 5 might be combined and a 
concise assessment of the global indicators incorporated, subject to the inclusion of some 
reference to the sensitive or controversial issues mentioned previously. That would provide 
a basis for a simplified version. It was also a good idea to highlight, at the end of each 
major chapter, the main issues involved. 

Referring to paragraphs 11 and 12 of the Programme Committee's report, he felt that it 
was essential to collect and validate information from sources other than national evaluation 
reports, however cumbersome an exercise that might be. 

Dr García Bates had rightly referred to the evaluation exercise as part of a plan of 
action; in that context, he would have expected to see more reference to health-for-all 
leadership plans. 

He would further like a paragraph on deafness, containing whatever information might be 
available, to be included in the draft report in addition to that oil blindness 
(paragraph 344), under the subheading relating to disability in Chapter 3. 



SUMMARY RECORDS : SEVENTH MEETING 77 

Finally, he had also failed to find adequate coverage of drug utilization patterns, the 
essential drugs concept and the essential drug programmes that were coming into being. He 
concluded by expressing his general endorsement of the draft report, and thanking those 
involved for their excellent work. 

Dr BELLA said that, although the report was rather too voluminous to be considered in 
detail in the time available, it was to be commended for its review of the health situation, 
covering historic dates in the life of the United Nations and WHO, all the factors involved 
in health development, the links between health and socioeconomic development, the major 
disparities between the health situation in the developing as compared with that of the 
developed countries, and progress in the implementation of health strategies, without 
forgetting, however, certain failures and the reasons for those failures. As such, it 
merited broad dissemination. 

Dr KOINANGE, expressing his appreciation of the report said that a significant point to 
emerge from it and from the explanations given by Dr García Bates and Dr Khanna was the lack 
of data on indicators from the African and Eastern Mediterranean Regions. That showed a need 
for assistance and cooperation from headquarters, the regions, United Nations agencies and 
bilateral agencies so that the necessary baseline information could be obtained for the 
assessment of strategies. There was also a clear need to refine some of the indicators for 
use in certain regions. 

Chapter 5 of the draft report on the outlook for the future was a very important one. 
While appreciating that evaluations must be continuous, he wished to know when it was planned 
to carry out the next global evaluation and report on it, before the year 2000. 

Sir John REID considered that, given the problems posed by such an evaluation exercise, 
the results achieved were most commendable. The draft report would no doubt receive a final 
revision in the light of the comments of the Executive Board and of the Programme Committee, 
and in its final form would provide an excellent baseline on which to build and to assess 
progress. 

Since it was a major document which should be debated thoroughly at the Health Assembly, 
he would particularly request that it should reach Member States as early as possible. 

Endorsing the comment made by Mr Grimsson, he agreed with the Programme Committee's 
suggestion that there should be a popular version of the document； that would be very useful 
not only for politicians but also for many other interested groups. 

Dr MARUPING thanked all those who had provided, compiled and analysed the information 
contained in the draft report. The evaluation had been facilitated by WHO1s common framework 
and format. Of particular importance and usefulness was the report's assessment of the 
strategy's effectiveness and impact, and its attempt to identify the factors contributing to 
success or failure, together with those influencing national, regional and global actions, as 
well as the implications from the point of view of readjustments to the strategy. 

She drew attention to the positive response by health sectors to the much-needed 
reorganization of health manpower training in the managerial process and the team approach to 
health development. The health sectors had played a leading role in the formulation and 
training for decentralized health services management. However, similar progress had not 
been achieved in all areas that had a bearing on health development, and efforts should be 
harmonized to ensure that community needs and expectations were satisfied. 

The fact that the health sector was a service sector and did not earn much revenue meant 
that, especially in small national budgets, it was an easy target for cuts at times of 
economic austerity. The consequences of such cuts were far-reaching. It was important for 
the credibility and also the confidence of health workers living with communities often in 
remote parts of the country, and for the participating communities themselves, to be able to 
rely on technical support in the form of adequate medical supplies, drugs and basic 
infrastructures. 

Resources should be channelled more efficiently in support of national health 
development efforts, towards communities and other peripheral levels, where there tended to 
be a high degree of organization and accountability and clear-cut planning and 
decision-making. 
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The continuing role of WHO in encouraging other donor agencies and governments to invest 

wisely by supporting development at the grass-roots and supporting levels remained one of the 
major challenges to be faced. 

Dr ТАРА thanked the Programme Committee for its report and commended the in-depth 
analysis provided in the draft report. In general he agreed with the contents of the 
Programme Committee's report. However, he thought that "the potentially sensitive or 
controversial issues" referred to in paragraph 8 should not be deleted from the draft report, 
as some members had suggested, since they were facts of contemporary life. He also strongly 
disagreed that issues such as world population distribution by WHO regions were irrelevant to 
the evaluation. 

With regard to the suggestion that Chapters 4 and 5 of the draft report should be 
combined, he considered them to be its two most important chapters, was satisfied with their 
contents and believed that they should be kept separate. 

Both WHO and Member States were to be highly commended for their combined efforts in 
implementing the Global Strategy for Health for All by the Year 2000 and also for their work 
in producing the first evaluation. He agreed wholeheartedly with the conclusion reached in 
paragraph 505 of the draft report and particularly with the reference to the need for 
continuing commitment and leadership to guide national policy decisions in order to advance 
more rapidly in the march towards health for all. It was a march of people, by people and 
for people. The common link between peoples was their humanity, and WHO could not afford to 
fail in the great human movement of health for all by the year 2000. 

Dr GRECH noted the hearteningly high response rate (97%) obtained from the European 
Region, as compared with the disappointingly low rate recorded in the first monitoring 
exercise in 1983. The greatest value of the first evaluation report was that it constituted 
a yardstick against which future endeavours would be judged. It had, moreover, highlighted 
certain priority areas which called for concerted action. They included the disparities that 
existed between regions and within regions; the lack of adequate information systems as a 
tool to evaluate and monitor trends in the health services； the deficiencies in managerial 
skills; the vital role to be played by health education and balanced nutrition if any impact 
was to be made on the waste and devastation wrought by the cardiovascular and other 
noncommunicable diseases in both developed and developing countries; the search for positive 
health indicators as measures of wellbeing and risk; and the need for a multisectoral 
approach geared to the preventive and primary care services if the present state of health 
was to be improved in the context of existing constraints. 

He supported the suggestion that there should be an annex to the report summarizing the 
overall progress, or lack of progress, in each of the key components of the health-for-all 
strategy, broken down by country and by region, since the information offered to national 
administrators and politicians could serve as a catalyst in provoking them into further 
action. He was confident that the Secretariat would find an imaginative and convincing way 
to relay the Organization's messages to decision-makers and the wider public. 

Dr ADOU agreed with Mr Grimsson's comments regarding those points in the Programme 
Committee1 s report on which opinions differed. He was gratified to note that the draft 
report on the evaluation of the Strategy for Health for All by the Year 2000 provided 
political decision-makers with a clear summary of the world health situation and of current 
health trends that would enhance their awareness of their responsibilities. The report was, 
however, disturbing in that, in relating health problems to economic and population problems, 
it showed that the poor were becoming poorer; if present trends continued, in the year 2000 
most developing countries might well find themselves in the third and least favoured group of 
countries mentioned in Chapter 5, paragraph 504. There were a number of prerequisites for 
health, of which food was one, so that it was also disturbing to note how quickly regions 
such as Africa had become areas of food shortage. It would therefore be advisable if, in 
addition to the indicator for GNP per capita and the percentage allocated to health, some 
indicators could be developed to show the effort being made, particularly in developing 
countries, to improve the food situation. 

He supported the idea that a popular version of the document should be distributed at 
country level. 

Professor RUDOWSKI said that the corrections suggested by the Programme Committee would 
improve the structure and comprehensiveness of the excellent draft report on the evaluation 
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of the Strategy for Health for All by the Year 2000. The document described a situation in 
which military expenditure for 1984 had been US$ 750 000 million at a time when annual 
expenditure on research and development had been US$ 150 000 million, of which only 7% had 
been devoted to research related to health. Those figures alone called for a dramatic 
reorientation of world priorities. If only a small part of military budgets were spent for 
health purposes, the Strategy would be implemented much more quickly and effectively. 

The draft report clearly showed that the implementation of the Strategy should be a 
continuous process demanding, among other prerequisites, active community participation, 
broader health planning, and the introduction of rational management procedures for health 
development. A serious obstacle was the lack of proper information support facilities to 
supply health managers at the various levels with good-quality data on the health status of 
the population, health services, the environment, and other important items. 

In Poland, the Government had recently defined targets relating to equity in matters of 
health, the reduction of disability, the elimination or reduction of the incidence of certain 
preventable diseases, and the reduction of infant and maternal mortality. The targets could 
be achieved by the promotion of healthy life-styles, adequate and effective care, protection 
of the environment, and multisectoral cooperation. Community cooperation and the development 
of a comprehensive information system were important elements in the long-term programme. 

Dr LAW recalled that, when the strategy evaluation project had been elaborated, there 
had been some concern that the exercise, though necessary, could not possibly succeed owing 
to the great difficulty of collecting the required information. In the light of the gaps in 
reporting that had occurred, it could be said that such fears had been realistic, since it 
was discouraging to see how little progress had been made in some cases. Nevertheless, the 
information gathered was certainly useful. The fact that the exercise had actually been 
carried out, together with the clear and helpful content of the draft report, which would be 
enhanced in a popular version, would stimulate better reporting in the next round, 
particularly where the information required was available to countries but had not been 
reported. All in all, a very encouraging start had been made. 

Professor FORGACS said that the informative and comprehensive draft report on the 
evaluation of the Strategy for Health for All by the Year 2000 reflected the well-known fact 
that the health status of a population was determined primarily by the national and 
international economic and social situation, as well as by the political climate, which 
necessarily imposed limitations on any health system infrastructure. It was doubtful whether 
realistic and true comparisons could be made if different interpretations were made of 
indicators such as the volume of health expenditure, the infant mortality rate, or the 
proportion of pregnancies and deliveries attended by trained personnel. The data on the 
world health situation reflected an extreme range of circumstances, and were therefore very 
difficult to interpret correctly. A more sensitive analysis might require a more detailed 
spectrum of indicators including, for instance, within the literacy rate as an optional 
indicator, the level of schooling of the population. However, the draft report was a 
valuable tool for planning and managing health care services up to the year 2000. He 
therefore supported Sir John Reid's suggestion that a popular edition should be prepared as a 
useful didactic instrument for the training of health leaders. 

Dr HAPSARA said that the Board had to face the painful fact that evaluating the Strategy 
for Health for All by the Year 2000 was a very complex and sensitive process calling for a 
courageous approach to actual circumstances. Only a firm and relevant philosophy of life, 
such as that embodied in the Strategy, could see the process through to a successful 
conclusion. If there were problems associated with the Strategy, they were problems of 
implementation rather than of conception. In fact, many operational policies and tactical 
concepts had already been appropriately developed since the Alma-Ata Conference in 1978. In 
any case, the primary concern of a social development strategy should be equity and the 
satisfaction of basic human needs• 

As stated in paragraph 29 of the draft report, although there had been important 
breakthroughs in advanced technology during the past decade, not enough attention had been 
given to the large-scale use of simplified technology at a cost which countries could 
afford. The problem of urbanization and migration discussed in paragraph 43 should be 
analysed in greater depth, taking into account not only quantitative factors but also the 
sociological and economic aspects• With regard to paragraph 53, where it was indicated that 
the poor were getting poorer and that part of the middle-class was falling back into poverty, 
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he wondered what the future position of the rich would be. He agreed with the statement made 
in paragraph 94 to the effect that the health sector was still characterized by most 
countries as the weak partner, but he wondered why that should be so and what prospects there 
were of strengthening the health sector in the near future. With reference to paragraph 103, 
he fully agreed that, where intersectoral action for health was concerned, information was 
lacking on vital issues and recommended that more research should be done in that field. 

The problem of inadequate information support for the managerial process mentioned in 
paragraph 155 could be explored further, due account being taken of the influence of 
prevailing social philosophies. He was glad to note the inclusion, in paragraphs 159 to 167, 
of a section on the important role played by supporting legislation. The summaries of the 
^assessment of achievements and the outlook for the future contained in Chapters 4 and 5 might 
not have been clear enough; the inclusion of a bridge passage at the end of Chapter 4 might 
improve the presentation. 

He endorsed the seven aspects that had been highlighted by the Programme Committee in 
paragraph 16 of its report as being crucial to the achievement of the objectives of the 
Strategy, but he felt that attention should also be drawn to the need to strengthen the 
primary health care network further, with emphasis oil promotional and preventive measures and 
the integrated delivery of component services. 

Dr Uthai SUDSUKH said that the evaluation of the Strategy for Health for All by the Year 
2000 was so important that it should be carried out every three years if possible, with 
relevant modifications of indicators and, where necessary, methodology. The draft report 
before the Board was so useful that it ought to be given wide distribution, as suggested by 
Sir John Reid. 

Dr DE SOUZA noted that Dr Khanna and her team had picked up the main points discussed in 
the Programme Committee with regard, in particular, to the presentation of the tables and 
figures. He hoped that the graphics shown by Dr Khanna in her excellent introduction to the 
discussion would be included in the revised version. 

As for the draft report itself, he agreed with Dr Bella that it was a little verbose and 
repetitious. It was not written in such a way that the main points could easily be 
identified, but he assumed that, when the document was rewritten to incorporate the remaining 
points made by the Programme Committee and in the light of the Board's discussions, perhaps 
an effort might be made to use a slightly more "punchy" style which, with the introduction of 
the graphics, would improve the quality and also facilitate the production of the popular 
version mentioned by previous speakers. 

Professor LAFONTAINE said that he too would welcome a more popular version of the draft 
report. It would also be helpful if values could be given in terms of population, as well as 
of country, and if the meaning of percentage figures could be clearly specified. 

Dr GUERRA DE MACEDO (Regional Director for the Americas) said that many members of the 
Board might be wondering why the Region of the Americas had produced such a low percentage of 
replies in the evaluation exercise. The matter required some explanation and was also, in 
some respects, a source of concern. Some of the additional information which he was in a 
position to supply would improve the picture, while other information would make it seem 
worse. On the positive side, for instance, it should be borne in mind that the countries 
that had replied accounted for 88% of the Region's population and that the information 
included and analysed covered all countries. On the negative side, however, it should be 
realized that with very few exceptions the work of completing the forms had been performed by 
the Secretariat, the results being merely confirmed by Member States. No real evaluation had 
therefore been made. 

There were three general explanations for that situation. In putting them forward his 
intention was to explain but in no way to justify what had taken place. The first was 
connected with the way in which planning activities, particularly health planning activities, 
had developed in the Region over almost 25 years. Starting with the Alliance for Progress 
initiative in 1962, almost all Latin American countries had prepared national health plans 
that had been given regional expression in the Region's four-yearly health projections. In 
1972 the countries concerned had prepared a 10-year regional health plan with very specific 
goals culminating, within the movement for health for all, in 1981 in the preparation of 
regional strategies and, in 1982, in the preparation of a plan of action to implement those 
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strategies. All that work represented an extraordinary amount of experience, but also a 
great accumulation of frustration in terms of the difference between what had been planned 
and what had actually been achieved. That had happened not only in the health sector, but in 
the development planning process as a whole. Such technocratic planning had led to a certain 
disenchantment and fatigue, with the result that countries were extraordinarily critical and 
reluctant to adopt measures not included in their normal activities. Some degree of recovery 
had recently taken place as a result of the redefinition of the planning process and the 
adoption of a more strategic outlook incorporating new elements. 

When the common framework and format for the evaluation exercise had first been 
submitted to the РАНО Executive Committee, all the countries had been critical of it. As a 
result, it had been decided that the Secretariat should fill in the formats and send them to 
the countries for their confirmation of the information provided and for the addition of any 
information not available in the Regional Office. It had also been decided to send the 
format to four countries as a pilot survey. The results had. been disappointing and, in the 
end, only 19 countries had returned the previously filled in forms. 

The second explanation for the poor response from American countries was that a review 
of "Health conditions in the Americas" was customarily undertaken in the Region every four 
years and that review had coincided with the evaluation of the health-for-all strategies and 
had led to a certain amount of confusion between the two requirements. 

The third explanation was that during the past three years there had been an 
extraordinary lack of stability in the political or administrative situation in many 
countries. In the three years during which he had been the Regional Director, he had had to 
work with 84 ministers of health from 34 countries. Since, in Latin America, a change of 
minister usually meant a change in the chief officials in the ministries and in the 
Administration, after each change the officials had to be briefed afresh. The Board should 
be under no misapprehension: in reality, the evaluation exercise had not been sufficiently 
authentic to commit governments; rather it had been an exercise to meet the requirements of 
РАНО/WHO governing bodies. Recognition of failure could, however, be constructive as only 
thus could corrective action be taken. He hoped that as a result a more realistic and 
positive attitude would emerge in the future. Moreover, the draft report under discussion 
should prove to be of great help in producing in each country - and within PAHO/WHO itself -
better conditions for the necessary continuing, as well as periodic, evaluation of the 
strategies for health for all. That was the aim which the Region of the Americas intended to 
pursue with renewed vigour and determination. 

Dr OTOO said that, as a member of the Programme Committee, he, too, wished to 
congratulate Dr García Bates on her introduction of the report and Dr Khanna for the visual 
analysis of the data. 

He recommended that the various issues raised in connection with the indicators should 
be looked at in depth. That could only be done meaningfully at the regional level, where the 
data were available and could be more effectively applied to the existing situation. If the 
evaluation report was to be used to further the improvement of health for all in Member 
countries, a detailed analysis of the issues raised would have to be carried out by the 
regional offices and the regional committees. 

Dr MONEKOSSO (Regional Director for Africa) said that the first evaluation exercise had 
encountered many problems in the African Region. Many countries had had difficulty in 
completing the common framework and format. There had been difficulties, in particular, in 
replying to the questions on the proportion of the budget that was devoted to health - as 
opposed to health care - on the provision of clean drinking-water and on food and nutritional 
status. Moreover, some had felt that the evaluation was just a WHO exercise and it had taken 
special seminars organized by the Regional Office for progress to be made in understanding 
that the exercise would be of benefit to the countries themselves. 

Consideration was given as to the type of question that would best elicit the required 
information where "health policy" was concerned, especially in a context in which there were 
frequent changes of health leaders. In a changing situation, the only way to determine 
whether a policy was being followed was to consider its effects and impact. In future, it 
might be best to consider omitting such questions. 

The usefulness of current health information systems designed by experts also needed to 
be reviewed. Many countries did not possess such systems and those that did were often 
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unable to manage them. There was a growing body of opinion in the African Region that the 
indicators should be reviewed at the regional level, as Dr Otoo had suggested, and also at 
the national level where they would be utilized for health management purposes. If emphasis 
on district level management was encouraged, appropriate data would be built up at the local 
level where they would be used and could also be extracted by officials at the national level 
for reporting on the global indicators. 

Dr NAKAJIMA (Regional Director for the Western Pacific) said that the evaluation 
exercise had had a great impact on the countries of the Western Pacific Region since it had 
led them to consider matters they previously had not thought about as affecting health 
development. It was in those new areas that countries had found their health systems 
lacking• The fact that the common framework and format had been completed by the health 
authority in the country had meant that certain new areas or essential elements of primary 
health care had not always been well reported. For instance on such matters as the extent of 
community involvement, the response chiefly reflected the views of the health authority. 
Another weakness which had been revealed by the reports was in environmental health, which 
was weak in most countries and would be receiving attention from WHO. Health manpower 
development, being multisectoral, was another field that had not often been well reported. 

The Regional Committee felt that some improvement was needed in the indicators, 
including the possibility of combining some of them. It was also felt that evaluation should 
be forward looking and not merely retrospective and that future challenges and major 
obstacles should be identified. In connection with medical education, for example, his 
Region was endeavouring to see how health needs would be met by the year 2000. The needs of 
the community and of people were changing day by day. Consideration was therefore being 
given to the kind of technology which would be available at that date and how it would be 
used. The Region was not aiming merely at appropriate technology, but at appropriating 
suitable technology for its own use - in the production and use of vaccines, for example, 
whereby costs could be reduced and safety and efficacy increased. 

Referring to Table 1, on page 7 of the report, he pointed out that several non-Member 
countries and areas in the Region had reported• Their results had been included in the 
regional report, but not in the global report, no doubt on account of political 
considerations understandable from the global standpoint. However, in view of the efforts 
made by those non-Members, he was disappointed that their results had not been included 
although he agreed that the global evaluation as a trend analysis was not affected by that 
omission and could be used for indicating general trends. 

Dr ISMAIL thanked all those who had been concerned in the preparation of the important 
draft report before the Board. WHO'S information system was one of its best services to 
countries and the report was a fine example of it in action. 

He had certain reservations, however, as to how far the information in the report truly 
reflected the situation in developing countries. In the first place, the indicators had been 
understood by many countries as having been chosen and defined by WHO and therefore the 
information given on common framework and format represented their response to a WHO 
request. He wondered whether the information systems of all Member States covered all the 
indicators. Perhaps they did, but it was by no means certain that the officials concerned 
had real information about all the matters asked for or that they provided that information 
to their own authorities. Countries should therefore ensure that their health information 
systems included all the indicators, that the information provided was more than a short-term 
answer to a questionnaire and that it truly reflected the health situation. 

Secondly, it was not enough to obtain a completed format. More evidence of real 
progress towards health for all should be asked for; it might take many forms such as the 
strengthening of political will, the participation of the community, the strengthening of 
administrative capabilities and the aspects of making all integrated health services 
available to entire populations. The regional offices should monitor such developments in 
addition to the reports on the other indicators. 

Dr ASVALL (Regional Director for Europe) said that, whereas two years previously only 
60% of Member States in the European Region had completed the common framework and format, in 
the present case only one was missing - and he had been informed that its report was ready, 
but was being translated. That result revealed the tremendous change in motivation that had 
taken place in the intervening period. 



SUMMARY RECORDS : SEVENTH MEETING 83 
Many Member States had, moreover, carried out a very extensive exercise. In one 

country, for example, 40 different institutions had been involved. In others, of course, 
that had not been the case. 

There had also been a great difference in the views expressed in the Regional Committee 
and by individual Member States as regards the enthusiasm with which they had tackled the 
matter. Much of that enthusiasm stemmed from the regional indicators, which in Europe 
touched on more sensitive issues than did the global ones, since most of the European 
countries had already reached all the global targets, which were therefore of less interest 
to them； indeed questions had been raised as to what should be done in the future as regards 
those countries that had attained levels specified in the global indicators. All those 
factors perhaps explained why the response from some European countries was not so extensive 
on the global indicators as might have been expected. 

But there was no doubt that the evaluation exercise had had very important results, 
although it was impossible to measure them quantitatively. For instance, special 
publications on the national evaluation exercise and its findings had been issued in three 
Member States, A new awareness had arisen that there were issues to be looked at which 
countries had not been aware of previously, such as social or health inequity, particularly 
that due to social class. The question called for a reassessment of their policies. 
Similarly, the issue of life-styles and the information system itself had given rise to 
further thought and had led to greater motivation for establishing health-for-all 
strategies: the evaluation exercise had been very valuable in that respect. 

As regards the value of the indicators themselves, the European Region was already 
revising some of its own and he was sure that other regions would be interested in the 
results of that work. 

The question of the frequency of reporting had also been discussed in the Regional 
Committee which, in resolution EUR/RC35/3, had suggested that triennial rather than biennial 
reporting would be sufficient as there was not much change in the situation from year to year. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) said that the evaluation 
process had been of great interest to Member States in the Region. Only one Member State had 
not submitted its findings in time for inclusion in the report, but they would be 
incorporated in its final presentation. It was important to note not only that all Member 
States had reported, but also that, as had been discussed in the Regional Committee, the 
exercise had helped to bring to light a number of deficencies existing in the information 
systems of most countries. Furthermore, it had become apparent that information on such a 
wide variety of indicators had great relevance for decision-makers in health ministries, in 
addition to providing support for intersectoral cooperation between the different ministries 
and agencies - a field which had been well defined some years previously but regarding which 
little action had been taken. Moreover, such studies could serve to assist health ministries 
in defending their budgets at the national level. 

In fact, the entire exercise had been extremely beneficial in itself, in spite of a few 
faults here and there, such as the tendency, to which Dr Ismail, among others, had called 
attention, to consider the process as a WHO rather than a country exercise. However, it 
would seem that by now the process had been accepted as an important tool for many health 
ministries. 

Dr DIALLO congratulated all concerned. He particularly supported the statement by the 
Regional Director for Africa, who had referred to the problems facing the African countries 
in the evaluation of their strategies. It would appear necessary for changes to be 
introduced with a view to improving indicators at the regional level. He also supported the 
production of more concise and popular types of evaluation reports for wide circulation among 
Member States. 

Dr BANKOWSKI (Council for International Organizations of Medical Sciences (CIOMS)), 
speaking at the invitation of the Chairman, expressed appreciation for the opportunity to 
address the Board oil an aspect which, although possibly not the most important in terms of 
the Global Strategy, none the less represented a crucial element, namely, health manpower 
development. Reference was made to that subject under Chapter 2, Development of health 
systems, and he drew particular attention to paragraph 185 relating to production and 
availability of health manpower. 
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While it was obvious that for the large majority of developing countries, shortage of 

health manpower still remained the main problem, it had rightly been pointed out in the 
report that in many countries, developing as well as developed, there existed a situation of 
overproduction of health personnel, not only in terms of physicians, but also with regard to 
dentists and nurses. In recognition of the importance and possible effects of that imbalance 
where the achievement of the goal of health for all was concerned, CIOMS had, in close 
collaboration with WHO, initiated a study, to be followed up by a conference to discuss the 
situation. The Director-General had accordingly decided to carry out a country study for 
which some 20 countries had been identified and were in the process of preparing a case study 
for purposes of that conference. They would be endeavouring to identify the position with 
regard to the different categories of health manpower, and to assess the existing imbalance 
in distribution and skill patterns with a view to arriving at the most favourable solution to 
halt that trend. Those country reports would provide the background for the joint WHO/CIOMS 
conference, co-sponsored by РАНО, and which would be held in September 1986 in Mexico at the 
invitation of the Mexican Government. 

As the Board was no doubt aware, Mexico was a developing country having overproduction 
of health personnel, including 12 000 unemployed physicians. That trend was continuing, and 
would certainly create many social, economic, and even ethical and moral problems in the 
future if some action were not taken. The aim of the conference was precisely to study the 
problem, and it was expected that its outcome would be, following examination of the current 
and foreseeable imbalance in health manpower and the possible consequences of such a 
situation in terms of the achievement of health for all, the elaboration of a set of 
recommendations to serve as the basis for regional and national health manpower policies, as 
well as for the identification of information gaps and areas calling for relevant health 
manpower. 

It was hoped that those preliminary steps would prepare the way for more rational action 
in the future, and he was glad to inform the Board that the World Federation for Medical 
Education was collaborating closely and planned to hold a series of regional and global 
conferences to discuss, in greater detail, the problem of overproduction of physicians. 
CIOMS was prepared to do whatever was needed in order to find out what the next step should 
be in finding the best way of eliminating that phenomenon. 

He wished to thank the Director-General and all concerned in the Organization who had 
provided concrete help in developing the country study and in preparing the conference. He 
particularly welcomed the assistance being given by the Regional Director for the Americas, 
who had also agreed to attend the conference and would be giving a keynote address. 

Dr KHANNA (Monitoring and Evaluation of Health-for-All-Strategy) thanked members of the 
Board for their encouraging comments. Naturally, those congratulations should be shared both 
by Member States, which had undertaken the process of contributing to the evaluation by 
regional committees and by many members of the Secretariat. The Board's comments had been 
rich, incisive and analytical. 

On a specific point, she wished to reassure Mr Grimsson regarding the problem of 
deafness. There was only very limited information, mostly from the developed countries, in 
respect of that area, but the forthcoming Health Assembly session in May would look at that 
topic in more detail, and it should then be possible to include a small paragraph on the 
matter. Additional comments by Mr Grimsson and others, including the specific remarks made by 
Dr Hapsara, would be taken duly into account in the revision of the draft report. 

She had particularly noted the comments of the Programme Committee, further endorsed by 
the Board, concerning the presentation of the report. Endeavours would be made to introduce 
improvements, bearing in mind also Sir John Reid1s recommendation that the report should be 
despatched as soon as possible to Member States in order to allow adequate time for them to 
review it in depth before the Health Assembly. There seemed to be overwhelming support for 
presenting the information in a more imaginative, sensitive and challenging manner. All the 
reports, the six regional reports as well as the global report, would have to be examined 
with a view to arriving at the best possible method of using the information contained 
therein. She hoped that Member States themselves would also give attention to the question 
of how best to use national, regional and global reports within their own national framework 
in order to obtain the best results. 

In reply to Dr Koinange, she said that, in recognition of the importance of the need for 
Member States to improve their situation with regard to information, it had been recommended 
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by all the regional committees that Member States should report on their monitoring of the 
Global Strategy every three years rather than every two, and the Board would no doubt take 
that recommendation into account. 

Mr UEMURA (Director, Division of Epidemiological Surveillance and Health Situation and 
Trend Assessment), also replying to the various points made, said that many members had 
referred to the difficulties encountered in obtaining, analysing and using relevant 
information, and special mention had been made of indicators. He thought that the situation 
in many of the countries regarding capability for information support to health system 
management was quite unsatisfactory, as had been pointed out. However, the present 
health-for-all evaluation had promoted better understanding and deeper recognition of the 
role played by information as part of the managerial process, as opposed to merely the 
collection of figures for publication, as had so often been all that had been done in the 
past in many countries. 

He was glad to hear the view expressed that the national level constituted the most 
important one at which to promote better information support for health management, naturally 
with the support of the regional and global levels. The emphasis on the national level was 
vital in devising more practical procedures for handling the global indicators adopted by the 
World Health Assembly in 1981, and for developing or improving regional indicators to 
supplement those global indicators, as well as for using the specific indicators of 
particular national interest and relevance. He assured members of the Board that the 
Secretariat would support such activities to the extent of its capacity, and would endeavour 
to assist in strengthening information capabilities within the countries. 

Oil the point raised by the Regional Director for the Western Pacific regarding the 
inclusion of information from non-Member countries and areas, he believed that the text of 
the draft global report, being based on population figures, rather than on Member States 
would be found to include information oil all populations, including those of non-Member 
countries and areas. Some of the tables, however, did relate to Member States only and he 
would look into the possibility of working out a better presentation which would incorporate 
information from those countries and areas, where appropriate. 

/ 
Dr GARCIA BATES suggested that a draft resolution reflecting the discussion be prepared 

for submission to the Health Assembly； the Chairman might wish to invite some members of the 
Programme Committee, with the assistance of the Secretariat, to incorporate the main points 
of the debate in a draft resolution for consideration by the Board. 

The DIRECTOR-GENERAL said that his original reaction of scepticism to the Programme 
Committee's insistence on a more thorough evaluation process within the Organization had been 
due to his own experience as a programme manager in India, when it had appeared that all 
attempts at evaluation were punished because of the information they revealed. It 
accordingly seemed difficult to arrive at a "culture" of evaluation. There were now, 
however, certain programmes where that culture of evaluation already existed, and programme 
managers were endeavouring to convince Member States that they had nothing to fear from 
evaluation. On the contrary, rather than being punished for that, they were being encouraged 
to do better by having a proper information basis. It was nevertheless true that the process 
of evaluation illustrated the precept that all choices virtually always involved some degree 
of sacrifice. 

Indeed, it was emerging that WHO was in danger of being penalized because it took, in a 
sense, a more transparent approach than many other national or international organizations. 
That could lead to a defensive approach and a lack of willingness to adopt that culture of 
evaluation. His own remarks tied in with the comment made by the Regional Director for the 
Americas, and he himself would stress the need for a permanent culture of evaluation at the 
national level. The achievement of that would make it apparent whether the present report 
was merely a cosmetic exercise, or whether it had reached the heart of some of the political, 
economic and social realities facing Member States. 

He believed that, if all were asked to set down what they considered to be the major 
constraints in the way of arriving at health for all, there would be wide divergencies as to 
which were the real obstacles. Accordingly, there was no doubt a long way to go before the 
evaluation process started revealing the whole truth. The Regional Director for the Americas 
had drawn attention to the fact that it had been estimated in the Americas that some 30% of 
all national resources were wasted outright; that might well imply that more than 50% were 
wasted in fact. He himself knew from past evaluation that, in many infrastructures, outright 
waste amounted to 70 to 80%. 
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As for human resources, many were aware that, even though hundreds of thousands of 

physicians were being produced over the years, in many countries that had, if anything, a 
demoralizing effect on other non-medical staff, because the doctors, as leaders of the 
primary health care team, were dissatisfied. He would not dwell on the many types of 
obstacles, but he was convinced that there was no way back and that a culture of evaluation 
and of respect for relevant, sensitive and consistent information necessarily had to be a 
priority for the Organization. Indeed, he was concerned that more resources were not being 
used at the national level precisely in order to ensure such accuracy of information. 

If the Board felt, in the light of the discussion which would take place at the Health 
Assembly, that a more popular and "punchy" version of the report should be produced, it would 
be necessary to decide, in conjunction with the Secretariat, what was really meant by a 
popular version. In fact, as matters stood at present from an information point of view, at 
the time of the African crisis WHO had been taken aback at not being in a position to 
generate proper information as to the situation in the health sector. Referring to the 
special session of the United Nations General Assembly on the African crisis, to be held in 
May of the current year, he said that the documentation so far produced by African leaders by 
no means gave health its rightful place in development. He hoped that the Board, by the end 
of the session, would endeavour to rectify that situation so that the African leaders would 
recognize health as a meaningful component of overall development. 

His remarks were intended to convey the problematical nature of the situation as a 
whole, and to emphasize the importance of information with regard to health. It would 
therefore be extremely valuable if the Board felt that the present report could serve as a 
platform for progress towards a culture of evaluation, not as the basis for punishment, but 
rather as the foundation for rewarding truth and the courage to find the way forward. He 
hoped also that it would provide the industrialized countries with food for thought on how it 
came about that they had hitherto taken so very little action, despite their implicit moral 
commitment, to support the developing countries by their acceptance of the health-for-all 
goal. 

He hoped that the discussions in the Health Assembly would provide a basis for a more 
vivid popular version, which would also go beyond the present report as a result of any 
further information made available during the session. He suggested that the Board could, 
following on the Health Assembly, discuss what type of report it wished put forward regarding 
the state of progress achieved, and taking into account all the aspects involved. Extensive 
documentation existed which bore witness to the psycho-dramatic effects of evaluation; 
however he felt that the Organization had no alternative but to accept the challenge posed by 
the need for information and that it should include the evaluation process as part of that 
need. 

The CHAIRMAN strongly emphasized that information systems were a prerequisite for a 
correct and rational assessment of progress at the country level. It was essential that the 
Health Assembly should be kept informed in that regard, and that the inevitability of that 
need should be impressed upon it. 

In keeping with the suggestion made by Dr García Bates, a draft resolution would be 
distributed to the Board for its consideration.1 

(For continuation of discussion on the review of first evaluation report (Seventh Report 
on the World Health Situation), see summary record of the seventh meeting, section 1.) 

The meeting rose at 12h45. 

1 See p. 201. 



SIXTH MEETING 

Friday, 10 January 1986, at 14h3Q 

Chairman: Dr G. TADESSE 

The meeting was held in private from 14h3Q to 14h5Q and resumed in public session at 14h55. 

1. APPOINTMENT OF THE REGIONAL DIRECTOR FOR SOUTH-EAST ASIA: Item 10 of the Agenda 
(Document EB77/12) 

At the invitation of the CHAIRMAN, Dr Sung Woo LEE (Rapporteur) read out the following 
resolution adopted by the Board in private session:1 

The Executive Board, 

Considering the provisions of Article 52 of the WHO Constitution and Staff 
Regulation 4.5; 

Considering the nomination and recommendation made by the Regional Committee for 
South-East Asia at its thirty-eighth session; 

1. REAPPOINTS Dr U Ko Ko as Regional Director for South-East Asia as from 1 March 1986; 

2. AUTHORIZES the Director-General to extend the appointment of Dr U Ko Ko as Regional 
Director for South-East Asia for a further period of five years from 1 March 1986, 
subject to the provisions of the Staff Regulations and Staff Rules. 

The CHAIRMAN congratulated Dr Ko Ko and extended the Board's best wishes for continued 
success in all his endeavours in the South-East Asia Region. 

Dr HAPSARA, Dr Uthai SUDSUKH, Dr REGMI and Dr Sung Woo LEE joined in commending Dr Ko Ko 
on his past services, congratulating him on his re-election and wishing him every success in 
the future. 

Dr KO KO (Regional Director for South-East Asia) thanked the Chairman and members of the 
Board for endorsing the recommendation of the Regional Committee for South-East Asia for his 
reappointment, for which he was most grateful. He and his colleagues would continue to do 
their utmost to respond to the needs of the countries of the Region. 

2. GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000; Item 11 of the Agenda (continued) 

Economic dimension: Item 11.2 of the Agenda (Resolutions WHA38.20 and WHA38.21； 
Documents EB77/14, EB77/INF.DOC./1 and EB77/INF.DOC./2 and EB77/INF.DOC./2 Corr.1) 

Dr HELLBERG (Director, Health-for-All Strategy Coordination) said it had become evident 
from the Board1 s discussion that the economic dimension formed part of the health-for-all 
strategy and of the evaluation process. The documents before the Board were a response to 
two separate requests by the Board: firstly, for a report on the effects of the adverse 
economic situation on health and, secondly, for the subject of economic strategies to support 
the Strategy for Health for All to be placed on the Board's agenda. 

1 Resolution EB77.R1. 
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The effects of the world economic crisis had been particularly drastic in Latin America, 

Africa and the least developed countries of Asia. Between 1981 and 1983, average living 
standards had fallen by 9.5% in Latin America and 11% in sub-Saharan Africa. Among the 
variety of factors damaging the living standards of the poor were unemployment, adverse 
movements in the terms of trade, removal of food subsidies, emphasis on export crops and - in 
Africa - drought and famine. 

The fact that poverty had increased particularly in the poorest countries must have had 
a damaging effect on health. The documentation before the Board brought together evidence 
from scattered sources on increased malnutrition and showed that many countries had had to 
reduce expenditure on the health sector because of the cost of debt servicing and to cut 
imports, including imports of drugs and medical equipment. In addition, foreign aid had been 
diverted from the least developed countries. All those factors appeared to represent a 
setback for the health-for-all objectives. 

The information so far collected was not firm enough for submission to the 
Secretary-General of the United Nations in accordance with resolution WHA38.20. More was, 
however, being collected to improve the information base for the purpose. 

One message that had emerged had been that lack of resources had become a serious 
obstacle to the achievement of health for all, particularly in the least affluent countries. 
The following conclusions could be drawn: firstly, health-for-all plans must be costed and 
must be based on the reality of existing resources； secondly, countries needed to explore 
every possible alternative source of finance； and, thirdly, primary health care plans for 
health for all had to be tailored to the resources that could realistically be expected to be 
made available, if necessary by deploying existing funds more efficiently, though that was 
easier said than done. 

Against that background, WHO activities had been developed with two objectives in mind: 
firstly, to assist countries in their financial planning and management (eight countries had 
been given specific support in that area in 1985)； and, secondly, to stimulate training in 
financial planning and management. WHO had given its backing to short courses in Sydney, 
Australia, with the Regional Office for the Western Pacific and was to do so for courses in 
London with the London School of Economics and the London School of Hygiene and Tropical 
Medicine in April 1986 and for one in Aix-en-Provence, France, in July 1986. Its aim was to 
transfer such training rapidly to the developing countries. 

The Director-General looked forward to the Executive Board's guidance with regard to the 
support needed by countries in the area of the economic dimension of health-for-all 
strategies, together with a realistic assessment of what WHO could and should do in that area 
both alone and in collaboration with other agencies. 

Professor MENCHACA, welcoming the Director-Generalfs report, recalled that in the 
analysis made under item 11.1 of the agenda reference had been made to the repercussions of 
economic problems on the efforts to attain health for all by the year 2000 and a number of 
criteria as to the means of achieving that goal had been mentioned. While referring to some 
of the aspects on which the Director-General had been requested to provide information under 
resolution WHA38.20, the report before the Board did not entirely meet the Health Assembly's 
requirements• All the reports that had been submitted consistently referred to the economic 
crisis with its harmful effects on the health situation of many countries, regardless of 
region. Board members and Member States of the Organization could not but be concerned at 
that situation, which made the fact that the Secretariat had been unable to fulfil its tasks 
all the more regrettable. The report now before the Board pointed out that neither Member 
States nor WHO could wait for all the data to be available before choosing a course of 
action. He believed, however, that sufficient information was indeed available, and that the 
causes of the problem had been identified; he therefore urged the Secretariat to complete 
the report as a matter of priority, bearing in mind the importance of the subject and its 
harmful effects on the attainment of health for all by the year 2000. 

Dr Uthai SUDSUKH, welcoming the Director-General1 s report, said that the unfavourable 
situation of the world economy could not but have an undesirable effect on health 
development• Member States and WHO must find appropriate ways and means of reshaping the 
health-for-all strategies so as to accommodate them within the framework of increasing 
economic constraints. Thus the economic aspects of planning for the strategy must be given 
careful consideration. Although the Director-General1 s report on the repercussions of the 



SUMMARY RECORDS : SEVENTH MEETING 89 

world economic situation (document EB77/INF.DOC•/2) was said to be incomplete and should be 
finalized as soon as possible, the three reports under consideration had served to bring the 
issue to the Board's attention. The fact that health expenditure in most countries -
developed and developing, including those that claimed to have adopted the primary health 
care approach - was on the increase, was a warning sign. 

In coping with the financial constraints and avoiding delay or misdirection in the 
attainment of health for all, two main approaches might be considered： either to find 
additional funds or to spend what was available more rationally and efficiently. Several 
options for further funding had been proposed and summarized in paragraphs 46 to 51 of the 
Director-Generalf s report on the planning of the finances of health for all (document 
EB77/INF.DOC./1), but the problem was how to bring them into operation. 

Community financing or mobilization of resources from the community was in line with the 
strategy for health for all. To work effectively it required thorough preparation: the 
communities concerned had to be assured that the introduction of the scheme was indeed for 
their own benefit. A common form of mobilization was the use of a revolving fund at the 
village level, where people could be convinced of the benefit of helping to launch certain 
health development activities from which the capital would be recovered, along with a portion 
of the benefit, which could then be used for further development. The establishment of such 
a revolving fund at the community level might serve as a means of community self-management 
that could lead to self-reliance in future development. 

Another commonly-used approach was to resort to international financial aid, but such a 
step required critical consideration to avoid creating additional burdens and further 
complicating an already difficult situation. In that connection, however, WHO could promote 
communication and dialogue with various nongovernmental organizations, bilateral agencies and 
various organizations of the United Nations system to ensure that a better understanding of 
the Strategy and concepts of health for all was created among them, and greater assistance 
consequently provided. In view of the increasing economic difficulties, it went without 
saying that efforts should be made to use existing resources more efficiently, 

WHO might also provide support through a programming and budgeting system for national 
health development planning and financing, through the reorganization and reorientation of 
existing health services systems at different levels of care and the strengthening of the 
referral system between those different levels. Such measures would ensure a certain quality 
of care and encourage people to use the service accordingly, thus reducing wastage resulting 
from badly organized services. WHO might also be involved in the promotion of better 
knowledge and increased awareness of health economics among medical and health personnel who 
were the users of expensive technology and pharmaceutical products for diagnostic and 
therapeutic purposes. The creation of such an awareness among them might help reduce 
unnecessary expenditure arising out of over-investigation and over-prescribing for patients. 
WHO had already embarked on that task by organizing an international course of health 
economics in London in 1986, with the hope of stimulating Member States to organize similar 
courses in their own countries. 

Dr REGMI said that the report was a valuable one, and was particularly pertinent in the 
present economic climate. 

In Nepal, all planning procedures, including those related to health, were to be revised 
on account of the sudden devaluation of the currency, a situation which might also prevail in 
other countries. In such circumstances, the developed countries should stand by the 
developing countries until the latter gained the necessary momentum to operate unaided. 
Dependency was, after all, only a transitory phenomenon. 

Priority should therefore be given to short-term planning and special emphasis given to 
traditional low-cost drugs, revolving funds and community involvement in all fields. 

Dr OTOO agreed that the issues raised in the report affected the implementation of the 
health-for-all strategy. It was in organization and management, the basic elements of both 
health and financial planning, that the basic weaknesses of health systems were to be found, 
and the absence of costed plans for health for all was due to the lack of the necessary 
planning skills. Concentrated efforts should therefore be made at all levels of the 
Organization, and particularly at national level, to develop such skills. At the national 
level, existing local or international management institutions might have to be used to help 
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develop costed plans for health for all and to train staff in the health ministries to 
continue such planning activities. WHO's resources should be used to help those ministries 
carry out their planning activities. 

The economic climate in most developing countries was such that plans in the health 
sector could never be pursued unchanged for as much as a year; given that sort of 
instability, ministries of health should employ economists in their planning divisions to 
carry out financial analyses and projections and provide the health sector with a certain 
amount of financial stability. 

In many Member States, the cost of hospital services overshadowed the expenditure on 
health-for-all programmes. To improve the chances of more funds being allocated to 
health-for-all activities, therefore, the financing of hospital services should be examined 
in detail in many developing countries, and ways found of making those services 
self-financing. Cost recovery schemes should also be developed to improve the health-for-all 
programmes, and since developing countries frequently provided free health services at the 
expense of good-quality and equitably distributed health services, they should be encouraged 
to institute cost-recovery schemes in their health systems, whatever the political costs. 

Dr KOINANGE said that notwithstanding the importance of the economic dimensions of 
health, health workers were the least well trained in management and economics. He was 
therefore unable to accept the limitative nature of the final sentence in document EB77/14, 
which stated that training should be given "whenever necessary". In his view training should 
be continuous• The worldwide concern expressed about the escalation of health costs 
highlighted the difficulties facing health planners and administrators, yet rarely were 
health workers, either during their training or on the job, given a proper idea of the cost 
of providing health care. Such knowledge was essential, and he strongly supported the idea 
of training health workers in the economics of health. Such training should also be 
continuous. 

Dr HAPSARA agreed with previous speakers who had suggested that the document should be 
completed in such a way as to convince all sectors involved of the importance of the economic 
aspects of health. In that connection, document EB77/INF.DOC./2 might usefully clarify 
further the economic trends in the developed countries, and in the developing countries 
including the health aspects； and identify in greater detail the support given by the 
developed to the developing countries, including prospects for the future. Further emphasis 
might also be laid in document EB77/14, on strengthening the role of WHO at the global level 
and on developing strategies to convince other countries, United Nations agencies and related 
sectors that issues of economics and financing in the field of health should be given greater 
attention. 

Dr BELLA said that he appreciated the Director-General1 s approach in seeking 
quantifiable arguments before reporting to the Secretary-General of the United Nations on the 
repercussions of the world economic situation. At the present time the best course open to 
Member States was to follow the recommended path, and he noted WHO's willingness to provide 
technical services where needed. 

Mr Almar GRÍMSSON acknowledged that the Director-General had gone out of his way to 
develop collaboration with international agencies, including funding agencies, but said there 
was no doubt that more had to be done to achieve optimum use of financial resources. 

Dr Sudsukh had referred to the use of revolving funds even at local level• In health 
development in many developing countries, the foreign currency situation was a very big 
obstacle particularly where the provision of essential drugs and appropriate technology were 
concerned. He had heard serious mention of the possibility of setting up a consortium of 
countries, possibly at different stages of development, in a given geographical area, to 
improve their situation collectively and with the backing of an international funding 
agency. The idea was basically a good one, and might be reflected in the summary of 
recommendations in document EB77/INF.DOC./1. 

Dr GRECH observed that the economic crisis had affected all countries in varying degrees 
and there had been a drastic deterioration in living standards and the disruption, if not 
paralysis, of the health services in the least developed countries• Some Member States, 
particularly in the African Region, deserved not only sympathy but active support. The 
repercussions, as the report under discussion had made so clear, had mostly been borne by the 
poorest and those whose health was most vulnerable. 
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It had been a painful experience to read through the report before the Board on the 

repercussions of the world economic situation, and undoubtedly much more so to have drafted 
it, as one gloomy fact after another emerged. The Director-General and his staff were thus 
to be commended on the frank exposition of the problems prepared in the short time allotted 
to them, and in spite of the constraints, partly due to the lack of substantial data as 
stated in the introduction to the document. However, there were some encouraging aspects, 
mainly the awareness of the grim situation in certain afflicted areas and the prompt 
marshalling of relief, as well as the realization by some countries that the provision of 
primary health care might be the only way of reaching the entire population. 

Dr AYOUB echoed the sentiments of those members of the Board who had mentioned the 
difficulties of implementing health-for-all programmes on account of economic constraints, 
and endorsed the many pertinent suggestions made in the report. 

One way of economizing in health care programmes was to ensure proper coordination 
between various government bodies dealing with different aspects of health programmes, 
particularly agencies which had different, but sometimes conflicting, roles in certain 
areas. Another way was to ensure proper coordination between the ministry of education and 
the health authorities with regard to school health. Attention might also be addressed to 
social security schemes under which many hospitals and clinics were richer than their 
counterparts dependent on the ministry of health. Moreover the construction and operation of 
healthy and safe industries would avoid costs resulting from air pollution, occupational 
diseases and disability from industrial injuries. Voluntary organizations and private 
bodies, such as scientific societies, might also work with health ministries in a wide 
variety of projects. Lastly, priority should be given to establishing criteria for 
decision-making rather than leaving the matter to individual opinion, guesswork or 
superficial impressions. Those criteria should include the size of the population at risk, 
the feasibility of control measures and their effectiveness, and the severity of the problem 
to health and its impact on individual productivity. 

Dr GARCIA BATES called attention to one very important issue raised by the report, 
namely the inability of national authorities at various levels to organize and manage their 
own budgets. Great strides had been made in the past 20 years in administrative and other 
techniques, but understanding of budget management had remained at a low level. If the 
health sector, in countries where the budget was of supreme importance, failed to grasp that 
power was linked to a clear understanding of budget management it would find itself left 
outside the political discussions in which the distribution of resources by sector was 
decided. A more detailed study of the subject was also required since it was often taken for 
granted that a chronic lack of resources was the lot of the health sector. There was a need 
to change that attitude and to look into the question of how many health budgets in fact 
remained with surplus funds at the end of the year as a result of poor budget handling or 
because health administrations felt the money management necessary to make optimum use of 
funds was beneath them. She stressed that such a study should not only review the economics 
of health in the countries concerned in order to determine where the bottlenecks occurred in 
the management of budgeting and finance but also evaluate the level of knowledge of the 
technicians responsible for health planning and budgeting in the countries concerned. 

Dr HELLBERG (Director, Health-for-All Strategy Coordination) said that the discussion 
had underlined the importance and enduring nature of the issue. After the first monitoring 
round in 1983-1984, it had become obvious that the resources issue was the main obstacle to 
the development and implementation of the health-for-all strategy in countries. That was why 
the Director-General had decided to strengthen the support given to Member States in that 
area. It was no easy task, and for that reason would continue to be the subject of 
discussion at the Health Assembly in 1986 and in the Technical Discussions in 1987. As the 
discussion had shown, many senior health administrators felt uncertain on economic matters 
and experienced difficulties in communicating with ministries of finance. That was why it 
had been decided that there was a need for training in planning and management in order to 
give health administrators greater confidence in handling budget matters. Such training had 
been called for, among others by Dr García Bates and Dr Koinange, and their points would be 
taken up. He assured Professor Menchaca that work on the subject was continuing and that the 
document would be updated for the Health Assembly. He reminded Board members that economic 
and financial matters had been under discussion to different degrees in the various regional 
offices for a number of years. For example, a comprehensive document on the repercussions 
issue was available from the Region of the Americas. Many different programmes at both 
regional and headquarters level were involved with different aspects of economics and 
financing and work was in progress on how to relate such aspects more closely to each other. 
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Professor ABEL-SMITH (Senior Consultant to the Director-General on Economic Strategies) 

said that he was interested to note the novel ways of financing health services that a number 
of countries had been adopting. WHO was attempting to collect as much information as 

"possible on such methods and how they were working in practice for submission at a later 
date. The question of financing was a highly political one in all countries and not all 
countries would wish to choose the same pattern. However, it was surprising how little 
countries knew of what other countries, particularly in different hemispheres, were doing in 
that field. WHO thus had the task of widening countries' options by informing them of 
practices elsewhere. 

Another area in which there was a need for strengthening the information base was 
concerned with the flow of external aid specifically for the health sector, on which Dr Grech 
had commented. The subject had been under discussion with the Development Assistance 
Committee of the OECD countries. That Committee, however, analysed in detail only one group 
of aid and there was a need for disaggregated data on other groups. It should be noted that 
some of the information available was very depressing； the latest report from the 
Development Assistance Committee had shown a drop of about 13% between 1983 and 1984 in aid 
specifically earmarked for health. 

A further point, suggested by his own experience, was that the recruitment of health 
economists to work in health ministries would only give successful results if the health 
economist was made a real partner in the planning process, working closely with and accepted 
by the public health planners. 

Dr NAKAJIMA (Regional Director for the Western Pacific) said that external aid 
programmes to which Professor Abel-Smith had referred were a major concern of the developing 
countries in the Western Pacific. In that connection, countries undergoing a severe 
financial crisis often received international support channelled through the International 
Monetary Fund, which generally imposed a macrofinancial policy for such support at country 
level. Ministries of finance and other government bodies were obliged to follow that policy, 
which often made no provision for the health and social sectors. The Executive Director of 
UNICEF had commented on the situation. The Director-General was also well aware of it and 
had oil a number of occasions approached the heads of the International Monetary Fund and the 
World Bank oil the subject, but without effect. In the case of bilateral aid it was usually 
the responsibility of the recipient country to decide the distribution of the aid between the 
different sectors. The health sector frequently came off badly in that process. 

Two ways in which a country experiencing acute financial crisis could cope with such 
problems were, firstly, particularly in rural areas where money was no longer circulating 
because of the fall in incomes, to combine primary health care activities with 
income-generating activities through community involvement with health care delivery, and, 
secondly, to adapt the health service concept taken from the developed countries to one based 
on mutual cooperative organization within the community. 

Because it was sometimes difficult for central ministries or health planners to identify 
such solutions to financial problems, the Region was organizing seminars and training courses 
not only on financial management, but also on the development of health services within the 
community combined with local economic development to generate income. 

Some external aid had already been attracted to such projects and a number of countries 
in the Region had begun to consider what kinds of income-generating activities could be 
combined with primary health care. Discussion oil the subject had taken place at the Regional 
Committee and other meetings. In that context it should be noted that it was easy to make 
mistakes when attempting to transfer economic models from the developed to the developing 
countries； that matter was receiving particular attention at regional and country level. 

(For continuation of discussion on the economic dimension of the Global Strategy, see 
summary record of the fourteenth meeting, section 1.) 

Additional support to national strategies for health for all in the least developed among 
developing countries:~Item 11.3 of the Agenda (Resolution WHA38.16 and document EB77/15) 

Mrs BRÜGGEMANN (Director, Programme for External Coordination) said that during its 
discussion in January 1985 the Board had seen a need for additional support to be made 
available to the least developed among the developing countries in order to enable them to 
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pursue their goals for health for all, and particularly to strengthen their health 
infrastructures, that being the precondition for long-term sustained improvement of the 
health of their people. 

During the Board's discussion and also at the Thirty-eighth World Health Assembly, 
concern had been expressed about the economic, managerial and health vulnerability of the 
least developed countries. The Health Assembly had urged the Director-General to mobilize 
all possible financial and technical resources to respond to those needs and ultimately to 
enhance the capacities of the least developed countries to attract and absorb significant 
quantities of new health resources. 

The Director-General1 s report (document EB77/15)1 was an attempt to show the action 
WHO was pursuing in partnership with the least developed countries and in concert with other 
United Nations organizations. 

Should the Board wish to submit its views on the matter to the Health Assembly, it was 
invited to consider the draft resolution contained in the document. 

Dr MARUPING commended the Director-General*s continuing efforts to mobilize much needed 
resources for the least developed countries, success in which depended so much on goodwill, 
sympathy and a genuine desire to help in the face of a deteriorating world economic situation. 

It was a point of concern that financial management in the health field was unreliable 
in some countries, especially developing countries. Health teams needed continuing training 
in the matter since the financial problems of health authorities were in part due to the fact 
that such teams, in their enthusiasm to provide health care, often neglected to collect 
revenue due to the health system. 

The problem of small health budgets and poor financial management was compounded by the 
rigid procedures governing the provision of aid by many donor agencies. The way programmes 
operated in the field often made it impossible to comply with those procedures, resulting in 
governments being unable to claim the aid allocated to them. In addition, such agencies were 
frequently selective in the areas for which they would provide support. For example the 
ancillary non-medical equipment and support services essential to the delivery of health care 
were often excluded from such support. 

She supported the draft resolution and urged the Director-General to make every effort 
to acquire more resources, in particular for the priority areas and needs in the least 
developed countries that currently had low donor support. 

Professor MENCHACA commended the Director-General1 s report on action to mobilize 
resources to support national health policies, especially those of the least developed 
countries. The Director-General should be encouraged to continue his efforts in that 
direction and the Organization should be urged to develop new initiatives and explore new 
ways to help the least developed countries. 

Dr ТАРА expressed great sympathy for the 36 least developed countries, which, with a 
total population of 300 million, were considered to be the poorest and economically weakest 
of the developing nations. He commended WHO for the action it had already taken on behalf of 
those countries. Further resources, however, needed to be made available to them, and for 
that reason he fully supported the draft resolution. 

Dr DIALLO said that the difficulties involved in implementing national strategies in 
developing countries had been clearly outlined both in the Regional Directors' reports and in 
the evaluation of the Strategy for Health for All by the Year 2000. WHO, like other 
organizations, had already provided considerable support to the least developed countries. 
Document EB77/15 outlined all the efforts made to mobilize technical and financial resources 
on behalf of such countries. He congratulated the Director-General on his efforts to 
mobilize resources in order to strengthen the infrastructure of the health systems in such 
countries. He strongly supported the measures mentioned in paragraphs 20 and 21 of the 
report. The inclusion of Guinea in the list of least developed countries was explained by a 
long period of difficulties which had brought about a gradual deterioration in the economic, 
social and health situation. The Government was currently making efforts to establish 

1 Document EB77/1986/REC/1, Annex 1. 
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machinery to improve that situation as rapidly as possible. He supported the draft 
resolution and urged that it be adopted unanimously, 

Dr ISMAIL said that countries with which he was familiar had shown clear evidence of 
political commitment to achieving the goal of health for all by the year 2000 by emphasizing 
the primary health care approach, expanding the health service network and infrastructure, 
adopting essential drugs schemes, and applying the principle of decentralization. None the 
less, they often met specific difficulties, such as high building costs. The Organization 
might consider in such circumstances developing a more effective, simpler and cheaper 
approach to help countries to expand their basic networks. 

Many countries were faced with technical constraints in creating and maintaining 
collaboration among the different sectors. WHO should therefore extend its work and 
information in the field of intersectoral collaboration. The tapping of community resources 
was another field where the mobilization of WHO technical capabilities could be very 
effective for the least developed countries. 

He supported the draft resolution, 

Dr BELLA also commended the efforts of the Director-General to support the least 
developed countries. He urged Board members to support the draft resolution. 

Dr ADOU endorsed the comments of the previous speakers and expressed his support of the 
draft resolution. 

Dr DE SOUZA, referring to the figures given in document EB77/15, requested further 
details on the proportion of regular funding was being allocated to the least developed 
countries. 

Mrs BRÜGGEMANN (Director, Programme for External Coordination) said that the Secretariat 
had listened attentively to requests in relation to specific needs and that in the programme 
for health resource mobilization additional efforts would be made to discuss such needs with 
donors so that they might also be taken into account in relation to bilateral support. Any 
information gap which might have existed in the past should be bridged so that proposals made 
for requests for multilateral support could also filter through to bilateral channels. A 
reply to the question raised by Dr de Souza would be given at the Board's next meeting. 

The resolution contained in paragraph 22 of document EB77/15 was adopted.工 

(For continuation, see summary record of the seventh meeting, page 99.) 

Technical cooperation among developing countries in support of the goal of health for all； 

Item 11,4 of the Agenda (Document EB77/16)~ 

Mrs BRÜGGEMANN (Director, Programme for External Coordination) said that technical 
cooperation among developing countries (TCDC) had first been highlighted a decade previously 
when the United Nations General Assembly had established the concept in 1975. The 
Buenos Aires Plan of Action of 1978 still remained the basis for TCDC. For its part, WHO had 
started in 1976 to develop a TCDC concept for health development and had included it in the 
Global Strategy for Health for All. The Thirty-eighth World Health Assembly (1985), in 
resolution WHA38.23, had recognized the importance of technical and economic cooperation 
among developing countries as a fundamental element of national, regional and global 
strategies and had stressed the need to strengthen the WHO programme to promote TCDC and 
provide support to developing countries for the establishment and implementation of that form 
of cooperation. 

In response to the Health Assemblyf s request to the Director-General to report to the 
Board and Assembly on action for TCDC, the present progress report (document EB77/16) 
contained a summary of the Organization1s approach to TCDC and its collaborative programmes 
and activities at regional and global levels. It briefly outlined some basic principles 
which WHO applied in support of TCDC and which it considered essential prerequisites for such 

1 Resolution EB77.R2. 
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cooperation. Above all, political cooperation and voluntary agreements between governments 
were required if TCDC efforts were to succeed. 

As mentioned in the report, a number of political groupings were very actively 
cooperating in health matters in the Americas, Africa, the Mediterranean and elsewhere to an 
extent which transcended hemispheric boundaries, as for example the group of non-aligned 
countries. WHO also believed that the promotion of socioeconomic development and national 
self-reliance must be the ultimate aim of any joint undertaking. Resources for TCDC 
activities had to come from the countries themselves or from external development funding 
agencies. WHO, however, provided seed money for action and financed its own catalytic role. 
The report indicated the broad areas in which WHO was active in the promotion and support of 
TCDC, as well as criteria for action. 

Over the years WHO had gained valuable experience in support of TCDC activities. The 
lessons learned from its experience placed it in a good position to assist Member States in 
the establishment and implementation of programmes in the framework of TCDC. Particular 
emphasis had recently been given to establishing a critical mass of health-for-all leaders 
through international and national colloquia on leadership development for health for all and 
TCDC and other complementary activities. 

Regional offices were playing a crucial role in promoting cooperation among countries 
and the report described in detail the Organization's collaborative programmes and activities 
at regional level. It also outlined a number of global programme activities with strong TCDC 
elements. 

The report also gave some thought to future action and pointed to the need to intensify 
the Organization's supportive actions in order to overcome the many difficulties and 
constraints that still existed. 

Dr REGMI expressed his appreciation of document EB77/16, although some mention of South 
Asian Regional Cooperation (SARC) might have been included. An important aspect of TCDC was 
that it extended beyond regional boundaries. 

Dr NAKAJIMA (Regional Director for the Western Pacific) also stressed that TCDC extended 
beyond regional boundaries and rioted specifically that such cooperation was taking place 
between countries of the Western Pacific and South-East Asia and other regions. Within the 
Western Pacific Region itself formal machinery had been established to promote such 
cooperation. Cooperation was extremely important not only among developing countries but 
also between developed and developing countries in the Region. WHO support in that area was 
proving to have a multiplier effect and technical cooperation arrangements were proving 
extremely useful. He invited countries in other regions to support technical cooperation 
activities. 

Dr GRECH said that, unlike some other experiments, TCDC had proved successful and was a 
realistic way of facilitating equity in health. In the European Region, technical 
cooperation had been given fresh impetus by the adoption of the first health-for-all target, 
which stated that, by the year 2000, the actual differences in health status between 
countries and between groups within countries would be reduced by at least 25%, by improving 
the level of health of disadvantaged nations and groups. 

The concept of technical cooperation was sound and fitted well with the traditional 
catalytic role of WHO. There was no doubt that gaps existed and that support to rectify them 
should be sought. Nevertheless, each country was obliged to identify priorities and to rely 
primarily on its own resources. Technical cooperation provided a satisfactory common 
framework within which Member States could develop their policies on the most vital issues in 
the Region. Significantly, collaboration in the health field was proceeding steadily between 
countries of different political ideologies. He therefore supported the further action 
planned by WHO for the effective application of TCDC, and considered the guiding criteria to 
be acceptable. However, WHO would need to take into account the importance of efficient and 
rational utilization of resources and the need for mechanisms to optimize and review such use. 

He noted that the section of the Director-General1 s report dealing with the European 
Region made no mention of the MONICÂ - project or other noncommunicable disease programmes, 

1 Multinational monitoring of trends and determinants in cardiovascular diseases. 
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which were areas of cooperation between developed and developing countries. Perhaps they did 
not fall strictly within the framework of TCDC. 

Professor MENCHACA welcomed the report. Technical cooperation was a powerful tool in 
the struggle to achieve health for all, and increasing importance was being given to it in 
implementing national strategies. Critical analysis of some technical cooperation programmes 
that had been running in the Region of the Americas for some time had shown results to be 
very positive, with a measurable impact on health systems at relatively low cost - ail 
important element given the precarious state of the economies of the participating 
countries. Colloquia on TCDC had also proved highly successful and one would be held soon in 
Cuba with the support of WHO headquarters and the Regional Office. 

The range of possibilities for TCDC was very wide, and he urged the Secretariat to 
continue to give its support. Technical cooperation was greatly appreciated by the 
developing countries and allowed them to shoulder responsibilities and to identify and 
understand their own potential. 

Dr ТАРА welcomed the progress report, which made heartening reading, with TCDC 
programmes taking place in all the regions and at the global level. He invited attention to 
a particularly successful programme in the Western Pacific Region, the intercountry project 
on managerial process for national health development, which was described in paragraphs 60 
to 62 of the progress report. The programme was very useful and effective for the small 
islands of the South Pacific. He thanked UNDP for its support, which he hoped would be 
continued for the planned extension period (1987-1991). He urged WHO to continue to support 
the activities outlined in the report. 

Dr Uthai SUDSUKH welcomed the comprehensive report. He supported the comments by 
Dr Regmi and Dr Nakajima on the scope of TCDC activities. The concept of TCDC went beyond 
the boundaries of countries or regions, or of different stages of development and 
socioeconomic conditions. The report listed only a few examples of such cooperation in the 
South-East Asia Region - there were many others that might be included. As Dr Nakajima had 
indicated, TCDC was taking place among countries of the South-East Asia and Western Pacific 
Regions, for example, through the ASEAN training centre for primary health care in Bangkok. 

Technical cooperation was not limited to the developing countries. It was also taking 
place among developed countries and between developed and developing countries. The 
terminology was perhaps limiting, and "technical cooperation among countries" might be a more 
appropriate term. 

Dr MONEKOSSO (Regional Director for Africa) said that it was at the thirty-fourth and 
not the thirty-fifth session of the Regional Committee, as suggested in paragraph 22 of the 
report, that the Committee had taken the original decision concerning the future work of the 
subregional working groups. At the thirty-fifth session, the Committee had decided to alter 
the approach of the working groups, so that they would discuss real experiences of TCDC and 
try to find ways and means for new activities. 

For many of the smaller States of the African Region, technical cooperation was 
imperative - it made economic sense to collaborate and share institutes that individually 
they could not sustain. Such arrangements sometimes failed and it was the responsibility of 
WHO to counter the forces that led to such breakdowns. 

Technical cooperation in the African Region was an extension of traditional African 
hospitality. The cooperation between Mozambique and Zambia mentioned in paragraph 23 of the 
Director-General's report was an outstanding example. Zambia, itself experiencing 
considerable problems with its health care system, had been willing to make a sacrifice to 
enable Mozambique to survive the difficult period following independence. WHO had been 
privileged to participate in making that arrangement work. 

New structural arrangements in the African Region, particularly the subregional offices, 
were designed to promote technical cooperation actively. One of the main responsibilities of 
subregional staff was to find appropriate ways and means of promoting collaboration between 
the countries of the subregion. TCDC was an important way of obtaining optimum value for the 
funds available. 
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Dr GARCIA BATES said that TCDC had transcended its objectives, achieving much more than 
the rational use of resources. It was based oil the idea of exchange and was independent of 
the degree of development of countries. There was a vital need for peoples to exchange 
experiences and ideas. 

TCDC also went beyond the health sector mentioned in paragraph 85 of the report. For 
example, in the Region of the Americas, the health sector had joined with agriculture in 
common efforts for development. Such activities were supported by РАНО and other 
organizations. Similar activities were being undertaken in the area of administration, 
related to the need to improve the training of health workers in financial and economic 
matters. Curricula for health administration in the Region were being developed with 
integrated efforts from health centres and schools of public and business administration. 
Similarly, economists from the areas of trade and industry were working with health experts 
to improve distribution and sales of drugs. 

No matter what level of development countries had reached, the international 
organizations should take a lead in establishing networks across regions, countries and local 
areas, identifying intersections in the network where support was needed. The resources 
required were not vast but they must be used in a timely fashion to facilitate communication 
across the networks. 

Some thought should be given to Dr Sudsukh1s comments oil the terminology used. 

Professor MENCHACA expressed the hope that all the proposals made during the debate 
would be taken into account. 

As regards the suggestion that the term "technical cooperation among developing 
countries" might be somewhat restrictive and other terms were proposed, he pointed out that, 
since the United Nations had recognized and supported TCDC, the term had taken on a life and 
personality of its own, which fact had been recognized by WHO long ago, as could be seen from 
resolutions WHA28.75, WHA28.76, WHA29.48, WHA30.30, WHA30.43, WHA31.41, WHA32.27 and WHA34.36 
on the technical and economic importance of TCDC/ECDC. WHO had established a programme to 
promote that form of collaboration and the Health Assembly, in resolution WHA38.23, had 
requested the Director-General to establish and/or strengthen specific focal points for the 
promotion and support of TCDC/ECDC in the regional offices of WHO and the Executive Board to 
give particular importance to those activities in preparing the Eighth General Programme of 
Work and when reviewing programme budget proposals. He thought that that information might 
be useful in clarifying the TCDC/ECDC concept, and that such cooperation did not limit or 
eliminate cooperation among countries, which also had its own characteristics and recognized 
usefulness. 

Mrs BRÜGGEMANN (Director, Programme for External Coordination) thanked members for the 
additional information they had provided and expressed regret that S ARC activities had not 
been mentioned in the report. Membersf comments would be taken into account in improving the 
report prior to its submission to the Health Assembly. Thought would also be given to the 
question raised by several speakers as to the definition of TCDC. Perhaps the term should be 
considered in the general perspective of intensified cooperation for health among all 
countries• 

The Executive Board took note of the Director-General*s progress report on technical 
cooperation among developing countries in support of the goal of health for all (document 
EB77/16). 

The meeting rose at 17h35. 
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Chairman: Dr G. TADESSE 

1. GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000: Item 11 of the Agenda (continued) 

Review of first evaluation report (Seventh Report on the World Health Situation): Item 11.1 
of the Agenda (Resolution WHA36.35； Documents WHA36/1983/REC/1, Annex 7, and EB77/13 and 
EB77/13 Add.1) (continued from the fifth meeting) 

The CHAIRMAN suggested that, although the discussion on item 11.1 had been concluded, 
the Board might wish exceptionally to revert to that item so as to hear a statement by 
Professor Walton, President of the World Federation for Medical Education, a nongovernmental 
organization in official relations with WHO. 

It was so agreed. 

Professor WALTON (President óf the World Federation for Medical Education), speaking at 
the invitation of the Chairman, said that he deeply appreciated being given the opportunity 
to inform the Executive Board of the progress of the programme of the World Federation for 
Medical Education. His remarks were relevant to the discussion on health manpower 
development in promoting the health-for-all policy of WHO. 

The World Federation had embarked on a Strategy for World Action in Medical Education, 
an extremely far-reaching and intensive undertaking. The reason for the programme was that, 
in the world context, medical doctors were often failing to make the necessary and 
appropriate contribution to the provision of health care. All authorities agreed on the 
urgent need for a re-examination of the tasks which medicine had to meet at the present time, 
the ways in which the medical profession was failing in its responsibilities, and therefore 
the changes in medical education which were now imperative if medical doctors were to regain 
relevance and credibility in the health care services of nations. Among the most glaring 
problems, he cited the accumulation of doctors in large cities while at the same time they 
were not available to rural communities； the over-production of doctors in some countries； 
the absence in medical training of teamwork with members of the other health professions； 
the almost total neglect and lack of understanding of the place of primary health care in 
medical education; and the lack of an international perspective in such education. Obsolete 
dicta about standards of excellence that still prevailed in curriculum planning, resistance 
to change in traditional medical schools, and the establishment or maintenance of medical 
schools in both developing and developed countries when the minimal resources for training 
doctors were lacking, were all areas where reform was needed. 

The World Federation recognized that it was impossible and indeed unjustifiable to 
attempt to impose a blueprint for medical education on the countries of the world. Its 
Executive Committee had decided on a programme, beginning at country level, with national 
conferences to be held in all countries in 1986. The Federation had set up a Planning 
Commission which had defined six themes : educational priorities for medical schools； 
educational strategies for medical schools； supporting resources； admissions policies, 
medical schools and medical manpower； the continuities between the phases of medical 
education; and linkages between medical education and the health care system. 

The Planning Commission had compiled preparatory papers dealing with each of those 
themes, and containing specific questions, to which every country would be asked to respond. 
The findings of the national conferences convened in 1986 would be reported as a cohesive 
body of opinions and would thus provide the essential background to the entire programme. 
Those findings would be collated by six thematic subcommissions, made up of members from all 
over the world. In 1987, regional conferences would be held in the six regions, which would 
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then be followed by a world conference to be held on 8-12 August 1988 in Edinburgh (United 
Kingdom), at which the global revision of medical education in terms of contemporary health 
needs would be definitively and authoritatively considered. The title of the world 
conference was "Medical Education for the Future: an Action-oriented Conference", and its 
final report would be published in December 1988 with additional supporting documents and 
recommendations. 

The implementation phase would then put into practice the above recommendations. The 
follow-up strategies would be a crucial component of the programme, and their activation 
would be the key to the effectiveness of the entire reorientation in the training of the 
doctors of the future and improving the health care of populations. 

All planning for the programme was on schedule. WHO was a formal sponsor of the 
programme, and, in the person of the Director-General and senior WHO staff, had been closely 
associated with every stage of its preparation and planning. Regular meetings had been held 
with the Regional Directors； their endorsement of the programme and active participation was 
essential for its success. 

The programme had been referred to as the "Alma-Ata for the medical profession", and its 
success seen as a necessary contribution to the success of WHO1s health-for-all policy. It 
had been said that if it did not succeed it would be necessary to wait an entire generation 
before a similar strategy could be planned, brought into action and taken up to the present 
planning stage. He hoped that he would be able to report to the Board in 1987 that the 
national conferences had been held or were imminent, that the regional conferences were 
planned for all six regions, and that the world conference and its subsequent implementation 
phase were assured of success. 

Professor LAFONTAINE said that, although criticisms of the medical profession were amply 
justified, he wished to caution against pitting the various disciplines concerned with health 
against one another or singling out any particular one for criticism. There was much to be 
done and what was important was to work together for a deeper understanding of health and 
ways of protecting it. It was thus to be hoped that, in any reorientation of medical 
education, account would be taken of all the intersectoral links that could help to improve 
health, and of the role of professions outside the health field, e.g., that of the primary 
school teacher, who was responsible for teaching children the rudiments of hygiene and health. 

Referring to economic strategy in support of health for all, he said that it was crucial 
to train economists able to understand the problems posed by health for all. There was 
undoubtedly a lack of coordination at the present time, calling here too for an intersectoral 
approach. 

(For continuation of discussion on the review of the first evaluation report (Seventh 
Report on the World Health Situation), see summary record of the thirteenth meeting, 
section 2.) 

Additional support to national strategies for health for all in the least developed among 
developing countries: Item 11.3 of the Agenda (Resolution WHA38.16 and document EB77/15) 
(continued from the sixth meeting, section 2) 

The CHAIRMAN reminded the Board that a question had been asked by Dr de Souza in 
connection with item 11.3, to which Mr Furth would reply. 

Mr FURTH (Assistant Director-General) reminded the Board that Dr de Souza had asked what 
percentage of the regular budget for 1986-1987 was being allocated to the least developed 
among developing countries. 

The part of the total budget devoted to country activities amounted to a little over 
US$ 200 million, or 37.28%. A total of $ 71 778 100 was to be spent either in or for the 36 
least developed among the developing countries, representing 13.21% of the total budget or 
35.36% of all country activities. 

However, in addition to country activities, there were some regional and intercountry 
activities which in 1986-1987 accounted for 30.54% of the total budget and many of which had 
a direct impact ori the least developed among the developing countries. It was nevertheless 
difficult to quantify exactly how much of the funds for regional and intercountry activities 
was spent in those countries without an exhaustive study in the regional offices. 
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Looking back at all the expenditures in the least developed countries in 1982-1983, it 

could be seen that the impact of extrabudgetary resources increased the proportion of the 
total funds spent on those countries. For instance, in 1982-1983 only 11.5% of the regular 
budget had been allocated to those countries, while the inclusion of extrabudgetary funds 
brought that figure up to nearly 12%. In the same biennium, the share of funds for the least 
developed among the developing countries as a percentage of country activities under the 
regular budget was 34.5%, whereas if all funds were considered, the proportion was 37%. 

Dr NAKAJIMA (Regional Director for the Western Pacific), referring to the proportion of 
the regular budget for the Western Pacific that was spent on the least developed among the 
developing countries, pointed out that the Region included only two fairly small countries in 
that category, namely the Lao People1 s Democratic Republic and Samoa. 

The expenditure for 1984-1985 on the Lao People1 s Democratic Republic amounted to 
US$ 1 430 000 and on Samoa to $ 824 700, i.e., a total of $ 2 254 700, representing 4.9% of 
the regular budget. However, as Mr Furth had mentioned, there was the added input from 
intercountry programmes and extrabudgetary sources, which included UNDP and other 
multilateral sources as well as bilateral sources, particularly Australia, New Zealand and 
Japan. 

Under the 1986-1987 budget the allocation had been further increased to a total of 
i 2 764 900, representing 5.39%. 

He wished to stress again that the Region included only two least developed countries 
according to the conventional definition of that category, but that there were many other 
small island countries with the same effective status as those thus classified. He would 
like the Executive Board to take those countries into account when considering future 
regional programme budget policy and WHO1s activities in the Region. 

2. PREPARATION OF THE EIGHTH GENERAL PROGRAMME OF WORK: Item 12 of the Agenda (Documents 
EB77/18 and EB77/18 Add.l) 

The CHAIRMAN reminded the Board that, according to Article 28(g) of the WHO 
Constitution, the Executive Board was required to submit a general programme of work 
periodically to the Health Assembly. The Eighth General Programme of Work would cover the 
period 1990 to 1995 and would be submitted to the Assembly in May 1987 for approval so that 
the 1990 to 1991 programme budget could be prepared in time. At the present stage it was 
necessary to secure the Boardfs approval of the nature, structure, schedule and methods of 
preparation of the Programme, which were described in document EB77/18, together with the 
classified list of programmes for the Board1 s consideration. 

The regional contributions to the draft would be discussed by each regional committee in 
September/October 1986, and the draft of the Eighth General Programme of Work would be 
reviewed by the Programme Committee of the Board in November 1986 before being presented to 
the seventy-ninth session of the Board in January 1987. He reminded Board members that the 
Eighth General Programme of Work was the second programme of work since the adoption of the 
goal of health for all, and hence that its broad outlines should follow those of the 
preceding programme of work. 

Dr CHOLLAT-TRAQUET (Secretary of the Working Group on the Eighth General Programme of 
Work) pointed out that the major principle underlying the preparation of the Eighth General 
Programme of Work was to ensure continuity in WHO'S activities with a view to meeting the 
requirements of the Global Stategy for Health for All by the Year 2000, while making the best 
possible use of the results achieved during the period of the Seventh General Programme of 
Work in regard to both the implementation of WHO's programmes and to the latest scientific 
and technological developments. 

The Eighth General Programme of Work would also incorporate new management tools for 
greater efficiency in implementing health programmes. An example was improved programme 
planning through methods such as the establishment of consultation groups between WHO and 
Member States, regional policies on the programme budget or improved evaluation with the new 
methods of monitoring activities. 
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Various lessons had been learnt from the implementation of the Seventh General Programme 
of Work, leading to some innovations. The first concerned four additions to the classified 
list of programmes, since certain activities had developed to the extent of justifying a new 
programme, viz. smoking and health, vaccine research and development, deafness and 
informatics. 

The second innovation concerned the description of WHO'S activities under the general 
programme of work, i.e. , in Chapter 1• For the Seventh General Programme of Work, the World 
Health Assembly had accepted a series of criteria, proposed by the Executive Board, on the 
level of implementation of the approaches listed for each programme in Chapter 7. Those 
criteria were to be used systematically when preparing medium-term programmes in order to 
determine which activities were to be carried out at country, regional or headquarters 
level. The criteria had been effectively applied and experience had shown that a better 
definition of the organizational level of implementation of activities made for a more 
rational utilization of WHO'S resources, while maintaining the necessary flexibility in the 
working methods of so large an organization. 

It was therefore proposed, for the preparation of the Eighth General Programme of Work, 
to make wider use of those criteria and to specify from the start the selected organizational 
levels in the approaches listed in Chapter 7 of the Eighth General Programme of Work. 

It could be seen that the proposed changes were minimal as compared with the factors of 
continuity between the Seventh and Eighth General Programmes of Work. It was hoped that the 
few improvements introduced would make for more effective implementation of health policies 
derived from the Global Strategy. 

Professor LAFONTAINE considered that a new phase lay ahead and was therefore gratified 
to note that new methods were to be introduced, such as informatics, which should, however, 
be used rationally and not seen as a panacea. 

The development of research was also of great importance. Basic research had lost some 
of its vigour and in some developed countries was centred too much on the more profitable 
technological applications. The search for new solutions should be focused not only oil 
increasing biological knowledge but also on possible therapeutic and prophylactic 
applications. 

Another issue requiring further attention was that of environment-related health 
hazards, in particular in the home environment, and the need to protect the health of that 
all-important category of workers, women in the home. 

Finally, on the subject of alcohol and drug abuse, attention should be drawn to the 
serious situation in the developing countries, where, unfortunately, as in the case of 
tobacco, certain industries tended to develop production on the one hand and the introduction 
of consumer goods on the other, with consequences it was easy to imagine. 

Professor MENCHACA emphasized the importance of matching WHO1s policies and general 
principles with regional and country development programmes and of mutual feedback as a 
factor facilitating the global coordination of general programmes of work. While he had no 
objection to the proposed content of the Eighth General Programme of Work, he had some 
misgivings regarding the time schedule for its preparation, which might be too tight. The 
Secretariat might perhaps provide some information on that point. 

Dr HAPSARA endorsed the contents of document EB77/18 in general. However, he had 
difficulty in accepting the grouping of the former Chapters 8 and 9 under the single heading 
"Programme implementation, monitoring and evaluation", since programme implementation was 
quite different in nature from programme monitoring and evaluation. He strongly supported 
programme 2.4 (External coordination for health and social development) in the classified 
list of programmes in Annex 1; that was of particular importance for the future, and 
therefore merited due prominence and in-depth analytical treatment. 

He would like some information on the content of the new regional programme budget 
policies mentioned in paragraph 4 of document EB77/18. As far as the classified list of 
programmes was concerned, it was very important that the commitment of professionals should 
be secured, and he wondered under what programme that subject would be explored. 



102 EXECUTIVE BOARD, SEVENTY-SEVENTH SESSION 
Dr Uthai SUDSUKH welcomed the general content of document EB77/18. The Eighth General 

Programme of Work would be a very important tool for Member States and WHO in making 
significant progress towards achieving the goal of health for all in the most efficient way. 
The combination of the top-to-bottom and bottom-to-top approaches described in paragraph 2 of 
the document was quite appropriate. However, the regional contribution to the formulation of 
the Programme of Work should not be limited to material concerned with "targets" and 
"approaches" for each programme outline. The regions should be requested to add, under each 
programme, any objectives which they found relevant and then to elaborate on the "targets" 
and "approaches" accordingly. 

It might also be advisable to include additional programmes concerned with certain kinds 
of activity relevant to the Strategy for Health for All that had recently been discussed in 
the Board. For example, technical cooperation among countries as referred to at the previous 
meeting, and financial planning for health-for-all strategies and programmes deserved to 
receive greater emphasis in the next General Programme of Work, 

Dr DE SOUZA, referring to programme 8.3 (Accident prevention) in the classified list, 
sought reassurance that the programme would be broadly based and not just limited to traffic 
accidents. In particular, it should cover accidents in the home and in the workplace• 

Dr LAW suggested that, in programme 11 (Promotion of environmental health), a separate 
item should be introduced for the International Programme on Chemical Safety, since chemical 
safety was a matter of increasing concern to both developed and developing countries. 

Dr OTOO asked what were the criteria underlying the conception of the Eighth General 
Programme of Work, as referred to in the text relating to Chapter 6 of the Programme on 
page 3 of document EB77/18. 

Mr Almar GRIMSSON noted that a change had been made in respect of the classification of 
health systems research and development, now included as programme 3.3 in the classified list 
of programmes. In his view, however, health systems research should be a top-priority 
component of programme 7 (Research promotion and development, including research on 
health-promoting behaviour). The inclusion of smoking and health under programme 8 (General 
health protection and promotion) was debatable, since, being closely related to the 
prevention and control of noncommunicable diseases, particularly cancer and the 
cardiovascular diseases, it might equally be included under programme 13 (Disease prevention 
and control). Moreover, if smoking and health was to be included under programme 8, then 
prevention and control of alcohol and drug abuse (programme 10.2) should also be included 
under programme 8. 

In recent years the Board had given ample consideration to programmes 12.2 (Essential 
drugs and vaccines) and 12,3 (Drug and vaccine quality, safety and efficacy). At its 
seventy-fifth session it had been informed of the interrelationship between the two 
programmes, which had been described as mutually supportive. It would therefore be logical 
to combine them, since the classification of programmes should, as far as possible, reflect 
working realities. 

Recalling the Board1 s discussion of economic strategies for health for all, he said that 
he had difficulty in identifying the place of health economics in the classification. He 
supported Dr Law1s suggestion regarding the need to highlight the International Programme on 
Chemical Safety. 

Dr GRECH supported Professor Lafontaine's suggestions concerning the need to focus more 
attention on the programmes which he had mentioned. It seemed that the real need was to 
clarify certain issues concerning the classified list of programmes rather than to modify the 
list itself. In any case, he would like to know what compelling reasons there were to change 
the classification of the Organisation1s activities relating to smoking and health. In his 
view, the new title "Tobacco or health", suggested in document EB77/18 Add.l, was quite 
appropriate. 

Professor LAFONTAINE said that, although the overall programme was divided into 
sections, at some time it might be more effective and economical to take certain programmes 
together. Thus the programme on accident prevention overlapped with those on workers' 
health, the health of the elderly, food safety and chemicals and drugs. 
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The economic aspects of health were of particular importance, and he had already 

mentioned the need for health economists. 

The Organization should support studies on the genetic aspects of certain diseases, such 
as diabetes and thalassaemia• He had already alluded to the safety of foodstuffs and of a 
whole range of chemicals used in industry and in daily life. Attention should also be paid 
to the problem of the side-effects associated with and intolerance to medicaments which, 
despite the excellent clinical tests carried out before marketing, were not yet being 
adequately studied from that point of view; WHO could stimulate and coordinate work in that 
field. There would, of course, be a need for epidemiological studies, which the Organization 
could support and encourage, although it could not undertake them itself. Products on sale 
to the public and containing chemicals should always be accompanied by a proper explanatory 
leaflet, like the package insert provided with drugs, warning the user of any risks involved, 
the protective measures to be taken and the surveillance to be arranged. The International 
Programme on Chemical Safety could perhaps take the initiative in the matter, possibly in 
conjunction with other agencies. 

As far as the environment was concerned, WHO should concern itself not only with the 
purely chemical or technical aspects, but also with the other factors affecting the quality 
of life, along the lines of the work done by the European Foundation for the Improvement of 
Living and Working Conditions, which dealt with problems such as transport, distances from 
the place of work and the use of leisure time, which were also of importance to the 
developing world if it was to avoid the mistakes that had been made in the developed 
countries• 

Dr HAPSARA, referring to section В (Health system infrastructure) of the classified list 
of programmes, suggested that programme 4 (Organization of health systems based on primary 
health care), programme 5 (Health manpower), and programme 6 (Public information and 
education for health) should be subdivided, as had been done with programme 3 (Health system 
development). 

У 
Dr GARCIA BATES observed that, if all the topics considered worthy of appearing in the 

classified list of programmes were to be included as separate items, the process might be 
never-ending; something would always be felt to be missing. Nevertheless, she considered 
that adolescent health should be included as a separate subdivision of programme 9 
(Protection and promotion of the health of specific population groups), since adolescents 
were not really covered by programme 9.1 (Maternal and child health, including family 
planning) and their needs were often overlooked by administrators when funds were allocated 
for priority or high-risk groups. 

As far as section В (Health system infrastructure) was concerned, it had been repeatedly 
stressed that work done in such areas as nutrition, oral health, accident prevention or 
immunization would not be effective unless there was an adequate administrative 
infrastructure to support it. Specific programmes relating to health economics, budgeting 
and other financial operations were therefore essential in order to ensure that programmes 
were well organized and effective and that adequate use was made of resources that might 
otherwise be wasted. Programme 5 (Health manpower) was sufficiently important to warrant 
subdivision into at least three broad components: education, training and manpower 
utilization. In general, more funds were allocated to the training of new, rather than to 
the sound management of existing manpower. However, the real problem, especially in 
developing countries, was often not so much a shortage of manpower as the poor or 
inappropriate utilization of what was available. Since personnel costs accounted for such a 
high proportion of budgetary expenditure, the proper management of human resources was of 
fundamental importance and should be dealt with separately. 

Professor RUDOWSKI stressed that the basic factor making for the success of all 
programmes was man. The health manpower situation was both complex and constantly changing, 
particularly as far as the identification of future needs was concerned. The subject 
therefore required a more detailed formulation than it had been given in the classified list 
of programmes before the Board. 

Dr OTOO said that, as it had become apparent that the real problems in the developing 
countries were of an organizational and managerial nature, section В of the classified list 
(Health system infrastructure), was a critical issue for them. In particular, programme 3.2 
(Managerial process for national health development), was basic to all the programmes 
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listed. Further, more explanation of what was implied in the whole of programme 3 (Health 
system development), which was confusing to health workers in the field, was needed. Perhaps 
the addition of sub-titles would help. 

Similarly, for programme 4 (Organization of health systems based on primary health 
care), a few sub-headings would enable people to know what to look for. In fact, he felt 
that the managerial process for national health development (programme 3.2) should appear 
under programme 4. 

Health manpower (programme 5) had already been fully discussed and he agreed with the 
comments made by previous speakers. 

Finally, it was not clear what was implied by "public information and education for 
health" (programme 6) and he would like to see more information as to what was expected of 
it• Public information and education were much more advanced in developed countries than in 
developing ones. Some kind of breakdown would therefore be helpful to the latter. _ 

Mr VOIGTLANDER (alternate to Professor Steinbach) noted that smoking and health appeared 
under programme 8, while prevention and control of alcohol and drug abuse came under 
programme 10 and that other communicable disease prevention and control activities were 
included under programme 13, Although it was clear that preventive aspects must appear in 
different chapters, it would be useful to place the self-imposed life-style risks such as 
tobacco, alcohol and drugs in one group so as to highlight them. 

Dr NAKAJIMA (Regional Director for the Western Pacific) said that consultations with 
countries had already been started at the regional level concerning the preparation of the 
Eighth General Programme of Work. There was, however, a certain amount of confusion among 
countries as to whether all the subjects included in the list came within the purview of the 
ministries of health. More information, therefore, should be provided to countries as to how 
the different chapters and sections could be incorporated in overall plans. 

Referring to paragraph 2 of document EB77/18, Add.l, and programme 13.12 (Vaccine 
research and development), he reminded the Board that considerable progress was being made in 
the development of third-generation vaccines, which developing countries in his Region, eager 
to "appropriate" modern technology, were anxious to adopt. He urged that the programme be 
expanded and that some mechanism be established for the general promotion of the new vaccines. 

He advocated a similar extension of programme 2.5 (Informatics)• Although informatics, 
a combination of hardware and software, was at present usually provided by the private 
sector, looking to the future he thought that perhaps WHO would, by the year 2000, be 
developing its own software programmes. Such a senario had already been included in the 
Eighth General Programme of Work and he hoped that the Board would support it. 

Obviously, not every country could afford to develop each programme in the list at the 
country level, and during the coming decade it would be necessary to streamline programmes of 
work or group some of them together. The list before the Board should be viewed not just as 
a programme policy, but as a programme of work to be achieved, 

Dr REGMI wondered whether the outline of the Eighth General Programme of Work was not 
too backward-looking； he had doubts about following the format of the Seventh Programme so 
closely. He suggested that the Eighth Programme should only be regarded as a guide and not a 
programme which all countries had to adopt. What countries really needed from WHO was 
assistance in planning their own activities and in training personnel. 

Dr SYLLA (alternate to Dr Diallo) agreed with Mr Voigtlander, that measures for the 
prevention and control of tobacco, alcohol and drug abuse should be grouped together in one 
programme. Young people in the developing countries - at least in Guinea 一 were increasingly 
consuming all three substances to the extent that their use was reaching alarming proportions. 

Professor MENCHACA fully shared Dr Nakajima1 s view; countries themselves would have to 
choose which programmes to emphasize. 

Personally, he would like to see more attention paid to programme 9.4 (Health of the 
elderly), especially in developing countries where it was often completely neglected. He 



SUMMARY RECORDS : SEVENTH MEETING 105 

also stressed the importance of programme 9.3 (Workersf health). In many countries that 
group did not receive the attention it deserved, not just as one group of human beings among 
others, but as the driving force of society on whom the economy and development of countries 
depended. In their case, priority should be given, inter alia, to the prevention of 
accidents at work, protection against chemical substances, to psychological and economic 
factors and, most importantly, to matters concerning the protection of working women at their 
work. 

Dr KO KO (Regional Director for South-East Asia), noting that most of the discussion had 
been on the classified list of programmes, agreed that many good suggestions for subdividing 
or adding to sections had been put forward. He warned, however, against too much subdivision 
or too many additions, as that might lead to confusion or to a proliferation of departments 
and chiefs, not only in WHO itself but in the countries too resulting in disintegration of 
the integrated primary health care approach• Programmes 4 and 5, however, were huge 
programmes, to quote two examples, and they might well be subdivided, but new programmes or 
subdivisions should be introduced only with great care and due attention to the balance of 
the programme as a whole• 

Dr ISMAIL considered that classified lists of programmes should be based on 
organizational or technical grounds. For instance, the Seventh General Programme of Work, 
which was voluminous and full of concepts, ideas and approaches, provided the background and 
justification for the classification of the programmes in the list under consideration. The 
Board should therefore address itself to such questions as what the Eighth General Programme 
of Work, aimed to do, whether it represented the start of a new phase for WHO and Member 
countries or a continuation, whether the Organization was changing in such a way as to be 
able to cope with the new stage, and whether countries understood the concepts. 

To that end it was important that WHO representatives and programme coordinators, and 
indeed all WHO staff, should understand the concepts and aims of the general programme of 
work. If difficulties were encountered an additional, more precise and more easily 
understandable version should be produced containing the most important elements in a form 
simpler and easier to read. 

Dr Sung Woo LEE agreed with previous speakers as regards some of the subdivisions of the 
programmes. For instance, it would appear from the list that programme 12.1 (Clinical, 
laboratory and radiological technology for health systems based on primary health care) 
should be limited to primary health care. However, one of the challenging fields of the 20th 
century was the development of medical technology. There had been significant advances in 
such areas as computer utilization, electronics, ultrasonography and organ transplantation, 
to name but a few. Already in many cases more than one-third of the cost of constructing a 
general hospital went on radiological equipment• It was to be expected that there would be 
an even greater development of medical technology by the time the Eighth General Programme of 
Work came into effect. He suggested, therefore, that medical technology appear as a separate 
programme. 

Dr MONEKOSSO (Regional Director for Africa) also suggested producing some sort of 
clarification about what was being attempted by establishing the classified list of 
programmes for the Eighth General Programme of Work. For instance, workers at the country 
level would want to know to what extent they were bound by it. If they then felt that they 
were bound by it, they would find that resources were lacking for posts for each programme. 
In their place, he himself would not worry about instituting each and every programme, but 
would use the list as a reference guide as he saw fit. However, at the regional level, the 
regional budget was based on the list and therefore the regional offices had to take it into 
account. 

He believed that the decision 一 if it was a decision 一 to maintain continuity with the 
Seventh Programme was a good one, although it was also a limiting factor. As some experience 
had been gained in use of the Seventh Programme, he felt that the Board should be courageous 
and review some of the classifications in the light of experience. The Organization and the 
countries themselves were organized in departments with a hierarchy of staff. Certain topics 
tended to belong to particular divisions and there might be problems in moving topics about. 
Moreover, some programmes depended on availability of funds, and there was also the question 
of funds made available for specific programmes. Although there was a need to follow the 
previous General Programme of Work closely, at the regional and national levels it should 
certainly be possible to adapt the programmes in ways that would help countries to reach 
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their targets. At the country level it would be difficult, indeed, to include the whole 
range of programmes and even more so at the provincial or district levels. 

Finally, noting that the Seventh General Programme of Work had served fairly adequately, 
corresponded with realities at headquarters level, and would be adapted at other levels of 
WHO, he suggested that the list of programmes proposed for the Eighth Programme should be 
accepted as it stood with a few adaptations. 

Dr LAW said that, while she herself had earlier suggested that greater emphasis should 
be laid on one particular programme, she now felt, along with the Regional Director for 
South-East Asia, that there was a danger of causing confusion. In the final analysis what 
was of course important was what could be done, rather than questions of classification and 
organization. 

Naturally, she did not criticize any of the many suggestions made. She presumed that it 
would now be for the Director-General and his staff to consider how best to deal with them, 
since some might possibly be contradictory or not even enjoy general acceptance, and how to 
take them into consideration without totally rewriting the proposed classification of 
programmes. 

Dr GARCÍA BATES believed that the concern expressed by the Regional Director for 
South-East Asia could be allayed in the sense that new programmes would mean a significant 
increase in human resources required, with a corresponding decrease in unemployment, and 
consequent benefit to the countries concerned. Programmes necessarily had to evolve in 
keeping with changes in basic health needs, and it was desirable that adequate flexibility 
should exist in order to ensure that. She believed that if a programme was valid and of real 
interest, financial resources would be found, and that WHO should accordingly go ahead and 
prepare programmes it considered valuable. 

The classified list of programmes was more than just a programming tool for the 
Organization; it provided countries with overall guidance and orientation which they would 
have to adapt to their own circumstances. The Board, while necessarily maintaining a 
cautious attitude, should not confine itself merely to ensuring continuity, but should be 
sufficiently far-sighted and courageous to advocate programmes which, while not of immediate 
importance or necessity, could be expected to shed light on the way ahead. 

Dr HYZLER (alternate to Sir John Reid) considered that the extremely interesting 
discussion which had taken place should provide the Director-General and his staff with 
considerable food for thought. 

He suggested that the question of the exact title of the programme relating to smoking 
and health should be deferred until later in the present session following consideration of 
the relevant item. 

Dr ТАРА believed that the lengthy discussion which had taken place bore witness to the 
great importance which should be attached to the Eighth General Programme of Work. The 
quality of the end-product would depend on the classified list of programmes established. 

He pointed to the need to highlight, at some point in the Eighth General Programme of 
Work, the importance of the economic dimension of the Strategy, possibly under programme 3.2 
(Managerial process for national health development) or programme 15.3 (Budget and finance). 
Attention had already been drawn to the fact that there were no subgroupings under 
programmes 4, 5 and 6. Those were extremely important programmes, often calling for high 
financial allocations, and it would seem desirable to convey a better understanding of their 
content if action by countries was to be encouraged. 

He reserved his comments on smoking and health until that item came up for separate 
consideration. 

Referring to programme 9 (Protection and promotion of the health of specific population 
groups), he suggested that, since 1985 had been International Youth Year and since the 
importance of adolescent health had been stressed on several occasions, a separate programme 
on the health of youth and adolescents should be added to those already listed under that 
heading• 
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Professor LAFONTAINE emphasized that the programmes included in the Organization1s 
general programmes of work were basic programmes between which a certain hierarchy would 
probably have to be established in the light of the manpower and resources available for 
their implementation. Often the former and the will to achieve progress, were even more 
important than the latter. He also pointed to the need for coordination, in the field of 
accidents, for example； the Organization was well placed to sum up the existing situation. 
Further consideration would be given to the important matter of smoking and health, and it 
should be possible to reach agreement on the action which was indispensable for the future. 

The DIRECTOR-GENERAL stated that it was important not to overlook the fact that, 
historically, the preparation of a general programme of work covering a specific period was 
one of the main tasks that the Executive Board was required to perform for the Health 
Assembly. He looked back on earlier days when that general programme could, in a sense, have 
been seen as little more than a shopping list for the vested interests concerned. Since that 
time, efforts had been brought to bear to ensure deeper consideration of the issues through 
the Programme Committee for instance, so as to arrive at a more meaningful programme of work 
embodying the collective and individual policies and priorities of Member States, and that 
trend had already been reflected in the Sixth General Programme of Work. 

The Seventh General Programme of Work had constituted a fundamental departure, in that 
it had embodied the interpretation that science and technology should be at the service of 
health systems infrastructure, rather than the reverse. However, it did not appear that that 
shift of emphasis had been communicated entirely adequately at the country level. Naturally, 
such a revolutionary change could not take place overnight, but, as could be seen from what 
Dr García Bates, as well as Dr Ismail, had said, it would be deplorable if WHO were not able 
to communicate so radical a departure, which reflected a democratic participatory process, 
fully and openly discussed by the Board when it recommended to the Health Assembly the 
Seventh General Programme of Work. 

The Seventh General Programme of Work was a very valuable tool intended to introduce 
cohesion in the overall policy framework, so that the resulting strategies could be reflected 
in programmes. The dramatic change away from the previous character of a supranational 
organization serving vested interests had been brought about by the adoption of the Strategy 
aimed at achieving health for all by the year 2000, which was based on national strategies 
leading to regional strategies, which were then incorporated as global undertakings. The 
general programme of work should be seen as a powerful tool to assist countries in the 
establishment of policies, strategies and programmes, in keeping with the realities of their 
individual situations at the national level. 

In his own view, the classified list of programmes should, ideally, only have broad 
headings, the various issues then being clarified under the approaches. It should be borne 
in mind that the Seventh General Programme of Work was a hybrid being, the outcome of a 
democratic dialoguing process in which the Board was the prime participant. Since action had 
to be translated into country programmes and medium-term regional programmes, varying 
according to the region concerned, it was vital that the general programme of work should 
allow for flexibility, so long as it respected the orientation of policies and programmes set 
by the Health Assembly. 

He stressed the fact that the Seventh General Programme of Work really called for 
several readings before it was possible to assess it as a whole• Indeed, the Organization's 
moral stand and health policy impact depended not only on the superb information it was able 
to generate, but on the use made of it by countries. It was important also to ensure a 
degree of stability, and there seemed to be a trend of opinion that not too many changes 
should be introduced, except towards a greater measure of flexibility, which would enable 
countries to adapt to the needs facing them. 

A number of concerns had been expressed regarding the Eighth General Programme of Work, 
and consideration should be given to how best they could be incorporated. The Secretariat 
would study all the comments made and would give its reactions and comments to the session of 
the Board immediately following on the Health Assembly; that would also provide an added 
opportunity for the Board to give the Eighth General Programme of Work further 
consideration. The Secretariat was grateful for the extremely useful debate, which had 
reflected some of the problems encountered by countries in making use of such a potent tool 
as the general programme of work. 
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Dr OTOO said that, since the Board had carried out an evaluation of strategies in 

respect of the health-for-all goal, it was essential that that should be reflected in the 
Eighth General Programme of Work, which should also include those problems already identified. 

Professor LAFONTAINE expressed the conviction that, under the dynamic leadership of the 
Director-General, the Eighth General Programme of Work could provide a sound basis for 
action. The general programme of work should be viewed in the light of guidance rather than 
of a rigid framework, since urgent problems, such as AIDS for example, could arise. The 
Organization could safely rely on its leadership to deal with an evolving situation. 

The CHAIRMAN assumed that the Board accepted the suggestion made by the Director-General 
that the subject of the Eighth General Programme of Work should be considered further at its 
forthcoming session in May of the current year. 

It vas so agreed. 

3. REVIEW OF PREPARATION OF REGIONAL PROGRAMME BUDGET POLICIES: Item 13 of the Agenda 
(Resolution WHA38.11； Documents WHA38/1985/REC/1, Annex 3, EB77/19 and EB77/INF.DOC./4) 

The CHAIRMAN drew attention to a typographical error on page 4 of document EB77/19; the 
footnote should refer to resolution WPR/RC36.R12. 

He drew attention to the interim report provided by the Director-General on the 
implementation of the fellowships policy (document EB77/INF.DOC,/4). 

It would be recalled that the Executive Board had, in resolution EB75.R7, decided to 
monitor the preparation of regional programme budget policies； the report by the 
Director-General (document EB77/19) provided information to facilitate such monitoring. 

Dr JAKAB (alternate to Professor Forgács) said Hungary had always strongly favoured the 
preparation of regional budget policies for a number of reasons. The regional approach made 
it possible to take account of the national health policies and health priorities of Member 
States in a better way than before; it made for optimal use of WHO'S resources at both 
regional and country level; it enabled national and regional policies to be harmonized, and 
gave maximum effect to the common health-for-all strategy. 

The Director-General was to be congratulated on his report and on the excellent 
guidelines-'- submitted to Member States in preparation for the thirty-fifth session of the 
Regional Committee for Europe; those guidelines had been successfully incorporated into the 
programme budget policy for the Region, and a number of Committee members had spoken in 
favour of them. The budget policy itself had also been well received, with favourable 
comments on the quality of the document prepared by the Secretariat. Countries had found 
that the new policy helped them to utilize the resources at their disposal in a more 
effective way, with the Regional Office fulfilling the role of a catalyst, acting through 
ministries of health. It had been suggested that liaison offices or focal points should be 
set up to facilitate continuous contact throughout the Region. 

The reaction to the new format of the programme budget document, as well as to the 
organizational changes introduced in the Regional Office to facilitate implementation of the 
European health policy had on the whole been positive. However, some members of the Regional 
Committee had urged better horizontal and vertical coordination between programmes； the 
Regional Director had responded that multisectoral groups had already been set up to meet 
that need. She had no doubt that the concept of the regional programme budget policy would 
facilitate fulfilment of the common task of attainment of health for all. 

The interim report of the Director-General on the implementation of the fellowships 
policy (document EB77/INF.DOC./4) was both comprehensive and challenging； besides reporting 
on the extent to which the new policy was being implemented, it suggested a model for 
regional offices and countries in evaluating the utilization of fellowships. Although only 
three years had passed since the adoption of resolution EB71.R6, experience in the European 

1 Document DG0/85.1, also reproduced in document WHA38/1985/REC/1, Annex 3. 
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Region had shown that country medium-term programmes provided an excellent opportunity for 
using fellowships in the manner recommended, since they included activities of high priority 
to the country, conducive to the attainment of targets. Since activities were regularly 
monitored, it was easy to pinpoint the most important programmes and select areas in which 
WHO fellowships would be of most value. The new fellowships policy should be discussed on 
the basis of resolution EB71.R6 at a future Board session, when Members had had an 
opportunity to accumulate at least five years1 experience in its implementation. 

n 一 

Mr VOIGTLANDER (alternate to Professor Steinbach) also commended the Board's decision to 
monitor the preparation of regional programme budget policies. The Director-General1 s 
guidelines were a useful tool for identifying the most important issues in the huge range of 
health problems, and for making better use of the Organization's resources. He particularly 
welcomed the introduction of a link between priority areas and allocation of resources. 

However, he would have liked the document to stress the need to set not only priorities, 
but what he called "posteriorities": in other words, to eliminate priorities which no longer 
merited that qualification. If that were not done - in developed and developing countries 
alike - activities which had been considered important some years ago might remain on the 
priority list and absorb much-needed resources. 

Professor MENCHACA also welcomed the report, which enabled the Board to take a broad 
overview of regional programme budget policies. 

As was well known, the Director-General, in accordance with the directives of resolution 
WHA29.48, had introduced a policy of increasing budgetary allocations for activities at 
regional and country level; the Board had learned with satisfaction over the past year that 
about 70% of the regular budget was currently being apportioned in that way. A study of the 
proposed regional policies in the report showed that the Regional Committee for the Americas 
had decided to allocate not less than 35% of the total budget to country activities, a 
decision which was indicative of a firm policy to increase allocations for that purpose. 
However, no corresponding decisions were to be noted in the document in regard to other 
regions. Information on that point would be valuable in making possible a comparison of the 
special characteristics of each region, as well as a singling out of common elements. He 
would like the Secretariat to take note of his concern in that regard. 

Dr HYZLER (alternate to Sir John Reid) endorsed Dr Jakab1 s comments on the European 
regional budget policy. He was most grateful to the Director-General for the useful 
guidelines he had produced, and also to the European Regional Office for translating those 
guidelines into a very acceptable frame of reference against which future budget policies 
could be measured. He was sure that other regional offices would also benefit greatly from 
the lead given by the Director-General in that respect. 

He accepted that the Director-General1 s report on implementation of the fellowships 
policy was to be regarded as of an interim nature. The process of selection, nomination and 
placement could take as long as two years, and thus fellowships awarded since the 
introduction of the new system would be only just beginning to show results. Nevertheless, 
there were some lessons to be learned from the report. Although there had been discernible 
progress along the lines proposed in resolution EB71.R6, not enough had been achieved, and it 
was imperative to impress on Member States the need to give more emphasis to the whole 
question. There was still insufficient health manpower planning in a number of Member States 
and until health needs, and consequent training requirements, were clearly defined, there 
could be no improvement in the situation. If it were the case that Member States needed more 
help to develop such plans, then it was incumbent on the Organization to see how such help 
could best be provided. 

The whole question of fellowships should be looked at from a radically different 
standpoint. The criteria on which fellowships had been awarded in the past were no longer 
relevant to the situation now prevailing, and to the context in which it was hoped to achieve 
health for all by the year 2000, The Board resolution had sent out a clear message to all 
Member States as to the guidelines to be followed in awarding fellowships； they should do 
their utmost to follow those guidelines, ensuring that candidates were selected on their 
merits and that their potential for leadership would benefit from the fellowships programme. 
It was also incumbent on regional offices to be much firmer with regard to fellowship 
applications which were not in line with the guidelines laid down by the Health Assembly and 
the Board. It was encouraging that some regional offices were already acting in that way; 
he hoped that approach would become more widespread. 
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Further thought was also needed on the entire question of the use of fellowships for 

sending students outside the region. He fully appreciated that, wherever possible, training 
should be within the country or region of the student concerned. However, it had to be 
accepted that there was still considerable need for institution strengthening in many 
regions, a process which would inevitably take some time. That strengthening should be 
fostered by developing partnerships between institutions in one country or region and 
institutions in others, amounting to a form of technical cooperation. Such partnerships 
would be most valuable in ensuring that the training programmes offered were related to the 
basic principles of health for all through primary health care. 

The statement in paragraph 44 of the interim report that developed countries might have 
very little to offer developing countries with regard to primary health care was rather too 
sweeping. Traditionally, great efforts had been made by institutions in the United Kingdom 
over many years to meet the primary health care needs of students from developing countries 
who had sought training there; similar efforts were doubtless being made in other 
countries. Perhaps a slight change in the wording of that statement would be in order. 

The report on evaluation of fellowship utilization deserved to be widely adopted as part 
of the evaluation process, and he fully endorsed the format which it presented. At the same 
time, it was an important part of any evaluation process to ask what use was being made of 
students trained in a particular discipline once they returned to their own country. If that 
question were not asked, there would in the long run be some doubt cast over the value of the 
fellowships programme as a whole. 

Dr Uthai SUDSUKH welcomed the report on the preparation of regional budget policies, and 
hoped that it would result in policies tailored to meet the needs of each particular region, 
so that optimal utilization of WHO resources might be achieved through a well balanced system 
of decentralization. 

The new policy offered a means of putting into effect the principles contained in the 
managerial framework for optimal use of WHO'S resources in direct support of Member 
States.1 In that document, emphasis was laid on the responsibility of Member States for 
carrying out national health-for-all strategies, with resource support from WHO. In 
Thailand, a regular programme budgeting exercise had been initiated, with strong support both 
from headquarters and from the Regional Office, designed to allow the country a high degree 
of autonomy while at the same time utilizing WHO country resources in the best manner. 
During its three years of operation, the exercise had proved effective, making use of new 
managerial and decision-making processes. For example, it had initiated a self-managed 
primary health care scheme in which villages were encouraged to organize and manage WHO 
budget allocations to carry out their own health activities； the scheme had been extended 
under what might be termed "technical cooperation among developing villages"• The scheme had 
been evaluated by advisers from headquarters and the Regional Office after two years, and had 
proved highly satisfactory; it had now become the standard procedure in the country and was 
termed the "decentralized management system for WHO collaborative programme". A second 
evaluation was due to take place in June or July 1986. 

Lastly, he believed that the regional programme budget policy, so long as it was adapted 
to meet specific regional and country situations, would be highly beneficial both to Member 
States and to WHO as a whole. 

Dr HAPSARA, welcoming the report, referred specifically to its description of the 
process being followed in the Western Pacific Region for the development of procedures for 
preparing the regional programme budget policy (paragraph 13)• Work was in progress to adapt 
the useful guidelines provided by the Director-General to produce a policy that was relevant, 
feasible and effective in the Region. 

The experience gained in those efforts to ensure optimal use of WHO'S resources would be 
of value to individual countries in optimizing the use they made of their own resources, 
comprising both internal revenue and external assistance. In the latter case the exercise 
could well be of benefit in influencing donor countries to make more efficient application of 
their assistance to recipient countries• 

1 Document WHA38/1985/REC/1, Annex 3, Appendix. 
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The initial stages of the process had not been easy but gradually, as familiarity with 
the procedures increased, greater benefits would be derived from the process which could then 
be implemented by all. 

Dr NAKAJIMA (Regional Director for the Western Pacific), responding to Professor 
Menchaca1 s inquiry about policies followed in allocating funds to countries, said that the 
Regional Committee for the Western Pacific did not lay down hard and fast rules for resource 
allocation to country and intercountry programmes although, of course, it did give some 
global indication in its resolutions on how funds were to be shared out. In the Region's 
budget, 86,63% of resources went to countries as direct cooperation. Even when WHO programme 
coordinators1 and regional advisers' salaries had been deducted that share was still 73.31%. 
Hence there was plenty of flexibility to ensure proper resource allocation to country and 
intercountry programmes. 

One issue of considerable relevance to the development of a regional programme budget 
policy for the Western Pacific Region was the way that process was to be incorporated in 
preparation of the 1988-1989 programme budget. That budget would in fact be based largely on 
the results of the recently completed first evaluation of the health-for-all strategy, which 
would also be taken into account when the regional programme budget policy was being 
finalized. In that way all those processes would be forged into a single whole and thus 
ensure more appropriate programme budgets at regional and country level. 

With regard to the interim report on implementation of fellowships policy and more 
particularly to Dr Hyzler1 s remarks, he said that the Western Pacific Region was urging all 
its Member States to establish a health manpower development policy. The obstacles to 
achievement of that goal were the different patterns of health manpower development and 
health care organization existing in each country. In particular, in countries which had 
both public and private health sectors it was difficult to achieve a coordinated viewpoint. 
The Declaration of Tokyo on health and medical manpower for the twenty-first century would be 
valuable in overcoming those obstacles. In addition, a number of the developing countries in 
the Region had begun to bring the different sectors working in the health field together to 
establish a joint policy approach and achieve greater mutual understanding. 

Health manpower development presented a particular problem for a number of the small 
developing countries in the Region. They had no higher health care training institutions of 
their own but, despite the priority of primary health care in health manpower development, 
there was still a need to educate medical, nursing and other health professionals to act as 
leaders in the health field. Such health professionals had to get their training in 
neighbouring countries, but in some cases the training institutions in those countries no 
longer accepted students from a number of countries that had recently changed their secondary 
education curricula. Other problems that diminished the opportunities for such students were 
that some host countries had changed their short-term immigration policies or had stringent 
language requirements. Since it was unlikely that even by the year 2000 those small 
developing countries would have their own schools for training health professionals, the 
Regional Office was endeavouring to overcome the problems by urging institutes to review 
their admission policies. 

Another problem for health manpower development, to which Dr Hyzler had alluded, was 
that primary health care was not of prime importance in the health care programmes of 
developed countries. Developing countries, however, had now almost all reoriented their 
health policies to base them on the primary health care concept. The developed countries in 
the Region had come to agree that students from developing countries, rather than being 
acclimatized to the health care attitudes prevailing in the developed countries, should be 
oriented first and foremost to primary health care development. That policy was now being 
followed by the regional teacher training centre in Sydney, Australia. 

With regard to the important point Dr Hyzler had raised concerning evaluation with 
regard to fellowship holders returning to their own countries, he said that good results had 
been achieved in the Western Pacific Region, and especially in China, since returning fellows 
benefited from the fact that fellowships were attached to individual programmes that provided 
continuous and flexible follow-up. Hence support could be provided at once in cases where 
deficiencies were found in the facilities, equipment or support services available to 
returning fellows. That was one way in which health manpower development in the Region was 
being used as a vehicle for the transfer of appropriate technology to developing countries. 
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Dr GUERRA DE MACEDO (Regional Director for the Americas) supported the suggestion by 
Dr Hyzler that an energetic appeal should be made to the regional offices to urge governments 
to ensure that fellowships policies were strictly adhered to. In the Region of the Americas 
every effort had been made to ensure that fellowships were allocated on a decentralized basis 
in accordance with WHO policies. That did not mean that the procedures contained 110 
shortcomings that could cause difficulties in the selection of fellows. As mentioned in the 
interim report (paragraph 63), the Region was refusing some 10% of requests for fellowships 
because they were not in line with the Organization's policies, despite a certain tolerance 
designed to take account of certain political circumstances. Again, in many cases evaluation 
had been a serious problem because data were lacking on fellows after they had completed 
their training. Some clear trends were, however, emerging. As much use as possible was 
being made of fellowships awarded within countries at institutions complying with WHO'S 
criteria, and in addition access was being provided to other types of training, such as 
specially designed courses and seminars. Another trend was to establish cooperating networks 
in each field of cooperation with fellowships as part of already established forms of 
cooperation among countries• Several such networks had already been established covering 
collaboration in various fields and involving over 100 institutions. Much still remained to 
be done, however, and any guidelines the Board cared to prepare on the subject would be most 
welcome in the Region. 

Dr RIFKA (Director, Eastern Mediterranean Special Programme), speaking on behalf of 
Dr Gezairy, Regional Director for the Eastern Mediterranean, said that on the matter of 
regional programme budget policy, the Regional Office was making every effort to urge Member 
States to participate fully in the preparation and implementation of that policy, as was 
evidenced by Regional Committee resolution EM/RC32/R.2. 

On the matter of fellowships policy, the fields of study for which fellowships were 
awarded by the Regional Office were by and large consistent with health-for-all principles. 
Some requests for fellowships had however been returned to governments on the grounds of 
irrelevance, following which those governments generally reviewed their applications to bring 
them into line with WHO policy. However, he drew the Board's attention to a recent letter 
from a minister of health in the Region, which showed that some governments still tried to 
insist that fellowships that had been refused should be reinstated. He could assure the 
Board that, in most such cases, the Regional Director continued to request the government 
concerned to review its application in order to bring it into line with the new WHO policy. 

Professor MENCHACA, speaking on the subject of fellowships, recalled that the WHO 
Constitution embodied the fundamental principles that each country1 s achievements in the 
promotion and protection of health were valid for all and that all peoples should have access 
to the benefits brought by advances in medicine. In that context he drew the attention of 
the Secretariat and the regional offices to the need to be vigilant and use the moral 
authority of the Organization to avoid a situation where a country placed restrictions on the 
exercise of those principles, especially when the country concerned had available to it the 
fruits of major progress in the health field that ought to be used to serve mankind as a 
whole. 

Professor LAFONTAINE said, with reference to one of Mr Voigtlander1 s comments, that 
there was indeed a need on occasion to abandon programmes that were no longer bearing fruit； 
regular review of the situation was essential. He also concurred with Dr Hyzler1 s comments 
on the subject of fellowships. 

Dr COHEN (Secretary, Global Programme Committee) said that under the agenda item the 
Secretariat had presented a very succinct document showing progress being made in the 
development of regional programme budget policies in order to allow the Board to monitor that 
development as it had requested in 1985. Unfortunately the Secretariat had at the same time 
attached an information document on fellowships that had diverted the Board into a long 
discussion on that subject. As a result there had been little debate on progress in defining 
regional programme budget policies. The matter was due to be discussed later in January by 
the Global Programme Committee, which under the circumstances would find it difficult to take 
the Board1 s comments into account since there had been so little feedback. 

Sir John REID said it was unfortunate that the Board1 s attention had been side-tracked, 
since it had been the Board that had in the first place drawn attention to the need to 
monitor regional programme budget policies. Perhaps arrangements could be made for the Board 
to discuss the issue more fully following the forthcoming Health Assembly? 



SUMMARY RECORDS : SEVENTH MEETING 113 

Dr DE SOUZA strongly endorsed that suggestion, particularly since the contribution the 
countries of the Western Pacific Region could make to the discussion at present was limited 
by the fact that the body set up by the Regional Committee to look into the question had not 
yet met. 

Professor LAFONTAINE and Dr GARCIA BATES also expressed support for the suggestion. 

It was so agreed. 

The meeting rose at 13h00. 
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Chairman： Dr G. TADESSE 

GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000： Item 11 of the Agenda (continued) 

Political dimension: Item 11.5 of the Agenda (Document EB77/17) 

The CHAIRMAN recalled that at its seventy-sixth session the Board had agreed to 
consider, at its current session, how to deal with political matters in ways conducive to the 
fulfilment of the policy of health for all by the year 2000 and to make suggestions to the 
Health Assembly to that end. The Director-General had prepared a discussion paper (document 
EB77/17) to facilitate agreement on a frame of reference for WHO'S political activities.1 
The debate had been launched by the President of the Thirty-eighth World Health Assembly 
himself, and it was thus particularly fitting that he should present his views before the 
Board. 

Dr SURJANINGRAT (President of the Thirty-eighth World Health Assembly) recalled that, in 
his presidential address to the Thirty-eighth World Health Assembly, he had appealed to all 
Member States to concentrate their attention on solving the numerous health problems facing 
the Organization and to reserve its valuable time for that purpose. He had stressed that 
concrete action to be brought about through the joint efforts of Member States and 
cooperation between governmental and nongovernmental organizations in the health sector was 
WHO'S highest priority. He had also made a plea that, because of WHO'S unique technical and 
social mandate, a great effort should be made to avoid, or at least to minimize, the spending 
of the Health Assembly's precious time on extraneous political issues which were perhaps best 
discussed elsewhere. He had expressed his confidence that the Health Assembly would continue 
to show the maturity and wisdom in that regard that it had displayed in the past. That plea 
had been reiterated in his closing remarks to the Health Assembly. Since those remarks were 
highly relevant to the discussion of the matter in the Board, they should perhaps be given 
further expression. 

The Health Assembly was a forum in which health goals and strategies that affected the 
survival and wellbeing of millions were decided not by mere agreement, nor even by consensus, 
but by total unanimity. The Health Assembly was perhaps the only intergovernmental forum 
left in the United Nations system which had that rare unanimity and harmony. When, 
therefore, the Health Assembly declared that it was a powerful platform for peace, it really 
and truly meant it. For the sake of the peace and harmony that it could contribute to a 
troubled world, political matters ought to be kept out of its debates. He realized that 
delegations had their briefs and that some stemmed from decisions on national policies that 
went beyond health. However, if delegations collectively decided to avoid bringing up 
political issues that were better dealt with in other United Nations forums, they could go 
back and report to their national decision-making bodies and sincerely plead for acceptance 
of their collective resolve. Unity and harmony had been the Organization1 s strength; they 
were worth preserving. 

He had had the privilege of attending the subsequent session of the Executive Board, 
when it had considered the report of its representatives at the Health Assembly. During 
those deliberations the Board had taken up the matter of the political dimension of WHO*s 
work; and in particular that of its needless politicization. The Board, too, had called for 
the display of a high degree of maturity in handling political affairs so that political 
matters beyond the Organization's competence did not interfere with the fulfilment of WHO'S 
constitutional mandate as a health organization. In his response to the debate he had 

1 Document EB77/1986/REC/1, Annex 10. 
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expressed his conviction that the Board would be able to prepare a document that would 
formulate norms and processes for dealing with political matters in a way conducive to the 
attainment of WHO1 s ultimate collective goal of health for all by the year 2000. 

He appreciated the Board's decision to take the matter up again at its current session 
with a view to presenting, for consideration by the Thirty-ninth World Health Assembly, a 
frame of reference for WHO'S political activities. It was the Board's noble duty to do its 
utmost to preserve the Organization from the disruptive influences resulting from political 
issues that had no bearing on its collective objectives. Of course, the ultimate decisions 
concerning such matters lay with the Health Assembly, but it was one of the Board1 s 
constitutional functions to submit proposals to the Health Assembly on its own initiative. 
Its initiative in the thorny matter now under consideration was most welcome. A turning 
point might have been reached in the global political environment, and those who were 
struggling to promote the health of all people everywhere must make sure that their efforts 
were such as to take advantage of that opportunity, or at least not to jeopardize it. At the 
present stage he did not wish to comment on the substance of the issues before the Board, but 
he wished to urge that the supreme goal of attaining health for all by the year 2000 should 
be kept constantly in mind. 

The Board had recently discussed the first global report on the evaluation of the 
strategies for attaining that goal. While much of what had been heard was most encouraging, 
members had also realized the enormous obstacles that still stood in the way of successful 
implementation and the future challenges that would have to be faced. WHO must therefore 
help its Member States to overcome those obstacles and to avoid creating others that it was 
beyond the Organization's power to deal with; at the same time it must support efforts to 
attain the full and concrete implementation of the political commitment of all Member States 
to social equity as one of the fundamental prerequisites for achieving health for all. He 
sincerely trusted that the Board's deliberations would be fruitful and that it would be able 
to put forward, by consensus, proposals for consideration by the Thirty-ninth World Health 
Assembly. 

Professor MENCHACA drew attention to a minor mistake in paragraph 20 of the Spanish 
version of the Director-General1 s discussion paper. 

Dr ТАРА said that the Director-General1 s discussion paper was comprehensive, clear and 
informative on all aspects of the political dimension of the Global Strategy for Health for 
All by the Year 2000. The issue was a highly sensitive one, since individual Member States 
or groups of Member States could introduce extraneous political issues in the work of WHO and 
its governing bodies. The proper international forums for the discussion of such issues were 
those mentioned in paragraph 36 of the Director-General's paper - namely, the United Nations 
General Assembly and Security Council, not the forums of WHO. 

The importance of the economic dimension for the success of the Global Strategy for 
Health for All by the Year 2000 had already been clearly highlighted, and a draft resolution 
was being prepared on the subject• Another dimension which the Executive Board and Health 
Assembly had considered to be important for the success of the Global Strategy was the 
spiritual dimension. In that connection the Board had adopted resolution EB73.R3, and the 
Health Assembly had adopted resolution WHA37.13. In health matters, ennobling ideas were not 
enough； they had to be put into practice. One of the ways of promoting the spiritual 
dimension in the work of WHO was for Member States to refrain from introducing extraneous 
political issues in its forums. Such controversial issues were divisive in nature and 
discussion of them therefore could not lead to harmony or progress in the work of WHO and its 
Member States； only harm could result. 

He sincerely believed in WHO1s humane mission and in its ability to succeed in achieving 
the goal of health for all by the year 2000. Since only 14 years were left, the Organization 
must act now on the question of the political dimension. He therefore urged members to 
consider the adoption of a resolution on the political dimension of the Global Strategy for 
Health for All by the Year 2000, based on the Director General's excellent paper and on the 
discussion in the Board, for transmittal to the Thirty-ninth World Health Assembly. 

Dr JAKAB (alternate to Professor Forgács) said that in her view the discussions in WHO 
were never concerned with political matters as such, but with health matters in their full 
complexity, taking into account the social, economic, demographic and inescapable political 
aspects, that had repercussions on health. The objective of WHO was the attainment by all 
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peoples of the highest possible level of health. The preamble to the Organization's 
Constitution defined health as "a state of complete physical, mental and social well-being 
and not merely the absence of disease or infirmity" and stated that "the enjoyment of the 
highest attainable standard of health is one of the fundamental rights of every human 
being". It also contained references to the relationship between health problems and peace 
and security. 

The ideas of peace, cooperation and the security of peoples were further developed in 
the Declaration of Alma-Ata and in numerous resolutions of the Health Assembly and the 
Executive Board. The Declaration of Alma-Ata stated that "the attainment of the highest 
possible level of health is a most important world-wide social goal whose realization 
requires the action of many other social and economic sectors in addition to the health 
sector". The Declaration also stated that "inequality in the health status of the people 
is politically, socially and economically unacceptable" and that "Economic and social 
development, based on a New International Economic Order, is of basic importance to the 
fullest attainment of health for all ••• • The promotion and protection of the health of the 
people is essential to sustained economic and social development and contributes to a better 
quality of life and to world peace". The fact that multisectoral cooperation had been found 
necessary for the implementation of the Global Strategy for Health for All by the Year 2000 
again proved the complexity of health problems. The idea that primary health care was the 
key to the attainment of major social goals in a spirit of social justice and that it formed 
an integral part of both e country1 s health system and its overall sociâl end economic 
development had been endorsed in resolutions EB63.R21 and WHA32.30. 

Consequently, the successful solution of health problems was directly dependent on the 
successful solution of economic, social and political problems, and primarily on the 
preservation of peace, as was recognized in resolutions WHA32.24 and WHA34.38 on the role of 
physicians and other health workers in the preservation and promotion of peace, by resolution 
WHA36.28 on the effects of nuclear war on health and health services, and by other Health 
Assembly resolutions such as those on the liberation struggle in southern Africa, assistance 
to African countries stricken by drought, famine, or other disasters, and on the effects of 
economic sanctions on health. The same problems were also dealt with in several resolutions 
adopted by the United Nations. The chapter on prerequisites for health in the European 
Region's target document also affirmed that "Without peace and social justice, without enough 
food and water, without education and decent housing, and without providing each and all with 
a useful role in society and an adequate income, there can be no health for the people, no 
real growth and no social development",^ and that the main responsibility for attaining 
those objectives lay outside the health sector. 

A majority of Member States had supported the pertinent WHO and United Nations 
resolutions because it was clear that the solution of health problems directly depended on 
the solution of economic, social and political problems, on the preservation of peace, on the 
elimination of the danger of nuclear war, on the establishment of a new international 
economic order, on cooperation on a basis of equality of rights, and on social justice. All 
those issues fell within the competence of WHO, and if the Organization wished to deal with 
health problems in all their complexity, it had to take them up； otherwise its work would be 
unsatisfactory. Moreover, never once had the Organization failed to display supreme 
political wisdom and maturity in understanding the extent of its competence in the discussion 
of important problems having certain political aspects. The present practice should 
therefore be maintained, and there was no need for any decision or resolution on the subject, 
or even to have a special item relating to it included in the agenda of the forthcoming 
Health Assembly. 

Dr KOINANGE expressed the hope that the explanation of what WHO could and could not do 
in the matter of political action, which the Director-General had given in his discussion 
paper, would clarify some of the points making for anxiety and confusion at the World Health 
Assembly. The Organization must, by providing objective information on health matters, help 
Member States to arrive at their own political decisions on health policies and subsequently 
assist them in implementing those decisions. The outstanding example of what was expected of 
WHO was the Global Strategy for Health for All by the Year 2000. The Strategy reflected a 
political decision on health matters that had been taken collectively by governments, but WHO 
had no mandate to ensure that they complied with it. The Organization1s past practice of 

1 Targets for health for all： Targets in support of the European regional strategy 
for health for all. Copenhagen, World Health Organization, 1985, p. 13. 
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considering that purely political matters should be discussed in the appropriate forums -
namely, the United Nations General Assembly and Security Council - should be continued. 
WHO's frame of reference for the political dimension of the Global Strategy should be based 
oil the Declaration of Alma-Ata and on any subsequent Health Assembly resolutions that might 
be relevant. 

Sir John REID said that the Director-General1 s paper provided a helpful basis for 
discussion of the political dimension of health for all and explored the topic both from the 
philosophical and practical points of view. 

The work of WHO covered a wide spectrum, ranging from topics which were exclusively 
technical, such as biological standardization at one end of that spectrum, to others, such as 
the health problems of refugees and the health consequences of armed conflict, which were 
nearer the other end of the spectrum in the sense that the health element was secondary to 
and heavily outweighed by political factors. There was, of course, no subject concerning 
human beings which was devoid of health implications. Anything which caused premature death 
or physical or mental suffering clearly had relevance to the health of individuals, of 
communities and of society. 

There was also, however, a spectrum of the degree to which any topic was the 
responsibility primarily of WHO and national health authorities or of other United Nations 
agencies and national ministries other than the ministry of health. He had already quoted 
biological standardization as an example of the first of those. Communicable diseases could 
similarly be classified as being predominantly, although not exclusively, a health 
responsibility. When it came to such topics as cardiovascular disease and cancer, the health 
element, although still predominant, must also be linked with nutritional and environmental 
factors which, both nationally and internationally, involved authorities other than those 
primarily associated with health. 

He would not extend that taxonomy beyond saying that, at the other end of the scale, 
there was the subject of armed conflict which, although its health consequences were of deep 
concern to all those involved in health matters, was principally a subject for authorities 
other than those specifically charged with responsibility for health. Matters such as that 
one, although concerned with prerequisites for health, were matters principally for 
consideration in forums other than WHO. 

The Director-General1 s paper made it abundantly clear that WHO and national health 
authorities would have their hands more than full if they hoped to achieve their declared 
aims in relation to health for all. It also made it clear that unnecessary deviation into 
topics which were the responsibility of the United Nations itself was a waste of limited time 
and resources. Particular attention should be paid to the statement by the Secretary-General 
of the United Nations, quoted in paragraph 36 of the discussion paper, in which he defined, 
briefly and clearly, the respective roles of the Security Council and the General Assembly of 
the United Nations on the one hand and the organizations of the United Nations system - or, 
as he called them, the operational agencies - on the other. 

In conclusion, he drew attention to paragraph 38 of the paper which dealt with the 
fundamental topic of consensus. He entirely agreed with the Director-General1 s contention 
that consensus was very important for the effective operation of WHO and that, if the 
Organization was diverted from consensus, the prospects of achieving the declared objective 
for the year 2000 would be jeopardized. 

After listening to the views expressed by the previous speakers, he was in complete 
agreement with the views expressed by Dr Тара. He felt that the Executive Board should 
fulfil its role vis-â-vis the Health Assembly by offering guidance oil how to proceed in the 
important matter under discussion. Dr Тара had mentioned the submission of a draft 
resolution for consideration by the Board. He agreed with that suggestion and that the draft 
resolution should spell out the essence of the Director-General's paper. It should then go 
on to propose a mechanism for ensuring the application of the guidelines suggested by the 
Director-General to the work of the Health Assembly, the Executive Board and the regional 
committees. 

Mr Almar GRIMSSON associated himself with the previous speakers in thanking the 
Director-General for the excellent discussion paper and the President of the Thirty-Eighth 
World Health Assembly for his presence and excellent presentation. 
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Dr Jakab was correct in stating that overall political matters, such as the preservation 
of peace and socioeconomic development, were prerequisities for health. WHO, however, had no 
authority to deal with such matters other than from the technical point of view. In that 
respect, he agreed with the views expressed by Dr Tapa, Dr Koinange and Sir John Reid. 

Member States of WHO did not argue that the Organization had no supranational power. In 
the discussion paper, WHO was described as "an objective pathfinder" in the arguments and 
struggles between the various views and ideologies： "honest broker" in such matters might be 
an appropriate term. 

It was also important to acknowledge that political pressures came not only from Member 
States through the normal channels of communication with WHO, i.e., through ministries of 
health, but that there were also strong nongovernmental political lobbies which tried to 
exercise their influence in the Organization, WHO must be protected from such extraneous 
politicization and the shareholders of the Organization - i.e., Member States - must reach a 
consensus among themselves that the Health Assembly or other forums of the Organization were 
not appropriate for confrontations between themselves even though such confrontations might 
have health consequences. Such matters would be dealt with by the United Nations General 
Assembly, the Security Council and other United Nations bodies. 

WHO's strength was that Member States had had the courage to unite in a health-for-all 
policy. The reaching of such a consensus - a key word - although the consensus was often 
diluted or strained, was the only way for WHO to survive. 

Another crucial concept in the discussion paper was that of "interference". In the case 
of international conflicts there did exist some United Nations bodies which were entitled to 
interfere, but WHO could not do so; that was very clearly indicated in paragraphs 33 to 36 
of the paper. Here again, WHO could only act as an "honest broker". 

In conclusion, he hoped that the Thirty-Ninth World Health Assembly would be duly 
informed of the Board1 s discussion of the subject. 

Dr GRECH said that everyone acknowledged that health and politics were closely 
interlinked and the discussion paper showed that WHO was well aware of that reality. 
Director-Generalf s paper spelt out in some detail the range of political action which 
possible and permissible for WHO to undertake within its overall health mandate. But 
drew the line, fully recognizing the Organization's international status and 
intergovernmental role and so, oil the one hand, its limitations and constraints because of 
the very precise nature and scope of its activities and, on the other, its strength as a 
supreme moral and technical force. 

He would not dwell on the arguments raised in the paper, as the exposition of that 
sensitive issue was detailed, objective and frank. In reading the contents of paragraph 34, 
however, he had been reminded of the painful experience in Malta some years previously when 
there had been internal social unrest in the health field. It had been a question of 
survival and WHO, through the direct intervention of the Director-General, had been prompt in 
lending support, but that support had been specifically limited to relief measures and had 
been detached, and seen to be detached, from the medico-political scene. The same principles 
would apply worldwide as in that case. 

In preparing for the current discussion, he had been beset by two questions. Every 
member of the Board accepted that WHO was not able to enforce compliance with any of its 
recommendations, or even resolutions, and all agreed that the task ahead, if the health goals 
were to be reached, was formidable and there were many hurdles on the way. Why, then, could 
Member States wish to burden the Organization with extra problems when other forums existed 
which had been purposely established to resolve them? His second question concerned the 
image, and very survival, of WHO. If pure politics were allowed to creep into and colour WHO 
deliberations, would that weaken or strengthen the Organization? There was no doubt in his 
mind as to the answer to both questions and he would be guided accordingly. 

With regard to the strong advocacy of consensus in WHO decisions, he recognized the 
desirability of such a consensus in ensuring the collective impact sought for health 
policies. He even appreciated the motives which had prompted the Director-General to 
underline the negative aspects of majority voting, including weighted voting. It was to be 
hoped that those views would prevail in the deliberations of the Board, the Health Assembly 
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and the regional committees. However, they would have to remain, perhaps regrettably, 
essentially a plea. 

Dr OTOO thanked the Director-General for the very informative paper on the political 
dimension of health for all. He fully agreed with its contents. 

The paper expressed what it was politically possible and what it was politically 
impossible for WHO to do. The concept of health for all was also a highly political one. 
The provision of health services to ensure the good health of the people was a function of 
social and economic development and could not be singled out as a separate entity. The art 
of economic and social development was what was meant by the "politics" under discussion. 

Any political occurrence which affected the process of social and economic development 
also affected health development. In its efforts to assist countries to develop 
health-for-all policies and implement them WHO could not bury its head in the sand and act as 
if political problems were not there. The Organization should, therefore, commit itself to 
encouraging the development and maintenance of a peaceful environment, which was a 
prerequisite for the attainment of health for all. In fulfilling that role, mechanisms would 
have to be developed for bringing political issues tending to disturb the peace of Member 
States to the attention of other world bodies whose specific role was active discussion of 
such political problems. WHO should, moreover, take ail interest in the ways and means by 
which political problems which adversely affected the implementation of health for all in its 
Member States were tackled and resolved. That could be another way whereby cooperation among 
United Nations bodies could be brought about. It might even encourage greater cooperation 
from other United Nations bodies in the achievement of health for all in Member States of the 
United Nations. 

Dr ISMAIL said that, since the adoption of the Declaration of Alma-Ata, WHO had been 
endeavouring to obtain a clear commitment from governments to primary health care and an 
equitable distribution of resources for health. 

People in developing countries had been hearing about the earnest and sincere principles 
being adopted by WHO in their favour and in favour of the weak and deprived. They had begun 
to see in the Organization a moral force which could influence their governments to adjust 
their social policies in such a way that health for all would become attainable by the 
year 2000. 

The policies stated in paragraph 6 of the discussion paper and which were advocated by 
the Organization were daring and clear, more daring than any other "political" stand. By its 
advocacy of those policies, the Organization had already chosen to be on the side of the 
weak, the poor and the deprived. The latter were everywhere looking to WHO to be a voice for 
them which could be heard both within and beyond frontiers. 

If the Organization's experience with attempts at political involvement were examined, 
it would be found that, in each case, it had managed to decide on an action or to take an 
attitude in such a way as riot to disrupt the unity of the Organization. That should be 
seriously taken into consideration in discussing the issue. In other words, the Board should 
not place new bonds on the Organization1s freedom of movement, but should trust the wisdom 
and experience of the leader of the Organization and also have faith in the fact that 
countries would prefer to approach each other within international arenas even if sometimes 
such an arena did not look favourable. WHO should, therefore, not be tied down in its 
efforts to find some common ground of agreement between countries which might disagree on 
many points. WHO would never be asked to condemn one of two warring parties or to express an 
attitude towards a coup d'état in any one country, but would retain its unbiased humanitarian 
role. In major issues, however, where the boundaries of humanity had been exceeded and whole 
nations or races were endangered, then it had a moral obligation to speak out. Otherwise, it 
would not be acting consistently with the policies it advocated. 

He considered that the subject of the political dimension of health for all required 
further consideration before referral, in - hopefully - a consensus form, to the Health 
Assembly. 

Professor RUDOWSKI said that the complexity, ramifications and importance of the 
solution of the social, economic and even political issues related to health and decisive for 
its progress had already been emphasized by various Board members. The Director-Generalfs 
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discussion paper rightly pointed out that people's health often depended on political 
decisions and the measures deriving from them (paragraph 37). Several examples were provided 
of measures taken by WHO to help governments and nations in the adoption of political 
decisions in the interest of attaining health for all and by which the Organization had 
gained authority and the respect of the world community. 

At the same time, the paper expressed anxiety over the question of maturity in the 
consideration of political issues (paragraph 37). That anxiety hardly seemed to be 
justified, as the document did not cite a single fact in support of it. The history of WHO 
showed that the Organization had always strictly abided by the rules which set out its field 
of competence as a technical organization of the United Nations system. 

The paper rightly pointed out that it was at national level, within countries, that the 
challenging goal of health for all would be attained. That, however, was only one side of 
the problem. It should not be forgotten that, for the attainment of that goal, favourable 
international conditions were indispensable. WHO, as an organization of universal scope, 
should be aware of that interdependence and of those issues at the international level which 
might be detrimental to health. That view had been clearly stated in the recent report, 
Targets for health for all： Targets in support of the European regional strategy for health 
for all. 

The basic definition of health as contained in WHO1s Constitution meant that the 
Organization should not confine its activities to purely technical aspects but should 
consider all issues of a social, economic and political nature, as was required by their 
impact on the health of the population. The close interrelation between health, peace and 
international security was clearly reflected in the preamble to the Constitution. 

The primary assumption to be drawn from an analysis of the discussion paper and from the 
history of WHO itself was that the Organization possessed a fully-deserved high international 
authority and vital force to cope successfully with the issues of health protection, 
including those having political aspects, and that the rules of procedure in force were 
effective and did not need amendment. Members should treasure that good tradition, wisdom 
and experience in serving to strengthen motivation for peace. In his opinion the 
Organization had already shown that it could display supreme political wisdom and "art of 
government" mentioned at the end of the paper. 

Dr BELLA said that, in view of the diversity of ideological opinions held by the various 
States which made up the Organization, in view of the complexity of political problems and in 
view of the existence of other forums in which political problems were dealt with per se, it 
was not desirable for WHO to spend its time discussing such problems. The achievement of 
health, however, at which WHO was aiming, was closely linked with the political context, but 
political aspects of health could perhaps be touched on without prejudice to a particular 
regime. 

In his discussion paper, the Director-General had rightly drawn attention to certain 
fundamental aspects of human rights and had eloquently demonstrated the interdependence of 
health and economic and social development and between health and peace. There was no doubt 
that his plea for delegating responsibility, authority and budgets to communities would be of 
help in furthering primary health care, since it was obvious that one of the main obstacles 
to community involvement in health at village level was the lack of financial means• Matters 
were still proceeding as if governments, while accepting the recommendations of the 
International Conference on Primary Health Care and signing the Declaration of Alma-Ata, had 
failed to perceive their determining role in the implementation of the Global Strategy for 
Health for All by the Year 2000. Encouraging individuals and communities to assume 
responsibility for their health was perhaps a matter for health professionals, but who, 
except governments, could mobilize and redistribute financial resources? Since the 
Declaration of Alma-Ata, much had been written and many efforts had been made by WHO to set 
in motion what was considered to be the only way whereby health for all by the year 2000 
could be achieved. Some progress had been made but, in comparison with WHO1s efforts and the 
time gone by, it was not enough. He agreed, therefore, with the Director-General's comment 
that in the final analysis, it was at national level, within countries, that the challenging 
goal of health for all would be attained. 

é 

Dr Uthai SUDSUKH congratulated the President of the Thirty-eighth World Health Assembly 
for his very encouraging and valuable statement on the extremely important issue before the 
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Board• In the significant discussion paper, which gave a concise and yet comprehensive 
account of the role of WHO in respect of the political dimension of the health for all 
strategy, the Director-General had explained the principles and implications of "politics" 
and "policies" and had made clear what action WHO could, and could not take to influence 
political actions in Member States. It was thus apparent that the main activities of the 
Organization were to encourage, support and promote national efforts in achieving health for 
all, and they had been pursued, both by the Director-General and the Organization as a whole, 
in all appropriate international forums and media. The ultimate influence which WHO could 
exert on national authorities stemmed from a consensus among Member States； a majority vote 
was not sufficient in that regard. 

It should be borne in mind that, as the organization of the United Nations system with 
responsibility for health, WHO could have only an advisory and catalytic function, and could 
not interfere in the national political scene. The Organization should not, therefore, be 
expected to exert supranational authority to direct activities within countries, even in the 
health field. 

It had also been clearly pointed out in the statement by the Secretary-General of the 
United Nations, quoted in paragraph 36 and to which Dr Тара had referred, that the United 
Nations system had been established in such a manner as to enable operational agencies and 
offices to be kept separate from political controversies, which could be more effectively 
dealt with in appropriate organs, such as the Security Council and the General Assembly. He 
would therefore suggest that the most relevant and productive way for WHO to carry out its 
functions would be for it to transmit to Member States a plea, backed by clear information on 
the roles that WHO could play, to the effect that it could take political action at the 
international level only in support of their action at national level to promote health for 
all. Member States should also be requested to raise any political controversial issues, 
going beyond health matters, within other United Nations forums, and it would be useful ¿or 
the paper at present under consideration to be widely circulated to them. 

He considered, although the suggestion might seem rather radical, that 
non-health-related political issues might be excluded from the agenda of the Health Assembly 
in future. However that might be, the collective efforts of the Board should tend in that 
direction. 

Dr GARCIA BATES said that, while reserving the right to speak again at a later stage in 
the discussion of the item, she wished, at the present juncture, to make a number of 
comments. In particular, she emphasized that socioeconomic development and health were 
closely linked, so that every decision affecting social issues necessarily also affected 
health. The two formed a continuum, and were in turn indissolubly linked with political 
factors. Thus the efforts of WHO to distinguish between purely technical matters and 
politics led only to a kind of schizophrenia and to its isolation from reality. As an 
example, what appeared to be a purely technical matter, namely the list of essential drugs, 
which had been discussed by the Board at its present meeting in purely technical terms, had 
under certain conditions involved a major political decision and been one of the main causes 
of a coup d'état and the fall of a democratic government. 

She therefore urged the need for caution in any attempt to separate health from its 
political implications, since that might lead to WHO'S isolation from the real world and to 
its conversion into an organization concerned only with sanitized, apolitical issues. That 
was not really possible, since failure to address the political aspects of health issues 
would in effect, politicize those very issues. Nevertheless, it was important that WHO 
should keep itself apart from whatever governments happened to be in power in the various 
countries and establish its priorities and health objectives independently of the ideologies 
and political philosophies of those governments. 

She recognized the merits of the discussion paper and associated herself with the 
remarks made by Dr Jakab regarding priorities and key factors in the attainment of 
socioeconomic development. 

Professor LAFONTAINE believed that the problems under consideration were highly delicate 
and that there was a risk that WHO'S activities might be hampered. He expressed his 
confidence in the policy pursued by the Director-General, and stressed the urgent need for 
WHO to act, since the year 2000 was less than 14 years away. 
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He commended the Director-General on the discussion paper, in which WHO'S role was 

clearly defined. He also thanked the President of the Thirty-eighth World Health Assembly, 
whose attendance at the present session emphasized the importance of a clear understanding of 
the Organization1s position with regard to the political dimension of the Global Strategy. 
The paper outlined WHO'S policy, which was in line with Bismarck's saying that politics was 
the art of the possible, and was aimed at safeguarding fundamental human rights and at 
meeting the challenge by appropriate support for national decisions. 

Man could not be separated from the society in which he lived. WHO'S mission was 
precisely defined, as were the targets that it had set itself. It was to be hoped that as 
real a consensus as it was possible to achieve would result in a policy that served the 
Organization's aims; that was the most effective way of achieving peace and equality. 

Dr SYLLA (alternate to Dr Diallo) also wished to express his appreciation to the 
Director-General and to the President of the Thirty-eighth World Health Assembly for the 
views that they had expressed on the political dimension of the Global Strategy. 

He supported the view that, instead of attempting to still further politicize WHO, 
priority should be given to matters of health policy, with a view to the achievement of 
health for all by the year 2000. Reference was made, in paragraph 36 of the paper, to a 
public statement by the Secretary-General of the United Nations in which the role of the 
specialized agencies was defined. Consensus among Member States was vital within the 
Organization for the formulation and implementation of collective decisions, and the search 
for such a consensus should be maintained and strengthened. It was therefore necessary to 
carry out further studies on the subject under consideration, and WHO should increasingly 
encourage Member States to show ever greater wisdom and maturity concerning the possible 
study of certain political issues that might have health implications. 

Dr DE SOUZA said that he was grateful both to the President of the Thirty-eighth World 
Health Assembly for his statement and to the Director-General for the comprehensive paper 
submitted. 

The debate on the matter had been at a high level, and he would support those speakers 
who had indicated the desirability, and indeed the necessity, of ensuring that political 
issues were kept out of the Organization's activities. In that context, he drew particular 
attention to the content of paragraphs 33 to 37 of the discussion paper, with special 
emphasis on paragraph 36. He strongly supported the suggestion made by Dr Тара that a draft 
resolution, based on that document, should be submitted for consideration by the Health 
Assembly. 

Professor MENCHACA recalled that the Board had thoroughly studied, at its seventy-sixth 
session, the matter of political issues and their treatment in the Health Assembly, He 
endorsed the remarks made at that time by Professor Roux, who had not only said that his main 
impression of the Thirty-eighth World Health Assembly had been one of maturity and 
responsibility but also that the world economic situation had clearly had a marked influence 
on the discussions on the programme budget and that certain political matters had also been 
discussed. He had also said that, as was clear from the Regional Committee for Europe, many 
such questions did have an effect on health and it was therefore reasonable that the Health 
Assembly should discuss them. At the same time, the Director-General, the President of the 
Health Assembly and the Chairman of Committee В had all urged the Health Assembly to avoid or 
limit the discussion of political matters, and a number of countries had expressed the same 
opinion. However, the Health Assembly, by an overwhelming majority, had asserted its rights 
under the WHO Constitution. 

As he had already pointed out at the seventy-sixth session of the Board, the functions 
of the Health Assembly and the Board were clearly defined by the Constitution of WHO, and in 
particular by Articles 18(a), 28(a) and 28(e), the last of these making it the Board's duty 
to submit advice or proposals to the Health Assembly on its own initiative. The Board had 
decided in May 1985 to consider the political dimension at its next session. If the present 
discussion paper was to be revised, it should include a reference to what had been the 
decision of the Health Assembly in that regard so that both the Board and the forthcoming 
Health Assembly would have available to them all the necessary elements for an accurate 
assessment of the situation. 
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The basic principles, objective and functions of WHO, as laid down in its Constitution, 

established the competence of the Organization concerning anything that could affect health, 
and furthermore obliged it to analyse health problems, taking into account their close links 
with social, economic, demographic, political and other factors. That was also reflected in 
the preamble to the Constitution, which stressed the close links of the health of all peoples 
with the attainment of peace and security. Thus, the Organization1s powers were sufficiently 
far-reaching to encompass any issue that affected health and its universal character. 
Furthermore, it was clear that the collective health of nations could not be dealt with in 
isolation from its multisectoral links, and that it was accordingly virtually impossible to 
draw any clearcut dividing lines since by their very nature, health matters could not be 
separated from the political factors by which they were affected. 

As explicitly stated in the Constitution, governments had a responsibility for the 
health of their peoples, but it was surely unreasonable to expect them to assume that 
responsibility if their endeavours in that regard were arbitrarily restricted by other 
governments, or to expect them to achieve the goal of health for all by the year 2000 if they 
were the object of attacks by powerful enemies. Moreover, they undoubtedly had the basic 
right to draw attention to the horrific reality of the ever accelerating deterioration in 
health levels as a result of the illegal action of certain governments. He could not 
understand how Member States could be barred from their legitimate use of the forum provided 
by the Health Assembly to express their just demands and to call attention to the obstacles 
being put in the way of the attainment of the Organization's aims. Indeed, it would be 
recalled that the Health Assembly itself had, on more than one occasion, decided that it was 
competent to consider such issues. 

Keeping silent when attempts were made to encroach on collective rights would not 
eliminate such attempts nor prevent their repetition, but would merely encourage those who 
were obstructing noble efforts of peoples all over the world to achieve a way of life that 
could truly be called human. Suggestions that "political considerations" should be avoided 
in WHO'S discussions amounted to forgetting those who most needed WHO. The prestige and 
authority of the Organization had so far never been affected by its discussion of such 
realities, but could be seriously damaged if WHO were to remain unmoved, behind a smokescreen 
of technology, by the scourges of famine, malnutrition and ill health caused by man himself. 

To point to the factors preventing many people from even starting 011 the road to health 
was more than a political attitude, it was an inescapable duty, and the Organization had the 
sacred obligation under its Constitution to promote and protect the health of all peoples, 
through international cooperation； the "combined efforts of governments, people and WHO" to 
attain the goal of health-for-all had moreover been stressed in resolution WHA34.36. 

The scope of the Organization1 s functions and responsibilities was laid down in a whole 
series of documents, including the Global Strategy for Health for All by the Year 20001 and 
the final documents of the Alma-Ata Conference,^ which reaffirmed the direct link between 
the solution of health problems and certain political, social and economic problems, 
including the preservation of peace and the avoidance of nuclear war, the establishment of a 
new international economic order and the implementation of the principles of cooperation on a 
basis of equal rights； they also included resolutions WHA15.51 calling on WHO Member States 
to further the cause of peace by intensifying their efforts to implement the principles 
embodied in the WHO Constitution, WHA17.45 on the reduction of military expenditure of 
governments and the utilization of the resources thus released for social and economic 
development, WHA33.24, WHA34.38 and WHA36.28, relating to the wider context for health for 
all and WHO'S role in preserving and strengthening peace, and also resolutions WHA20,54 on 
weapons of mass destruction, and WHA13.56, WHA13.67, WHA22.58, WHA23.53 and WHA32.30 among 
others. 

He further recalled Article VII of the current Agreement between the United Nations and 
WHO, whereby the latter agreed to cooperate with the Security Council "in furnishing such 
information and rendering such assistance for the maintenance or restoration of international 
peace and security as the Security Council may request", as well as Article I of the same 
Agreement, whereby the United Nations recognized WHO "as the specialized agency responsible 
for taking such action as may be appropriate under its Constitution for the accomplishment of 
the objectives set forth therein". 

1 "Health for All" Series, No. 3. 
2 "Health for All" Series, No. 1. 
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Quoting Articles 23 and 18 of WHO's Constitution, which determined the functions of the 
Health Assembly, he repeated his view that the Health Assembly had clearly acted in 
accordance with the legal provisions in force and that the-Executive Board was therefore 
required to give effect to the Health Assembly's decisions and policy. 

It should also be borne in mind that the basic documents of the Organization, in 
particular Rule 5(d) of the Rules of Procedure of the World Health Assembly and Rule 9(c) of 
the Rules of Procedure of the Executive Board, provided for the inclusion in the agenda of 
those two bodies of any item proposed by a State Member or Associate Member. No restrictions 
could therefore be imposed on Membersr proposals without an amendment to the Constitution and 
other basic documents. 

WHO had always displayed a high degree of maturity in dealing with matters within its 
competence, as it was compelled to do by virtue of its nature as the United Nations 
specialized agency concerned with health. 

On the subject of the resolutions referred to in the discussion paper, it was not clear 
which resolutions were being referred to - those oil Cyprus, assistance to African countries, 
economic sanctions or others; that should be made clear• He stressed that all WHO's 
resolutions had been adopted by a majority and in some cases by consensus, as in the case of 
resolution WHA32.24. That showed the correctness of WHO's approach in responding to the 
interests of the majority of Member States and the need to continue the existing practice of 
freely discussing the health problems affecting them. 

Politics was a system of relations in which particular policies reflected that system as 
a whole. The matters dealt with in WHO could not be confined solely to the technical aspects 
of health; their limitation in that way might be seen by many countries as a covert 
political position - one obviously not shared by the majority - seeking to avoid any 
examination of the causes of problems affecting many peoples, and contrary to the 
Organization1s principles. All matters relating to health should continue to be debated 
fully, not only from the technical point of view but also in the light of their socioeconomic 
implications where necessary. The Organization would indeed be strengthened by guaranteeing 
the full exercise of the rights laid down in the spirit and letter of its Constitution. The 
point was not that WHO could solve all political problems affecting health, but that it 
should examine the state of its own health and continue to assume its true responsibilities 
and fulfil its universal mission in tackling the most critical problems affecting many parts 
of the developing world for reasons over which they had no control. 

и 
Mr VOIGTLANDER (alternate to Professor Steinbach) said that experience had shown the 

dangers of overstepping the boundaries of WHO'S field of work. It was true that its work was 
not purely technical and, as the Director-General had pointed out at the previous Board 
session, that the Health Assembly was also a political forum in that it was attended by 
representatives of governments. But the political aspect should be seen in terms of health 
policy. Again, while an intersectoral approach was necessary, that meant cooperating with 
other sectors and not acting for them, especially by adopting resolutions. 

On the basis of past experience, which showed that the greatest progress had been made 
when WHO had dealt with health matters and not extraneous political questions, wisdom 
dictated that the division of work between WHO and the other specialized organizations of the 
United Nations system should be carefully respected so as not to undermine the high esteem in 
which WHO was held among international organizations, for the sake of the common goal of 
health for all by the year 2000, and for the very survival of the Organization. 

Dr LAW welcomed the debate on the issue under discussion and the interesting statements 
made by the President of the Thirty-eighth World Health Assembly and other Board members. 
There seemed to be general agreement that purely political issues should not be discussed in 
the Health Assembly; the difficulty was to define such issues clearly. She endorsed 
Sir John Reid1 s views about the spectrum of issues for debate. Some concern had been 
expressed about the politicization of debates in the Health Assembly, in other words that 
some issues were too close to the "purely political" end of the spectrum. She felt that a 
balance should be struck between preserving the reputation and credibility of the 
Organization, as some members argued, and not inhibiting members from expressing views on 
relevant issues. In the wider context, the question arose as to which of the United Nations 
bodies provided the best forum for the discussion of particular questions. 
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She was sympathetic to the idea of a resolution on the subject by the Executive Board, 

and trusted that those who had suggested that idea would reach agreement as to the nature of 
that resolution, which in her view should not require the inclusion of an agenda item or a 
debate at the Health Assembly, since such a debate was likely to prove divisive. 

Professor LAFONTAINE said that WHO should fulfil its health mission and avoid 
encroaching oil the responsibilities of other United Nations bodies. In his view there were 
no major differences of opinion in the Executive Board on that subject. 

He was not in favour of the question being taken up in the Health Assembly, and would 
prefer a resolution expressing the Board's confidence in the Director-General1 s policy as set 
out in the discussion paper. 

Dr JAKAB (alternate to Professor Forgács), referring to Dr Sudsukh*s statement and in 
order to dispel any misunderstanding, repeated her previous comment that no WHO forums had 
ever dealt with purely political matters, but rather with complex health matters and those 
that had repercussions oil health. She considered that present practice should be maintained 
and that it was not, therefore, necessary to adopt any resolution to that effect• 

Dr HAPSARA said that the statement by the President of the Thirty-eighth World Health 
Assembly could be used as a basis for the frame of reference for future WHO political 
activities, and that the Director-General*s discussion paper could facilitate agreement by 
Member States on that frame of reference. 

Paragraphs 6 to 32 of that discussion paper rightly underlined many aspects of national 
policies and national political action for health for all, and the political action possible 
for WHO. The paper had clearly defined the various political and policy aspects of WHO'S 
work and the value systems involved. A clearly-defined political commitment on the part of 
decision-makers in supporting the health-for-all goal remained a necessity. 

Professor MENCHACA supported Mr Grimsson's suggestion that the Health Assembly should be 
informed of the Board1s discussions on the current item. He also agreed with Dr García Bates 
on the danger of isolating WHO from everyday reality and of limiting its discussions, which 
was one way of politicizing it. 

He and some other speakers had referred to past experience. It was precisely on such 
experience that WHO'S reputation and credibility, which Dr Law was concerned to preserve, had 
been based, and would continue to be based in the future. 

Professor Lafontaine had said that the matter should not be discussed in the Health 
Assembly; he could not agree with that, since he believed that any decision taken by the 
Board should be fully discussed by all Member States. 

The DIRECTOR-GENERAL said that it was clearly his duty to be as helpful as possible to 
the Executive Board and the Health Assembly. It had been a useful and positive exercise for 
the Board to hold its debate on the political dimension. Anyone remotely close to national 
politics knew the meaning not only of theoretical politics but of politics for the sake of 
the people and the importance of winning. He felt that at times, perhaps, dialectics had 
been applied too much to his discussion paper - he had been concerned at views expressed 
about the isolation of political aspects of health. The paper did no more than show just how 
broad was the socioeconomic, cultural, political and religious context of the holistic 
concept of health. 

Looking at what had been decided by WHO over the past 10 to 15 years, it could not be 
said that WHO was afraid of facing up to the holistic concept of health, including its 
political dimension. The Conference of Experts on the Rational Use of Drugs, held recently 
in Nairobi, was a clear demonstration of what the Organization was prepared to take up. 

He had not gone into specific details in his discussion paper. However, to give an 
example, concern had been expressed when WHO had dealt with the health aspects of nuclear 
war. Anyone who felt that there was no cause for anxiety should be aware of what had 
happened at some of the meetings on that issue. No-one would now deny that by making the 
issue one of health, WHO had given the world a major contribution to the understanding of the 
consequences for health of any limited or unlimited nuclear warfare, without being dragged 
into a confusing argument of ideology, in which WHO could have made no contribution. 
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The President of the Thirty-eighth World Health Assembly had raised the issue of the 

political dimension. Dr Тара, speaking as someone who had known the Health Assembly for many 
years and as a former president, knew, like himself that on many occasions over the past few 
years, the very survival of WHO had been at stake - he was prepared to give the evidence to 
any member of the Board in private. Did anyone care if any of the superpowers left the 
Organization? He certainly did - he cared whether any Member State left, however large or 
small. The moral standing of the Organization would 110 longer be credible if any Member 
State felt it necessary to leave. Further, was it not a justifiable cause of anxiety when a 
President of the Health Assembly was told at midnight by certain delegates that unless a 
highly sensitive political issue was resolved by the following morning there would be very 
serious consequences for the Organization? There should be no doubt that there were grounds 
for concern or that he was concerned. He agreed that the Health Assembly had shown a high 
level of maturity in overcoming such crises. 

Members might like to consider the potential for bringing to the Health Assembly issues 
that could lead to instant disruption - and there were those who wished to raise such 
issues. No-one who read the newspapers could fail to understand what he was implying. There 
were many occupied territories in the world, however members might like to classify them, 
both nationally and internationally. They all had to be dealt with by WHO in a proper 
manner. Coming from a country which had been occupied, he felt qualified to speak. The 
occupation itself was not necessarily a health issue and it was not always possible to make a 
correlation between the occupation and the epidemiological picture. However, there was a 
strong argument that health, as defined by WHO, and the Global Strategy for Health for All 
with its emphasis on national self-reliance in health matters, were totally incompatible with 
any form of occupation, and that was an issue that could properly be debated by the Board, 
the Health Assembly and the regional committees. 

Thus, his discussion paper was designed to provide the Health Assembly with a pragmatic 
approach to dealing properly with all aspects of health, including its political dimension• 
He was not unaware that the world changed through history and that many had noticed a 
coldness in the international political climate over the past few years. If the Organization 
was to take up the total concept of health it must also take account of that climate and its 
consequences for WHO. His paper was aimed at identifying what it was possible for WHO to do 
in the kind of world in which the Organization found itself, and what it was not possible for 
it to do. 

At its seventy-fifth session the Board had been informed how a statesman, who had done 
more for health in his own country than any other person, had decided in the interests of 
WHO'S wellbeing to withdraw an invitation to hold the Health Assembly in the capital of his 
country, although he had been fully justified in extending such an invitation. He had taken 
that decision after a careful analysis of the world situation, not wishing to complicate 
matters for WHO within its overall health-for-all mandate. At the other end of the spectrum, 
the same Head of State had recently decided to stop smoking, in the interests of public 
health rather than those of his own health, even though his own country depended largely for 
foreign exchange income on exports of tobacco and tobacco products. Those two decisions were 
a fine example of a clear understanding of health and its broadest socioeconomic and 
political aspects. 

The main aim of the Board's debate should be to help the Health Assembly to find ways of 
discussing the issues that had a health component without generating those moments almost of 
political hysteria. Member States had complained to him, not so much as to the substance of 
issues but as to the mariner in which they were being handled by the Health Assembly. It was 
that question that the President of the Thirty-eighth World Health Assembly, as well as 
Dr Тара and himself had addressed in appealing to the Health Assembly to take care for the 
sake of the Organization. For the Organization was important for people everywhere. WHO was 
clearly committed to helping the underdogs wherever they lived - and most lived in the 
developing countries - and that commitment had increased in the past few years. 

Taking the example of apartheid, he said that many had demonstrated against apartheid, 
as he had done in the past on the streets of Copenhagen, by throwing stones - a physical 
expression of their anger, and they expected organizations like WHO to support wholeheartedly 
their anti-apartheid views. However, when such issues, which had health implications, were 
dealt with in WHO, it was important to present them in a way that would obtain the widest 
possible support and not to bring about any divisions that might prevent such support. It 
was almost always possible to find a way of making a strong expression of concern for the 
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health aspect - whether the political issues involved were apartheid, occupation, chemical 
warfare, etc. - in ways that remained within what the Health Assembly, with a good moral and 
intellectual conscience, could express. 

Of course the interface between technical and political aspects was not an easy matter• 
He wished to make it clear that there was no intention of trying to impose any sort of 
limitation on issues for debate by the Health Assembly within WHO1s Constitutional mandate. 
The aim was to facilitate a better debate on health within its proper context - although of 
course he recognized that the word "proper" was open to different interpretations. The Board 
should also consider the words of the Secretary-General of the United Nations, which he 
himself thought were a proper reflection of the issue. The Secretary-General had not said 
that WHO was not related to the United Nations system but rather that there came a moment 
when certain issues were fought at the political level by means that were not at the disposal 
of WHO and they therefore had to be dealt with elsewhere. 

Although it seemed clear that no consensus had been reached in the Board, the fact that 
the Board could hold such a calm and productive debate was most encouraging. He hoped that, 
before the end of the session, the Board would find a means of expressing some degree of 
consensus for submission to the Health Assembly. He did not feel that the issue was suitable 
for full-scale debate in such a large forum as the Health Assembly. The Board might 
therefore wish to indicate to the Health Assembly that it had held a debate, that it had 
recognized that different views were possible and that, while not wishing to limit the Health 
Assembly in its discussions, delegates might perhaps keep in mind what the Secretary-General 
of the United Nations had said. 

Professor MENCHACA said that he wished to correct any possible misunderstanding 
regarding his reference to the Director-General's discussion paper. He had not wished in any 
way to imply that that paper had tried to hide anything. However, for the in-depth analysis 
being undertaken, it was appropriate that members should know the full reactions of the 
Health Assembly to the statements made by the Director-General, the President of the World 
Health Assembly and the Chairman of Committee B. The President of the World Health Assembly, 
in particular, had indicated that he had been motivated by the fervent and sincere appeal 
made by the Director-General. The Thirty-eighth World Health Assembly had considered the 
matter and, in the Director-General1 s words, had "its eyes opened" and had taken decisions 
accordingly. He therefore still believed that the Director-General*s paper should have 
described the events concerned in chronological order. 

He agreed with the Director-General that in the past 15 years WHO had neither turned its 
back on realities, nor ignored the political dimension, but activities had sometimes been 
based only oil limited experience and not on all the experience available to WHO. 

The Director-General had also spoken of occupied territories. Part of the territory of 
his own country was occupied by a foreign power, yet the Cuban delegation had never raised 
the problem at WHO as there were other, more appropriate forums• However, the effects of the 
occupation of other territories on health were appropriate issues for raising in WHO. 

У 
Dr GARCIA BATES said that the issue was far from simple and could not be resolved at the 

present meeting. She was concerned not so much with the Director-General1 s discussion paper 
as with the purpose of the President of the Health Assembly in calling for political problems 
to be put on one side in dealing with health matters. The paper provided the background to 
the health policy activities of the Organization, which some might feel was unnecessary. 
However, she felt it could be relevant to the formulation of a draft resolution or proposal, 
but WHO would still have to seek ways of coping with the political dimensions of health 
problems• 

The question of mental health, which might also be considered to be a technical one, 
would shortly be discussed by the Board, but she thought it appropriate to introduce at the 
present stage some of the comments she had intended to make when that item was considered. 
She welcomed the WHO publication on the social dimensions of mental health, which was most 
important.1 One of the factors in backwardness was the historical weight of political 
philosophies according to which human beings were not valued as the generators and recipients 
of social progress. They were only faceless units in the labour force - that great mass 
striving to build a hypothetical paradise for future generations. Such imagery was perhaps 

1 Social dimensions of mental health. Geneva, World Health Organization, 1981. 
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useful to certain dominant classes within countries or colonial systems• Once the rights of 
the individual were disregarded the social system always seemed much more important, which 
made it far more difficult to achieve the values and goals set by WHO in its definition of 
health as complete physical, mental and social wellbeing. 

Recognition of the political dimension was even more important in connection with the 
appreciation of the value of human life. Human beings were characterized by their ability to 
think, to feel， to aspire, to desire, to obtain, and to be a social beings, which meant to be 
political beings. The most significant health approaches were, and would continue to be, 
aimed mainly at breaking established stereotypes and encouraging self-criticism. What would 
modern attitudes to mental health make of the stress factors resulting from panic, widespread 
lack of confidence, the transformation, dislocation and perversion of cultural and ethical 
values, and of all those who had died because of wars and conflicts? The pauperization of 
large sectors of the population was a factor whose dimensions and effects were not as yet 
understood. Such factors were, however, relevant to mental health and were thus the 
responsibility of WHO, Mental health promotion and care stimulated committed and responsible 
attitudes towards conflicts which might generate creative thinking, foster development and 
respect for thinking, and facilitate the management of crises and maladjustments. Had the 
time not come to accept a stable political commitment that would guarantee the preservation 
of the priorities set by WHO, which had been endorsed by Member States, namely equity and 
health for all - an approach to mental health which was all-inclusive and which embraced all 
the socioeconomic and political problems with which man was faced. The Board should take 
care, since otherwise it would be difficult to consider any "technical" problems because they 
always involved political aspects to a greater or lesser extent. 

The CHAIRMAN requested Dr Тара to work with the Rapporteurs and any other member 
interested to see how the Board1 s discussion might best be reflected. He thanked the 
President of the Thirty-eighth World Health Assembly for his contribution to the debate. 

The meeting rose at 12h40. 



NINTH MEETING 

Monday, 13 January 1986, at 14h3Q 

Chairman: Dr G. TADESSE 

1. GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000: Item 11 of the Agenda (continued) 

Political dimension； Item 11.5 of the Agenda (Document EB77/171) (continued) 

Dr JAKAB (alternate to Professor Forgács), speaking on a point of order, recalled that 
the Board's eighth meeting had concluded with a request from the Chairman to Dr Тара and the 
Rapporteurs to produce a text reflecting the discussion. Invoking Rule 38 of the Rules of 
Procedure of the Executive Board, she expressed the opinion that before examining any such 
text, the Board should first consider her own proposal that the matter not be the subject of 
a resolution. 

Sir John REID suggested that it might be sensible for the Board first to take cognizance 
of the text in question. 

Professor MENCHACA shared Dr Jakab1 s procedural concern, and also recalled the 
Director-General's interesting contribution to the discussion. 

The DIRECTOR-GENERAL reiterated his earlier suggestion that a small group should get 
together and discuss ways of clarifying the issue, to avoid a procedural debate. In his 
view, Rule 38 could not be applied until the substance of the draft resolution had been 
presented. 

The CHAIRMAN suggested that the matter be adjourned, and resumed after Dr Тара, the 
Rapporteurs and other interested members of the Board had presented their conclusions. 

It was so agreed. (For continuation, see summary record of the sixteenth meeting, 
section 5.) 

2. TOBACCO OR HEALTH (REPORT BY THE PROGRAMME COMMITTEE)： Item 15 of the Agenda (Documents 
EB77/22, EB77/22 Add.l and EB77/22 Add.2) 

Sir John REID, introducing the item on behalf of the Programme Committee, said that in 
the title of the report, the word "or" was of particular significance. 

The Programme Committee had welcomed the Director-GeneralTs draft report, considering it 
to be forthright and clear, providing a comprehensive global view - which WHO alone could 
take - of all aspects of the tobacco problem. The Committee had debated the document at 
length. Its suggestions had been incorporated into the version now before the Board 
(document EB77/22 Add.l).2 

It should be said at the outset that in the battle between health and tobacco, health 
was not winning. The battle was going the right way in some developed countries whose 
governments had evolved policies in relation to smoking, but they were a minority. In 
developing countries, as the Director-General pointed out, smoking was on the increase, 
"fuelled mainly by intensive and ruthless promotional campaigns on the part of the tobacco 
industry". The battle was also generally being lost in relation to particular groups of 

1 Document EB77/1986/REC/1, Annex 10. 
2 Document EB77/1986/REC/1, Annex 3, part 1. 
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the population, including women and those less advantaged from the educational, social and 
economic points of view. 

The direct causal relationship between tobacco and a substantial number of lethal and 
disabling diseases had long since been proved, and was voluminously documented. Only the 
tobacco industry proclaimed the contrary; it was for the public to judge whether WHO and 
thousands of medical and other scientists had any vested interest in arriving at false 
conclusions. 

Paragraphs 85 to 91 of the Director-General's report rightly indicated the need for more 
research into the behavioural aspect of smoking, with particular reference to its 
commencement and its cessation. The Programme Committee had agreed, on the other hand, that 
it would be wrong to suggest priority for further basic research into the causal relationship 
between disease and tobacco, since that had long since been fully established• To continue 
such research would, in the Committee1 s opinion, merely buy still more time for adverse 
commercial interests which were adept at making use of such advantages. 

The report described the current situation forcefully and succinctly. The toll in 
premature death and human suffering caused by tobacco v/as of terrifying dimensions, with a 
worldwide minimum of one million premature deaths a year. It was a particular tragedy that, 
while other causes of diseases and death were gradually being overcome in many developing 
countries, they were increasingly being replaced by the ravages of tobacco. 

A particularly worrying feature referred to in the Director-General's report was the 
addictive nature of nicotine, hence the extreme difficulties experienced by so many smokers 
when trying to give up the habit. It was primarily for that reason that at least some 
governments had made special efforts to protect the young from becoming addicted. 

The report also dealt with forms of tobacco usage other than smoking, paragraph 25 in 
particular referring to the tobacco industry1 s vigorous attempts to promote the sucking of 
tobacco products, a practice which in due course would bring an inevitable harvest of a 
particularly vile form of cancer, namely cancer of the mouth. Especially alarming was the 
observation that the main target of the tobacco industry in promoting the chewing or sucking 
of their products was young people, the report rioting that such usage was a fast means to 
provide addiction leading later to cigarette smoking. 

Paragraphs 18 and 19 referred to the important topic of the effect of tobacco smoke on 
non-smokers, hitherto commonly referred to as "passive" smoking, a phrase which might have 
been invented by the tobacco industry itself, so tranquil and so harmless did it sound. The 
sooner WHO and all health interests abandoned that term the better; far preferable was the 
adjective used in the heading before paragraph 18, where the reference was to "involuntary" 
smoking or, as he himself had previously suggested, "enforced" smoking. It was no more than 
commonsense that the inhalation of tobacco smoke with all its known toxic constituents was 
harmful, and scientific evidence on the subject was mounting. The right to breathe 
unpolluted air must surely be as great as the right to drink tinpolluted water and to eat 
uneontaminated food. 

The undeniably important economic aspects of tobacco cultivation and trade and the 
taxation revenue derived by governments from tobacco were also discussed in the report; 
although they were difficult issues, it was believed that they could be dealt with 
sympathetically and humanely, over a medium term, if governments truly wished to give 
priority to the health of their peoples. Such action would require major intersectoral 
collaboration at both national and international levels, and aspects of such collaboration 
were also described. 

The report of the Programme Committee itself (document EB77/22)1 made it clear that 
tobacco-related diseases had now reached pandemic proportions, and that health interests were 
losing the battle in most countries. While smoking was the main problem, tobacco presented 
health dangers in all forms in which it was used. The report emphasized that WH0Ts sole 
concern was with health and truth; that the Organization must propound those in the face of 
active opposition and misrepresentation from powerful interest groups; it also stressed the 
urgent need for much more vigorous national and international action. Attention was drawn to 
the highly addictive nature of nicotine and to the fact that there was no such thing as a 

1 Document EB77/1986/REC/1, Annex 3, part 2. 
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safe cigarette and no safe dosage of tobacco; to the need to protect the health of 
non-smokers; and to the particular need for a good example to be set by all health personnel 
in all health premises, including those of WHO. Lastly, the report urged that the final 
version of the Director-General1s report on "Tobacco or health" should be published and 
circulated widely as a valuable and succinct statement on the current global situation. 

Document EB77/22 Add.2 contained a draft resolution prepared by the Director-General in 
response to the Programme Committee's request. He believed it to constitute a sound basis 
for a resolution to be debated by the World Health Assembly; members of the Board must, 
however, have adequate time to reflect on it in relation to the relevant documents and - if 
they so desired - to amend it in the light of the forthcoming discussion, in order to make it 
as complete and effective as possible. 

He reiterated that, as was clear from the documents before the Board, WHO and humanity 
were currently losing the battle for health as far as tobacco was concerned; consequently, 
care must be taken to ensure that whatever went to the Health Assembly in May 1986 had 
received the Board's closest attention. There had already been excellent expert committee 
reports on the subject of tobacco or health, and there had been previous Health Assembly 
resolutions on the subject. However, they had had only limited results on the global scale; 
for the sake of humanity, that must not continue to be the case. 

There was also the question of the situation of the programme on tobacco or health in 
the classified list for the Eighth General Programme of Work; that matter had been discussed 
at the BoardT s seventh meeting of the present session, and he looked forward to hearing the 
Secretariat1 s conclusions in due course. The main issue at stake, however, was not so much 
how the programme was classified as how it was effectively linked with the range of other 
programmes dealing with topics in relation to which tobacco had an important place. 

A brief statement on the financial implications of the draft resolution was given at the 
end of document EB77/22 Add.2.1 His reaction to that statement, which must be personal 
since the Programme Committee had not had the opportunity of seeing the document, was that to 
place such a high degree of reliance on extrabudgetary funds would be incompatible with the 
development of a continuing, coherent and effective programme on tobacco or health, and that 
while a subvention from the Director-General1 s Development Programme would be helpful, an 
appropriate increase in the regular budgetary component would be desirable when the next 
programme budget came up for consideration in January 1987. However, if additional funding 
could be found in the meantime, so much the better. 

He especially urged members of the Board who had not already done so to read the 
publication, number 52 in the list of references in the Director-General1 s report, entitled 
The smoke ring; the politics of tobacco, by P. Taylor, which gave a valuable but chilling 
insight into the matter and described some of the things which might come about in response 
to any public utterance on the subject of tobacco. All that was written in the 
Director-General1 s report and all that was said before the Executive Board and the Health 
Assembly would be studied by a wide range of official and nongovernmental agencies with an 
interest in the promotion of health. It would also be meticulously examined for any defects, 
ambiguities or grains of comfort by powerful forces whose interests lay in the promotion of 
tobacco. 

Professor MENCHACA observed that the Director-Generalfs report brought out familiar, and 
also the lesser known, but equally harmful, effects on health of the use of tobacco in all 
its forms. It was particularly thorough and well-documented and deserved the widest possible 
distribution as part of a coordinated effort by WHO and its Member States, together with 
other organizations and institutions, in the fight against what was indeed a pandemic evil. 
Special attention should be given to the increase in tobacco consumption in many developing 
countries which were experiencing the same socioeconomic conditions that had caused 
widespread disease in some developed countries in the past. In addition to the efforts being 
made to persuade smokers to give up the habit, particular attention should be given to 
methods designed to protect young people and involuntary smokers. A coordinated effort, 
gradually but increasingly restricting the use of tobacco in public places, should be another 
objective. Primary health care workers, who were vital elements in the health education of 
the population, should include the "tobacco or health" issue in their teaching, on account of 
their close contact with the public at large. In Cuba, the family or community doctors 

1 Document EB77/1986/REC/1, Annex 3, part 1， paragraphs 148-152. 
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enjoyed such confidence among the people as to be influential in introducing preventive 
measures in the community. He was confident that WHO would continue its efforts in the 
matter as an important part of progress towards the goal of health for all by the year 2000. 

Professor FORGÁCS observed that the chronological data concerning smoking and health 
contained in the Director-Generalf s informative and comprehensive report were not very 
encouraging. He supported the draft resolution before the Board, which fully reflected the 
seriousness of the situation. However, in the interests of scientific accuracy, he would 
suggest that the second preambular paragraph of the text recommended to the Health Assembly 
be amended to indicate that the loss of life referred to therein was "attributable to" the 
pandemic; and that the word "direct" be deleted from operative paragraph 1 (2), since the 
causal link referred to was both direct and indirect. 

The fight against smoking needed to be conducted on two levels: at the primary or 
preventive level, people should be persuaded not to continue or begin smoking; on the other 
hand, work with heavy smokers should find a place in noncommunicable disease control and 
prevention programmes, since their health situations could frequently be likened to the 
pre-pathological phase of such diseases. 

Dr BELLA, praising the Director-General1 s report, observed that although the effect of 
tobacco on health was well known in the realm of both cancer and cardiovascular diseases, 
nothing had yet been done at the world level to reverse worldwide trends in tobacco use; as 
paragraph 21 of the report pointed out, governments were reluctant to act on tobacco, which 
was demonstrably a cause of avoidable mortality and morbidity, whereas they would act with 
great speed in relation to suspected harmful consequences of pharmaceutical products or food 
additives. In such circumstances, it was up to the international community to act, and he 
therefore supported the idea that WHO should work with other organizations of the United 
Nations system in determining a series of anti-smoking measures to be taken by Member 
States. Only in that way could good results be obtained. 

Dr ADOU welcomed the well documented report and praised the Organization1s determination 
to tackle the issue on a world scale. Quite clearly the problem could be reduced given the 
political will; indeed, in the developed countries, some positive results had been obtained 
both in prevention and with regard to smokers. In the developing countries, however, almost 
nothing had been done, and in spite of the growing awareness of the problem, tobacco 
consumption in those countries was on the increase. There was obviously a need for resolute 
action by Member States, essentially through legislation and information. In that 
connection, the report now before the Board should be made available to all Member States and 
to the population at large； information on the harmful consequences of tobacco use would 
enable people to choose between tobacco and health. In conclusion he fully supported the 
draft resolution. 

Dr SYLLA (alternate to Dr Diallo) congratulated the Director-General on his 
comprehensive and instructive report, which deserved wide dissemination at the national 
level. It should be pointed out, however, that whereas WHO would have no difficulty in 
choosing between tobacco and health, the developing countries found themselves on the horns 
of a dilemma; for the tobacco trade was a lucrative one and, as such, was not condemned by 
governments. He knew, moreover, of African countries where a tobacco multinational was 
becoming increasingly involved in the activities of youth organizations, openly sponsoring 
sporting and other events as a more or less avowed means of promoting its products. In his 
own country, very recently, a tobacco company had made a gift of equipment, naturally with 
attendant publicity, to the traffic police responsible for accident prevention. The media 
too, as well as governments, found themselves in a difficult situation in cases where revenue 
was dependent on advertising. He endorsed the proposed preventive measures, especially as 
they concerned young people of both sexes, who constituted the most vulnerable group as 
regards tobacco consumption, just as they did in the case of alcohol, drugs, traffic 
accidents and sexually transmitted diseases. 

He fully supported the draft resolution, for submission to the Health Assembly, but 
proposed that in operative paragraph 1(1) the phrase "the choice is tobacco or health" be 
deleted. 

Dr GRECH said that despite the fact that he had the misfortune to be a pipe-smoker -
albeit one that burnt more matches and holes in his shirt than tobacco - he had in his own 
country personally taken steps to launch an anti-smoking health education campaign, submitted 
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a comprehensive draft bill for the control of tobacco to the Minister of Health, ensured the 
inclusion of a question on cigarette smoking in a nationwide census in December 1984 and 
involved Malta in the MONICA project.1 

Although, as the Director-General‘s report and other sources pointed out, enormous 
economic forces were ranged against the adversaries of tobacco, that should in no way deter 
WHO from its task. The Organization had in the past won bigger battles. Notwithstanding the 
personal inclination to which he had referred, he was thus prepared to support the draft 
resolution. Care should be taken, however, to ensure that the scientific claims it made left 
no openings for rebuttal by industry. 

/ 

Mr Almar GRIMSSON, confessing to very strong views on the subject, commended the 
Director-General1 s report, whose balance and objectivity made it a forceful instrument for 
promotion of the case against tobacco. He also welcomed the Programme Committee1 s report and 
commended its presentation by Sir John Reid, whose views on the subject he shared fully. He 
was grateful for the clarification concerning the financial implications of the draft 
resolution, which made it easier to support. 

Dr NAKAJIMA (Regional Director for the Western Pacific) said, in relation to Dr Sylla1s 
comments, that in the Western Pacific Region also smoking and health was becoming a political 
as well as a social and economic issue. However, some initiatives were being taken there. 
The Sixth World Conference on Smoking and Health was to be held in Japan in 1987 and the 
Region was planning to hold its first regional meeting on smoking and health in conjunction 
with that Conference. In view of the importance of the topic and the input to the Conference 
expected from the tobacco industry it was hoped that authorities on health from all parts of 
the world would make a positive contribution to the Conference. 

With regard to the financial implications of action to combat the tobacco pandemic, the 
Region was already making use of the Regional Director's Development Fund to support some 
current and planned activities. It also had good hopes that extrabudgetary funds could be 
attracted to such activities as, for example, the "Winners for Health" effort in connection 
with the holding of the next Olympic Games in a country of the Region, and a programme on 
passive smoking, aimed among other things at achieving a total ban oil smoking in aircraft. 

Dr REGMI welcomed the two reports. Both mentioned the high number of deaths 
attributable to tobacco; there was, however, also a need for work on the subject to take 
account of the smoking of substances other than tobacco, which was also accompanied by 
adverse effects on health. 

Tobacco was not only draining away hard-earned money in developing countries; it was 
also affecting large numbers of individuals - the victims of addiction. The outlook remained 
gloomy for as smoking gained ground in the developing countries, the chewing of tobacco was 
becoming more popular in developed countries. Authorities should make every effort to assist 
tobacco cultivators and cigarette manufacturers in diversifying to other equally profitable 
projects. Another strategy ought to be to provide separate funds for health education 
campaigns against tobacco cultivation, cigarette production and tobacco consumption. 

He strongly supported the draft resolution. 

Professor SZCZERBAN (alternate to Professor Rudowski) warmly commended the two reports. 
He did feel, however, that smoking control could hardly be called a health promotive 
activity: it was preventive, since what it did was to reduce the incidence of the 
smoking-related diseases such as lung cancer, chronic respiratory disorders and 
cardiovascular disease. It would be illogical to dissociate smoking control from such 
diseases and it should therefore be integrated with the noncommunicable diseases programmes 
rather than being dealt with under a new vertical programme separated from the disease 
prevention and control units. 

Dr ТАРА also welcomed the two reports. With regard to the title of the 
Director-General1 s report, he considered that the phrase "tobacco and health" would be 
preferable to "tobacco or health". 

1 Project for the multinational monitoring of trends and determinants in 
cardiovascular diseases. 
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He supported the draft resolution together with any consequential amendments arising 

from the discussion. 

Dr Uthai SUDSUKH commended Sir John Reid oil his presentation of the Programme 
Committee1s report, which fully reflected the substance of its discussions. He fully 
supported the draft resolution. 

Dr AYOUB expressed her thanks to the Director-General for his very comprehensive 
report. She endorsed the future WHO plan of action outlined in the report but felt that 
priority should be given to health education programmes for schoolchildren before the smoking 
habit became irreversible； that governments should be urged to introduce legislation 
prohibiting smoking in public places, and that the mass media should be used as a means of 
reaching illiterate populations in peripheral areas. 

She asked what preparation had been made for future evaluation of the effectiveness of 
the preventive measures recommended to governments. A baseline and a certain number of 
criteria were needed to ensure that such evaluation was based on appropriate epidemiological 
and statistical methodology. With regard to Tables 2 and 3 of Appendix 1 to the 
Director-General's report, in which some of the figures were estimates, she asked whether the 
results had been epidemiologically examined to substantiate their validity as statistics and 
whether any of the information contained in the report could serve as a baseline for future 
evaluation of the effectiveness of national and international efforts towards the control of 
smoking. 

Dr SARACCI (International Agency for Research against Cancer) said that there were two 
points in the battle between tobacco and health on which the Agency was concentrating its 
efforts. 

The first was concerned with the shift in advertising in developed countries away from 
smoking to other forms of tobacco consumption that were allegedly less dangerous. Particular 
targets for such promotion were vulnerable groups, such as young people. The Agency had, in 
1984, held two meetings on the subject within the programme of evaluation of the carcinogenic 
risk of chemicals to man, which had found that there was sufficient evidence of the 
carcinogenicity of tobacco chewing. The programme would be issuing two monographs on the 
subject shortly. 

The second focal point was concerned with passive, involuntary or enforced smoking, 
where evidence of several effects, including a carcinogenic effect, was mounting• Such 
effects had been very strongly denied by interested parties. The Agency had been mounting 
several lines of investigation oil the issue to add further evidence to that already 
available. It was, for example, carrying out an assessment of passive smoking in terms of 
objective indicators of exposure and was planning an international case control study on lung 
cancer in non-smokers. The Agency would in the coming years continue to generate and 
evaluate the accumulating evidence oil such critical issues in the interest of providing 
additional support for the preventive action described in the Director-General1s report. 

Dr MASIRONI (Smoking and Health) thanked Board members for their positive and 
encouraging comments and said that all those comments would be given careful consideration. 

In reply to the only technical question, raised by Dr Ayoub, he said that the 
statistical evaluation of trends was a relatively new concept that was being built into all 
national and global programmes oil smoking control. Tables 2 and 3 in Appendix 1 to the 
Director-General1s report were vital to such statistical evaluation in providing baseline 
values for the evaluation of the effectiveness of future smoking control activities. On the 
question of the reliability of the data in the tables, he pointed out that the figures were 
the best it had been possible to obtain. They had, however, been taken from disparate 
sources and had not been standardized. In the case of per capita consumption, the data 
provided only a rough estimate, but they did indicate trends, since a glance at similar 
tables for 10 years earlier would show that per capita consumption then was higher in a 
number of countries. The data on the prevalence of smoking were more epidemiologically and 
statistically accurate since they had been based on national surveys. 

To facilitate the task of evaluation, WHO had developed a series of standardized 
questionnaires for the assessment of smoking habits in the general population, among young 
people and in the medical profession. They were already being used by a number of 
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investigators, so that similar investigations carried out in 5 or 10 years' time would permit 
public health authorities to achieve an accurate assessment of smoking trends• 

Dr DE SOUZA welcomed the Director-General1 s impressive report and expressed his support 
for the draft resolution. 

Referring to paragraph 125 of the Director-Generalfs report, he said that in view of the 
fact that the system of multiple warnings, although it had been agreed to by the Federal and 
State Ministers of Health in Australia, would not become law until it had been adopted by the 
different States and Territories of the country, it would be more accurate to delete the 
reference to Australia in the second sentence and add to that sentence the phrase "and 
Australia planned to do so in the near future". 

Dr LAW said that Canada was in a similar position and suggested a similar amendment to 
the text in respect of that country. 

She, too, welcomed the Director-General1 s report and supported the draft resolution 
virtually as it appeared. 

The CHAIRMAN suggested that consideration of the draft resolution be postponed to allow 
members of the Board more time to study it. In the meantime any amendments could be handed 
to Sir John Reid. 

It was so agreed. (For continuation, see summary record of the twelfth meeting, 
section 3.) 

3. RESEARCH PROMOTION AND DEVELOPMENT： Item 14 of the Agenda (Document EB77/INF.DOC./3) 

Recent developments in tropical diseases research: Item 14.2 of the Agenda (Document EB77/21) 

Dr LUCAS (Director, Special Programme for Research and Training in Tropical Diseases) 
acknowledged the valuable contribution of the various technical divisions of the Organization 
and of the regional offices to the Special Programme. 

The objective of the programme was to generate new and improved tools for the control of 
the six diseases, as well as to strengthen the research capabilities of the countries where 
those diseases were endemic. New products were emerging from the research supported by the 
programme. It had become widely recognized that no single tool, however powerful, could by 
itself bring those diseases under control. The tropical disease research programme (TDR) 
therefore supported the development of a variety of tools, not as individual elements but as 
components of packages of control measures which were versatile, adaptable and appropriate, 
technically as well as socially and economically, and which were being continually improved. 

The Director-General1s report contained brief summaries on each component of the 
programme.1 More detailed information was available in the recently issued Seventh 
Programme Report.^ By way of example, the malaria package consisted of four main elements: 
drugs, diagnostic tools, vaccines and vector control measures. The explosive spread of drug 
resistant malaria had prompted the search for new drugs. In collaboration with industry, the 
Programme had developed mefloquine, a drug which had come into operational use, for the 
treatment of chloroquine-resistant malaria. Work was proceeding on the development of 
several other new anti-malaria drugs. In the field of diagnosis, new simple techniques were 
being developed for diagnosing the infection in man and in mosquitos. In the field of 
vaccines, further progress had been made towards their development. TDR was supporting work 
on the three types of vaccines which were based respectively on sporozoite, asexual 
blood-stage and gamete antigens. Work on the sporozoite vaccine was the most advanced and it 
was likely that the first clinical trial of a sporozoite vaccine would take place later in 

1 Document EB77/1986/REC/1, Annex 2. 
2 UNDP/World Bank/WHO Special Programme for Research and Training in Tropical 

Diseases. Tropical diseases research: seventh programme report, 1 January 1983 -
31 December 1984. Geneva, World Health Organization, 1985. 
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1986. Even after the initial trial, much work would remain to be done to test and develop 
the vaccine, systematically and carefully dealing with various issues concerning its efficacy 
and safety. In vector control, innovative techniques were being developed, including 
biological larvicides, and old methods, such as bed nets and larvivorous fishes, were being 
reassessed. 

The "highlight boxes" in the report summarized the most interesting developments for 
each disease. Altogether, TDR was involved in the development of some 50 new products 
including drugs and vaccines. Some of those products were already in use - Bacillus 
thuringiensis H-14 strain for the control of the vector of onchocerciasis and a card 
agglutination test for the diagnosis of African trypanosomiasis. A number of products were 
at an advanced stage of development, as was ivermectin for the treatment of onchocerciasis, 
leprosy vaccine which was undergoing field trials in Venezuela and Malawi, and a variety of 
simple diagnostic tests which had been evolved through the use of the powerful tools of 
modern biology, monoclonal antibodies and genetic engineering. 

The Director-General1 s report also made mention of important activities in the field 
including: (a) the global monitoring of the problem of drug resistant malaria, based on the 
use of simple kits； (b) the nationwide prevalence surveys of Chagas1 disease in several 
endemic countries, which had generated the baseline data for launching national control 
programmes； (с) the evaluation of new control measures against the vector of Chagas1 disease 
such as long-acting insecticidal paints, which were undergoing large scale trial in Brazil, 
and fumigant canisters, being tested in Argentina, and (d) a variety of sociological studies 
on the important contribution of human behaviour in the occurrence and control of those 
diseases. 

Scientists and institutions in developing countries were making substantial 
contributions to the work of the programme. Some TDR trainees had made significant 
scientific discoveries at a relatively early stage in their careers• Some of the 
institutions that were being strengthened were already making significant contributions to 
the global research effort as well as serving as valuable resources in support of their 
national health services. 

In the early days, TDR had been based largely 011 hopes and hypotheses. Those hopes, 
were now being realized. With more than 50 new products under development and many more 
promising leads, it was possible to look forward with confidence to the achievement of the 
goals which had prompted the establishment of the programme. There was now a clear path to 
the new and improved tools urgently required for the control of the six diseases: drugs, 
vaccines, diagnostics and vector control measures which were effective, safe, simple to apply 
and affordable. 

Dr HYZLER (alternate to Sir John Reid) welcomed the report and said that the TDR 
programme had been able to achieve far more than had been hoped. Whereas, 10 years 
previously, research on tropical parasitic diseases had been a side-issue, it had now become 
a main-line subject for biomedical research. The importance of TDR in the past had been to 
awaken interest, make the subject scientifically respectable, and involve able scientists 
from the Third World but in fact it had achieved much more. Over the last decade the 
programme had aroused the interest of the scientific community, and scientists had been 
stimulated to engage in research that had contributed widely to knowledge of some of the 
basic biological, immunological and other aspects of tropical diseases. However, the TDR 
programme could not have succeeded without an extensive and virtually voluntary input by 
scientists of many disciplines. Tribute should be paid to that essential contribution which 
had helped to make it one of the most cost-effective of any research programmes, national or 
international. Full credit was due to the retiring Director who, with his administrative 
staff, had carried out a superb task in organizing and coordinating the programme. 

As the efforts of the first decade were beginning to show practical results it was more 
than ever vital to maintain momentum. The significant progress achieved, especially on 
vaccines and diagnostic methods, had to be followed through to the field level. Governments 
had to be persuaded to provide local staff for field research since, ultimately, it was the 
worker in the field who was going to have to apply any new tools emerging from TDR and other 
programmes. In addition, there was the wider problem of the lack of national career 
structures for epidemiologists. Without such structures, there would be little or no 
attraction for young men and women of ability to come forward and fill the gap which existed, 
particularly in a number of developing countries. The lack of such epidemiologists was a key 
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problem but beyond the TDRf s scope to solve. A similar consideration could be applied to the 
need for appropriately trained sociologists and economists to evaluate the socioeconomic 
problems that underlay the implementation of disease control programmes in many countries. 
In many cases the tools of such programmes were available but not applied, while in others 
the mobilization of indigenous manpower at various levels might be essential to the conduct 
of a particular programme, but the means to achieve it had not been established. It was 
encouraging to learn that the social and economic research component of the programme had 
identified the difficulties and was seeking to focus on the training of suitable local staff 
in collaboration with the Research Strengthening Group. It was pleasing to note that the 
latter was focusing on a few, well-established and well-run centres since while it was 
recognized that there was a need to reinforce the best of the research institutes in the 
endemic areas it was perhaps inevitable that some of the institutes selected for support had 
not fulfilled their promise. The reasons for that should be carefully evaluated by the 
Research Strengthening Group. 

As the efforts of the first decade of TDR were beginning to show practical results it 
became more than ever vital that its budget should be maintained and donor governments and 
agencies, including industry, should be persuaded to provide the funds essential to the 
achievement of its objectives. 

Dr DE SOUZA also commended the report, which summarized the activities of the programme 
well. He particularly appreciated the "highlight boxes"; they provided evidence of the 
value of the programme, which should be strongly supported. The future directions outlined 
in relation to the six diseases and the other topics were natural and relevant in the light 
of programme objectives and achievements so far. It would be disappointing if the programme 
were to be severely constrained by budgetary limitations - a problem which might arise in the 
current economic climate. There was ail urgent need for research developments in all the 
diseases to be translated into clinical applications. 

Concerning malaria, because of problems of resistance, mefloquine should be used in 
combination only as stated in the report. Moreover, it was not a drug to be recommended for 
prophylaxis and its safety in pregnancy had not been established. In relation to applied 
field research in malaria, integration of effective malaria control into local primary health 
care systems was essential as part of the strategy for health for all. Environmental control 
methods, in addition to chemical and biological control, should be emphasized. The TDR 
programme should promote studies on malaria epidemiology in relation to irrigation, 
deforestation and urbanization. Sanitary improvements, such as filling and draining 
impounded water, would result in a reduction of anopheles breeding sites. 

Professor MENCHACA joined previous speakers in commending the report, which presented a 
fine example of a programme which was producing concrete results. The TDR programme was all 
the more important because it dealt with health problems affecting many developing countries 
and considerable numbers of people. The activity of the programme was of great significance 
for the achievement of health for all. Attention must be drawn, however, to the economic 
difficulties confronting the programme and the need for it to have the fullest financial 
support possible so that it might be continued and developed. 

Dr KOINANGE endorsed the views expressed by Dr Hyzler. The report was a very good 
summary of a very important programme э which had been a very great success in planning, in 
involving institutions in Members States and in its own management. He hoped that it would 
maintain the momentum so far achieved. While some of the results were indeed already being 
implemented, it was important to take a further step and look into the many opportunities for 
application within the context of socioeconomic development. 

Professor LAFONTAINE congratulated all those involved on both the excellent report and 
the activities of the programme. He shared the view expressed by Dr de Souza concerning the 
use of mefloquine in the treatment of malaria; artemisinine should be the subject of 
intensive research as it was a new opening which might lead to interesting results• In 
regard to leprosy he was concerned at dapsone resistance, emphasized the need for treatment 
to be given as early as possible, and urged that no case of leprosy should be considered as 
minor. The best way of controlling the situation was to provide treatment immediately, 
thereby progressively eradicating the disease. 

Dr LUCAS (Director, Special Programme for Research and Training in Tropical Diseases) 
referring to the comments of the previous speaker, said that intensive research efforts were 
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being made into the products of Artemisia annua. The compounds which it had been hoped would 
shortly enter human trials had proved to be less chemically stable than was desirable and 
another analogue was currently being sought. Several other anti-malaria compounds had been 
selected for development and clinical evaluation. 

Concerning leprosy, the problem of dapsone resistance was being tackled in several 
ways; among them a multi-drug regime was being recommended since studies showed that both 
primary arid secondary resistance was occurring in many different localities. The search for 
alternative drugs was being pursued in order to supplement those already in use. 

The CHAIRMAN requested the Rapporteurs to prepare a draft resolution for consideration 
by the Board. 

(For consideration of the draft resolution, see summary record of the twelfth meeting, 
section 2.) 

4. PROTECTION AND PROMOTION OF MENTAL HEALTH： Item 16 of the Agenda 

Prevention of mental, neurological and psychosocial disorders: Item 16.1 of the Agenda 
(Document EB77/23) 

Dr SARTORIUS (Director, Division of Mental Health) said that the Director-General's 
report (document EB77/23) had been prepared to obtain policy guidance from the governing 
bodies on the addition of activities concerned with the prevention of mental and neurological 
disorders to the existing activities with emphasis on treatment of those conditions and the 
rehabilitation of those impaired• The first draft of the document had been prepared by 
Professor Eisenberg, professor of social medicine and psychiatry at Harvard Medical School, 
and sent to members of the Expert Advisory Panel on Mental Health in some 60 countries. 
Comments had also been obtained from some 40 collaborating centres in mental health and other 
programmes and from other experts and institutions. Those comments had been incorporated by 
Professor Eisenberg into the final version of the document. 

Professor EISENBERG (Consultant, Division of Mental Health), introducing the report, 
said that emphasis had been placed on programmes for which documented evidence of efficacy 
was available in the literature. The purpose of the report was to call upon the Organization 
to establish a set of programmes to prevent mental, nervous and psychosocial disorders and 
add them to existing programmes of treatment and rehabilitation. A knowledge base to permit 
effective intervention now existed and it was time to begin implementation. Prevention was 
an issue to which many nations - including Canada, China and France 一 had begun to pay 
attention, although few had given adequate emphasis to the importance of preventing mental 
disorders. The report was organized on three axes of classification: (1) the diseases 
against which an action could be directed; (2) the social sector where the action was to be 
undertaken, and (3) the outcomes, often multiple, to be expected from a given action. For 
example, one of the recommended programmes concerned enriched day care for children at risk 
of psychosocial distress. Such programmes could be expected to prevent mental retardation in 
young children who were vulnerable to understimulâtion. That would also enhance the response 
of the child to subsequent educational opportunities, enable it to increase occupational 
skills, improve the capacity to cope with stress, and thus show benefit in preventing other 
disease problems as well. A number of long-term outcome studies had demonstrated that for up 
to 15 years after early intervention there was abiding benefit in terms of better school 
records, greater employment, less adolescent pregnancy, and fewer convictions for illegal 
behaviour. 

The public health consequences of mental and nervous diseases had generally been 
underestimated because vital statistics were usually limited to mortality, whereas the burden 
of nervous and mental illness was predominantly morbidity. Even when mental disorders had 
effects on mortality, they were not captured in most vital statistics reporting systems. For 
example, the role of alcohol abuse in deaths from traffic accidents and cirrhosis was often 
not recognized as the reported cause of death. The situation was similar in the case of 
smoking, a pattern of behaviour which in the end led to disastrous disease consequences. 

Some 90 to 100 million persons throughout the world were mentally retarded； they were 
burdens on their families, were less effective producers for their country, and entailed 
costs for long-term care. 
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Concerning epilepsy, in the more developed countries the rates for the disorder averaged 

3 to 5 cases per 1000, whereas in studies carried out in certain less developed countries, 
rates were as high as 15 to 50 per 1000. If there were some 3000 million people in the less 
developed countries and assuming a rate of 20 per 1000, there would be some 60 million 
epileptic persons in those countries. If the rate there were to be lowered to the same rate 
as in the more developed countries - 4 per 1000 - there would only be 12 million cases. In 
other words, some 48 million cases could be considered preventable. Even before effective 
prevention could be established, a great deal could be done by the provision of 
anti-convulsant drugs, the training of primary health care workers in the recognition and 
management of epilepsy, and educating the community so that some of the stigmatizing 
attitudes towards epilepsy and the impairment due to it were removed. 

Serious and chronic mental disorders such as schizophrenia afflicted some 45 million 
persons throughout the world and depression some 100 million. Schizophrenia could be 
expected to become more prevalent, particularly in the less developed countries, because of 
changes in the demography of the developing world. Estimates indicated that the total burden 
of schizophrenia would increase by 15% in the more developed countries by the year 2000 and 
by 83% in the less developed countries• For schizophrenia, primary prevention was not yet 
possible, but secondary prevention would be essential. Primary care workers could be trained 
in the recognition of the disorder and the use of medicati on to avoid chronicity and chronic 
social disability. 

Conditions of life which could constitute a significant mental health burden included 
migration for economic reasons, a problem throughout the world and particularly so in the 
less developed countries. The result of workers having to leave home in search of paid 
employment was large numbers of fatherless families in communities which themselves were 
being affected by social disintegration. It was possible to minimize the problem through the 
provision of care for young children and support for mothers. 

The frequency of somatic complaints in primary care in both developed and developing 
countries was such that some 15 to 30% of patients coming to primary health care clinics had 
either no ascertainable biological disease or had complaints out of proportion to the 
detectable disease. When careful histories were taken of such patients it was found that the 
somatic symptoms were either the expression of intolerable psychological and psychosocial 
stress or of somatized depression. If primary health care workers did not recognize what 
they were confronting, the result was often the inappropriate prescription of medication, 
repeated diagnostic studies which yielded no useful information, and the changing of an acute 
complaint into chronic repeated visits to the clinic. One of the major challenges in making 
primary health care fully effective was the orientation of primary health care workers to a 
greater sensitivity to psychosocial factors and to learning a number of elementary techniques 
which had been shown to be useful. A number of WHO studies had shown how those techniques 
could work. 

Chronic mental disorder could be the final outcome of a variety of disease processes 
which could be intercepted by appropriate preventive interventions. For example, a number of 
studies had shown that the appropriate treatment of hypertension markedly reduced the 
incidence of cerebrovascular accidents and subsequent mental impairment. A number of other 
mental and neurological diseases could also be prevented and a detailed description of the 
necessary measures was given in the report. 

The draft resolution contained in paragraph 75 of the report called on Member States to 
establish programmes to prevent mental, neurological and psychosocial disorders as part of 
their strategy for health for all by the year 2000 and requested the Director-General to 
provide technical guidance, help to organize personnel training programmes in countries, and 
to stimulate research into the prevalence of problems and the impact of specific 
interventions when they were introduced into Member States. 

Dr Sung Woo LEE, welcoming Professor Eisenberg1s introduction, said there could be no 
doubt that many mental, neurological and psychosocial disorders had a major effect on the 
function and quality of life. He fully supported the draft resolution. 

Dr 0T00 welcomed the Director-General1 s report and supported the draft resolution. He 
asked what was being done at the regional level to cope with the problems concerned. Little 
was taking place in his country and he would be interested to hear what action was being 
taken in other countries. 
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Professor FORGACS, also welcoming the report, observed that most medical experts 

unfortunately had a very conservative attitude to psychosocial problems, which they 
endeavoured to treat as somatic problems. Psychiatric problems were often worsened by 
misguided community and family attitudes. In operative paragraph 2(2), of the draft 
resolution proposed to the Health Assembly, reference should be made to the importance of 
increasing the level of health education on psychosocial problems so that the knowledge and 
experience referred to reached not only professionals but also non-professionals• 

Professor MENCHACA, commending the Director-General1 s report, suggested that the summary 
on page 1 should be expanded to indicate that, in order to be effective, a programme of the 
type envisaged must have the support of national commitment and of coordinated actions in 
many social sectors, as also international coordination and coordination with the United 
Nations system. 

WHO must also seek ways and means of countering the harmful influence of the mass 
information media in certain countries on the attitudes of young people, reflected in the 
behavioural disorders and an alarming increase in violence in all its forms and in excessive 
risk behaviour, especially among young people. The effects of psychosocial problems on 
mental health could not be overstressed, and he shared the views of Dr García Bates in that 
respect. Primary health care had an extremely useful role to play in many aspects of 
prevention. 

Dr KOINANGE said that there were unquestionably far more psychosomatic problems than 
people - intentionally or unintentionally - appreciated. He welcomed the increased 
prominence being given to the preventive psychiatry approach and he supported the programme 
and the draft resolution before the Board. 

Dr DE SOUZA, commending the report, pointed out in relation to paragraph 6 that the 
importance of entrenched resistance, arising out of prejudice and ambivalence, to progress in 
the services for the mentally ill must be faced as a constant reality in developing and 
implementing mental health policies and programmes. 

Paragraph 11 of the report failed to place adequate emphasis on the substantial ongoing 
costs in terms of morbidity and mortality from acquired lesions of the central nervous system 
caused by motor vehicle accidents in developed countries. 

With regard to paragraph 18, there had been a reduction of at least 10% in per capita 
consumption of alcohol in Australia between 1978 and 1984 and a 30% reduction in the 
estimated death rate due to alcohol between 1977 and 1984. The comments relating to the 
Western Pacific Region as a whole would not reflect that improvement. 

As to paragraphs 61 to 63, national government support was a most vital point which 
should be expressed not only in policy but also by the commitment of resources to 
prevention. Unless far more emphasis was placed on such support it inevitably took second 
place to more direct and urgent patterns of health care and was neither developed nor 
applied. If there was no thrust and if no relevant models were available to workers and 
primary health care trainees, little could be done to provide improved preventive measures in 
the health care system at grass-roots level. Furthermore, unless there was a policy and a 
commitment of funds the necessary broad and critically important social implications would be 
lacking. The development of preventive programmes in that area should be entrusted to a 
coordinating group, as outlined in paragraph 62 of the report. The measures envisaged in 
paragraphs 62 and 63 were critical for future development. The work of a national 
coordinating group must be supported by basic information and it would be necessary to 
develop an information centre and unit linked with the policy, health service legislation, 
and educational services. The format for developing such coordinating groups and their 
membership called for detailed consideration and proposals. There would be core elements 
that were critical to any country, and specific elements for developing and developed 
countries respectively. 

Dr Uthai SUDSUKH joined in welcoming the report. The question of preventability could 
best be considered by taking a broader view of the problems and linking them to behavioural 
and social deficiencies. The importance of the neonatal period should be brought home not 
only to health personnel but to the community at large through the primary health care 
approach, particularly in developing countries where pregnant women had little opportunity of 
seeing a doctor. Communities should be made aware of the various types of deficiency and 
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inadequate behaviour that could lead to mental problems. For the active and economically 
productive period of life, the causes also included economic pressure, which was not 
susceptible to intervention by health personnel alone. The use of religious institutions and 
personnel such as Buddhist monks could help to reduce the magnitude of the problem. That 
also applied to problems among the elderly, which were considerable. 

He fully endorsed the draft resolution in the Director-General*s report. 

Dr ТАРА said that the report was extremely important, bearing in mind that mental 
wellbeing was included in the definition of health in the preamble to the WHO Constitution. 
He therefore joined in welcoming the report and supported the proposals for action in 
section III, together with the draft resolution in section VI. 

Dr BELLA observed that the excellent report convincingly stressed the need for using 
preventive measures against mental disorders. He welcomed the information on the main causes 
of the problem and the conditions responsible for it and fully supported the draft resolution. 

Dr GARCIA BATES, commending the report before the Board, said that severe and constantly 
deteriorating mental disorders certainly existed, but the number of such cases was small. 
Most of the problems which led to chronic disorders would not have developed in that way if 
adequate prevention and care had existed. The lack of such activities was the result of 
prejudice on the part of the public and the planners concerning the seriousness of the 
problem, the incurability of the disorders, and the high cost of dealing with them. Because 
of the lack of a good network for prevention, treatment and early diagnosis, no account was 
taken of the signs that could have been used for proper and effective action. The problems 
were only tackled when they had become serious and when action was too late. Prevention and 
primary health care in the mental health field could tackle even the most serious 
psychological problems. 

Studies carried out in elementary schools in certain countries with which she was 
familiar had shown that 20% of the children suffered from learning or behavioural disorders. 
If the problem was approached in the traditional manner, focusing on treatment of the cases 
as individual pathological cases, no system could meet the needs. In the case of the 
elderly - a group with an increasing risk of psychological morbidity - chronicity rates for 
psychiatric disorders had been observed to average 80 to 90%, most of such cases becoming 
permanent patients, generally in private clinics, which entailed the highest social security 
cost. 

Epidemiological studies had shown that one-fifth of consultations in the general health 
services related to psychosocial disorders. Most of the cases concerned initially presented 
a combination of psychosocial and somatic problems, to which must be added the usual 
emotional complications that affected patients suffering from somatic diseases because of the 
technology used, invalidity-causing factors and the type of medical care given. 

Insufficient information was available to give a full understanding of the effects of 
stress, economic pressures, the struggle for survival and social and political conflicts on 
those responsible for maintaining the family group• However, the amount needed from the 
national health budget for preventive psychiatric care was extremely small. Most of the 
national budget devoted to mental health was at present being used to keep people in mental 
hospitals. Efforts should be made to redefine the budgetary priorities at the country level 
in order to rechannel funds to prevention, and WHO should stress the need to include 
psychiatric techniques in training programmes and to consider new approaches, with a move 
away from institutionalization, which at present absorbed 90% of the funds allocated by 
countries to mental health. 

Dr HAPSARA welcomed the report before the Board and the fact that WHO had foreseen the 
situation, particularly in developing countries, and had proposed a firm conceptual basis and 
steps for implementation. He strongly supported the two types of research programme 
envisaged in subparagraphs 66 (1) and (2) of the report. The priorities, aspirations and 
potentials of the countries concerned should be given proper consideration in that respect. 

He fully supported the proposed draft resolution. 
У 

Mr Almar GRIMSSON joined in commending the report and Professor Eisenberg1s presentation 
and particularly welcomed the important statements in paragraphs 40 to 42 on the prevention 
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of iatrogenic damage. Paragraph 42 pinpointed a very serious problem of distinction between 
dementia and depression in the elderly, which deserved great attention. He assumed that a 
forthcoming expert committee on the health of the elderly would consider that question. He 
welcomed the satisfactory development of the alcohol control programme and supported the 
suggested draft resolution. 

r 
Dr MOLTO welcomed the report, which dealt with a topic which was not always given the 

importance its impact warranted. He agreed with Dr García Bates as to the difficulty of 
channelling funds specifically to activities for the prevention of the disorders concerned. 
Thus they should be dealt with by adding a mental health component to the preventive 
activities of traditional programmes, such as maternal and child health, which were capable 
of attracting funds. It would then be possible to have a real effect on a series of problems 
that were preventable now. 

He fully supported the draft resolution, with the addition relating to increased 
education of the public proposed by Professor Forgács. 

Dr REGMI commended the comprehensive report. The problem it dealt with concerned 
developing as well as developed countries. Education on the subject should be included in 
school programmes, and the preventive aspects should be introduced into medical curricula. 
He expressed support for the draft resolution. 

Dr SYLLA (alternate to Dr Diallo) said that most of the topics covered in the report 
were of real concern to the developing countries and caused serious difficulties to the 
health services, which lacked suitable structures for tackling such disorders. Annex 2, 
which listed interventions that could be applied through primary health care programmesy was 
thus of particular interest. He fully supported the draft resolution. 

Dr MARUPING said that prevention had a major role in relation to mental, neurological 
and psychosocial illness, and the primary health care approach was most likely to have a 
significant impact. Most of the predisposing factors to the most common disorders were 
multifaceted. For example, adverse socioeconomic conditions resulted in stressful living 
conditions and were closely associated with alcohol and drug abuse. Traditional social 
support systems were difficult to sustain in many societies, and particularly periurban 
slums. Countries were therefore confronted with many challenges in mental health. 

She congratulated the Director-General on his report and expressed support for the draft 
resolution. 

Professor LAFONTAINE endorsed the draft resolution. However, it would be useful to 
establish some order of priority in time for the various measures proposed. There were also 
other problems - for example, iodine deficiency, genetic factors in neurological disorders, 
and the education of young children - which merited further study. WHO might take those 
ideas into account, and the fixing of priorities might make its work easier. 

/ 

Dr GARCIA BATES suggested that six points might be taken into account in considering the 
measures to be applied by Member States: (1) extension of mental health programme coverage 
and the integration of those programmes into existing operational activities; 
(2) reorientation of the attitudes of health staff to mental health in terms of primary 
prevention, primary care and rehabilitation； (3) encouragement to follow WHO'S 
recommendations with regard to the irrationality of large mental hospitals; (4) integration 
of mental health activities into the work of all general hospitals； (5) establishment of 
peripheral mental health centres, serving as day hospitals and working in the community and 
in schools, factories, etc., with the stress oil primary care； and (6) promotion of changes 
in public attitudes to mental health through changes in health education, in behaviour and 
attitudes at school, and in the role of the family and the community group in mental health 
problems. 

Dr HYZLER (alternate to Sir John Reid) asked if the report was to go forward to the 
Health Assembly. If so, he would submit comments on a number of specific points. 

Dr FLACHE (World Federation for Mental Health), speaking at the Chairman's invitation, 
expressed strong satisfaction with the Director-General's report, which gave prominence to 
the existence of cost-effective measures that could prevent much mental ill-health and the 
need to implement them as a matter of priority. 
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The World Federation for Mental Health had two primary objectives： to prevent the 

occurrence of mental ill-health in vulnerable populations; and to protect and promote the 
rights of the mentally ill. Efforts to achieve the first objective, mainly through advocacy 
and education, had been impeded by the negative attitudes of both governments and public 
arising from the absence of effective prevention and treatment. At its biennial congress 
held in Brighton, England, in summer 1985, the Federation had debated the issues now before 
the Board under an item headed "Prevention or cure of mental ill-health". The conclusions in 
the Director-General1 s report were consonant with the Federation1s views and had its full 
support. 

He hoped that the Board would endorse the proposals in section V of the report. That 
would encourage governments and WHO to undertake the activities recommended, in which the 
nongovernmental organizations, whose potential was largely untapped, could play a greater 
part. 

He urged WHO to continue to stimulate and harmonize the activities of the various 
organizations concerned with mental health, including those of the organizations in the 
United Nations system and of nongovernmental organizations. A coordinated movement, based on 
common information systems and joint planning and programming, to assist in introducing a 
mental health component into primary health care in developing countries could contribute 
substantially to the prevention of mental disorders - an essential link in the achievement of 
health for all. 

The meeting rose at 17h35. 



TENTH MEETING 

Tuesday, 14 January 1986, at 9h3Q 

Chairman： Dr G. TADESSE 

1. PROTECTION AND PROMOTION OF MENTAL HEALTH： Item 16 of the Agenda (continued) 

Prevention of mental, neurological and psychosocial disorders: Item 16.1 of the Agenda 
(Document EB77/23) (continued) 

Dr SARTORIUS (Director, Division of Mental Health) said that he was grateful for the 
useful and encouraging comments made at the previous meeting. They would be taken into 
account in the further development of the report and the programme, as would those of 
Dr Hyzler. 

In reply to Dr Otoo1s question about developments in the regions, he said that he had 
been looking at the budgetary figures and had noticed that since 1978 there had been an 
increase in real terms in all the regions in activities as well as in budgetary support for 
the programme. A variety of projects and programmes had been started. The total mental 
health budget had remained more or less the same in terms of percentages of WHO's total 
budget, so that the increase in the regional and country components of the programme went 
with a decrease in the headquarters budget component. He could provide Dr Otoo and any other 
members of the Board with further details if they so desired. 

Dr García Bates had raised the question of changing the distribution of resources for 
the mental health programme so as to move away from situations in which much of the resources 
were used in mental hospital management• Thought had been given as to how that could be done 
and she was right - it would be very difficult to change the ways in which resources were 
being used. It was therefore likely that an additional programme on prevention would have to 
be initiated and resources allocated specifically for that purpose. 

The CHAIRMAN invited the Board's attention to the draft resolution in paragraph 75 of 
the Director-General1 s report (document EB77/23). Noting that Professor Forgács had proposed 
a small amendment at the previous day1 s meeting, he inquired whether it was acceptable to the 
Board. 

The amendment was approved. 

The draft resolution, as amended, was adopted.丄 

Action in respect of international conventions on narcotic drugs and psychotropic 
substances: Item 16.2 of the Agenda (Documents EB77/24 and EB77/24 Add.l, and 
EB77/INF.DOC./9) 

Dr SARTORIUS (Director, Division of Mental Health), introducing the item, said that the 
Director-General1 s report (document EB77/24) and its addendum dealt with WHO1s obligations 
under the international drug control treaties. There were two such treaties, the Single 
Convention on Narcotic Drugs, 1961 (and its amending protocol of 1972) and the Convention on 
Psychotropic Substances, drafted in 1971 and ratified by the necessary minimum of 40 
countries in 1976. The first part of the report provided a summary of activities undertaken 
during the course of 1985 in the form of an annual report to the Executive Board by the 
Director-General in accordance with resolution EB73.R11； the second part contained 
Guidelines for the WHO Review of Dependence-producing Psychoactive Substances for 

1 Resolution EB77.R3. 
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International Control.1 At the Chairman1s request, he would summarize the procedure 
proposed for that review in those proposed Guidelines• 

The document provided explicit rules and guidance about the manner in which the review 
of the public health use and possible untoward consequences of such use of psychoactive 
substances was carried out. That review was an obligation of the Organization which must 
make recommendations, through the Secretary-General of the United Nations, to the United 
Nations Commission on Narcotic Drugs (which in turn proposed measures to the Economic and 
Social Council) concerning specific regulations under which drugs could be distributed and 
used to the best effect. 

The first step in the process of making the recommendations was to select substances to 
be reviewed. A substance could be selected for review if a government which was a party to 
the Convention requested such a review; or if the United Nations Commission on Narcotic 
Drugs requested such a review; or if WHO received information that a particular substance 
might fulfil criteria for consideration under the international drug conventions. 

A list of drugs identified in those three ways and which were therefore candidates for 
review was then brought to the attention of the Programme Planning Working Group, which met 
annually in March. That Group had 10 members selected from WHO expert advisory panels 
although the Director-General occasionally invited other experts to attend. Most of the 
members were scientists representing different disciplines, but a certain proportion were 
public health administrators and people familiar with drug regulatory procedures. 

The Programme Planning Working Group not only selected drugs for immediate review, but 
also made recommendations about groups of drugs to be reviewed in subsequent years so as to 
facilitate the collection and study of information. In deciding on priority for review among 
selected substances several factors were taken into account, such as the extent of public 
health and social problems created by a particular substance, the extent of use for medical 
purposes, the probability of abuse liability and the spread of problems in Member States• 
The process of selection still required refinement and it was expected that the next meeting 
of the Group would receive the report of a working party which, in consultation with industry 
and interested nongovernmental organizations, was to produce proposals for the refinement of 
the selection process. 

The Organization then undertook to assemble all the information necessary for a review, 
a process which took approximately one year. The sources of information were： WHO 
collaborating centres, WHO programmes - e.g., the programme on diagnostic, therapeutic and 
rehabilitative technology, experts in countries, material published in the scientific press, 
national health services, and organizations of the United Nations system. The United Nations 
Division of Narcotic Drugs, as well as the International Criminal Police Organization 
(Interpol), provided most useful information. A most important source of information, 
however, was industry, which was invited to submit to WHO all information relevant to the 
review process. The International Federation of Pharmaceutical Manufacturers Associations 
(IFPMA) had been most helpful also in the process of contacting industry. He thanked IFPMA, 
industry and all the others concerned for the excellent contributions which they had made to 
WHO's efforts in that area. 

Once the information had been collected, a "critical review" document was prepared 
containing a summary of available data on the individual substances. For each substance, the 
information was presented under a standard set of 12 headings, including chemistry, 
dependence potential, epidemiology of use, and national control procedures• The "critical 
review" was a sizeable document： the most recent one had some 380 pages and gave information 
about some 20 substances. WHO collaborating centres and experts took part in the process and 
support for that major undertaking had been received from the Governments of the Federal 
Republic of Germany, Norway and the United States of America. 

After the "critical review" document had been produced, it was sent to all those 
concerned, including IFPMA, which in turn sent it to industry for comments and additional 
information which were used in finalizing the document before its submission to the Programme 
Planning Working Group. The Group then examined the "critical review" and determined whether 
the information brought together provided a sufficient basis for assessment of the public 
health and social problems involved and the extent of medical use, and the probability of 
abuse liability of a substance. If it found the information provided was not sufficient, it 

1 Document EB77/1986/REC/1, Annex 13. 
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would call for further information which would be produced in the form of an addendum before 
the material was submitted to the Expert Committee on Drug Dependence. 

The Programme Planning Working Group also met with nongovernmental organizations to hear 
their statements and obtain any additional views and information. Under the aegis of IFPMA, 
the pharmaceutical companies concerned were also represented at those meetings, as IFPMA did 
not feel that it could represent the technical interests of each and every company. 

Letters received in reply, the "critical review", the addendum and any additional 
information received from industry and others we're then sent to the Expert Committee members 
as well as to other interested parties. 

The Expert Committee on Drug Dependence met approximately four to six weeks after the 
session of the Prograinme Planning Working Group, to review the "critical review" document and 
make recommendations to the Director-General about the level of control or other action 
advocated for each of the substances, e.g.э to place on a schedule, not to control or to 
carry out further study. It would also hear "interested persons" in the sense of 
paragraph 40 of the Guidelines. Having considered the recommendations, the Director-General 
reached his decision and communicated it to the Secretary-General of the United Nations. The 
supporting summary material was subsequently published in the form of an Expert Committee 
report. 

The Expert Committee report, together with the recommendations and the decision of the 
Director-General, was then also submitted to the Executive Board in January and to the United 
Nations Commission on Narcotic Drugs at its session in February of the succeeding year. The 
Commission on Narcotic Drugs would take into account WHO'S recommendations but was not bound 
by them, since they were only determinative in medical and scientific matters. Other 
considerations - economic, commercial, legal and so on - would also be examined by the 
Commission in reaching its decision. The Commission then submitted its decision to the 
Economic and Social Council for approval and agreement upon which the decision was enacted• 

The process he had outlined was complex and operated under considerable time constraints 
and perhaps merited a few additional comments. First, the principle of confidentiality was a 
major concern. WHO screened the documents to ensure that confidential information was not 
disclosed or, if essential to the argument, arranged in such a way as to protect the source. 
The "critical review" was therefore also only given limited distribution and sent only to 
recipients accepting its confidentiality. In instances where an agency or individual 
provided information stating that it did not want it disclosed, the rule had been that any 
other party interested in that information would be referred to the source directly so as to 
avoid complications. 

Secondly, the process of reviewing a substance was a continuing effort: WHO did not 
cease monitoring the public health usefulness and dangers of a substance, regardless of 
whether it had been placed on a schedule of control or not. Throughout the process, WHO 
invited industry, nongovernmental organizations, collaborating centres, national health 
service experts and others to help and welcomed any offer of information, resources or 
advice. The Expert Committee meeting was the point at which the recommendation was 
formulated on the basis of all the information that had been assembled in the process of 
review. 

Thirdly, the difference between the Programme Planning Working Group and the Expert 
Committee on Drug Dependence was important. They were independent in their activities and 
had different tasks• The Group was multidisciplinary and multisectoral, with a strong 
emphasis on public health considerations. The Expert Committee was composed of scientists 
highly specialized in a particular topic. The membership of the Group changed only slowly 
while the membership of the Expert Committee might change completely from year to year, 
depending on the substances under review. The Group was advisory to the programme as a whole 
and also helped WHO in its main task of cooperating with countries in the implementation of 
measures that would give life to the conventions at country level. The Expert Committee, on 
the other hand, had a specific responsibility： to formulate recommendations to the 
Director-General about the control of drugs. The Group very often had subcommittees or 
working parties which prepared materials for it and reported back to it. It would review the 
same subject matter at several of its sessions• The Expert Committee, on the other hand, had 
one session during which it formulated its recommendations and it would not return to that 
topic unless and until the same process of assembling the information prescribed in the 
guidelines had been completed again. 
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Fourthly, the difference between the Expert Committee on Drug Dependence and other 

expert committees was mainly in the immediacy of the consequences of its recommendations. A 
variety of direct financial and broad economic and social implications accompanied each 
recommendation. Although the final decision about control was not a matter for WHO, the 
weight of the Organization1s recommendations and the immediacy of their consequences 
nevertheless made the Expert Committee on Drug Dependence a special kind of meeting. 

In conclusion, he drew attention to three textual changes which should be made in the 
report. In paragraph 54 of the revised Guidelines, the first phrase up to the comma, should 
be deleted and replaced by： "If either (1) and (3) or (2) and (3) above are found to be the 
case,". In the enumeration of the steps in the preparation of WHO recommendations 
(Appendix 2 to the Guidelines), the word "December" should be inserted after "Step 6". 
Finally, on the advice of the Legal Counsel, the word "person" should be used instead of the 
word "party" in paragraphs 40 (penultimate line), 46 (third line) of the Guidelines and under 
Step 12 in the above-mentioned enumeration. 

Dr JAKAB (alternate to Professor Forgács) said that the new mechanism for 
decision-taking on the psychoactive drugs being considered for international control was 
highly appreciated. She was convinced that the recommendation to extend the scope of control 
of the 1971 Convention on Psychotropic Substances to a further group of 17 phenethylamine 
substances, listed in section 3.2.1 of the Director-General1 s report, would be accepted by 
the United Nations Commission oil Narcotic Drugs in February of the current year, thus filling 
one of the major gaps in the protection provided under that Convention. 

The next step should be to extend international control to a number of barbiturates and 
other hypno-sedatives. That measure would make good two major incompatibilities in the 
international control system of psychotropic substances. In the first place, the lack of 
control of a number of barbiturates could lead some physicians in certain countries to 
prescribe those outdated drugs instead of benzodiazepines because the latter were subject to 
control. Secondly, without the control of a substantial number of barbiturates, WHO'S 
"exemption" recommendations that countries should not allow the dispensing of preparations, 
such as tablets containing 15 mg of phénobarbital, without medical prescription, remained 
contradictory. 

The revised Guidelines were sound and satisfactory except on the following two points. 
In the first place, there was no mention of abuse potential among the headings under which 
data were organized for "critical review" (paragraph 30), and, in her opinion, the abuse 
potential of a drug was more important than its general pharmacology, toxicology, or 
pharmacokinetics. In fact, since the use of many psychotropic substances, such as 
hallucinogens like LSD, did not lead to the development of dependence, the danger connected 
with their use could not be measured by their non-existent dependence potential. Secondly, 
while she agreed with the general concept of confidentiality, as described in paragraph 33, 
the information influencing the Director-General*s decision in his recommendation to the 
United Nations could not be kept secret. 

Sir John REID expressed satisfaction with the comprehensive report submitted. He 
welcomed the fact that the new procedure for the Organization's review of the scheduling of 
drugs, approved in principle by the Board, had been put into operation and that it had proved 
a positive development in the work WHO had undertaken in that important field. 

The revised Guidelines, prepared by the Programme Planning Working Group, were generally 
sound and should provide a basis for building up an atmosphere of mutual trust and confidence 
among all those who had collaborated in that endeavour• 

He understood, however, that certain anxieties had been expressed about aspects of the 
Guidelines, and it would be helpful to all concerned if those could be allayed. He noted 
that the Director-General1 s report recognized some of those concerns. For example, on the 
question of the application of criteria for selecting substances for review, it had been 
suggested that the Programme Planning Working Group might wish to consider that further, and 
he welcomed that suggestion. 

He felt that it should be possible to reach some accommodation on the question of access 
by nongovernmental organizations to the Programme Planning Working Group. In view of what 
was stated in the report, there appeared to be no problem in allowing those interested the 
opportunity and necessary time to discuss matters of mutual interest with the Group during 
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their meetings• Similarly, the Expert Committee on Drug Dependence might wish to consider 
the desirability of inviting nongovernmental organizations with a relevant interest to attend 
for part, and he would stress only part, of its formal meetings, so as to allow all members 
the benefit of considering the contributions which the nongovernmental organizations might 
make to the technical aspects of the debate. That would not only mean that justice was done, 
but that justice was being seen to be done• 

He was not satisfied, however, that there was a need for a substantial change in the way 
complaints, or rather appeals, were handled, and he believed that it should be left to the 
discretion of the Director-General to take such other advice as he considered necessary in 
order to decide on the merits of any appeal made. 

The revised Guidelines were indeed a helpful contribution towards improving the review 
procedure. Their main objective should be to provide an effective framework within which all 
interested parties could work together in a spirit of collaboration. Further refinements and 
improvements should then be undertaken in the light of the lessons to be drawn from 
experience in operating the Guidelines. 

Dr DE SOUZA said that most of the points he had wished to make had been covered by the 
previous speaker. He was very gratified that the Programme Planning Working Group had 
decided to consult widely with consumer organizations, industry and others, but he was 
somewhat concerned regarding the informal pre-review meeting, mentioned in section 5,3 of the 
Director-General *s report, since that could carry undertones of informal lobbying. He 
accordingly welcomed Sir John Reid1 s suggestion in that regard. Alternatively, if such a 
separate meeting were to be retained, it should be in the nature of a proper formal meeting 
preceding the session of the Expert Committee, 

On section 5.4 of the report relating to the handling of complaints against WHO review, 
he considered that that procedure should seek to establish purely scientific facts, based on 
scientific data, rather than concern itself with commercial interests. 

Professor LAFONTAINE said that his own views were somewhat similar to those expressed by 
Sir John Reid and Dr de Souza. He agreed that there should be a preliminary hearing of a 
sufficiently open character following which those interested would no longer have the 
privilege of intervening and the Expert Committee would take full responsibility. Appeals 
should relate only to strictly scientific problems, and the Director-General should be 
entrusted with the decision of whether or not they were transmitted. 

The question of priorities was also one for which the Director-General should be 
entirely responsible. He welcomed the fact that reference was being made to "substances" 
rather than to "drugs", since there existed a whole series of substances which could give 
rise to problems and since, moreover, the term "substance" was all-embracing. 

Dr GRECH considered that the activities undertaken by WHO in 1985 had been wide ranging 
and indeed laudable since they clearly reflected what the Director-General had described as 
the "proper" contribution which the Organization could make in an area where it was both 
competent and authoritative. 

In view of the concern caused by the relentless, discordant note sustained by adverse 
commercial interests in relation to the theme of "tobacco or health", it was all the more 
gratifying to note that, in the field of drug control, a good measure of collaboration had 
been worked out between WHO, the pharmaceutical industry and the consumers. In fact, the 
report referred to the support expressed by IFPMA for the revised Guidelines, as well as to 
the satisfaction of the International Organization of Consumers Unions as to the mode of 
implementation of those Guidelines. 

He would suggest, together with Sir John Reid and Dr de Souza, that that understanding 
could be further enhanced if both those nongovernmental organizations were invited to attend, 
not a pre-review meeting, but rather the sessions of the Expert Committee, obviously not as 
active members but as observers, who might even be allowed to speak, provided there were no 
legal difficulties in that regard. The essential aim was to engender, in the words of 
Sir John Reid, "an atmosphere of mutual trust and confidence", so that all involved could 
collaborate effectively to ensure that dependent-producing substances were adequately 
controlled. 



SUMMARY RECORDS : SEVENTH MEETING 149 
Referring specifically to section 4.3 of the Director-General1 s report, on the 

investigation of public health and social problems associated with the use of psychoactive 
drugs, he recalled that the Regional Office for Europe had stated, in connnection with 
health-for-all targets, that patterns in the use of drugs in European countries were linked 
with social phenomena, such as changing living conditions, alienation and lack of cultural 
identity, especially among young people. In other words, it was apparent that people 
resorted to drugs in order to cope with a number of life-related conflicts, such as 
loneliness, social incompetence, boredom, anxiety and depression. It seemed to him, 
accordingly, that far too little attention had been paid to the underlying misery leading to 
drug abuse, and that any investigation into those problems would be incomplete without an 
appropriate sociological analysis. 

Dr BELLA asked whether, in the case of notifications, countries always accepted the 
opinion given by the Organization and whether, in the case of recommendations for termination 
of exemption, there was any way of ascertaining that the recommendations were being followed. 

Mr Almar GRDISSON welcomed the report, as well as the excellent presentation of the 
item. He emphasized the great importance of WHO's role in the international control of 
narcotic drugs and psychotropic substances. 

Since the discussions at the seventy-third session of the Board when the present 
procedures for evaluating psychoactive substances were being formalized, the experience 
gained and the activities undertaken on the basis of that procedure represented a significant 
step forward in the international control of those substances. He commended the Organization 
for its efforts and said that the members of the Programme Planning Working Group and of the 
Expert Committee were to be congratulated. Moreover, collaboration with the United Nations 
Commission on Narcotic Drugs and with the International Narcotics Control Boardy as well as 
with the United Nations Division of Narcotic Drugs, had been working well as a whole, and 
there was now evidence that the 17-step review procedure outlined in Appendix 2 to the 
Guidelines, was functioning reasonably well. It appeared advisable to proceed with the 
refinement of the Guidelines on the basis of the further experience. He concurred with 
Dr Jakab that abuse potential was not given enough weight. 

He felt that two areas called for further clarification, namely, the criteria for 
selecting substances for review, and the question of dialogue between the Expert Committee 
and the interested persons, such as representatives of the manufacturers. 

With regard to selection of substances for review, there were basically two possible 
approaches. One approach would be to concentrate oil substances which were in use and had 
been scientifically proved to have abuse potential； another would be to select drugs by 
chemical or other class, as was being done under the present work plan, which, on the basis 
of experience with substances having a similar chemical structure or with therapeutic 
similarities, were suspected of having such potential. He believed that selection procedures 
required careful examination. In principle, a substance should be evaluated under the scheme 
on the basis of available sources of evidence from various countries. However, there were 
valid reasons at the present time for selecting classes of drugs for evaluation, just as the 
amphetamines had been evaluated the previous year, and for focusing in the current year on 
the barbiturates, as mentioned in section 3.1.1 of the report. 

As regards the attendance of industry and other interested persons at meetings of the 
Programme Planning Working Group and of the Expert Committee, it would in his opinion be fair 
to say that the present method of work of the Group was adequate. The Expert Committee 
should be allowed to retain the private character of its meetings, as provided for in the 
Rules of Procedure for Expert Committees. He stressed the fact that a meeting of an Expert 
Committee was a full decision-making process on the subject concerned from beginning to end, 
and he felt therefore that the provision for an informal meeting taking up one full day 
before the Expert Committee entered into its deliberations did provide an adequate forum 
where persons interested had an opportunity to challenge the "critical review" or present new 
data. 

However, together with other members of the Board, he had some difficulty in 
understanding what the informal nature of that meeting implied, and it was important to be 
entirely clear on that point. He considered that the Expert Committee on Drug Dependence and 
its present procedures afforded a striking similarity with a national drug registration 
committee where there was, in most cases, provision for informal discussions on specific 
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drugs, but where recommendations were, for obvious reasons, formulated in closed session. It 
was his understanding that, as matters stood at present with regard to the "informal" 
meeting, which took place one day earlier than the actual session of the Expert Committee, 
all members of the Expert Committee were available for a discussion with interested persons 
on matters of principle, as well as matters relating to the review of single substances. For 
his own part, he saw no problem in conferring a more formal status on that pre-review 
meeting, but felt strongly that the actual proceedings of the Expert Committee, comprising 
the actual decision-making process, should continue to be conducted in closed session. 

Dr HILGER (adviser to Professor Steinbach) emphasized the importance of WHO'S work in 
that field. The review of psychoactive substances considered for inclusion in the schedules 
of the international drug control treaties was an activity that had far-reaching 
consequences. It was therefore necessary to look carefully into the procedures applied. He 
welcomed the revised Guidelines as a significant improvement. There were nevertheless a 
number of points, which could, and should, be improved in the interests of clarity and in 
keeping with the overall principle that the Guidelines should guarantee a fair procedure to 
all concerned. 

In view of the limited capacity of the Programme Planning Working Group and the Expert 
Committee itself, it appeared necessary to concentrate on substances with a really dangerous 
potential• According to the Convention on Psychotropic Substances, there had to be 
sufficient evidence that the substance was being, or was likely to be, abused so as to 
constitute a public health problem. The criteria for selecting substances for review should 
be clearly identified, as, if too many substances or whole lists of substances were reviewed, 
results would necessarily be less thorough and, finally, carry less conviction. 

It was extremely important that a possibility should be afforded for the Expert 
Committee to meet with interested persons, as foreseen in paragraph 46 of the revised 
Guidelines, Direct information by the persons concerned, with an opportunity to ask and 
reply to questions, could never be replaced by written information, even if carefully 
collected by a working party or the Secretariat. Such direct contact should therefore be 
part of the formal Expert Committee procedures, but should take place before the formal 
session, as the final decisions of the Expert Committee should be taken in the absence of any 
pressures• Howeverэ as experience had shown, an entirely informal meeting could be the 
source of misunderstandings• 

The adoption of those few, but essential, proposals could considerably enhance the 
review procedure and strengthen the validity and acceptability of its findings. 

Professor LAFONTAINE thought it would be useful to have clarification from the Legal 
Counsel as to the meaning of the term "informal" in relation to the meeting preceding the 
Expert Committee session, since there seemed to be some difficulties in that regard. 

Miss CONE (International Federation of Pharmaceutical Manufacturers Associations 
(IFPMA)), speaking at the invitation of the Chairman, said that IFPMA was grateful to the 
Director-General for circulating the comments of research-based industry on the complicated 
subject of the scheduling of psychoactive substances to the Board in writing (document 
EB77/INF.DOC./9). 

She wished to emphasize the support of the pharmaceutical industry for appropriate 
international controls designed to reduce the abuse and misuse of narcotic and psychotropic 
substances• IFPMA recognized WHO'S role in that process, and was pleased that, over the past 
few years, cooperation and interaction between the industry and WHO had steadily increased, 
and that progressive revisions in the procedure had fostered that increase in consultation 
and cooperation. 

Since the procedures had been revised in 1984, IFPMA had been able to benefit from the 
experience of the review of central nervous system stimulants, as well as from the review of 
barbiturates currently under way, and its commentary had been based on that experience. 

In the first review under the revised procedures, IFPMA had been disappointed to see 
that there was no opportunity for companies to appear before the Expert Committee on Drug 
Dependence in cases where there were felt to be points at issue which could not be entirely 
resolved in the written documentation. IFPMA had therefore been pleased to note that the 
revised procedures made provision for companies to meet the Expert Committee in order to 
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discuss scientific issues raised by the review of substances with which they were directly 
concerned. It was hoped that that would be accepted as a useful and constructive addition to 
the process, which could be adopted as part of the formal procedure of the Expert Committee. 

As explained in the information document, there were two major issues of principle which 
had caused considerable concern, and IFPMA welcomed the fact that both were taken up in the 
Director-General1 s report. Those issues were the need to clarify the criteria upon which 
substances were identified and selected for review, and the need to develop a model for the 
way in which the Expert Committee's recommendations were formulated. IFPMA, as a 
nongovernmental organization in official relations with WHO, offered its active participation 
and assistance in any work entailed in respect of those issues. 

She reaffirmed the fact that the pharmaceutical industry did not oppose the 
implementation of international controls aimed at reducing the abuse of psychoactive 
substances, providing that the decision-making procedures for imposing such controls were 
fair, open and equitable. She hoped that IFPMA1s comments and suggestions, as set out in 
document EB77/INF.DOC./9, would be given serious consideration and seen as a constructive 
contribution to the Board's discussions. 

Dr REESE (World Federation of Proprietary Medicine Manufacturers), speaking at the 
invitation of the Chairman, said that the World Federation welcomed the opportunity to 
explain to the Executive Board the manner in which it might best contribute to WHO'S 
programme. The Federation had not previously been involved in the procedures under 
discussion since it represented pharmaceutical manufacturers of non-prescription medicines 
which were formulated using ingredients with recognized safety and efficacy and a low 
potential for abuse. However, its concern that during the current review of central nervous 
system stimulants at least two ingredients used in some countries in the formulation of 
non-prescription medicines were being considered for international control, and that further 
ingredients might be subject to future consideration had led to its direct interest in the 
action programme and offer of its facilities to assist WHO. 

The World Federation particularly welcomed two proposals in the Director-General1 s 
report and its addendum; the suggestion in paragraph 5.3 of the report that the Programme 
Planning Working Group should look again at the criteria being applied for the selection of 
substances for review, and the proposal in paragraph 3 of the addendum that the formulation 
of recommendations by the Expert Committee should be reviewed. 

Oil the first of those issues, the World Federation had always believed that selection of 
substances would result from concern expressed by governments over problems of abuse in their 
countries of substances in international trade, while the current reviews appeared to be 
based more upon a broader study of therapeutic categories. It doubted whether the selection 
and review of large groups of substances, which had not been identified by national 
governments as a source of abuse, was the best use of resources• 

On both that issue and on the question of the formulation of the Expert Committee's 
recommendations, the World Federation would be pleased to participate in and contribute to 
discussions with WHO and the relevant committees. 

The World Federation's study of the Director-General's report had led to many of the 
same conclusions as those put forward by IFPMA in its commentary, which the World Federation 
supported. It agreed in particular that the proposals in the Director-General1 s report would 
make for a more constructive participation by the industry in the review procedures, but 
shared IFPMA's concern about the exclusion of observers from accredited nongovernmental 
organizations from meetings of the Expert Committee on Drug Dependence, since it had always 
understood that it was WHO'S policy to allow nongovernmental organizations with a direct 
interest to be present at such meetings, on the understanding that the Expert Committee might 
wish to meet in closed session for part of its deliberations. The earlier Guidelines had 
stressed that reviews would be conducted following the "principle of openness and 
visibility"; those words had been omitted from the Director-General1 s report, but he trusted 
that WHO still supported that principle. 

Mr TOPPING (Office of the Legal Counsel) explained that the word "informally" in 
paragraph 46 of the revised Guidelines, on which clarification had been requested, was 
intended merely to make a distinction between that one-day meeting and the formal session of 
the Expert Committee on Drug Dependence, and not as any special characterization of the form 
of the one-day meeting. Oil that understanding, the word might be deleted. 
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Dr SARTORIUS (Director, Division of Mental Health), responding to the debate, 

acknowledged the assistance received from the Chairman of the Programme Planning Working 
Group, the Expert Committee on Drug Dependence and its Chairman, and other members of the 
Secretariat, and thanked the International Federation of Pharmaceutical Manufacturers 
Associations and the World Federation of Proprietary Medicine Manufacturers for their past 
and future contributions. 

Most of the questions and comments on the revised Guidelines could be reflected in the 
guidelines by means of minor amendments, which he would proceed to suggest. 

The words "openness and visibility", the omission of which from the revised guidelines 
was regretted by Dr Reese and Miss Cone, could usefully be reinserted in the second sentence 
of paragraph 5, which would be amended to begin: "Consistent with the principles of openness 
and visibility and of providing information ", the rest of the sentence remaining 
unchanged• 

He agreed that a heading on abuse potential could be introduced in paragraph 30 as one 
of those under which drugs would be reviewed. 

Regarding questions raised about the confidentiality of information, it was as always 
necessary to find a way of providing sufficient information while protecting information 
sources. That concern might be reflected in the Guidelines by adding, at the end of 
paragraph 33 on the preparation of the "critical review", words to the effect that subject to 
the need to maintain the confidentiality of certain information, as provided above, 
appropriate arrangements should be made to provide access to the information used to 
interested persons as defined in paragraph 40. 

Another question raised was that of access, for example to the Programme Planning 
Working Group, and particularly the need for it to be unequivocally stated that such access 
was ensured. To that effect, he would suggest the insertion of a new penultimate sentence in 
paragraph 37 to the effect that the nongovernmental organization contingent might include 
representatives from the pharmaceutical industry, under the aegis of IFPMA, or other 
interested persons as defined in paragraph 40. 

Regarding questions raised about attendance at the Expert Committee meeting, Board 
members had stressed the need for members of the Expert Committee to reach decisions in an 
atmosphere of serenity. It was appreciated that many nongovernmental organizations and other 
interested persons would like to attend Committee meetings, which was why it had been 
proposed to hold a one-day pre-review meeting with all members of the Expert Committee, at 
which those interested persons might be invited to make statements should they so wish. If 
experience showed that one day was not sufficient, arrangements could be made to extend the 
duration of the meeting, and if the Chairman or members of the Expert Committee felt that 
further clarifications were needed, "interested persons" could be recalled to furnish such 
additional information• Such an arrangement would provide an opportunity for interested 
persons, in the sense of paragraph 40, to meet with the Expert Committee and express their 
opinions. It was hoped that the occasion would be used to provide clarification and 
additional information rather than for the re-review of the information already prepared for 
the Expert Committee. 

In response to IFPMA's comment, the Board might wish to consider the addition of a 
sentence at the end of paragraph 50, to the effect that all the information on which the 
"critical review" was based should be available to Expert Committee members for further 
evaluation where necessary, keeping the provisions of paragraph 33 in mind. 

Replying to the question raised concerning the appeals procedure and the use of the word 
••complaint", he suggested that the word should not appear. The beginning of paragraph 56 
would be amended along the following lines : "In the event of a request for a review of a 
recommendation of the Expert Committee, the Director-General should consult the Chairmen of 
the Expert Committee and of the Programme Planning Working Group to ensure that full 
information concerning the request is available to them ••••••; that would provide an 
opportunity to request such a review. The Director-General might of course wish to invite 
other experts possibly to provide specific advice on particular issues. There was the 
possibility that it might discourage the Committee members who had been carefully selected 
for their outstanding expertise to be told that their opinion would be subject to a review by 
another independent expert. A problem of timing arose in that regard, which could be 
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overcome by adding a sentence at the end of paragraph 56 to the effect that because of the 
severe time constraints under which the review process operated, such requests for review of 
a recommendation should be received within one week from the date on which recommendations of 
the Expert Committee were made available to the interested parties having assisted in the 
review process. 

He thanked Dr Grech for his suggestion that more detailed investigation should be made 
of the results achieved by the Regional Office for Europe in the field under discussion. He 
also wished to use the opportunity to thank the Government of Finland for its support in a 
specific review undertaken recently in Thailand. It was hoped that efforts would continue in 
exploring ways in which public health considerations could be kept foremost in thinking about 
drug abuse in that area. 

Two very important questions had been raised by Dr Bella. In response to the question 
as to whether a notification would be accepted automatically., he had explained the procedures 
through which the Economic and Social Council would approve the decision of the United 
Nations Commission 011 Narcotic Drugs. Dr Bella's subsequent question as to whether there was 
verification as to how well that procedure was used by countries that had ratified the 
Convention was extremely important, since it pointed to a major difference between WHO and a 
national regulatory agency. WHO provided a specific technical opinion and collaborated with 
countries in thinking about ways in which the best possible use could be made of a 
substance. It was not a verificatory mechanism. A major role of WHO might be seen in terms 
of transferring information from one country to another on how they were dealing with the 
question. 

Decision; The Executive Board, having considered the report of the Director-General, 
endorsed the proposed Guidelines for the WHO Review of Dependence-Producing Psychoactive 
Substances for International Control, as amended in the light of the Board1s 
discussions,1 and urged their rapid implementation.^ 

Abuse of narcotic and psychotropic substances: Item 16.3 of the Agenda (Document EB77/25) 

Dr SARTORIUS (Director, Division of Mental Health), introducing the item, said that 
document EB77/25 reported on progress in work relating to drug abuse problems. He wished 
first to correct an error in the dates of the London ministerial conference, which was to be 
held from 18 to 20 March 1986. It would be an important meeting and had been organized as a 
direct follow-up to the statement made by the representative of the United Kingdom at the 
Health Assembly the previous year. 

He informed the Board that it had been agreed recently to hold a United Nations 
conference on drug abuse in 1987. The London conference and WHO'S continued activity would 
prepare for an appropriate WHO contribution to the United Nations conference, which was 
significant testimony to the importance attached by countries to the problem of drug abuse. 

Dr Uthai SUDSUKH commended the Director-General on a comprehensive progress report which 
he fully endorsed. 

WHO had made a valuable contribution to the solution of the complex and difficult 
problem of drug abuse and had tried to mobilize not only those at the community level, 
through the primary health care approach, but also high-level policy-makers such as ministers 
of health. The latter effort was evident from paragraph 2.2 of the report, describing the 
plans and preparations for the London ministerial conference mentioned by Dr Sartorius, which 
was to be hosted by the Government of the United Kingdom from 18 to 20 March 1986. He noted 
that WHO had been invited to provide technical support and to co-sponsor the conference. 
Such an approach was most relevant, since the problems of drug abuse were not the exclusive 
responsibility of health authorities. Political support and a vigorous intersectoral 
approach were of crucial importance. He was pleased to report that the Minister of Health of 
Thailand was taking a great interest in the issue and was hoping to attend the London 
meeting. The organizers of the conference were clearly paying great attention to the 
preparation of informative documentation giving a comprehensive view of the whole spectrum of 

1 Document EB77/1986/REC/1, Annex 9. 
2 Decision EB77(3). 
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drug abuse problems and interventions. He hoped that the conference would lead to action at 
both the national and international level. He also hoped that WHO would give further support 
and would collaborate with other agencies, both inside and outside the United Nations system, 
for the organization of other similar interministerial conferences, in order to involve other 
disciplines at a high executive and policy-making level. 

Dr REGMI felt that certain items of the Agenda should be given priority in the Board's 
discussions. The time left to achieve health for all by the year 2000 and the urgency of the 
problems still to be tackled required due attention. Drug abuse was such a grave issue that 
the slightest delay in tackling it might prove extremely hazardous for future generations. 

In addition to the difficulties of controlling preventable communicable diseases, the 
developing countries were now confronted with a new problem of great magnitude, which in some 
cases was a by-product of modern development. Drug abuse was spreading so fast that it 
threatened to engulf the young élite of the future, and if left unchecked, the cherished goal 
of health for all by the year 2000 would be but a dream. WHO1s activities, such as: the 
workshop on the prevention and management of drug dependence through primary health care; 
the ministerial conference in London, monitoring of drug abuse and guidelines for its 
assessment； collaboration and coordination with countries and other agencies, preparation of 
critical reviews; and the development of treatment techniques, were all timely and 
praiseworthy, WHO had played its part and would continue to do so in the future. However, 
those activities were not enough. In-depth study of the socioeconomic, psychological and 
political factors involved and of the production of new drugs and solvents of limited or very 
limited use would be necessary if the underlying causes of drug abuse were to be identified. 
All countries, health and health-related agencies and nongovernmental organizations would 
have to tackle the task of combating drug abuse; it could not be left to WHO and national 
health authorities to shoulder the main responsibility. 

He commended the Director-General and his staff for providing a valuable report. 

Dr LAW welcomed the progress report on what was a most important topic. She drew 
attention to the section on solvent abuse, and was pleased to note the activities undertaken 
in that area, despite the unfortunate delay caused by the postponement of the Mexico 
meeting. For a number of countries, solvent abuse was an increasing problem affecting a very 
young age group and was therefore of particular concern. There was still much to be learned 
in that area. 

She looked forward to reading the technical papers that were being prepared. 

Dr BELLA welcomed the Director-General's progress report. In the developed countries 
the legal structures established to combat drug abuse had some chance of success. That was 
not the case in the developing countries, which had no or few means to deal with those behind 
the abuse of drugs. In such developing countries, drug abuse was spreading rapidly, in 
particular amongst neglected juvenile delinquents in slum areas. He therefore welcomed the 
possibility, outlined in the report, of providing means of preventing and even of treating 
drug dependence. 

Dr GALICIA DE NIÍSEZ, speaking for the first time at the Board, expressed Dr Padilla1S 
regrets at being unable to be present. She commended the Director-General1 s report on the 
action taken in respect of international conventions on narcotic drugs and psychotropic 
substances. 

The report was one of great importance to Venezuela in guiding all its activities 
concerning the health aspects of the problem, even though little could be done because it 
called for other measures. In particular, there was a need for a better understanding of the 
psychotropic aspects of the matter. She therefore welcomed the Director-General's report and 
congratulated the Board on the decision, which would be welcomed by all the countries 
affected by the problem. 

Dr NAKAJIMA (Regional Director for the Western Pacific) said that unfortunately there 
had been a marked increase in drug abuse in the Western Pacific Region in both developed and 
developing countries. As he had reported at an earlier meeting, the Regional Committee had 
adopted a resolution on alcohol and drug abuse in September 1985, which, among other things, 
had requested the Regional Director to intensify collaboration with Member States in 
implementing regional and national activities related to alcohol and drug abuse and to 
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promote health research. As a consequence, a meeting on drug related problems in adolescence 
had been proposed. As Dr Law had said, much of the abuse was among the young. The Japanese 
Government had agreed to host a workshop on drug related problems in adolescence to be held 
in Tokyo from 25 to 28 February 1986. There would be direct input from that meeting to the 
ministerial conference to be held in London in March 1986• Further, the political and 
economic aspects of drug abuse were expected to form one of the topics for discussion at the 
economic summit to be hosted by the Japanese Government in May 1986, and it was hoped that 
the various WHO activities would be reported there. As Dr Sudsukh had said, the problem had 
to be solved at a high political level, identifying the economic and social factors as well 
as fundamental health aspects. Щ was encouraged that political leaders, such as the Prime 
Minister of the United Kingdom, and their spouses, including the first ladies of the United 
States of America and Japan, were becoming involved in the fight against drug abuse. It was 
hoped that the wife of the Prime Minister of Japan would attend the Tokyo meeting. 

Dr MOLTC) welcomed the Director-General1 s report and endorsed the comments related to 
standards, strategies and training. In section 5 (Collaboration with other organizations), 
in addition to the various international organizations, he would have liked to see some 
mention made of the importance of making maximum use of other relevant organizations, such as 
nongovernmental ones, particularly in respect of educational and preventive activities at all 
levels. 

In Panama, the office of the first lady had set up a committee to consider drug abuse 
prevention in which a whole range of nongovernmental organizations were participating. Their 
cooperation had proved very important in a number of activities. 

Dr SYLLA (alternate to Dr Diallo) agreed that the Director-General's report was of great 
importance and he commended the series of activities already undertaken or in progress. He 
hoped that the results obtained would be widely disseminated among Member States, in 
particular the guidelines and review of drug dependence prevention strategies, and the 
guidelines and manual for the training of primary health care workers in that field. 

Drug abuse, which particularly affected the young, was one of the new public health 
concerns of developing countries. WHO should continue to strengthen its support to Member 
States, particularly in the development of technologies, as described in section 3 of the 
report, and in training staff in primary health care. In that connection, he had been 
particularly encouraged by the workshop held in Lagos on the prevention and management of 
drug dependence through primary health care and hoped that the results would be widely 
disseminated and that there would be further such workshops in Africa. 

Professor MENCHACA congratulated the Director-General on his report. He too 
particularly welcomed that workshop, and urged WHO to continue its activities designed to 
ensure that such care played the important role appropriate to it in that field as well. 

The planned ministerial conference was of great interest, since political commitment was 
fundamental to the success of measures to combat drug abuse. WHO'S efforts to generate 
information would be wasted unless that information was integrated in national health 
programmes. It would not be easy for some countries to implement the thorough measures 
needed to organize strategies for the control of drug abuse, and WHO should therefore provide 
them with the necessary support. He urged that the Organization should continue and, if 
possible, intensify its efforts in that regard. 

He supported Dr Molt6's suggestion that cooperation should be extended to include all 
interested organizations. The matter was such ail important one that the widest possible 
participation of all those who could assist in the implementation of the programme was 
necessary. 

Dr OTOO welcomed a most useful report. He was particularly interested in the role of 
primary health care in providing treatment facilities for drug dependence. In many cases, 
patients lived far from existing treatment centres and were therefore unable to obtain 
medical assistance. The training of primary health care workers was very important and the 
manual referred to in the report was anxiously awaited. 

Dr DE SOUZA also commended the progress report. It clearly indicated the increased 
activities of WHO in the area of abuse of narcotic and psychotropic substances, which were to 
be welcomed since, in the past, many activities, particularly those related to the United 
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Nations Commission on Narcotic Drugs, had been directed to the supply rather than to the 
demand side of the drug-abuse equation. 

He wondered whether the publications planned to appear in 1986 - the report of the 
advisory group meeting on the identification of high risk populations; the guidelines for 
legislation oil treatment of drug and alcohol dependence; and the manual for teaching on drug 
dependence and alcohol-related problems - would be available before the ministerial meeting 
in March 1986. They would clearly contain valuable information that would assist ministers. 

Dr SARTORIUS (Director, Division of Mental Health) thanked members for their comments 
and suggestions. 

During the planning of the London conference, one of the matters considered had been 
what follow-up activities to the conference might be appropriate, and one of the suggestions 
made was the holding of similar conferences on a regional basis. The initiative would be 
left to interested Member States, thus encouraging a further example of technical cooperation 
among countries to deal with a subject that had wide implications, not only for health. WHO 
would be pleased to provide technical support for such efforts. 

Unfortunately, the meeting on solvent abuse had had to be postponed because of the 
earthquake in Mexico. He assured Dr Law that the meeting would take place and it was hoped 
to have a report ready for submission to the Health Assembly in May 1986. 

He agreed that collaboration with nongovernmental organizations was most important. WHO 
had been collaborating closely with several nongovernmental organizations, for example the 
International Council on Alcohol and Addictions, in the organization of meetings in Africa. 
Collaboration with nongovernmental organizations at a national level should also be 
encouraged. The World Federation for Mental Health had expressed an interest which would be 
followed up. 

In answer to Dr de Souza, he said that some of the authors involved in preparing the 
planned reports were also involved in preparing the documents for the London conference, so 
that overlapping would be easier to avoid. The material presented to the conference would 
probably be published some time during 1986. The reports mentioned in document EB77/25 were 
already in draft form and could be made available on an informal basis to any Board member 
interested. He hoped that the documents concerning the London conference would be published 
in a form suitable for wide distribution. 

The Executive Board took note of the Director-General's progress report on abuse of 
narcotic and psychotropic substances (document EB77/25). 

2. RESEARCH PROMOTION AND DEVELOPMENT： Item 14 of the Agenda (Document EB77/INF.DOC./3) 

WHO Advisory Committees on Medical Research (progress reports): Item 14.1 of the Agenda 
(Documents EB77/20, EB77/INF.DOC./7 and EB77/INF.DOC./8) 

The DEPUTY DIRECTOR-GENERAL, introducing the item, said that the advisory committees on 
medical research (ACMRs) had gone a long way in studying the fundamental issues and problems 
of health development. Their distinguished members were very far from the stereotyped image 
of the scientist shut up in his "ivory tower". On the contrary, they were deeply involved in 
world health problems and in finding solutions to them in the light of current socioeconomic 
circumstances, as was clearly evident in the energetic and creative work which they had done 
in research programmes such as those on tropical diseases and human reproduction. Under the 
outstanding chairmanship of Professor Ramalingaswami, the global ACMR had been tackling 
difficult subjects like the health research strategy, the transfer of technology to 
developing countries, and other problems which had been studied by specialized subcommittees• 

The Board had before it an overview of that work, contained in the Director-General1s 
progress report (document EB77/20)• In addition, for the first time the integral version of 
the ACMR1s report to the Director-General was being presented for information (document 
EB77/INF.DOC./7), accompanied by the revised report of its Subcommittee on Health Research 
Strategy for Health for All by the Year 2000 (document EB77/INF.DOC./8). 
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Professor RAMALINGASWAMI (Chairman of the global Advisory Committee on Medical 
Research), introducing the report on the twenty-seventh session of the Advisory Committee on 
Medical Research, explained that the ACMR, which had once been a single body holding a single 
meeting at headquarters, had evolved into what now constituted a system. The decision to 
decentralize its work and to establish six regional ACMRs, many of which had established 
links with national medical research councils or their equivalents, as well as with the focal 
points within national ministries of health, had produced an ACMR system making for good 
coordination between health research and health service delivery. In a decentralized system, 
of course, care had to be taken to preserve and increase coordination. Accordingly, item 8 
of ACMR's report (document EB77/INF.DOC./7) dealt with ways and means of promoting 
coordination between the global and regional ACMRs. The global ACMR had also established 
subcommittees, which met throughout the year, one of whose reports was now before the Board 
for its information (document EB77/INF.DOC./8). 

Thus there was now a remarkable worldwide biomedical ne.twork in which some of the ablest 
people were grappling with some of the most intractable problems in health matters. As was 
indicated in the revised report of the Subcommittee on Health Research Strategy, WHO was 
uniquely equipped to undertake such tasks, since it had a wider vision and broader 
responsibility and saw health problems in an historical and international perspective. The 
building up of national capabilities had been a central theme throughout the Organization's 
history. Such capabilities had now been extensively developed, partly through the Special 
Programmes. 

The Board had particularly commended the work done in tropical diseases research; the 
year 1983 alone had seen the publication, in reputable journals, of 400 original papers by 
Third World scientists on problems of relevance to them. That represented a real transfer of 
technology in terms of human resources, skills and capabilities. It also represented an 
historic opportunity for the ACMR system. The great advances made in molecular biology had 
led not only to a new and more profound understanding of the nature of life, but also to very 
useful practical applications in biotechnology. There had likewise been advances in allied 
fields such as microelectronics and the computer, materials and surface sciences, which, if 
exploited with wisdom, could have a profound impact on health-care delivery. In fact, 
developing countries now had a chance to make a great technological leap forward• 

There was also, of course, the goal of health for all by the year 2000, and the regions 
were making every endeavour, through their regional ACMRs, to structure their research 
strategies so as to attain it. In 1983, in that context, the Director-General had requested 
ACMR to examine the various forces at work with a view to accelerating the pace of progress 
towards health for all by studying the Organization's research strategy. For that purpose 
the ACMR had appointed the Subcommittee on Health Research Strategy for Health for All by the 
Year 2000, whose report was now in the possession of Board members. The report, as 
originally prepared in 1984, had been extensively debated at various levels, in particular in 
all six regional ACMRs, and had undergone some subsequent revision; yet it retained, in the 
Director-General1 s words, "an artistic simplicity", as well as internal consistency. It saw 
health development in an evolutionary perspective in what was probably the first time in 
history that it had been possible to adopt such an approach. Diseases were dealt with 
according to their origins and mechanisms, and the report described the broad transformations 
that had taken place in the health situation from the early hunting and gathering stage of 
man's history, through the stage in which communicable diseases had been the major scourge, 
up to the present stage in which great havoc was wrought by noncommunicable diseases and in 
which living conditions and life-styles were now known to be the major factors involved in 
many cases. Although the report was basically conceptual in character and did not deal with 
tactics or operations, it was nevertheless pragmatic in so far as it showed how research 
could help to attain the specific goal of achieving, in 15 years, levels of health that the 
industrialized countries had taken 150 years to reach, reflecting both the urgency and the 
difficulty of ensuring that no country would be below a certain level of health by the year 
2000. 

Emphasis was placed on the need for a coordinated attack on tropical diseases, and 
specific reference was made to the "diseases of poverty" in terms of the deficiencies and 
hazards that caused them. The basic measures to be taken to combat them were known, and all 
aspects of the problem were amenable to solutions through health-systems research. There was 
also a reference to the "diseases of affluence" and to the profound changes in environment 
and behaviour associated with industrialization. Much research was being done in that area, 
since it was important to observe how man's experience of disease changed in line with 
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changes in living conditions, especially in more traditional societies, with a view to 
tracing the emergence of "Western" or "Northern" diseases in "Eastern" or "Southern" settings 
and to drawing fruitful conclusions therefrom. 

The report, which adopted a positive approach to the maintenance of health, drew 
attention to the need for research on compassionate care, stressing the extensive knowledge 
currently available. It also showed how a number of developing countries differing widely in 
their political and cultural traditions, economic circumstances, and size of population, had 
made remarkable progress in protecting the health of their peoples. A comparative study of 
such changes in health status might well be made with a view to ascertaining whether any 
general principles could usefully be derived from them for utilization in future work. 

As to what should be done next, it was proposed that the report should be widely 
disseminated through the ACMRs and WHO, through universities and research councils, as well 
as through appropriate national scientific bodies, so that it could be further discussed, 
elaborated and criticized in a continuing process of refinement. It was also proposed that 
the Subcommittee should continue to work with the regional ACMRs and other appropriate bodies 
to see how much of the strategy and conceptual framework could be given tactical expression 
and translated into operational programmes• 

Work was still continuing in two other subcommittees, of which the first was concerned 
with the transfer of technology. The field was very broad, and the Subcommittee oil 
Enhancement of Transfer of Technology to Developing Countries with special reference to 
health was very conscious of the need for a pragmatic approach. From time to time ACMR 
reviewed what was happening at the "leading edge" of scientific progress and the promise 
which such progress held out for health, examining how the time-lag between conceptual and 
methodological advances and their translation into practice could be reduced. In the early 
1970s there had been a subcommittee whose specific function had been to investigate such 
matters. A similar exercise was now being carried out; a great deal of ground was being 
covered and the Subcommittee's final report would be transmitted to the Board in 1987. The 
Subcommittee distinguished between the transfer of science and the transfer of technology. 
Its central finding was that an adequate infrastructure was essential to the successful 
transfer of technology, that such technology should generate self-reliance rather than 
dependence and protect indigenous capabilities, that as far as possible complete and basic 
technologies were to be preferred to what the Director-General had called the "placebo" type 
of technology, and that the prime concern should be for peripheral technologies capable of 
mass application in support of primary health care. The Subcommittee was elaborating its 
report along those lines• It had also suggested that there should be some kind of national 
advisory body to deal with the problem, that technology policies should always be selected 
with due regard for national requirements and that research and development units should be 
established using WHO collaborating centres for training and advice. 

In practical terms, the Subcommittee had completed the task of identifying new 
technologies based on the biological and physical sciences, and had moved on to vaccine 
production technology as a top-priority area, making use of the latest findings in biological 
research and production systems for the development of more effective, less expensive and 
more heat-stable vaccines. It had drawn up down-to-earth lists of the basic equipment that 
would be required at the first referral level and had reviewed the whole question of the 
selection and maintainence of equipment, stressing the need for simplicity, sturdiness and 
reliability. 

Maternal and child health was, of course, a fundamental component of primary health 
care. An excellent report on the subject emphasizing the research aspects had been submitted 
to ACMR at its most recent session. A number of interesting ideas had emerged from the 
detailed discussion of that report. In particular, it had been recognized that there was a 
need for simpler technology suitable for transfer to the lower levels of the health-care 
system. WHO, which had formerly played a rather passive role, was now extremely active, 
using a task-oriented strategy for critical technology. A stage in which the work done so 
far could be expected to yield cost-effective, practical results had now been reached. In 
all the work being done the importance of the social context of maternal care had been taken 
into account, since the status of women had a profound impact on technologies used for 
dealing with intra-partum and post-partum haemorrhages, pregnancy-induced hypertension and 
prolonged labour. The reduction of maternal mortality had been identified as a prime 
objective for immediate action, with emphasis on perinatal and pregnancy care. 
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A second subcommittee had been established to consider research on health-manpower 
development. The Subcommittee on Health Manpower Research had reached an advanced stage in 
its deliberations, and its final report would be submitted to ACMR at its twenty-eighth 
session and transmitted to the Board at its following session. Arrangements for health 
manpower development had often been characterized by an ad hoc approach, 110 fundamental 
transformations being involved. Yet the subject was of fundamental importance for the 
economic efficiency of health care systems and for the improvement of health services. The 
key element identified by the Subcommittee was the need to establish linkages, through 
national focal points, between policy-makers and the research community dealing with 
manpower-development problems. Since research career structuring, to which the Board 
attached great importance, was currently not a very conspicuous feature in most developing 
countries, members might be pleased to learn that, in the research being done on manpower 
development, consideration was being given to the establishment of smooth interconnections 
between research, manpower utilization and supportive activities. 

An excellent report on human values and ethical considerations in policy-making had been 
submitted to ACMR at its most recent session by the Council for International Organizations 
of Medical Sciences. Such issues could not be overlooked in view of the dilemma posed by the 
need to match limited resources with rapidly changing technologies in the light of a 
country's historically determined values. ACMR had endorsed that report and had identified 
certain areas for further action. 

Finally, ACMR had recognized the importance of new knowledge of the neurobiological and 
immunological factors involved in the aging process, which held out great promise for the 
future. A subcommittee had been established to investigate the matter; it would submit a 
report to ACMR at its next session. 

The meeting rose at 12h30. 



ELEVENTH MEETING 

Tuesday, 14 January 1986, at 14h30 

Chairman: Dr G. TADESSE 

1. RESEARCH PROMOTION AND DEVELOPMENT： Item 14 of the Agenda (Document EB77/INF.DOC./3) 
(continued) 

WHO Advisory Committees on Medical Research (progress reports): Item 14.1 of the Agenda 
(Documents EB77/20, EB77/INF.DOC./7 and EB77/INF.DOC./8) (continued) 

Professor RUDOWSKI welcomed the Director-Generalf s progress report on the WHO Advisory 
Committees on Medical Research (ACMRs). The advances made on fundamental health development 
issues, with particular reference to the current global social, cultural and economic factors 
so ably presented by the Chairman of the global ACMR in his introduction of that body's 
report, were in his view a particularly sensitive issue since an increasing share of the 
Health Assembly's attention had over the years become directed to ACMR activities. The 
report summarized past action and future trends, including the gradual incorporation of WHO 
research programmes in the research coordination activities vertically and horizontally 
integrated in the General Programme of Work and the medium-term programmes. 

The most important field of activities and research was undoubtedly the health-for-all 
programme with promotion and development of research on strategies, policies and plans 
indicating how to define and attain the main targets. The progress report on the subject 
provided important information on how to envisage the role of the basic and applied health 
sciences by the end of the century. That view would be significantly influenced by 
technological developments in fields such as microelectronics, automation and computer 
sciences with a shift of technology from North to South. 

It was gratifying to note that human values and ethics had not been neglected in the 
overall health-for-all strategy and manpower development, but that they had been discussed at 
the conference entitled "Health policy, ethics and human values - an international dialogue", 
held by the Council for International Organizations of Medical Sciences (CIOMS), in 1984 in 
Athens. Further information on such meetings would be useful. 

He considered that it would be useful to include among the advances in biomedical 
research, listed in section 2.1 of the Director-General1 s report, a reference to biomedical 
engineering research, and its industrial applications in the production of genes and 
monoclonal antibodies, and to progress in immunology, physiology and biochemistry. The 
achievements of recent Nobel prizewinners in medicine should also be included. 

Dr KOINANGE commended the Director-General on the reports relating to research promotion 
and development and expressed his appreciation of their presentation. 

In connection with points of particular significance for the African Region made in the 
Director-General1 s progress report, he welcomed the continued decentralization of research 
activities. The variety of experience it brought could only enrich the aims of appropriate 
research. The involvement of national institutions during the past decade had shown not only 
the potential that existed, particularly in developing countries, but had also served the 
fundamental need for transfers of technology and enhancement of national research 
capabilities. 

He was gratified to see from the ACMR reports that research workers had a.lso accepted 
the challenge of the goal of health for all by the year 2000• The realistic approach 
advocated in those documents constituted a milestone for research. He was unable to single 
out any specific research programme for comment as all were important, though admittedly 
deserving differing degrees of emphasis for different Member States according to 
circumstances. 

-160 -
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He supported the work of the ACMRs and urged that all necessary assistance should be 
given to enable the excellent work described in the reports not only to continue but also to 
be implemented. -

Professor MENCHACA, welcoming the reports and expressing appreciation of their 
presentation, said that the results given by the decentralization of research had fully 
justified that measure. It was also important to establish a broadly based strategy for 
health research. 

Molecular biology was one current research trend mentioned in the progress report； in 
that context he was pleased to report that Cuba would be opening a centre for research in 
molecular biology in mid-1986, thus underlining its political commitment to finding solutions 
to health problems. The enormous effort required for the installation of that centre would 
be justified by the contribution it would make to the development of new medical substances, 
in particular for diagnostic purposes, not only to meet national needs but also for the 
benefit of any developing or other country that might require it. The Board and the 
Secretariat were invited to continue to follow the project in view of its importance in the 
field of international cooperation. 

In conclusion, he stressed the need to consider the applications to which research could 
be put and to evaluate the usefulness of research findings. It was also important that such 
findings be made available to Member States as soon as possible in order to facilitate their 
early and universal use. 

Dr OTOO said that the Director-General1 s progress report discussed research issues that 
were critical to the success of health for all and primary health care. In particular, he 
drew attention to two most important aspects that had been mentioned in connection with 
health development in relation to socioeconomic trends (section 2.2 of the report), namely 
the just allocation of health resources aiming at a more equitable distribution of health 
services and the mobilization of people to promote their own welfare. 

The latter implied the use of techniques that included motivation of communities to 
assess their health situation, identify their health and other social problems and develop 
the will to take effective measures to deal with those problems. It required in addition the 
transfer of relevant technology to meet the aims and aspirations of communities as well as 
the development of a system that ensured a continuous flow of technical assistance to help 
maintain the structures that they had developed for themselves. 

The development of such approaches required careful planning in order to ensure their 
effective implementation with community participation. It also required a strategy which 
used operational research as a means of introducing the activities concerned into 
communities. The skills for planning and implementing such operational research programmes 
were not easy to come by in developing countries. It was therefore heartening that the final 
section of the progress report made reference to research for health manpower development. 
In that area there was a need for training programmes and manuals on the planning and 
implementation of operational research concerned with the transfer of technology in order to 
assist health workers at district level in developing countries to engage in the transfer of 
technology as part of their community-based primary health care programmes. 

Professor FORGÁCS, welcoming the three reports, said that the enormous development of 
the natural sciences, mainly as a result of the various applications of computer-assisted 
technologies, had had a triggering effect oil the biosciences. The new submolecular aspects 
of biomedicine coupled with a highly developed technology had resulted in an extraordinarily 
rapid increase in the demand for related health care and in the cost of health care 
delivery. There were three dangerous aspects to that trend. Firstly, the health cost 
explosion was running in parallel with a deterioration of the world economy. Secondly, the 
increasing expense of market-oriented biomedical research would drain financial and research 
manpower resources away from the health system and social health services. Lastly, the 
discrepancy in the degree of activity devoted to prevention, diagnosis and therapy could 
imply the development of greater diagnostic capabilities than possibilities of treating the 
diseases so diagnosed and lead to prevention remaining a theoretical rather than a practical 
measure. 

With regard to health development in relation to socioeconomic trends, he wondered why 
that field of endeavour did not follow the example of biomedical research, which made use of 
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the sophisticated techniques of the basic sciences, and so widen its research methodology to 
include the techniques and findings of economic, political, social and other related 
sciences. He emphasized that health problems could only be solved by a complex interaction 
of the methods of both the biological and the social sciences. 

Sir John REID welcomed the reports on the ACMRs and commended their presentation. 

He expressed agreement with the suggestion, in paragraph 155 of the report of the global 
ACMR on its twenty-seventh session (document EB77/INF.DOC./7), that there should be an 
overlap in membership between the regional and global ACMRs (as he also believed there should 
be between membership of the Executive Board and attendance at the regional committees). Oil 
the matter referred to in paragraph 156, he would prefer the title ultimately selected for 
the committees to be rather wider than medical in scope and so reflect the broader concerns 
of the Organization. Lastly, he asked what was the significance of the statement in 
paragraph 157 to the effect that restrictions on the circulation of ACMR documents were to be 
lifted. 

He expressed his appreciation of the revised report of the ACMR Subcommittee on Health 
Research Strategy for Health for All by the Year 2000 (document EB77/INF.DOC./8) and 
commended the Subcommittee on its work. He hoped the report would be made widely available 
and would be seen and discussed by all national medical, health or other relevant research 
councils as well as by the health research, academic and other communities in general. It 
would provide a particularly valuable basis for continuing the development of the 
Organization1s health research strategy for the remainder of the century. 

Dr GRECH said that during the previous week's meetings of the Board, several speakers 
had referred to the many gaps in knowledge that still existed in the drive to achieve 
countries1 health goals and to achieve the better understanding that was required of the 
alternative ways open to Member States for reducing health inequalities. In particular, 
further study was required on the influence of life-styles on health and on the factors 
motivating changes in behaviour. Practical measures had also to be found to make the health 
services more accessible to a wider section of the population through the provision of simple 
and basic technology in the direction of what the Chairman of the global ACMR had described 
as technology transfer focused on the achievement of adequate infrastructure. 

In that respect, the vital importance of research in support of those health objectives 
could not be overemphasized. WHO should maintain its catalytic role. The European ACMR had 
now developed a research action plan structured oil the regional strategy in an attempt to 
determine the shortest path to each health-for-all target and, that done, no effort should be 
spared in mobilizing the scientific community with a view to accelerating that process. 

Dr ТАРА welcomed the reports and expressed appreciation of their presentation. The 
global and regional ACMRs were to be commended on their activities and achievements. In 
addition, he found the very comprehensive revised report of the Subcommittee on Health 
Research Strategy very stimulating and had, through it, gained a clearer insight into the 
classification of diseases according to their origins, the research required and WHO1s 
research strategy and operational approaches. He endorsed the Subcommittee's recommendations. 

In the context of the global ACMRfs report on its twenty-seventh session, he commended 
the interim report of the Subcommittee on Enhancement of Transfer of Technology to Developing 
Countries with special reference to health, and endorsed its recommendations• He also noted 
with satisfaction the final report of the Subcommittee on Health Services Research (with 
special emphasis on maternal and child health), and endorsed its recommendations. Lastly, he 
was pleased to note the proposal for a WHO-coordinated research programme on aging, and fully 
supported the ACMR recommendation for the establishment of a subcommittee on aging. 

Dr Uthai SUDSUKH commended the Director-General, the global ACMR and the Subcommittee on 
Health Research Strategy for on their reports and expressed his appreciation of the way they 
had been presented. 

The revised report of the Subcommittee provided much food for thought in its broad look 
at man and his environment. The section on classification of diseases according to origin 
was highly innovative in seeking in those origins a pointer to disease prevention and 
control. It might not always be easy to achieve such a classification, but he agreed with 
the report that the main difficulty arose from a lack of knowledge of etiology rather than 
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from the limits of the classification. Such a classification was thus useful and relevant to 
further research to improve prevention and control strategies. He therefore fully endorsed 
the global ACMR1s recommendation that the report should be published and distributed widely, 
particularly to medical research councils, universities and research institutions, and in 
such a way as to reach decision-makers. The regional ACMRs should be requested to help in 
further clarifying and making a better use of the document. 

With regard to Annex 4 to the Subcommittee's revised report, he said that there was a 
need for more attention to be paid to the health systems research described there now that 
the primary health care approach had been adopted and applied. Health systems research 
varied from one country to another according to their geographical, socioeconomic and 
cultural characteristics. However, lessons could be learned and adapted to suit the 
situations prevailing in individual countries. The global and regional ACMRs should make 
every effort to assist Member States in developing their own mechanisms and expertise in 
health systems research. If countries were to achieve self-reliance in health development 
they would have to make such mechanisms an overall part of their managerial processes for 
national health development. 

In conclusion, he commended the global ACMR's recommendation, as set out in 
paragraph 157 of the report on its twenty-seventh session, that restrictions on the 
circulation of ACMR documents should be lifted. That would help not only to facilitate 
integration within the ACMR system but would also be beneficial to the promotion and 
improvement of research activities in support of the goal of health for all by the year 2000. 

Dr HAPSARA welcomed the reports and commended their presentation. With regard to the 
Director-General1s progress report, he agreed with Professor Rudowski's suggestions for the 
expansion of the section on current trends in scientific research in view of the close links 
between such research and health development. Wide circulation of such a text would also 
help national health professionals to analyse present development situations. Further, he 
hoped that the findings in the reports, including their comments on health systems research 
and health manpower development research, and those of the first evaluation report on the 
Global Strategy would be incorporated in the strategy designs for future research. Finally, 
he noted with satisfaction the highlights of the CIOMS Conference in Athens, as described in 
the ACMR report. He suggested, as the threshhold of the twenty-first century was not far 
distant, that evaluation of future trends in standard-setting in that field should be 
extended to beyond the year 2000. That would greatly assist in policy analysis, design and 
implementation to achieve health for all. 

Professor LAFONTAINE, welcoming the reports and commending their presentation, suggested 
that the French versions nevertheless needed review here and there: he was thinking 
particularly of the first lines of the conclusions of the Subcommittee's revised report 
(document EB77/INF.DOC./8). 

He wished to stress a number of points related to research. First, it was necessary to 
distinguish between fundamental (or "biomedical" - the term was suitable to indicate a 
framework broader than purely medical), applied and what he called "organizational" research, 
which was so important if WHO was to utilize new discoveries and present and future 
possibilities in achieving health for all by and beyond the year 2000. Secondly, while 
enthusiastically acknowledging the importance of informatics and biotechnology, he felt that 
they should not be allowed to dominate the scene exclusively and that other aspects of 
research, more mundane but equally important - especially to developing countries - should be 
taken into account. Thirdly, he felt that amid all the excitement evoked by biotechnology, 
the possible risks involved and the need to proceed cautiously in some of its applications 
should be borne in mind at all times. 

Epidemiological research was also extremely important although probably insufficiently 
practised; medical and paramedical personnel, pharmacists, nurses, and veterinarians needed 
to be trained to select and submit the necessary information. Very valuable information was 
being submitted as a result of a data collection system which he had organized among doctors 
in Belgium, even though only 3 or 4% of the doctors approached were participating. 

Research in human genetics was a more delicate issue, which needed handling with 
caution, compassion, and all due regard for medical ethics. 

The problem of aging was particularly acutely felt in the so-called "developed" 
countries; Alzheimer's disease and others required a good deal of basic research, as did the 
complex field of slow and retroviruses. 
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Finally, he observed that there was certainly room for improvement in data transfer and 

information networks, at the level of the ACMRs and elsewhere. 

His overall conclusion was that despite philosophical, pyschological and ethnological 
differences, events such as the CIOMS Conference in Athens showed that identical, or 
virtually identical conclusions could indeed be reached concerning better health for all in 
the year 2000. 

Dr 0T00 said that although research was an important activity for the achievement of the 
goal of health for all, it had been considered as a luxury in many developing countries by 
leaders and policy-makers alike. Now that WHO had decentralized its research programmes, it 
would be interesting to know how medical research activities were developing in the regions, 
and what their constraints and successes were both at the regional and national levels. It 
would also be interesting to know how the regional ACMRs were being used to promote health 
and to deal with priority health problems to further the achievement of the goal of health 
for all by the year 2000. 

Dr REQ̂ II said that further positive measures were needed in the decentralization of 
research activities if the community was to benefit, and that much more research into the 
socioeconomic and psychological aspects of drug abuse in particular was needed. Research 
should not only be carried out for its own sake but should aim, directly or indirectly at the 
wellbeing of mankind. 

In most developing countries, the lack of managerial skills and know-how seriously 
impeded overall development. Comprehensive research should therefore be used to bridge that 
gap. Research into manpower planning and mobilization as well as training in research 
methodology for health were equally important and should be incorporated into medical 
curricula from the outset, and the updating of knowledge in current health research 
activities and the free circulation of relevant documentation would be of immense value. A 
further problem to be solved in many developing countries was the competition among the many 
possible research activities and the difficulties in allotting priorities. 

In spite of the difficulties, however, a good deal of progress had already been made in 
the South East Asia Region with WHO guidance, and within the framework of global strategies 
the ACMR would be able to continue to strengthen the capabilities of research institutions in 
developing countries and to work with national health policies. 

Dr AYOUB, noting the statement in the Director-General1s progress report that most 
developing countries did not have the means to push back the frontiers of knowledge, urged 
WHO to help and encourage such countries, particularly those where low-cost vaccines, 
simplified diagnostic procedures and medical treatment at reasonable cost were not generally 
available. In that context, coordination between the research programmes conducted at the 
country level in agreement with the technical units of WHO and those established by the 
regional offices was to be recommended. 

She wondered whether the agenda of the global ACMR accounted for the results of regional 
discussions, and what sort of interaction there was between the global and the regional ACMRs. 

Dr MONEKOSSO (Regional Director for Africa) said that research in the African Region was 
not yet as coordinated as researchers there would like, and much of the research undertaken 
was due not so much to the existence of the regional ACMR as to the presence of 
State-supported researchers, regardless of the research structures in WHO. However, the ACMR 
system had contributed to some coordination of research and strengthening of research 
activity. In particular, a number of countries had national health research policies, and 
some had national research organizations covering scientific and social research generally, 
but they were the exception rather than the rule. Some countries in the Region had first 
class research institutions supported or established by a friendly country that provided an 
excellent research background for visiting scientists as well as for nationals. Those 
institutions had collaborated with the wider research programmes of WHO, in particular, the 
Special Programme on Research and Training in Tropical Diseases, the Special Programme of 
Research, Development and Research Training in Human Reproduction, and to a lesser extent in 
health systems research. The major problem facing researchers, however, was the lack of 
career structure and the insufficient mastery of research methodology. WHO, both at 
headquarters and in the Region, had organized a number of workshops on research methodology, 
one of which was producing what was hoped would be a guide for young research workers. 
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Specifically on the subject of the ACMR document before the Board, the regional ACMR had 

noted with satisfaction the basic philosophy of the research, and particularly the role and 
place of research in achieving the objective of health for all. However, while accepting the 
analytical approach and systematic way in which research priorities were classified, it had 
been felt that in the context of the African Region more emphasis should be placed on a 
strategy based on the concept of health rather than on disease and mechanisms of disease, 
which had inevitably been the focus of the global ACMR. Nevertheless, the problems of the 
African Region had been found to fit quite well into the recommended classification of 
diseases by origin. A breakdown of those problems according to that classification had been 
prepared and was ready for use by the region1s research workers. 

What many countries most needed was the 
on the overall national development policies 
therefore be in the area of research related 
progressive improvement of those systems. 

establishment of a health research policy based 
The emphasis in the African Region would 

to the functioning of the health systems and the 

Dr Sung Woo LEE, referring specifically to the health systems research discussed in 
Annex 4 to the revised report of the ACMR Subcommittee (document EB77/INF.DOC./8), concurred 
with the statement that health delivery systems in most countries had been unable to absorb 
the advances in health sciences and technology. In order to achieve the goal of health for 
all by the year 2000 it was imperative that the health status of the people should be 
improved, and that could only be done by improving the quality of health services and the use 
of their resources. To that end, health systems research should be strengthened in each 
country by building up the local capability in health systems research, and it was hoped that 
the Director-General and the Regional Directors would assist Member countries in so doing. 

Dr KO KO (Regional Director for South-East Asia) said that nine of the eleven countries 
in his Region had succeeded in establishing mechanisms for the administration and 
coordination of research, such as medical research councils, academies of medical science, 
national research committees, and so on. Those bodies had been working in conjunction with 
national research scientists and researchers from WHO and other organizations of the United 
Nations system and bilateral agencies. Research was one of the areas in which the integrated 
approach had been widely practised, and much mutual support and guidance had been given 
through the medical research councils, regional ACMRs, the Regional Office and various 
headquarters divisions. Having concentrated on the identification of research needs for 
health for all, the South-East Asia ACMR had been much encouraged to discover that the work 
it had been doing for the past five years regarding research needs for health for all was in 
line with the report of the Subcommittee chaired by Professor HcKeown, and it had also 
welcomed the opportunity of discussing the draft and submitting its views to headquarters. 
The exchange of experience and expertise in the course of that exercise had been most 
valuable. It was agreed both nationally and regionally that basic research in the Region 
need not necessarily be separated from applied research, and that any form of research, 
whether biological or medical, social or operational, should be encouraged if it was aimed at 
solving the Region's problems. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) drew attention to the 
report of the Eastern Mediterranean AMCR in paragraphs 125-133 of the report of the global 
ACMR (document EB77/INF.DOC./7). Paragraph 133 in particular expressed the Region's concern 
for the need to assess the impact of research activities sponsored by the Regional Office. 
The Eastern Mediterranean Region faced similar problems to those of other regions. Although 
a number of Member countries had their own research institutes and policies, research was 
frequently conducted without any coordination between them. Efforts had been made to develop 
research in the Region, notably by organizing meetings on research management and to promote 
the type of research that could be of help to the Region, for example into health systems and 
the control of diarrhoeal diseases. In spite of those efforts there had only been a small 
response, both towards the Regional Office for the Eastern Mediteirranean and to the Special 
Programme for Research and Training in Tropical Diseases； the regional ACMR had made great 
efforts to identify the reasons for, and consequently to improve, that situation. Many 
problems had been identified, inter alia the lack of career structure in research, the low 
earnings as compared with earnings in clinical work, and the fact that many universities did 
not recognize the type of research which the Region was promoting. Efforts were being made 
to try to solve those problems however. It was hoped that as a result of the study before 
the Board, the Region would be able to determine the best way of promoting research, and, in 
that connection, he requested that the Special Programme should be more helpful to the 
Eastern Mediterranean Region, which had a very small number of research papers published 
under that Programme. 
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Dr GUERRA DE MACEDO (Regional Director for the Americas) said that his Region was 

fortunate in having an extensive scientific and technological basis both in the highly 
developed countries, such as the United States of America and Canada, and in the Latin 
American and Caribbean countries, which were at an intermediate stage of economic and social 
development. The Region had defined as its main objective the management of knowledge and 
special importance had therefore been given to research activities, which currently accounted 
for approximately 12% of the Region's regular programme budget or, if indirect costs and 
extrabudgetary resources were included, approximately 20%. A special grant programme had 
also been established to offset certain inequities in the allocation of resources from the 
regular budget, and 60% of the 1984-1985 grant programme had been used to support research 
into the development of health services and systems. 

The three main subjects covered by the subcommittee reports, technology, maternal and 
child health and the development of human resources, were given high priority in the 
Americas. There was a specific programme oil health technology dealing with the technological 
process and related aspects. The technological factor was considered as the most important 
single cause of deficiencies in the health services and systems of the countries of the 
Region. In maternal and child health, a special international centre had been set up for 
research into perinatal problems, which worked with over 300 national institutions in 
research in that particular field of health care. In the field of human resources, for 
instance, a cooperation network had been set up consisting of over 30 institutions working in 
educational technology. 

At its twenty-fourth session, in Havana, the regional ACMR had again discussed the 
problem of research policies, and had identified as one of the most important issues the 
strengthening of research policies in the field of health and the integration of those 
policies into the overall research policies of the countries of the Region. The Committee 
had considered, however, that the lack of resources in that area of activity was not as 
serious as the relative inability to use the available resources properly, so that the 
problem of managing the research activities and the need to identify more appropriate 
research policies were of particular importance and would need special attention in the 
future. 

The revised draft report of the Subcommittee on Health Research Strategy had been 
discussed at the session of the regional Advisory Committee, and had been considered to be of 
great value as a source of ideas for the Region. However, three basic criticisms had been 
made* First, that it was so globally oriented as to be of little practical use in orienting 
research activities in the Region. Second, it was unrealistic in view of the actual research 
situation in the Region. Third, the classification needed to be reviewed as far as the 
Region of the Americas was concerned in view of the diversity between the countries in the 
Region and within individual countries, resulting from the different socioeconomic situations 
and the differences in health, financial, scientific, technological and human resources. The 
Advisory Committee had therefore recommended the establishment of a special working group to 
analyse the situation on the basis of that document and other documents available in the 
Region, and to make specific and more appropriate recommendations in terms of policy, 
priorities, classification and strategies for research in the Region. That group had met at 
the end of November and its results should now be available. He would ensure that copies 
were sent to the global ACMR, to the Regions and to WHO headquarters. 

Dr ASVALL (Regional Director for Europe) said that research-oriented activities were of 
long standing in the European Region. One of the first tasks following the creation of the 
European ACMR had been to examine health service research priorities in Europe. However, the 
whole question had subsequently changed in the light of the regional strategy for 
health-for-all development. The Seventh General Programme of Work had attributed to the 
Regional Office for Europe the task of stimulating research in accordance with the priorities 
of the strategy for health for all. During the preparation of the regional health-for-all 
target document"̂ " there had been a strong feeling that the need for research should not be 
over stressed, lest there be a tendency to delay action in countries until all such research 
was completed. The document therefore contained only a limited number of observations on 
research. 

1 Targets for health for all: Targets in support of the regional strategy for health 
for all. Copenhagen, World Health Organization, 1985. — “ 
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However, the Regional Committee, when adopting the 38 regional health-for-all targets in 

1984, had taken the decision to have a special European research document prepared with the 
aim of analysing how research, both basic and applied, could support the regional 
health-for-all movement. The European Advisory Committee had already produced a first draft 
for such a research action plan and that would later be dealt with by the Regional 
Committee. In parallel with that theoretical exercise, the Finnish Academy of Research, in 
cooperation with the Regional Office, was undertaking a pilot exercise in the form of a full 
analysis of the Finnish health-for-all strategy in order to identify areas where basic or 
applied research might be of use. The intention was subsequently to encourage Finnish 
research institutions to take up appropriate research in the areas most appropriate to them. 
Those parallel developments should provide an interesting basis for the Regional Committee1 s 
discussion on research supportive to health for all and, more important, provide incentives 
for Member States and research workers to adopt those priorities. 

Efforts were also being made to use the research capacities of other intergovernmental 
and nongovernmental organizations. In November 1985 an important meeting of governmental and 
nongovernmental organizations had been held to that end. 

Further action in the field of research included special courses for training 
researchers in aspects of health service research methodology presenting specific 
difficulties. The questions of how to achieve a more effective dialogue with national 
research academies and of the roles of the Regional Office and the European ACMR in such a 
development were also under consideration, 

Dr NAKAJIMA (Regional Director for the Western Pacific) said that research trends in the 
Western Pacific were similar to those in other regions. Some five years previously a 
subcommittee of the Western Pacific ACMR had identified research needs for the attainment of 
health for all, establishing three main priority areas： (1) health systems research; 
(2) conventional and rénovâtive biomedical research, and (3) behavioural aspects taking into 
account life-style and preventive activity in chronic degenerative diseases. 

Emphasis was on strengthening and developing national research management machinery, 
including research policy formulation and planning, strengthening of research institutions, 
training, exchange of information and dissemination of research findings. Research 
activities under way in priority health programmes in the Region were geared to goal-oriented 
research which could be utilized immediately in the control of specific health problems or 
diseases. One such example was the research programme on the control of hepatitis B, in 
which collaboration was taking place with China. Research was being directly linked with 
development covering epidemiological identification, mobilization of researchers, field 
workers and public health personnel to identify the problem, assessment of viable technology 
and transfer of appropriate technology for vaccine production and blood collection. Efforts 
had relied to a considerable extent on newly returned WHO fellows. Results were encouraging 
and vaccination was to start in a selected area. 

The transfer of technology among countries and particularly to developing countries was 
being given increasing emphasis in the Region. An important meeting oil the transfer of 
technology had included among its recommendations that WHO should be of assistance in the 
formulation of national health technology policy and the evaluation and assessment of 
technology for adoption and development of infrastructure in the field. Research in general 
must be linked with development and be both short-term and long-term oriented. The 
hepatitis В research programme had served as a basis for the elaboration of a similar 
programme to control AIDS in the Region. 

In addition to some 4% of the regular budget which was allocated to research in the 
Region, research training grants, research oriented fellowships as well as extrabudgetary 
contributions and considerable manpower input from within the Region were being utilized• 
The Western Pacific ACMR was playing an important role in guidance for long-term planning of 
research as well as evaluation and assessment, and was stimulating closer cooperation with 
governments and researchers. However, as in other Regions, economic constraints had to be 
confronted and the brain-drain from less to more developed countries in the Region 
continued. While the latter was to some extent to be expected, it should take place with the 
understanding that the receiving country would in turn transfer its technology, particularly 
in pharmaceutical, diagnostics, and vaccine research. 

Dr DE SOUZA, referring to comments made by Dr Guerra de Macedo, confessed that the 
relevance of the elegant report of the ACMR Subcommittee (document EB77/INF.DOC./8) for the 
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development of regional and national research strategies as they related to health for all by 
the year 2000 was unclear to him. It failed to emphasize that health research strategies for 
health for all by the year 2000 must reflect the very concepts of health for all, in other 
words, that research must be effective, efficient, affordable and acceptable; that it must 
reflect health promotion and disease prevention as well as curative services; that it must 
be oriented to universal coverage of health services and community participation; and that 
an awareness of health research was essential. In view of those omissions, the document 
appeared to be incomplete, and he would therefore suggest that it be widely circulated, as 
proposed but initially for comment, ACMR being given the opportunity to review it in the 
light of those comments before it was finally released as a WHO document. 

Dr OTOO asked what kind of mechanism existed for the application of research results in 
the operation of health services in the regions. 

Professor LAFONTAINE recalled his earlier remarks on the need to distinguish between 
different types of research, and said that he was inclined to share Dr de Souza*s concerns. 
He was by no means opposed to fundamental research, particularly when it produced tangible 
results; but it was also necessary to be realistic and to insist on the importance of 
coordination between WHO and researchers, based on an awareness of the practical needs of the 
Organization in relation to the overall goal of health for all by the rapidly approaching 
deadline of the year 2000. The Organization should not so much be at the service of 
researchers as researchers at the service of WHO. Perhaps a further step in the direction of 
community participation in the development of the Organization1 s activities could be made by 
suggesting that - even or if only when their capacity for highly advanced research began to 
wane, say at around the age of 35 - researchers could make a precious contribution to WHO's 
ongoing work. 

Dr NAKAJIMA (Regional Director for the Western Pacific), replying to the question raised 
by Dr Otoo, said that, in the Western Pacific Region, before research results were applied, 
extensive surveys were carried out in which identification of health problems was a 
prerequisite. Without such programme identification, it was not possible to embark on 
directly applicable health research. In that respect the situation in regard to health 
research differed from that of academic research, where there was greater allowance for 
creative research activities. One example of procedure was the leprosy programme for small 
Pacific island countries, where a study on diagnostic methodology development was being 
carried out in conjunction with the chemotherapy procedure established by the global leprosy 
programme• 

Dr BANKOWSKI (Council for International Organizations of Medical Sciences), speaking at 
the invitation of the Chairman, referred to research strategy within the framework of health 
strategy in general and in the context of health policy, ethics and human values. He said 
that while health policy was an evaluative process, human values constituted the sources of 
goals and priorities for the development of health policy, with ethics acting as a bridge 
between the two elements. It would no doubt be possible to learn more if there was greater 
knowledge of the interdependence of the process of health policy formulation and human values 
and ethics. In that context, CIOMS, in close collaboration with WHO, had developed an 
international dialogue in order to facilitate a deeper appreciation on the part of different 
categories of persons - health policy makers at national, regional and global levels, 
philosophers and ethicists - of the importance of the issue. The aim was not so much to 
stimulate intellectual development as to be of immediate service in assisting those 
responsible for health policy at country and regional levels to identify the extent to which 
health policy should and could be oriented towards the human values of the peoples 
concerned. Considerable interest had been shown in the subject in universities, and by 
health service authorities and ministries of health. A series of meetings on various 
regional problems was planned, the first of which was to be held in New Delhi in March 1986, 
bearing in mind the diversity of religious traditions and ethnic groups in South-East Asia, 
and the second in the Netherlands the following year on the problems of western civilization 
of particular relevance to Europe and North America. Negotiations were also under way to 
hold further meetings in Latin American, African and Arab countries, bearing in mind the great 
diversity of human values on the basis of different cultural and ethnic developments in those 
parts of the world. Such dialogue could have a positive impact on health policies by making 
them more suited to the receiving populations. Value conflicts in health policy had so far 
tended to be viewed as political, managerial or technical matters. If a new direction as 
described was to be developed and the question situated within the framework of health for 
all, and in particular within its aims of equity and justice, WHO interest and support was 
required both at global and regional levels. 
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The DEPUTY DIRECTOR-GENERAL said that the subject under discussion was a difficult and 

complex one with an inherent political dimension. Although the research and development 
situation in the developing countries had considerably improved in the past 10 years, 
particularly with the decentralization of research and the establishment of regional advisory 
committees on medical research, many unnecessarily formidable constraints and difficulties 
remained. On a visit he had made to an African country to discuss the handover by European 
officials of a prestigious research institute in which those officials had conducted research 
for some 15 years, it had been found that the three Africans there were all engaged in menial 
tasks. There were still instances of research materials being flown from developing 
countries to other countries for investigation, neither the national government nor the other 
government concerned thinking of involving the local medical schools or research institutes. 
When the Special Programme for Research and Training in Tropical Diseases had been about to 
begin, a small survey had been made of the number of African scientists in Europe, and their 
population in one European country alone had been found to exceed that of all African 
scientists in Africa. It might well be wondered what could be done to rectify that 
situation. It was easy to talk about transfer of technology through symposia and meetings 
and through publication of papers, but it was much more difficult to put it into practice 
when there were no real opportunities to develop the capabilities of the scientists concerned 
and no career structure for them, and when those going out to help failed to consider the 
need for involving local scientists. 

Another area that could be explored and that could give useful results was technical 
cooperation among developing countries in medical and health research. Use might be made of 
some of the important research institutes in developing countries. Scientists could, for 
example, profitably attend the Research Institute of the Indian Council of Medical Research 
in New Delhi, continuing to maintain their ties with it for some years to come. That 
possibility, which could greatly benefit the smaller countries that were still struggling to 
participate in research and development, had not been sufficiently explored. There were also 
many high quality institutes in Kenya, but very few Africans were participating fully in 
their activities despite the good research taking place there. 

Unless the formidable constraints could be overcome, most of the developing countries 
would continue to be in the same position as 10 years earlier, with 80% of research remaining 
in the hands of the North. 

Professor RAMALINGASWAMI (Chairman of the global Advisory Committee oil Medical 
Research), thanking Board members for their comments and questions, first assured 
Professor Rudowski that developments in science and technology likely to impinge upon the 
future of medicine and medical and health practices were already reflected in the background 
documents on transfer of technology and would appear in the final report to be transmitted to 
the Board in 1987. 

Note had been taken of Professor Forgács* important remark that emphasis should be 
placed on sociomedical as well as biomedical research. Some regional advisory committees on 
medical research, for example in South-East Asia and elsewhere, had experts in social 
sciences among their membership so as to bring together the two cultures impinging on 
health. Welcoming the comments by Sir John Reid and Dr Sudsukh, he said that the restriction 
on the circulation of ACMR papers, which had long been a tradition, had now been totally 
lifted. 

He would take up later the question raised by Dr Hapsara and others concerning the use 
of the current findings, although it had already been responded to by the Regional 
Directors. In response to Dr Hapsara1s further remark, concerning what might be called the 
"Athens approach", he welcomed the suggestion that efforts should be made to look ahead to 
the twenty-first century, anticipate the coming problems, make appropriate adjustments and 
develop professional paradigms to respond to the anticipated situation. Professor Lafontaine 
had also referred to that issue. The technology subcommittee would take special note of his 
warning concerning the risks associated with biotechnological processes. 

He hoped that the information provided by the Regional Directors as to how the research 
activities were being developed in the regions had met Dr Otoo1s request. 

Dr Ayoubf s question about the interaction between the regional and global ACMRs had also 
been answered by the Regional Directors. The chairmen of all the regional ACMRs regularly 
attended the global ACMR meetings and the Chairman and Secretary of the global ACMR in turn 
attended the regional ACMR meetings whenever possible. Some new linkages between the regions 
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were developing. For example, there had recently been a meeting between the heads of the 
research councils of the countries of the South-East Asia and Western Pacific Regions, which 
had been most fruitful in discussing such problems as haemorrhagic dengue fever and 
aminoquinoline-resistant falciparum malaria and in developing common strategies and 
approaches. That process would have to be further intensified. He assured Dr de Souza that 
his remark had by no means been unwelcome. 

Turning to Dr GezairyTs comments, he said that he had been struck by the fact that the 
lack of status accorded by many universities to health-related research impeded promotion 
opportunities and the attraction of talent to such research, which was, in fact, quite as 
interesting and demanding as biomedical research. That aspect should be looked into at the 
country level with a view to turning away from such traditional and inherited research 
concepts, 

Dr Guerra de Macedo had explained that, while the regional ACMR in the Americas had gone 
along with the basic philosophy of the research strategy report, some aspects might not be 
applicable or realistic for that Region. The report could not fit every region and 
appropriate adjustments had to be made. He was happy that steps had been taken in the 
Americas to appoint a working group to consider how to plan specific activities related to 
the broad concept and that similar steps were also being taken in other regions. 

He had noted Dr Asvall1s comment that the European Region had moved towards problem 
identification and had set 38 targets in the health-for-all movement, and that Finland was to 
take the lead in considering how research in the overall framework could help the Region to 
move forward. 

Dr DE SOUZA reiterated his suggestion that the Subcommittee's revised report (document 
EB77/INF.DOC./8) be circulated for comments. There might well be wide comment on the part of 
the health-for-all community and it would be useful for that to be obtained before WHO set 
its imprimatur on the report. 

Professor LAFONTAINE supported Dr de Souza1s suggestion, adding that a connection must 
be established between all the difficulties and problems confronting WHO in its activities. 
Hard though it might be to say so, what was important was to ensure that research workers 
responded to WHO'S needs and did not necessarily impose their own views, that they were 
required to serve and not merely to dream. 

Professor RAMALINGASWAMI (Chairman of the global Advisory Committee on Medical Research) 
said that Dr de Souza's comments were well taken. The Subcommittee's report attempted to 
reflect the concept of health of all. Annex 1 set out WHO*s concept of that. There were in 
fact five annexes in all that indicated how the entire approach fitted in with existing WHO 
operations; perhaps they could be more fully reflected in the main report. The whole idea 
of circulating the report widely was to elicit responses from scientific and end-user 
communities much more broadly than hitherto. 

The DIRECTOR-GENERAL, explaining the situation with respect to document distribution, 
said that the Organization had become highly democratic in recent years. Until a few years 
earlier the Director-General had maintained the strict position that the ACMR should report 
to him alone and that he should report back to the Board as he deemed fit. That position had 
since been relaxed and there would be no further restriction of distribution on any 
conceivable document. He could confirm that the document on health research strategy for 
health for all would be constantly updated and no definitive version could be expected for 
some time to come, although the outline might be sharpened. It was vitally important to 
induce those national research councils which had so far merely expressed their disagreement, 
to take a position. Should it be taken that there should be no research strategy for health 
for all, or should the example of the European Region be followed by accepting the 
health-for-all fundamental doctrines and then defining targets that had been agreed upon 
collectively, and determining on the basis of those collective targets how to accelerate the 
process towards the kind of research strategy it was desired to develop? The two approaches 
differed considerably. There had so far been a free-for-all approach to relating research 
strategy to the health-for-all concept as opposed to a more explicit approach, and it might 
be hoped that the two might converge at some point. He hoped it would be possible to 
continue the process. 

The Executive Board took note of the Director-GeneralT s progress report oil the WHO 
Advisory Committees on Medical Research (document EB77/20). 
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2. INTERNATIONAL PROGRAMME ON CHEMICAL SAFETY (PROGRESS REPORT): Item 17 of the Agenda 
(Resolution EB73.R10； Document EB77/26) 

Mr Almar GRÍMSSON, welcoming the progress report, said that the International Programme 
on Chemical Safety (IPCS) appeared to be developing well and that it had come to stay. In 
that connection he wished to reiterate what he had already said during the discussion on the 
Eighth General Programme of Work: that IPCS should have a significant place in WHO'S work 
programme. The statement, in paragraph 71 of the report, that the highest priority currently 
expressed by countries of all regions concerning manpower development in the field of 
chemical safety was the training of decision-makers, made extremely good sense, since 
chemical safety measures depended heavily on the management structures behind them. Chemical 
safety programming called for meticulous planning, coordination and operation. 

He also welcomed the development of those elements of the programme assigned to the 
Regional Office for Europe: risk assessment, management of emergencies and manpower 
development. That was a further example of a regional activity contributing to a global 
programme. 

He had further noted with great interest paragraph 43 concerning the computerized 
listing of chemicals being tested for toxicological effects. It was indeed essential to 
minimize test duplication and the activity in question must be given priority. 

He deplored the use of the oceans as dumping grounds for chemicals and other wastes and 
asked to what extent, if any, IPCS was involved in that area in collaboration with the 
International Maritime Organization (IMO) and other organizations. The deliberate pollution 
of sea water at a time when large numbers of the world1s people were starving was a major 
paradox: protein supplies were seriously endangered by such short-sighted action. 

Dr KOINANGE observed that the situation analysed in the report before the Board raised 
many disturbing issues. It could be seen from paragraph 8 that in 98 countries only a few of 
the underlying requirements for prevention or control of environmental health hazards were 
met. It was highly likely that most of those countries were in the African Region. Chemical 
safety was of the utmost importance, particularly in countries which depended on agriculture, 
as was the case of most developing countries, many of which lacked the capacity to monitor 
either the chemicals themselves or the disposal systems. That was an extremely serious 
problem. 

The publications produced under the programme had proved extremely useful, but 
Environmental Health Criteria, 53, on asbestos, announced for 1985, had not yet appeared. He 
asked whether or not it was safe to use asbestos for roofing material and, if so, whether the 
rainwater running from such roofing material could safely be used for domestic purposes. 

Dr LAW noted that the report gave a good description of the work and importance of 
IPCS. After five years of operation, it had produced some very practical information and 
material for Member States on health risk assessment, management of chemical emergencies and 
manpower development in the field concerned. During the discussion on the Eighth General 
Programme of Work, she had suggested that in view of its importance and the size of its 
budget and staff, IPCS should be listed separately therein. It was nevertheless important 
for it to continue to collaborate closely with the related programmes at global level, 
particularly the environmental and occupational health programmes, and with those at the 
regional level, in order to assist in emergency preparedness. 

Dr MONEKOSSO (Regional Director for Africa), referring to Dr Koinange*s comments, 
confirmed that none of the countries in the African Region had signed the memorandum of 
understanding. Eight countries had national focal points and one had a contact person. A 
joint workshop between WHO and the United Nations Environment Programme (UNEP) was being 
planned for June or July 1986 and it was hoped that that might mark a turning point. 

Dr HYZLER (alternate to Sir John Reid), welcoming the report and the success of IPCS, 
observed that the programme enjoyed strong support and was widely regarded as one of the most 
valuable activities for which the Organization shared responsibility. The attention given to 
the needs of the developing countries was fully justified and should be increased still 
further. He also welcomed the expanded scope of the programme and endorsed the emphasis on 
training and methodological issues. Some caution should be exercised, however. Although 
there were understandable pressures to expand the scope of IPCS by increasing the rate of 
production and widening the subject matter of the Environmental Health Criteria documents, it 
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was more important to improve the quality of the programme. A sense of realism must be 
maintained. There were scientific limitations to what could be done and they must be 
accepted in a pragmatic and realistic spirit. While the prediction of ill-effects on human 
health oil the basis of short-term tests and the prediction of risks from reactive 
intermediates were worthy objectives, limitations on the scope of progress in the face of 
genuine scientific difficulties must be acknowledged. Provided that the programme was 
maintained and as far as possible increased in quality rather than quantity, and that it 
concentrated on objectives attainable scientifically and in terms of resources, it should 
continue to make substantial progress and to deserve the strong support and encouragement of 
all Member States. 

Professor LAFONTAINE joined in welcoming the report and the important programme, which 
should become more permanent and should be developed further, with the prudence advocated by 
Dr Hyzler. 

He shared Dr Monekosso1s view on the need for support to developing countries and for 
contacts through which information could be provided to them. The primary problem of good 
laboratory practice and possible links with epidemiology, to which he had drawn attention on 
a number of occasions, should also be borne in mind. Epidemiological data could highlight 
the results and the risks and reduce the need for theoretical studies, many of which failed 
to yield good results. 

There was currently much concern in developed countries at residues resulting from 
veterinary practices, which could well affect the developing countries also. Such chemical 
risks must be carefully assessed and judged by medically competent toxicological services 
rather than by FAO and the veterinary services. 

Biotechnological techniques still presented certain random features which called for 
action under the programme. 

The activities of IPCS ai 
showed that WHO could play an 
encourage the issue of simple 
to provide necessary warnings 

Ld of the environmental services 
important role in that respect, 
toxicological data sheets, such 
in respect of the evergrowing m 

in regard to certain disasters 
The Organization should 
as those issued with medicines, 
mber of products on the market. 

The meeting rose at 17h35, 
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1. INTERNATIONAL PROGRAMME ON CHEMICAL SAFETY (PROGRESS REPORT)： Item 17 of the Agenda 
(Resolution EB73.R10； Document EB77/26) (continued) 

Dr DE SOUZA, referring to paragraphs 40 to 42 in the progress report, relating to the 
Joint FAO/WHO Expert Committee on Food Additives and to joint FAO/WHO meetings on pesticide 
residues, pointed out that there were other matters, such as residues from veterinary drugs 
and from additives, such as antibiotics and steroids, in animal feeds, which also called for 
study. As there was no mention of them in the Director-General1 s progress report, he would 
welcome an assurance that they were under consideration by those, or other committees. 
Personally he felt that they should be taken up by the International Programme on Chemical 
Safety (IPCS) in conjunction with FAO. 

Dr MARUPING commended the progress report, which was evidence of the perceptiveness of 
the Organization and its governing bodies, of the wide range of factors adversely affecting 
health, and of the willingness to draw on all the expertise available to WHO in order to 
provide Member States with a clear picture of the problem, as well as with guidance for 
dealing with it at the various levels. 

It was impossible to over-emphasize the global nature of the problem. On the one hand, 
many people were being exposed to low doses of dangerous chemicals which, over a period of 
time, had a cumulative adverse effect on health. On the other, there were accidental leaks 
of highly toxic materials from industrial plants, which immediately placed the lives of large 
numbers in danger. 

Rapid industrialization, combined with the profit motive, as well as the fact that many 
countries still lacked the requisite expertise, regulations and monitoring mechanisms, had 
resulted in a situation where attention was almost always focused on the benefits of such 
industrialization, without a full appreciation of the hazards caused by industrial chemical 
wastes, etc. 

It was accordingly essential to create a high level of awareness of the problem, in 
particular among decision-makers called upon to select the types of industries to be 
developed. Thus, every effort should be made to ensure that the wastes anticipated from 
every new industry, together with plans for their disposal, were given due consideration. 
There was clearly a need for the institutionalization of mechanisms for that purpose. 

She expressed particular gratitude to the Regional Director for Africa, a Region where 
the problem was extremely acute, for the very strong personal support and attention he was 
giving to it. The proposed meeting with UNEP officials would be an important step, and it 
was hoped that, through collaboration with that body and with other United Nations and 
international organizations at the global, regional and even national levels, practical and 
attainable solutions to the problem could be found. 

She also supported the proposed future development, as described in the progress report, 
and rioted that, while risk evaluation of priority chemicals and development of methodology 
for health risk assessment were being tackled mostly at the global and regional levels, other 
aspects, namely management of chemical emergencies, manpower development, and technical 
cooperation in support of national chemical safety programmes, merited urgent attention. 

She hoped that, wherever possible, any existing examples of practical and efficient 
frameworks for national chemical safety programmes in developing countries would, in a true 
spirit of cooperation, be brought to the attention of those countries. 

-173 -
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The progress report reflected the large amount of high-quality work carried out by the 

IPCS, for which she expressed her deep appreciation to the Director-General. 

Dr GRECH recalled that Mr Grimsson had earlier touched upon a crucial environmental 
problem, namely, pollution of the sea and its effect on marine life, which did not appear to 
figure prominently in the activities of IPCS. That problem had been causing a great deal of 
concern in his (Dr Grech's) part of the world from both the economic and health standpoints• 
The main consideration had been the harvesting of seafood and the protection of bathing 
areas, the latter being of vital importance because of the influx of tourists. In that 
connection, mention should be made of the Barcelona Convention on the Protection of the 
Mediterranean Sea against Pollution and its protocols, in the preparation of which WHO, UNEP 
and 17 coastal States had been involved. The Convention aimed specifically at monitoring the 
situation and promoting a collective conscience in ail attempt to keep the Mediterranean 
clean. That had been a step in the right direction, but more energetic measures were needed 
to ensure that sea-water quality was maintained, and WHO had a key role to play in that 
connection. Its traditional function as a coordinating agency in setting guidelines and 
arousing public awareness of health-related hazards eminently qualified it for that task. 

He was also interested in the point raised by Dr de Souza, since food was one of the 
most important channels through which harmful substances in the environment reached man. 

Professor STEINBACH considered that IPCS represented one of the Organization's most 
important programmes, both for the developed and the developing countries. He commended the 
Director-General on the excellent progress report, which described the very satisfactory 
results already achieved in the relatively short life of IPCS. 

He believed that a number of aspects of the Programme called for special emphasis: the 
lack of knowledge, in the field of the toxicology of chemical substances, of the relation 
between the degree of exposure and the toxicity; the lack of comparable methods for the 
investigation and testing of substances; the improvement of lists of criteria for chemical 
substances so as to provide information where necessary; the establishment of priorities; 
the development, in the same way as in the drug certification system, of international 
chemical safety data sheets for use in the import and export of chemicals in order to avoid 
unnecessary risks; and the exchange of national experience, both at Board sessions and by 
other means, regarding problems of national legislation, registration, management, and 
control and regulation mechanisms. 

WHO should be able to deal with the problems involved in chemical safety provided that 
it had the support of its Member States. For his part, he would provide what support he 
could. 

Professor LAFONTAINE believed that there was a measure of agreement as to the importance 
of the Programme and of environmental problems generally. Indeed, chemicals constituted a 
crucial problem at the present time from the point of view of the quality of life. It was 
vital that both the population as a whole and health workers should be informed as to any 
risks involved, and IPCS was an essential tool in that regard. 

He had already drawn attention to certain aspects of the problem, including the 
veterinary aspect, since what was given to animals ended up in man. He had also commented on 
the problems raised by the increased application of biotechnology, with which IPCS should 
concern itself. Furthermore, he was in favour of the production of international chemical 
safety data sheets, like drug package inserts, consisting of a couple of pages giving the 
essential facts, as a means of covering the wide range of substances involved. IPCS should 
be provided with the means to continue to take the necessary action. 

Dr BELLA wished to associate himself with Dr Maruping in thanking the Regional Director 
for Africa, who had fully reflected the concerns felt in respect of the safety of chemical 
substances. 

Dr HAPSARA believed that the progress report, together with a study of UNEP activities, 
showed the considerable action which WHO had undertaken in that field, for which he expressed 
appreciation. He hoped that such activities would be pursued and further strengthened. 

Dr DIETERICH (Director, Division of Environmental Health), replying to the general 
considerations raised, made it clear at the outset that the progress report related only to 
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IPCS and not also to the very much broader subject of the control of environmental pollution, 
to which he would none the less make some reference in attempting to explain how IPCS related 
to the problems which Member States faced in that area. 

He stressed the international character of the Programme, as evident from its name, and 
recalled that its primary objective had been to carry out and disseminate evaluations of the 
risk to human health from exposure to chemicals, as pointed out in paragraph 19 of the 
progress report. Naturally, such action also required work on methodologies, and additional 
activities had been evolved with respect to emergencies and accidents, as well as to the 
training of specialized manpower, although it was clear that the latter activities would 
necessarily form an integral part of the Organization's technical cooperation with individual 
Member States. The mechanism for undertaking the evaluations and for work on methodologies 
had been, and was, based oil an international network of scientific institutions in a 
relatively limited number of countries (about 15 to 17), which had negotiated a memorandum of 
understanding, listing the specific contributions, both scientific and financial, which those 
countries were willing to make. Table 1, showing the resources available to IPCS, reflected 
that financial assistance. 

It should be borne in mind that environmental pollution was not brought about only by 
chemicals, and, accordingly, national programmes for the control of environmental pollution 
should not be seen as a mirror image of the International Programme. For instance, there 
would be no advantage if many developing countries were to develop facilities and 
laboratories for animal experimentation for studying the toxicity of chemicals, since the 
international network of IPCS had been set up precisely for that purpose. However, many 
developing countries should now strengthen their laboratories in order to begin to assess the 
most important sources of pollution in their environment and food and to monitor the quality 
of drinking-water and of air, also in the place of work. It was therefore vital to draw a 
clear distinction between the activities of IPCS and activities undertaken at the national 
level using IPCS input. 

In that connection, he referred to the targets for the health-for-all strategy 
established by the Regional Committee for Europe,1 which stated that Member States should 
have adequate machinery for the monitoring, assessment and control of environmental hazards 
posing a threat to human health, including potentially toxic chemicals, biological agents, 
radiation, noise, etc., and therefore involved the control of water and air pollution, 
hazardous wastes, food safety, etc. The Seventh General Programme of Work^ covered much 
the same ground in a less explicit manner, in that it urged Member States to build up 
national programmes for the control of environmental health hazards, including chemical 
hazards but not solely restricted to them, and urged WHO, for its part, to create an 
international capacity to make chemical safety evaluations, which had taken the form of IPCS. 

The work of IPCS provided essential information inputs into all national programmes 
dealing with the prevention or control of environmental hazards including chemicals. For 
instance its evaluations would provide guidance as to which priority chemicals should be 
included in national air-pollution monitoring programmes； or IPCS would provide guidance for 
environmental legislators as to priority chemicals for legislation; or it would provide 
information for designing control technology and control programmes. Thus, IPCS could be 
viewed as a mechanism for the establishment of priorities based on the scientific information 
generated through it. It could indeed be assumed that it had been precisely that activity on 
priorities and on assessment which had attracted the substantial extrabudgetary resources 
contributed for IPCS and for which the Organization was grateful• IPCS could, in fact, be 
viewed as a programme through whose channels the industrialized countries could make a unique 
contribution to health for all by providing the kind of toxicological and epidemiological 
experience with chemicals which relatively few countries, and very few developing countries 
among them, had available. Naturally, all Member States would be able to use that 
information, generated by IPCS, in the various national programmes reflecting their own 
problems. Similar information inputs were being made by the Organization for nonchemical 
factors, and considerable work connected with environmental pollution as a whole was being 
done in WHO, but of course not as part of IPCS, which was concerned solely with chemicals. 

1 Targets for health for all: Targets in support of the regional strategy for health 
for all. Copenhagen. World Health Organization, 1985. 

2 "Health for All" Series, No. 8. 
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As had emerged clearly from the survey mentioned in paragraphs 8 and 9 of the progress 
report, the major need in developing countries was for infrastructure development to deal 
with the problem of pollution and to make possible the use of the information produced by 
IPCS. The priorities for action appeared to be policy formulation, programme development, 
legislation, build-up of capacity for the assessment of sources of pollution and for 
monitoring and enforcement, and manpower development. The Organization1s technical 
cooperation in that respect involved many branches of the Secretariat； the necessity to 
bring IPCS into the closest possible contact with all such other work and to avoid its 
becoming an isolated activity constituted a challenge. One way of meeting that challenge 
would be to link up work plans, and another would be to use any opportunities for what could 
almost be termed vertical technical cooperation on suitable chemical matters, such as 
questions arising at the country level with respect to the licensing of production, export 
and import of chemicals, the whole process of handling, storing and transporting chemicals, 
special applications of single chemicals or mixtures of new chemicals, etc. Chemicals might 
need to be dealt with per se or as pollutants, and it was important that the Organization 
should also recognize that distinction, which was very relevant at the national level. 

There were other interactions requiring integration of the work on chemicals with full 
participation of IPCS. Many of those were related to other international agencies, and there 
was close cooperation with the International Agency for Research on Cancer. 

Not surprisingly, since the pollution problem had existed in that Region for some time, 
the Regional Office for Europe was probably the most advanced in rationalizing its 
cooperation strategy in that field. It had elaborated a framework which, on the one hand, 
needed the inputs from the international network set up through IPCS, and, on the other, made 
it possible for the Organization to use those inputs in specific categorical programmes, 
which could very well be seen as a mirror image of the situation at the national level. All 
regions were now in the process of designing and developing similar frameworks, and might 
have targets, as the European Region already had which would possibly be reflected more 
specifically in the Eighth General Programme of Work, whereby the Organization could make a 
rational response to the problems of Member States in keeping with the degree to which they 
existed in each region. 

Dr MERCIER (International Programme on Chemical Safety), replying to the technical 
questions raised by members of the Board, wished to associate himself with the gratitude 
expressed by Dr Maruping and Dr Bella to the Regional Director for Africa for the 
enthusiastic cooperation that he and his colleagues had provided in response to the proposal 
to organize a workshop in 1986 on the problems arising in connection with the safety of 
chemical substances in African countries. Preparations were well under way, and it was hoped 
that that meeting would be as successful as the recent meeting in New Delhi. 

He was able to inform Dr Koinange that Environmental Health Criteria, 53, on asbestos 
was now at the final stage of preparation. It had been examined by a 12-member working group 
which had met in Hanover, Federal Republic of Germany, in July 1985. A few remaining 
questions were currently being resolved by WHO and it was hoped that the document would be 
available for the Health Assembly in May 1986. 

In response to the questions raised by Professor Lafontaine, Dr de Souza and Dr Grech 
about the toxicological evaluation of residues of veterinary drugs in human food, he informed 
the Board that the Codex Alimentarius Commission had, as planned, set up a special committee 
for the study of such residues. FAO and WHO had been requested to convene a joint meeting of 
experts to provide the committee with scientific information on the evaluation of such 
products. There were already two joint WHO/FAO expert bodies - one oil pesticide residues and 
one oil food additives. The latter had on several occasions reviewed the appropriate 
methodology for evaluating such veterinary products. The Directors-General of FAO and WHO 
had agreed to make funds available in 1986-1987 for a meeting of an additional, third expert 
committee to look at the specific problems posed by those veterinary products. The 
provisional agenda had already been jointly prepared and the meeting was due to be held in 
Rome in 1987. The list of experts would be submitted to the Director-General for approval in 
the near future. 

Problems of biotechnology - concerning inert chemical products - were very difficult for 
toxicologists to resolve. Documents were being prepared for use by a working group to be 
convened before the end of 1986. The group would be responsible for providing the 
Organization with guidance on methods for the testing and evaluation of some of those 
products obtained by nonconventional means. 
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concerning toxicological data sheets, he said that work on such data sheets had begun and had 
met with an enthusiastic response from all Member States that had developed an information 
system of that kind, including industry. The data sheets would provide information, in 
simplified form, on, for example, emergency treatment and preventive and protection 
measures. It was hoped that the data sheets would become something in the nature of a 
compulsory passport to accompany the chemical product from its production through to its 
final use. The cooperation of the regional offices would be sought in having the data sheets 
translated into the languages of their users. They would be prepared on the basis of work 
already done by various institutions, the information being collated and presented in 
homogeneous form acceptable internationally. 

Dr DE SOUZA thanked Dr Mercier for the answer to his question on veterinary drugs. 
However, there remained one other aspect of concern to his Government in addition to such 
drugs, namely that of animal feeds, because of the risks to workers as a result of the 
addition of antibiotics, such as chloramphenicol, to such products as well as the possible 
risks of residues and the sensitization of those who might eat the foodstuffs ultimately 
produced. 

Dr KOINANGE recalled his question about the safety for human consumption of rainwater 
collected from asbestos roofs. 

Professor LAFONTAINE, agreed with Dr de Souza that veterinary risks could be of various 
kinds. He also wished to know whether IPCS was equipped to provide assistance in the event 
of disasters involving chemicals, as it had done for the Bhopal disaster. 

Dr MERCIER (International Programme on Chemical Safety) thanked Dr de Souza for taking 
up so important a matter, which should be given priority on the expert group1s agenda. Both 
aspects of the problem of risks due to veterinary drugs, to which Dr de Souza had referred, 
called for a collaborative joint approach within WHO, involving especially the 
Pharmaceuticals unit； contacts had indeed already been made. 

There was 110 easy reply to the question raised by Dr Koinange concerning the risks 
related to the ingestion of asbestos fibres in rainwater, but, he would venture to say - as a 
personal opinion - that the risk was minimal. 

Dr NAKAJIMA (Regional Director for the Western Pacific) said, in connection with 
Dr Koinange1 s question, that the authorities of a country in his Region had voiced their 
concern about the safety of asbestos-reinforced fibrocement water pipes widely used in that 
country. The Regional Office had referred the question to headquarters, and the provisional 
reply - although the matter had not yet been finally evaluated - was that the safety factor 
was fairly high. It should be noted that major water pipes entailed a higher degree of 
exposure to risk than roofs. It was a very important economic problem for many developing 
countries, since asbestos roofing and pipes could often be manufactured locally. 

Dr ASVALL (Regional Director for Europe) said that chemical safety was a major concern 
repeatedly expressed in the Regional Committee for Europe. A very active programme was being 
conducted in close cooperation with headquarters, and the regional chemical safety programme 
had concerned itself with many of the issues mentioned, including emergencies, whose various 
technical and organizational aspects had been dealt with in a number of meetings and 
publications. 

During previous discussions, on the natural disaster preparedness issue he had said that 
a roster of experts had now been established by the Regional Office to assist countries, at 
their request, in the event of national disasters, and a special group had accordingly been 
trained and was available. That idea could perhaps be taken further and applied to 
assistance in regard to chemical disasters. 

Referring to the question of marine pollution raised by several speakers, he said that 
there was already considerable involvement of the Regional Office in a major project on the 
Mediterranean financed initially to a large extent by international sources, especially 
UNEP. The success of the project had gradually led the 17 cooperating countries to very 
substantially increase their contributions, both financially and otherwise, and it was 
expected that the Regional Office's input - i.e. dealing with all health-related matters -
would continue for a long time. 
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was that it was quickly traced back to land-based sources of pollution and individual 
countries1 responsibility in regard, for example, to environmental health problems in 
cities. In other areas, however, such as the North Sea, some of the pollution was 
increasingly the result of air pollution, which was drifting all over Europe and was 
impossible to deal with within the confines of one particular country. There was therefore a 
recognized need for stronger initiatives in international cooperation. He therefore agreed 
with Mr Grimsson that a stronger involvement of WHO in the matter of pollution of the sea, 
including the dumping of toxic chemicals, was a matter that deserved more thorough debate. 

Dr ASSAAD (Director, Division of Communicable Diseases), responding to Dr de Souza*s 
concern about drugs in veterinary use, said that FAO*s Division of Animal Production and 
Health, the International Office of Epizootics in Paris and WHO were working together closely 
on a number of issues regarding drugs used in animal health, (including drugs in animal 
feeds) namely essential veterinary drugs, monitoring of effects of drugs, research on drugs, 
registration of drugs and national veterinary drug policies, especially in the developing 
countries. It was an example of active and close cooperation between several organizations 
in that area. 

WHO and FAO had recommended that antibiotics for use in veterinary medicine and in 
feeds - if they needed to be used - should be those that posed no threat to human health. 

Dr EL-BATAWI (Office of Occupational Health) agreed with Dr de Souza1s comment regarding 
animal feeds and antibiotics as a workers1 health hazard, but recalled an international 
conference hosted two years previously by New Zealand on occupational health in agriculture, 
at which it was found that workers1 exposure to antibiotics in animal feeds was mainly by 
inhalation, the effects being allergenic. WHO was currently developing guidelines oil 
occupational health in agriculture, which would be submitted for publication in the near 
future. 

Dr DUNNE (Pharmaceuticals) said, in connection with Dr de Souza*s question, that the 
exchange of information between governments was an essential complement to the evaluation of 
the risks of drugs of any kind. In 1980, the Director-General had issued a circular letter 
requesting all countries to appoint an information officer to report to WHO all regulatory 
decisions of international relevance. Regulatory authorities were accordingly sent a monthly 
information letter based on those reports. That procedure had been useful over the years for 
all drugs, including those used in veterinary medicine and animal feeds. It was clear from 
the responses received that the provision of such information was of great importance to 
developing countries, where the use of animal feeds was widespread and not controlled. 
Contact was maintained and meetings were held with a group of countries anxious to promote 
such an exchange of information. 

Mr OVIATT (Special Programme on Safety Measures in Microbiology), replying to 
Professor Lafontaine's question on biotechnology and the environment, said that three years 
previously the Regional Office for Europe had conducted an exploratory consultation in Dublin 
oil the health aspects of biotechnology. Since then, several actions had been taken. The 
Division of Communicable Diseases had collaborated with several Member States and 
professional organizations on the development of biosafety guidelines for the production of 
vaccines and other biologicals. One draft of the guidelines had been circulated for comment. 

In two weeksT time, an inter-secretariat meeting of WHO, including participants from 
headquarters and from the Regional Office for Europe (Environmental Health), UNEP, UNIDO and 
OECD was to meet to consider possibilities of collaborative interagency biosafety guidelines 
for biotechnology industries, as well as for the protection of the environment from biowastes 
disposal and the deliberate release of genetically engineered organisms. The Regional Office 
for Europe (Environmental Health) was planning a follow-up consultation to the Dublin one for 
1986. 

Mr OZOLINS (Prevention of Environmental Pollution) commenting on the questions raised by 
Mr Grimsson and Dr Grech concerning marine pollution and collaboration with other 
international organizations, said that, in addition to collaboration with UNEP oil the 
Mediterranean, WHO collaboration was also channelled through the Joint Group of Experts on 
the Scientific Aspects of Marine Pollution, commonly known as GESAMP, an interagency body 
sponsored by eight international organizations and set up some 15 years previously to study 
marine pollution problems and provide advice for Member States in that respect. WHO was 
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currently responsible for one of its working groups, namely that on potentially harmful 
substances, its purpose being to assess the impact that harmful substances present in the 
marine environment could have on human health and marine life. Assessments had been 
completed in recent years for a number of priority harmful substances. WHO was also 
concerned, within GESAMP, with microbiological contamination, primarily of coastal waters. 

Another programme addressing marine pollution problems was the UNEP-coordinated regional 
seas programme, dealing with actual pollution situations. In addition to the Mediterranean, 
where most of the work had been done, attention had been given to other parts of the world, 
such as the Kuwait Action Plan region, the Caribbean, several areas in the Pacific, the West 
African coastline, East Africa and the Indian Ocean. In that programme, which involved 
various international organizations, the International Maritime Organization was more 
specifically concerned with oil pollution, while WHO was primarily concerned with 
microbiological issues of recreational waters and toxic contaminants in seafoods. 

Dr DE SOUZA thanked the Secretariat for their comprehensive replies. From the number of 
different responses made, it was clear that responsibility for the issue of drugs in 
veterinary use was spread over a variety of programmes and organizations, and he was 
concerned that no one group had tried to pull together all the aspects involved. IPCS had 
attempted to do so as far as residues were concerned, and was perhaps the appropriate body to 
look at all aspects, presenting its views in its report. He would request that in future all 
the aspects of the veterinary use of drugs be brought together in a single report, as it was 
certainly confusing for Board members to try to build up ail overall picture from so many 
different sources. 

Sir John REID, supporting the previous speaker, suggested that it would be preferable if 
the Secretariat could prepare a single coordinated reply. 

The Executive Board took note of the Director-General's progress report oil the 
International Programme on Chemical Safety (document EB77/26). 

2. RESEARCH PROMOTION AND DEVELOPMENT： Item 14 of the Agenda (Document EB77/INF.DOC./3) 
(continued) 

Recent developments in tropical diseases research: Item 14.2 of the Agenda (Document 
EB77/21) (continued from the ninth meeting, section 3) 

The CHAIRMAN invited the attention of members to the following draft resolution on 
tropical disease research proposed by the Rapporteurs： 

The Executive Board, 

Having considered the progress reporté submitted by the Director-General on the 
UNDP/Worid Bank/WHO Special Programme for Research and Training in Tropical Diseases; 

Recognizing that the Programme has achieved substantial progress in the development 
of vaccines, drugs, diagnostic methods and vector control agents to combat tropical 
parasitic diseases; 

Noting that the Programme has made valuable contributions to the strengthening of 
the capability of tropical countries where the target diseases are endemic to conduct 
research on them; 

Noting further that, despite the generosity of many Member States, international 
agencies and nongovernmental organizations, financial contributions have fallen short of 
requirements to implement the approved level of research and research-strengthening 
activities； 

1. EXPRESSES its appreciation for the scientific and technical results already 
achieved by the Special Programme； 

1 Document EB77/1986/REC/1, Annex 13. 
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2. CONSIDERS that one of its most significant achievements has been to mobilize the 
knowledge and skills of scientists and scientific institutions in countries where the 
diseases are endemic and in other countries into a cohesive network for the development 
of new and improved methods to control tropical parasitic diseases; 

3. WELCOMES the close collaboration between the Special Programme and other WHO 
programmes, especially those on parasitic diseases, malaria, vector biology and control 
and leprosy, for the control of tropical diseases, and between the Special Programme and 
the pharmaceutical industry in research on new technology against tropical diseases and 
the development and application of the results of such research; 

4. URGES the Director-General to continue to give high priority to the Programme, in 
view of the need for new or improved means of controlling tropical parasitic diseases 
within the context of primary health care and strategies for health for all; 

5. EMPHASIZES the importance of ensuring the rapid and widespread application of the 
results of research financed by the Programme in the national health strategies and 
programmes of countries; 

6. EXPRESSES its appreciation to Member States for their collaboration in and 
financial contributions to the Programme； and to the other sponsoring agencies, the 
United Nations Development Programme and the World Bank, for their continued support and 
assistance in the advancement, management and funding of the Programme； 

7. URGES Member States, in particular in tropical areas where the diseases are 
endemic, to improve career structures for scientists and other personnel engaged in 
research on tropical diseases, especially for those engaged in field research; 

8. URGES Member States to contribute or to increase their financial contributions to 
the Programme in order to accelerate the achievement of its objectives. 

The resolution was adopted.1 

3. TOBACCO OR HEALTH (REPORT BY THE PROGRAMME COMMITTEE)： Item 15 of the Agenda (Documents 
EB77/22, EB77/22 Add.l and EB77/22 Add.2) (continued from the ninth meeting, section 2) 

The CHAIRMAN invited the attention of members to the draft resolution contained in 
document EB77/22 Add.2. 

Sir John REID said that, in the light of the Board's discussions and following 
consultation with, among others, Professor Forgács, he wished to propose several small 
amendments to the draft resolution. 

He proposed that in operative paragraph 1(1) the final phrase, the choice is tobacco 
or health" and that in operative paragraph 1(2) the word "direct" be deleted. Operative 
paragraph 3 referred to direct and indirect practices "which attempted to promote the use of 
tobacco". Such practices did not merely attempt, they succeeded remarkably well in promoting 
the use of tobacco. He therefore proposed that the paragraph be amended to read "DEPLORES 
all direct and indirect practices the aim of which is to promote the use of tobacco, as this 
product is addictive and dangerous even when used as promoted；". The comment in operative 
paragraph 4(5) should be linked to operative paragraph 3 as it was a basic point requiring 
some emphasis. He therefore proposed that operative paragraph 4(5) should be amended to read 
"prominent health warnings, which might include the statement that tobacco is addictive, on 
cigarette packets and containers of all types of tobacco products;M. Operative 
paragraph 4(8) should contain a reference to the important question of money raised through 
taxation. He therefore proposed that it be amended to read "the promotion of viable economic 
alternatives to tobacco production, trade and taxation;“ 

о The resolution, as amended, was adopted.“ 

1 Resolution EB77.R4. 
2 Resolution EB77.R5. 
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Sir John REID said that the Board had adopted a resolution which, inter alia, emphasized 
the importance of setting a good example in health-related premises and requested the 
Director-General to ensure that WHO played an exemplary role in non-smoking practices. It 
was customary for no smoking to be permitted in the meeting rooms at WHO meetings, including 
those of the Executive Board. Hitherto, smoking had been permitted in the sitting-room 
adjacent to the Executive Board room. That room had rather a low ceiling and was not well 
ventilated, while the hall outside had a high ceiling and was well ventilated• He therefore 
proposed that, as from the next session of the Executive Board, no smoking be permitted in 
the sitting-room and that a polite notice to that effect be placed at the door. That would 
be an indication that Board members were prepared to match their deeds to their words and 
would also set a good example to visitors. 

He also suggested that, for the duration of the Health Assembly, non-smoking zones 
should be designated in the cafeterias, etc” used at the Palais des Nations. The existing 
situation was not a good example for WHO to set and such a move might also enlighten others 
in the United Nations system. 

He also noted that in the WHO restaurant there was no noil-smoking zone. 
/ 

Dr MOLTO agreed that WHO should set an example in eradicating smoking, gradually perhaps 
in the way suggested by Sir John Reid. However, it might also perhaps be preferable to 
designate smoking zones rather than non-smoking zones in the cafeterias. 

4. VERBATIM RECORDS OF THE HEALTH ASSEMBLY： Item 19 of the Agenda (Document EB77/28) 
The CHAIRMAN recalled that, during the seventy-first session of the Executive Board, 

members had expressed doubts about the usefulness of the verbatim records of the Health 
Assembly. 

Dr COOPER (Director, Health and Biomedical Information Programme) emphasized that 
item 19 of the Agenda and the Director-General's report (document EB77/28)1 related only to 
the verbatim records of the World Health Assembly, that is, the word-for-word accounts of the 
plenary meetings of the Health Assembly• It had no reference to Committees A and В of the 
Assembly nor to the Executive Board, the records of which were all summary records. 

Members of the Board had in the past suggested that preparation of verbatim records was 
not really necessary and that, for instance, issuing tape recordings at plenary meetings 
would be adequate, and also less expensive. 

The Director-General1 s report outlined four possible alternatives to issuing verbatim 
records in their present form. Alternative 1 would be to issue tape recordings; 
alternative 2, multilingual verbatim records; alternative 3, multilingual verbatim records 
together with complete translations into English and French; and alternative 4, the verbatim 
records in English and French only, without the multilingual records. Obviously there were 
many other possibilities. 

Appendix 1 quoted the Assembly1 s existing rules of procedure relating to the records, 
which would, of course, need to be changed if the nature of the records were to be altered. 
Appendix 2 gave a definition of the verbatim records, outlined the procedure by which they 
were currently produced, and mentioned the various purposes that they served. Appendix 3 
provided some information on the cost of producing the records in their present form and the 
cost of the four alternatives. Appendix 4 outlined some of the implications of replacing the 
printed records by tape recordings. 

The Executive Board had considered the matter of the records of the Assembly as a whole 
(that is, the verbatim and the summary records) in 1977, and at that time had recommended 
that the verbatim records should be issued in a single edition containing the text of each 
speech in the working language in which it was delivered, with a translation into English of 
each speech that was not originally delivered in English. The Health Assembly had not 
accepted that recommendation, however, and had decided in 1978 to maintain the status quo as 
regards the verbatim records. 

1 Document EB77/1986/REC/1, Annex 13. 
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The Director-General had not made any recommendation in his report. It was for the 

governing bodies to decide what form the records of their deliberations should take. The 
Secretariat would of course implement whatever decision was taken. 

Professor MENCHACA said he had studied the Director-General1 s report most carefully. 
The verbatim records of the deliberations of the Health Assembly contained information of the 
utmost importance. They included the policy statements of heads of state and chief delegates 
and reports on the health status of their countries and the progress made towards the 
achievements of health for all by the year 2000, including the obstacles and difficulties 
encountered, thus giving effect to Articles 61 and 62 of the Constitution. It was also in 
the plenary meetings that all the final decisions were taken that ultimately constituted the 
policy of the Organization. In short, the data provided in the Director-General1 s report 
were conclusive regarding the usefulness of ready access to the valuable information to be 
gained from the accounts of plenary meetings. Another important point stemmed from the basic 
documents of the Organization which specified the official and working languages to be used 
by WHO. Those documents instructed the Secretariat to produce verbatim records of all 
plenary meetings and provided that those records, as also the summary records and the Journal 
of the Health Assembly, be drawn up in the working languages. Any departure from those 
precepts would entail amending the basic documents of the Organization. 

As to the alternatives proposed, alternative 1 was so unpractical and so complex to 
implement, as well as constituting no improvement on the current procedure from the 
information point of view, as to be totally inadequate. Alternative 2 would be of so little 
use as to be a complete waste of money, and so he would reject it too forthwith. 
Alternatives 3 and 4 did not offer any improvement in the accessibility of information for 
all concerned. In addition, they might be interpreted as discriminatory, and a step towards 
the elimination of certain official and working languages； he wished to bring that point 
particularly to the attention of the Board. All questions of interpretation apart, those 
alternatives could be a source of deep disagreement and even discord in the community of 
countries that constituted the Organization. The only possible justification remaining for 
making any of the changes proposed would be that of financial savings. However, no financial 
savings could justify limiting universal access to the most important information generated 
by the World Health Assembly, the supreme governing body of the Organization. 

He agreed fully with a comment made at ail earlier meeting that savings were not the only 
thing in life. Of course, WHO should ensure that maximum use was made of the resources 
available and every possibility of making savings should be studied. However, the area under 
discussion was not one of those possibilities. There were many other areas where savings 
could be effected, for example, by means of further technical and economic cooperation among 
countries - in which there had been interesting experiences in the Americas as in other 
regions - and by greater interaction of WHO with Member States, including greater 
participation by the countries of the Non-Aligned Movement. He was sure that with a policy 
of seeking new initiatives on cooperation together with a policy of austerity much greater 
savings could be made. 

The Director-General1s report was objective and provided members with all the elements 
they required to make a detailed analysis of the problem. It had enabled him to come to the 
conclusion that none of the possible alternatives, as he had shown, nor any financial saving 
they might entail, justified a change. He, therefore, strongly proposed that the present 
practice should be maintained because it was the best and had been confirmed by satisfactory 
experience over many years, and by the opinion of the Health Assembly as embodied in 
resolution WHA31.13. 

Dr JAKAB (alternate to Professor Forgács), quoting the provisions of Rules 87 and 90 of 
the Rules of Procedure of the World Health Assembly, agreed that the current practice had 
been followed for many years with good results. During the seventy-first session of the 
Board some members had queried the need to produce verbatim records as they were not widely 
read or consulted. Delegates at the Thirty-sixth World Health Assembly had disagreed. She 
was among those who considered the verbatim records to be extremely important documents, and 
it was from that standpoint that she had studied the Director-General's report. As stated in 
the account of the current status of the verbatim records (Appendix 2, paragraph 5), the 
supreme governing body of WHO was the World Health Assembly in plenary. Further, some of the 
most important items were discussed only in plenary and all final decisions were made by the 
plenary. Other items considered in plenary included the general debate on the reports of the 
Executive Board and the Director-Generalfs annual or biennial reports on the work of WHO. As 
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Professor Menchaca had said, the plenary was also the place where ministers of health or 
heads of delegations delivered statements, partly on the work of WHO, partly on the direction 
of their governments1 health policy and on the interrelation of the two, that is, on the 
advancement of the strategy for health for all by the year 2000. It was absolutely necessary 
for both the Secretariat and Member States to study those statements and that could not be 
done unless the speeches were translated into the official languages of WHO. 

The acceptance of the strategy for health for all by the year 2000 had entailed a 
commitment to even greater international cooperation. Since health problems could not be 
solved within the borders of Member States, exchange of information on countries1 health 
situations and ways of solving problems was essential. The verbatim records provided an 
excellent contribution to such exchange. 

Emphasis had also been given to the need for multisectoral cooperation and the 
increasing involvement of professionals and the community in activities conducive to the 
attainment of health for all. How could all those people be kept informed on a continuous 
basis if not by WHO documents? They needed to study and analyse the Health Assembly's 
discussions and needed a full record of the original speeches, which gave the atmosphere of 
the discussions and the feelings behind a speech much better than a summary record where only 
the essence was given. If WHO'S work was to be even more successful in the future, the 
verbatim records of the Health Assembly should be circulated as widely as possible in as many 
languages as possible in order to raise the interest of the general public and to obtain its 
support. 

The Director-General1 s report also stated (Appendix 2, paragraph 6) that from the 
verbatim records it was possible to ascertain that there was a formal record of the reply of 
delegates to remarks of a political nature. Further, it stated, in paragraph 7, that all 
resolutions and decisions of the Health Assembly were adopted in plenary and that the voting 
on adoption of resolutions, as opposed to preliminary approval in the main committees, was 
recorded only in the verbatim records, which also showed formal reservations and explanations 
of vote. Those statements required no further explanation. 

Of the four alternatives listed in the report, alternatives 1 and 2 did not allow for 
full dissemination of the records while alternatives 3 and 4 would greatly limit their 
dissemination by reducing the number of persons who could be apprised of their contents and 
made it more difficult to use them. 

When deciding on such a very important issue, members of the Board might bear in mind 
the difficult position in which publication of WHO's documents in only one or two languages 
would place those countries whose language was not one of the official or working languages 
of WHO and which therefore had to engage in a great deal of translation work if they wished 
to circulate the Organization1s documents internally. Furthermore, owing to the fact that 
WHO had a special jargon of its own, very few persons in those countries could undertake the 
translation of the Organization1s documents. The few persons who could were overloaded with 
work in any case, but so far, fortunately, they had not had to translate WHO documents 
because the health specialists who needed to read them understood at least one of WHO's 
working languages, even though it was not their mother tongue; however, quite often the 
working language concerned was not English or French. 

Appendix 3 to the report showed the biennial costs involved in the production of 
verbatim records. However, no saving could compensate for the loss that would be incurred if 
it became impossible to make WHO's work known to the public. It would also be impossible to 
secure the active involvement of the international community in the Organization's work if 
the verbatim records of the plenary meetings of the World Health Assembly could not be 
carefully studied by those who needed to do so. Many years1 positive experience in WHO 
underlined the need to maintain the present long-standing practice, as expressed in 
resolutions EB59.R17 and WHA31.13. 

Sir John REID recalled that the discussion on the verbatim records of the Health 
Assembly had been initiated by himself at the seventy-first session of the Board in the 
course of the debate on the programme budget, in an endeavour to ensure that the best 
possible use was made of limited funds. He had made no proposal as to what action should be 
taken with regard to verbatim records. He had, however, displayed interest in the 
possibility of using tape, and he had suggested that in due course the Director-General 
should provide a report for consideration by the Board. Having received the 
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Director-Generalfs clear and helpful report, he fully agreed with Professor Menchaca1 s 
analysis of its contents. He therefore suggested that, unless any member felt strongly to 
the contrary, the Board should simply agree that no change should be made. Nevertheless, it 
had been well worthwhile having the facts made available. 

Dr LARIVIERE (alternate to Dr Law), Dr OTOO and Professor LAFONTAINE agreed with 
Sir John Reid1s suggestion. 

/ 

Professor SZCZERBAN (alternate to Professor Rudowski) observed that language questions 
always provoked an emotional response. The Director-General1 s informative paper indicated 
four alternatives, but there was a fifth - maintenance of the status quo. Any decision to 
discontinue the publication of verbatim records in all working languages would upset the 
parity safeguarded by resolution WHA31.13. The importance of verbatim records clearly 
emerged from paragraphs 5 and 6 of the analysis of the current situation in Appendix 2 to the 
report. Moreover, they were not only working documents for the delegates to the Health 
Assembly； they also served as important policy documents for many decision-makers at all 
levels of the health sector within countries. 

The undesirable implications of replacing the printed verbatim records by tape 
recordings were clear from Appendix 4 to the report. Any discontinuity in the publication of 
verbatim records in all working languages would have the effect of making current information 
much less freely available, and making information accessible had so far been one of the WHO 
Secretariat's greatest achievements. The standing of plenary meetings of the Health Assembly 
would also be reduced. Thus the changes that had been suggested would, in the final 
analysisэ be counterproductive, since the harm done would be out of all proportion to any 
modest savings that might be made. 

Dr ТАРА said that the verbatim records of the Health Assembly served an important 
function in providing some form of health information support to WHO and its Member States. 
They also served as a means for effective communication of ideas, views and opinions both 
between WHO and its Member States and between Member States themselves. The current practice 
should therefore continue in accordance with the Rules of Procedure of the World Health 
Assembly regarding languages and records, as set forth in Appendix 1 to the report. The 
savings that could be made under the four suggested alternatives to the current practice 
looked attractive oil paper but they did not justify the adoption of any one of them. He 
agreed that some things were more important than money, and in the present instance effective 
human communication was much more important than the saving of a few dollars. The 
information given in respect of alternative 1, in particular, showed the impracticality of 
replacing printed verbatim records by tape recordings. Moreover, nothing should be done to 
depreciate the status of the Health Assembly as the supreme governing body of WHO or of the 
verbatim records of its plenary meetings. 

The CHAIRMAN suggested that the Board should take note of the Director-General1s report, 
since it apparently did not wish to propose any change in the present practice. 

The Executive Board took note of the Director-General1 s report on the verbatim records 
of the~Health AssemblyT^ 

5. WHO ACTIVITIES FOR THE PREVENTION AND CONTROL OF ACQUIRED IMMUNODEFICIENCY SYNDROME 
(REPORT BY THE DIRECTOR-GENERAL)： Item 20 of the Agenda (Document EB77/42) 

Dr ASSAAD (Director, Division of Communicable Diseases), introducing the item, said 
that, for WHO, the activities under consideration had started as early as November 1983, when 
a meeting had been held in Geneva to appraise the problem and to find ways of helping 
countries to deal with it. That had been at the time when the virus had first been 
isolated. WHO'S involvement in earnest had begun in April 1985, when advantage had been 
taken of the International Conference on Acquired Immunodeficiency Syndrome (AIDS), held in 
Atlanta, Georgia (USA), to hold a WHO meeting to obtain all available information, and on 
that basis to formulate recommendations for action to be taken by the Organization. The key 
recommendation had been that WHO should resort to its effective mechanism of establishing a 

1 Document EB77/1986/REC/1, Annex 3, part 2. 
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network of collaborating centres on AIDS. That was the situation to which he had alluded 
during the discussion at the Thirty-eighth World Health Assembly in May 1985.1 

Since then a number of rapid developments had taken place. In September 1985 there had 
been a meeting of WHO collaborating centres for reference and research on AIDS, which had 
laid down the outlines for a WHO programme. In December 1985 there had been a meeting of an 
extended network of WHO collaborating centres to work out how to implement the programme to 
which the collaborating centres had committed their institutes and personnel. The reports of 
all those meetings were available to members of the Board, including that of the meeting held 
in December 1985, which was, however, still a restricted document because not all the 
comments of the participants had yet been received. 

Between September 1985 and December 1985, one of the most important of the developments 
taking place had been a critical workshop on AIDS, hosted by the Central African Republic, 
which had brought together, for the first time, nine African countries to discuss the AIDS 
problem； the report was available to Board members. An information document had been 
submitted to the Programme Committee, whose comments had been incorporated in the 
Director-General1 s report (document EB77/42). Furthermore, the Secretariat had been 
strengthened by the creation of two posts, one for a medical officer and the other for a 
secretary. The former had been the head of the Zaire/Belgium/USA research team on AIDS in 
Kinshasa and would be joining the Organization within the next few months. The salient 
points of what was known about AIDS and an outline of the Organization's programme on AIDS 
could be illustrated in a number of slides. 

Slide 1 showed the epidemiological situation with regard to AIDS as of 1 December 1985. 
Figures updated to 14 January 1986 indicated that 79 countries were reporting, a total of 
20 279 cases. Thus there was very considerable under-reporting； while 42 countries in the 
Americas and 21 in Europe were reporting, only 5 in Africa and 10 in Asia were doing so. 

Slide 2 showed the number of AIDS cases in the United States of America, which so far 
accounted for over 80% of the total number of reported cases. The rate of increase in the 
United States was falling, but no firm forecasts could be made. 

Slide 3 indicated that in North America, Australia and Europe 70% of cases were 
homosexual men, while in Africa most cases had occurred among the heterosexual population. 
In both situations the main factor was the multiplicity of sexual partners. 

Slide 4 showed that the high-risk groups in the Americas, Australia and Europe were 
homosexual men, intravenous drug abusers, haemophiliacs, other recipients of blood 
transfusions, the sexual partners of cases or members of high-risk groups, and the infants of 
infected mothers. Intravenous drug abusers were very seriously affected in some European 
countries. More cases were expected among haemophiliacs and recipients of blood transfusions 
because of the long latent period of the disease, but in countries which had instituted blood 
screening no more cases of that type should occur. 

Slide 5 showed that AIDS was transmitted by sexual contact and contamination with 
infected blood, and from infected mother to newborn baby. There was evidence to show that 
the disease could be transmitted from the mother to the fetus and to an infant during 
delivery or later in the perinatal period. 

Slide 6 indicated that the incubation period for AIDS was oil average 12 months in 
children and 29 months in adults. The findings were based on data received from only one 
country. Sero-positivity could occur from three weeks to three months after exposure. AIDS 
antibodies did not provide protection against the virus, and anyone having them could infect 
others. 

Slide 7 showed the clinical expression of LAV/HTLV-III infection. In the Americas, 
Australia and Europe, AIDS might take an acute form, as a mononucleosis-like syndrome or an 
encephalitis which soon disappeard. The clinical picture might include the so-called 
AIDS-related complex (ARC) with generalized lymphadenopathy, loss of weight, chronic 
diarrhoea, etc. or as frank AIDS, as described in the WHO/CDC (Centers for Disease Control, 
Atlanta, Georgia, USA) case definition. Neurological and skin lesions had also been seen. 

1 Document WHA38/1985/REC/3, pp. 171-172. 
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Slide 8 showed the outcome of AIDS two to five years after infection： 2 to 15% of those 

infected had clinical AIDS, 20 to 26% had AIDS-related complex, while 60 to 70% were 
asymptomatic• The source was a large-scale study carried out in the State of California 
(USA). More information on what was happening in other areas would be welcome. 

Slide 9 indicated that 50% of AIDS patients died within one year of diagnosis and that a 
further 30% died within the following two to three years. 

Slide 10, dealing with the AIDS case fatality rate, showed that 60% of cases were fatal 
if both opportunistic infections and Kaposifs sarcoma were present; 55% if opportunistic 
infections alone were present； and 24% if Kaposi's sarcoma alone was present, all within one 
year of diagnosis. 

The following slides gave the salient features of the WHO programme. 

Slide 11 indicated that the WHO programme on AIDS included the exchange of information; 
the preparation and distribution of guidelines, manuals and educational material; support for 
laboratory diagnosis； cooperation in the development of national programmes and action for 
the containment of AIDS; advice on the provision of safe blood and blood products; and the 
coordination of research. 

Slide 12 showed that an exchange of information was sought in respect of data on 
incidence and transmission, epidemiological and sero-epidemiological data, the status of 
LAV/HTLV-III laboratory testing, the status of legislation and policies, and the 
dissemination of information. 

Slide 13 indicated that the global surveillance of AIDS was based on a common case 
definition, a compatible basic format, the collation of information by WHO collaborating 
centres oil AIDS, and the wide and rapid dissemination of information. With regard to a 
common case definition, it should be borne in mind that, at its meeting in December 1985, WHO 
had adopted the CDC definition for countries and areas where a case could be thoroughly 
investigated including testing in the laboratory. At the workshop held in the Central 
African Republic another definition had been devised, based on clinical considerations only, 
for areas where laboratory back-up was not available. Tests were currently being made, and 
it was hoped that the final WHO clinical definition would be established very soon. 

A format was being circulated among all collaborating centres and all regional offices 
with a view to adopting one basic version. The collation of information by WHO collaborating 
centres on AIDS had proved to be a very effective way of arriving at a consensus on 
scientific events, especially those that were first reported in the media, e.g., 
effectiveness of a particular therapeutic agent； it seemed that none was available at 
present. WHO's Weekly Epidemiological Record had been a vehicle for the transmission of all 
epidemiological information at the Organization's disposal. Use had also been made of the 
automatic telex service and of the mass media, whose coverage of WHO'S activities on AIDS 
had, with one exception, been excellent. In addition, there was a press information sheet 
for WHO staff members likely to be asked by the media for information regarding the status of 
AIDS and related problems, which was revised every two weeks, as well as a media service, "In 
point of fact", which had been distributed to all countries. A public information brochure 
would probably be available shortly. 

Slide 14 concerned the preparation and distribution of guidelines on surveillance and 
prevention/containment of infection; educational material for high risk groups and the 
general population; and guidelines and manuals for health care personnel and others at 
professional risk of infection. CDC was preparing and collating guidelines for high-risk 
groups and for the population in general; it was hoped that they would be ready in booklet 
form, for Member States by May 1986. As regards educational material, it was important to 
provide information which was scientifically correct and in an acceptable and assimilable 
form. The task was a difficult one as what was acceptable varied according to social, 
ethical and behavioural factors in different countries. The Organization was in close 
contact with two Member States, one of which was using an advertising agency to develop such 
material. It was hoped to provide more information to the Health Assembly in May 1986. 

Slide 15 was headed: "Support in laboratory diagnosis", detailed as the following 
items: "establish international reference sera and proficiency testing panel; distribute 
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LAV/HTLV-III virus for control and development of diagnostic kits； collect, characterize and 
exchange LAV/HTLV-III isolates; develop monoclonal antibodies; test available kits under 
field conditions； negotiate purchase of kits from commercial manufacturers". He informed 
the Board that 4000 ampoules of interim reference sera had already been received from CDC, 
Atlanta, and up to 10 000 had been prepared by the Institute of Clinical and Experimental 
Virology in the Federal Republic of Germany; those sera were at present being subjected to 
collaborative study in order to qualify as WHO reference sera. As it was not yet clear what 
kind of standards would be necessary for an AIDS vaccine, no standard has yet been prepared. 
The distribution of LAV/HTLV-III virus for the production of diagnostic kits, called for a 
laboratory having a containment facility of at least P3. The isolates were being collated by 
the collaborating centres, while monoclonal antibodies had been prepared by industry and were 
of great help for upgrading the screening kits. The question of heat stability was 
particularly important under field conditions and the WHO collaborating centre in the Office 
of Biologies in Bethesda, Maryland (USA) was carrying out studies to see how the kits reacted 
to tropical conditions• A meeting was to be held at the end of January 1986 with the nine 
producers of enzyme-linked immunosorbent assay (ELISA) and related kits to negotiate with 
them and to see what kind of offers they were prepared to make to serve the developing 
world. Workshops would also be held with the producers for training purposes at which it 
would not be possible, however, to demonstrate all the kits； but two or three would be used 
at each workshop for training and no two workshops would use the same kits. 

Slide 16 concerned cooperation with Member States: which involved organization of 
symposia/workshops on containment/prevention of AIDS； provision of specific technical 
consultancies； promotion of diagnostic and control capabilities； and establishment of a 
mechanism for acquisition of laboratory material and equipment. Symposia or workshops had 
been held in a number of regions• It had proved difficult to get together a panel of experts 
who "spoke the same language" and had the same understanding of the problem. Diagnostic and 
control capabilities could be promoted, as the risk factors were known. The difficulty was 
in preparing educational material so that people could estimate the risks they faced and 
learn to cope with them. The question of the acquisition of laboratory material and 
equipment would be dealt with later. Although it would be expensive, it should be noted that 
AIDS might possibly be an entry point for upgrading laboratory and blood services in many 
Member States. 

Slide 17 dealt with the coordination of research on: antiviral agents; vaccine 
development； and T-lymphotropic retroviruses of simians. The collaborating centres were 
working on those subjects and trials would follow. It was hoped that it would soon be 
possible to pass to the more difficult research on the ecology of the disease under normal 
conditions in different Member States and on the evaluation of public health interventions. 

Slide 18 consisted of the statements: "Assist in vaccine development； assist in drug 
screening and development; develop international requirements for AIDS vaccine; evaluate 
candidate vaccines". The development of international requirements for a vaccine was not yet 
possible because no candidate vaccine had been developed and there was no certainty when one 
would be available. There was a good hope that therapeutic agents would become available 
shortly. 

Slide 19 dealt with possibilities of preventing AIDS only through: health education, 
screening of donated blood and blood donors: heat treatment of blood products (factors VIII 
and IX)； control of the use of needles and other skin piercing equipment. Health education 
must be stressed above all. It was going to prove difficult to screen all blood donors. 
There should be control not only of the use of needles, but of any instrument used within or 
outside the medical profession. A further subject not mentioned oil the slide was that of 
perinatal infections. 

On concluding the slide projections, he added that, as the Director-General had promised 
earlier in the session, WHO would do all it could do to support countries in their fight 
against the disease. If one looked at the figures of morbidity and mortality, it would be 
seen that AIDS did not merit the highest priority. It was a very sensitive matter, however, 
and the Organization was constantly aware of the pressure to do something about it. 

Dr PETRICCIANI (Biologicals) then presented slides providing information on the blood 
component of the AIDS problem. 

Slide 1 showed the outcome of and recommendations made at the first WHO meeting on AIDS, 
in November 1983. They were： "educate public and donors; exclude donors in high risk 
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groups； avoid non-essential use of blood and blood products； albumin and immunoglobulin 
considered safe; hepatitis В vaccines which met WHO requirements were considered safe." Two 
of those recommendations, namely, education of the public and donors, and the fact that 
albumin and immunoglobulin were considered safe, were still pertinent. So far, there was no 
evidence that hepatitis В vaccine obtained from human plasma was transmitting the virus. 

Slide 2 showed that the discovery of LAV in France and of HTLV-III in the United States 
of America had provided the basis for the developments which Dr Assaad had just described. 

Slide 3 provided a table setting out the numbers of blood-related AIDS cases reported. 
The data came from the United States of America and from Europe and had been provided by the 
collaborating centres. It was interesting to note that the percentage of all AIDS cases in 
the United States, which were blood-related, remained relatively stable at about 2%. The 
data from Europe was limited, as data collection there had started only some 12 to 18 months 
ago, but it showed that the percentage of blood-related cases appeared to be higher than in 
the United States. Interpretation of the differences was not yet clear. However, it should 
be noted that, in Europe, the United States, and in other countries, the percentage of 
blood-related cases was small in relation to the total number of AIDS cases. That fact 
indicated that the primary mode of transmission was not through blood and blood products, but 
through other mechanisms, especially sexual contact. 

Slide 4 showed the course of the disease after exposure. After exposure, a person might 
or might not be infected. Following infection, there occurred a period during which the 
virus replicated and could be recovered in various body fluids. Between the time of 
infection and viremia, no antibodies were produced. The co-existence of antibodies and the 
virus during a long period of time in various stages of the disease was a curious feature of 
AIDS which made the detection of antibodies a very real mechanism for ensuring safe blood and 
blood products by taking out of use any unit of blood or plasma containing the virus; 
correlation between the presence of the antibody and infectivity of units was high. 

Slide 5 illustrated data originating in the United States on the frequency of positivity 
of units of blood and plasma. In the case of blood, the percentage of positive units in 1985 
during the first few months of testing was about 0.3%, whereas in the case of plasma it was 
about 0.17%. The percentage of positive units was thus low. 

Slide 6 listed four of the many antibody screening issues, some of which were 
particularly sensitive. The first, the question of false positives, was important because 
the present tests were screening tests for blood and plasma, and therefore had a high degree 
of sensitivity and would give a large number of false positives (ELISA, for example). The 
second issue related to the confirmatory tests that were therefore necessary - a question 
dealt with in paragraphs 22 to 25 of the Director-General1s report. The third, the issue of 
when and how to notify donors, was still under discussion, as was the fourth - the 
confidentiality of the test data. 

Slide 7 listed three plasma fractions used in medicine, in addition to blood. The 
first, albumin, was widely used but there was no evidence to date that the virus was 
transmitted through it. The second, factors VIII and IX, used in the treatment of 
haemophilia could transmit the virus. A variety of treatments had been developed for 
factors VIII and IX of which heat treatment was, so far, the most widely used. The third was 
immunoglobulins• Although there was no epidemiological evidence that they were a mode of 
transmission, they had been much discussed over the last six months and had led to anxiety in 
both developing and developed countries as to their safety. 

Slide 8 summarized WHO AIDS/blood actions so far taken. It mentioned the meetings held 
in Geneva, in November 1983, and the one at Atlanta, Georgia (USA) in April 1985 which had 
led to the following revised recommendations: screen donors for antibody where feasible; do 
not use positive units； inform donors in advance about screening of their donation; arrange 
use of heat treated factors VIII and IX; continue 1983 donor education and exclusion 
recommendations• 

Slide 9 showed WHO AIDS/blood plans. A conference on the safety of human blood and 
plasma derivatives would be held from 14 to 16 April 1986 to which both scientists and 
representatives of industry would be invited. A planning meeting had been held in December 
1985 with participants from each of the regions. Following the conference a scientific 
working group would be held from 17 to 18 April 1986 to consider the information obtained at 
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the conference and to advise WHO on the updating of its recommendations regarding the safety 
of blood and blood products. 

Slide 10 contained elements of the provisional agenda for the April conference which 
included the following points： (1) the biology and natural history of the infection as it 
related to blood and plasma products; (2) the available data on the safety of plasma 
products; (3) various strategies used in various parts of the world to exclude high-risk 
donors; (4) global status of screening for antibodies AIDS virus; (5) notification of 
donors if it was found that they had antibodies when antibody screening was implemented; 
(6) public policy issues relating to antibody screening, taking into account financial 
resources, the availability of personnel and other health priorities. Those last subjects 
implied discussing how screening might fit into the overall picture of health planning. 
After the conference it was hoped to provide data which would settle the unrest about the 
safety of various blood products, and to revise WHO recommendations on their safe use and oil 
strategies for screening for AIDS virus antibodies. 

The meeting rose at 12h30. 
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1. WHO ACTIVITIES FOR THE PREVENTION AND CONTROL OF ACQUIRED IMMUNODEFICIENCY SYNDROME 
(REPORT BY THE DIRECTOR-GENERAL)： Item 20 of the Agenda (Document EB77/42) (continued) 

Dr OTOO said that far too many reports submitted to the Board contained estimated data 
instead of actual figures, particularly in respect of African countries. Notable examples 
were the health-for-all evaluation data on Africa and those, in the Director-General1 s report 
now before the Board (document EB77/42), on the incidence of AIDS. The general lack of 
positive data was obvious, too, from the listing, in that same report, of only one 
collaborating centre for Africa and the suggestion that a relatively high percentage of 
"false positives" should be accepted. In his view, therefore, a special effort should be 
made to establish a number of collaborating centres throughout Africa so that a proper 
epidemiological evaluation could be made and a true picture established of the AIDS situation 
there. If the skills needed to establish such a data collection system were not available in 
Africa, then it was WHO'S duty to ensure that such a system was developed. In addition, WHO 
should review the health-for-all evaluation data and take any corrective action that might be 
necessary in the light of that review. 

In the meantime, it would be interesting to know what WHO was doing to obtain a more 
objective assessment of the AIDS situation in Africa, and how many reporting centres there 
were at the present time reporting oil the African situation. 

Dr KOINANGE said that AIDS had generated a lot of undue emotion at the public level, 
among health workers and even among health authorities, and debate on the origin of the virus 
had overshadowed many other important health issues. Such undue concern drew attention away 
from the real issue, namely the problem of AIDS itself； the continuing debate about the 
origin of the virus was, in his view, counterproductive. 

He endorsed Dr Otoo*s views on the African situation and on the need for more 
collaborating centres there. Kenya had both the facilities and the capacity to collaborate 
with WHO and it was to be hoped that the Organization would take the necessary steps to 
facilitate such collaboration. 

Among the advice given in the report on the provision of safe blood was the exclusion of 
donors from high-risk groups. Such action, however, was particularly difficult in Africa 
since most of the people involved appeared to be heterosexual partners. Furthermore, the 
screening of blood for transfusion purposes was costly. It was therefore to be hoped that 
the Organization would consider that aspect of the matter most carefully during its debates 
at the coming World Health Assembly. 

Professor RUDOWSKI expressed his appreciation of the clear and precise report. A 
dramatic appeal had been made to the Director-General at the Thirty-eighth World Health 
Assembly to take whatever action was necessary to deal with the problem with its profound 
medical, social and ethical implications, and it was gratifying to receive such an immediate 
and effective response. 

In his view, particular emphasis should have been placed, iu the general introduction to 
the report, on the serious impact of the fear of AIDS on clinical medicine. Indeed, fear of 
transmission by blood transfusion had very quickly changed the image of surgery and the 
number of elective surgical operations was declining. The most dramatic decrease had been in 
the number of coronary bypass operations requiring blood for extracorporeal circulation. 
LAV/HTLV-III had been detected in blood, and any blood recipients were at risk. The number 
of AIDS cases was increasing in Europe; in Poland LAV/HTLV-III antibodies had been detected, 
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and confirmed by other tests, in 4% of haemophiliac patients. Autotransfusion, family blood 
donation, rapid progress in research on so-called "artificial blood" and artificial red cells 
in which particles of haemoglobin were trapped in liposome membranes were clear indications 
of the extent to which the fear of AIDS had changed contemporary clinical medicine. 
Publication of the new Journal of Bloodless Medicine and Surgery reflected a completely new 
attitude to the management of patients, which avoided the administration of blood and blood 
products. Research on peroral preparations of factors VIII and IX was well advanced at the 
University of Maastricht (Netherlands). 

The report gave extremely valuable guidelines and advice on the prevention of AIDS and 
the provision of safe blood and blood products. It was not easy, however, to follow WHO1s 
recommendations, such as excluding donors from high-risk, groups• The existence of high-risk 
donors was well known, but the problem was how to identify them. There was the additional 
problem of the high cost of screening blood donors, and in that connection greater precision 
would be useful. In the field of blood donation, fractionation and transfusion, close 
cooperation between WHO and the Red Cross at international level was to be recommended, to 
prevent the appearance of uncoordinated recommendations from two independent sources. He 
fully supported the idea of wide public information on AIDS and looked forward to the 
publication mentioned by Dr Assaad. 

He welcomed diagnostic measures recommended by WHO, the distribution of monoclonal 
antibodies and establishment of reference sera, but was particularly concerned about the free 
exchange of blood preparations. The heating necessary to obtain virus-free preparations 
could reduce the biological activity of blood clotting factors, which were of crucial 
importance in cases of haemophilia prophylaxis and treatment. In his view the only safe and 
active preparations were those of factors VIII or IX obtained by genetic engineering 
methods. He wondered how much progress had been made in the production of an effective 
vaccine and whether a date could be given for its introduction. 

Professor STEINBACH asked for clarification on the apparent shift of emphasis in the 
distribution pattern of AIDS between male and female patients and wondered whether the 
present distribution pattern in his own country could be expected to change in the future. 
He also wondered whether the reported differences in emphasis in some countries could be the 
result of specific behaviour patterns, and if so which patterns； whether they were the 
result of immunological or biological factors either separately or together; or whether, 
perhaps, the picture might be an erroneous one drawn up on the basis of unreliable 
statistics. Those questions might be answered if WHO were to adopt a comparative approach to 
the problem, which it was in a unique position to do. 

Recalling his earlier comment regarding biological standardization, he reiterated the 
need to standardize antibody tests. 

Professor FORGACS expressed his appreciation of WHO'S activities in respect of AIDS, a 
problem which could not be overcome without the concerted action of all nations. 

Although no fully developed case of AIDS had been detected in Hungary, it had been a 
compulsorily notifiable disease since 15 September 1985, and it was known from a limited 
study on LAV/HTLV-III antibodies of some 3000 persons at risk that about 5% of homosexual men 
and 3.7% of haemophiliacs were infected with the virus. Compulsory antibody screening of all 
blood donors was to be introduced at the blood centres in the course of 1986, and at the same 
time seven screening laboratories and two confirmatory laboratories were to be established 
for the routine screening of risk groups. In that connection, the help provided by WHO in 
the form of reference material would be of great value. 

Since the cost of LAV/HTLV-III antibody tests carried out commercially was very high, it 
would be useful if WHO could negotiate with commercial companies with a view to obtaining a 
reduction in their kit prices, as mentioned by the Director-General in paragraph 27 of his 
report. 

Dr HYZLER (alternate to Sir John REID) thanked the Director-General for a very good 
report and praised its presentation. The report would be of great interest to all the Member 
States, and it should reach them as soon as possible in readiness for the debate at the 
forthcoming World Health Assembly. 

He fully agreed with Dr Koinange that the argument over the source of the disease was 
somewhat pointless, and appreciated the views of Dr Otoo on the need to seek epidemiological 



192 EXECUTIVE BOARD, SEVENTY-SEVENTH SESSION 

evidence of the incidence and prevalence of the disease in Africa. His understanding of the 
situation in the United Kingdom was that some 10 000 people might already have been exposed 
to the virus； that indicated a situation of a much greater magnitude than was apparent from 
the figures shown at the previous meeting. 

In the absence of an effective vaccine, apart from the work being done on blood, on the 
production of therapeutic agents and in the vaccine field, efforts should be concentrated on 
a public education programme, which should be at the centre of the strategy to control the 
spread of the disease. That programme should be directed at improving the understanding of 
the disease by those most at risk and by the general public, and at the ways in which its 
spread could be controlled. Member States should exchange ideas to discover which schemes 
and strategies were proving most effective. 

The WHO programme appeared to cover most of the essential issues. However, there was a 
need to coordinate efforts within the Organization, and he personally would like further 
details on the coordination of the global and regional programmes. In addition, agencies 
outside WHO might be approached to coordinate their efforts with WHO. Special attention 
should also be given to the area of services and help that could be provided for those 
infected with the virus. 

He welcomed the priority accorded to the issue by the Director-General, including the 
increase in the Organization's staff to cope with the programme's requirements in the coming 
years. 

Dr ADOU asked whether any progress had been made, since the drafting of the report, in 
persuading commercial companies to reduce the prices of the pharmaceutical products used in 
diagnosing the disease. He also asked how many cases of the disease reported to date were 
attributed to transmission from mother to child, and whether the transmission was considered 
to have been intrauterine, the result of breast feeding, or by some other means. 

Dr SYLLA (alternate to Dr Diallo) drew attention to the uncertainty surrounding the 
spread of AIDS and to the lack of consistency in the data: for example the number of 
countries reporting the disease in Africa was one according to the report and five according 
to Dr Assaad. The report had also suggested that according to recent information, AIDS could 
well cause serious public health problems in tropical Africa, and he wondered whether WHO 
could determine the public health impact of the disease in Africa given the information 
available. Full information on that subject was of prime importance to African countries 
which were still trying to control infectious and parasitic diseases and to overcome 
malnutrition. 

He endorsed WHO'S action in respect of research and information activities and the 
establishment of a collaborating centre in the Central African Republic. However, the 
establishment of a collaborating network throughout Africa might now be appropriate. 

Paragraphs 13 to 17 of the report on the exchange of information rightly stated that WHO 
should keep Member States fully informed in view of the misleading impressions frequently 
given by the press, and continue to assist Member States wherever necessary. The developing 
countries needed special help particularly in respect of large-scale routine testing and in 
the provision of guidelines and manuals for health personnel to determine the extent of the 
disease in their areas. In that connection he fully supported the suggestion that WHO should 
enter on their behalf into negotiations with commercial companies with a view to obtaining 
lower prices for their products than were charged in the industrialized countries. He 
welcomed the information contained in paragraph 28 of the report on cooperation with Member 
States. In conclusion he asked whether ribavirin was effective against other viruses, such 
as the Ebola-Marburg viruses. 

Dr DE SOUZA said that he had been reassured to see how quickly matters had progressed in 
developing a WHO programme on AIDS, and had found the slide presentation most informative. 
He welcomed the fact that guidelines were being prepared for consideration in May 1986. 

He shared the concern expressed by Dr Otoo and Dr Koinange in relation to the African 
situation; there was indeed a need for more data arid better reporting from African 
countries. But there was also a need to keep AIDS in Africa in perspective, and to ensure 
that adequate resources were made available without, however, jeopardizing other health 
programmes in the African continent. 
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As far as the proposed WHO programme was concerned, he welcomed the supportive 
additional research and supportive development of antiviral and other drugs, but wondered 
whether the programme should not be taken further in view of the need for coordination of 
collaborative clinical trials of such drugs. 

Turning to the Director-General1 s report, he expressed concern that it did not directly 
address cultural considerations, other than by a brief mention in the penultimate sentence of 
paragraph 18. The problems of specific cultural groups must be borne in mind, as must what 
was a major issue in many countries: namely the prison population. The only reference to 
homosexuals appeared to be in paragraph 27 of the report, despite the fact that AIDS was a 
major disease within that subculture. Referring to subparagraph 18 (2) on the provision of 
educational materials for high-risk groups and the general population, he suggested that it 
might be possible, as part of that process, for WHO to prepare some authoritative and 
standardized safe-sex guidelines to resolve some of the confusion which had arisen in that 
area. 

Considerable experience of the disease existed in some countries of the Western Pacific 
Region and it might be useful for Member States in that Region and perhaps also for those in 
the South-East Asia Region to be aware of the expertise available in retroviruses, 
particularly in Japan and Australia. The latter country in particular would be pleased to 
provide assistance and advice, on request, to other countries in the Western Pacific and the 
neighbouring Region. 

Dr GUERRA DE MACEDO (Regional Director for the Americas), referring to the considerable 
AIDS problem in the Americas, said that the Regional Office was according high priority to 
the matter. In addition to the United States of America and Canada, Brazil also had a high 
rate of cases. Some idea of the economic costs of the infection might be obtained if it was 
considered that in Brazil estimated costs of treatment of all projected cases for 1986 would 
represent an amount equivalent to more than 50% of the total Ministry of Health resources. 

As some 90% of recorded cases throughout the world had occurred in the Americas, the 
Regional Office had had to give greater attention than other regional offices to the 
problem. A system of surveillance had been set up in 1983 to ensure that all territories and 
countries in the Region provided regular notification of cases. An information system had 
been set up through the Organization's normal publications, in particular, the РАНО 
Epidemiological Bulletin, and a manual had been prepared and would be ready for use as from 
January 1986. The manual would eventually be incorporated into the headquarters publication 
to become available in May 1986. Direct cooperation with the countries of the Region was 
already taking place in regard to diagnosis and control measures. 

The planned regional activities for 1986-1987 were consistent with the proposed global 
plan of action. Continued importance would be given to the regional system of surveillance. 
Reporting had so far been on a six-monthly basis but had proved to be insufficiently frequent 
and it was intended to establish quarterly reporting from the beginning of 1986. In addition 
to the three existing collaborating centres in the United States and Canada, centres in Latin 
America and, if possible, the Caribbean - a major risk area - were to be identified. The 
Osvaldo Cruz Foundation in Brazil and an institute of virology in Argentina were considered 
to have the necessary potential to become collaborating centres in the near future. It was 
also hoped to intensify the system of technical information and develop educational 
activities directed not only at the public in general but, more specifically, at high-risk 
groups. In the field of research, a number of studies were under way. Brazil and Argentina 
were carrying out extensive antibody studies and in the Caribbean similar efforts were being 
undertaken. The WHO centre for epidemiology in the Caribbean, the Caribbean Epidemiology 
Centre (CAREC), was also involved and there was collaboration from the National Institute of 
Allergy and Infectious Diseases (USA). Such activities could and should be intensified in 
order to obtain a better understanding of the extent of the problem. 

The Regional Office was also preparing to increase direct cooperation activities with 
countries and to support cooperation among countries. Technical resources currently 
available were also being directed at other problems, such as venereal diseases and other 
viral infections, but the establishment of a specific post to deal solely with the problem of 
AIDS in the Americas was under consideration. The blood problem also deserved particular 
attention. 

To resume, AIDS in the Region of the Americas was a priority issue, not only because of 
the number of cases but also from the psychosocial and economic points of view. 
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Professor LAFONTAINE expressed the hope that WHO would provide a clear definition of 

what it considered to be a case of AIDS in order to avoid possible future confusion or faulty 
comparison. In addition, it was essential to establish who were the persons to be 
protected. With regard to blood transfusions, since artificial blood would almost certainly 
not be an immediate development, all possible measures must be taken. The current trend of 
unnecessarily increasing numbers of blood transfusions, particularly in the developed 
countries, and of mixing the blood of several donors should be discouraged. 

While the HTLV-III virus was probably the virus responsible for AIDS, there was need for 
prudence as it had not yet been established that it was the sole virus responsible. Research 
should therefore be continued, with the aim not only of finding a treatment for AIDS but also 
of opening the way to research into other retrovirus infections. 

The risk of infection for laboratory personnel, as well as dentists - who were not 
always recognized as possible victims or agents - should be given more adequate 
consideration. Concerning drug trials, following the example where cancer was concerned and 
in view of the relatively limited number of AIDS cases under treatment, steps should be taken 
to ensure that sufficient numbers of cases were treated to make the findings significant. 

Some démystification of the issue could be considered to be in order. For example, as 
regards the laboratory workers having suffered needle-stick or other injuries while handling 
the blood of AIDS patients, he understood that only three cases of infection had been 
reported, two of which had not been fully proved. The fact that the amount of blood 
necessary for transmission of AIDS from one person to another was much higher in the case of 
HTLV-III than that of hepatitus В virus should, with others, form part of the public 
information which would help to demystify the problem; every step should be taken to ensure 
that those who did contract AIDS could be assured peace and humane consideration in their 
suffering. Lastly, and as mentioned in the report, it was important to inform blood donors 
when screening was to be carried out and, where tests proved positive, to inform family 
doctors as the persons best suited to transmit the information to the person concerned. 

Dr Uthai SUDSUKH joined previous speakers in congratulating the Director-General and his 
staff on the preparation of the report and presentation of the item. In recent years AIDS 
had become known as one of the most threatening and panic-striking diseases in the world. 
The report and presentation showed that WHO was playing an active and innovative role in the 
search for a solution to the problem. 

He wished to make three suggestions. First, the fear and concern which AIDS had aroused 
among the public had come in part from the traditional system of health education whereby 
information was disseminated only to gain public attention. Such information should be made 
more balanced by dissemination in a form which did not cause panic or adversely affect 
people's daily activities but improved understanding and perception of the problem while at 
the same time being sufficiently enlightening to promote community participation and 
facilitate the formulation of effective strategies. Concerning the information provided in 
the report, he suggested that the distribution of cases provided in paragraph 2 of the report 
should be given not only by continent but also by WHO region, thus contributing to an 
improvement of the situation through the regular WHO mechanism. 

Secondly, concerning laboratory technology development, it was evident from the report 
that the enzyme-linked immunosorbent assay (ELISA) technique for antibody detection, while 
highly sensitive, was not sufficiently specific. While it was already available in certain 
countries, its adoption was costly; it would be useful for developing countries if WHO could 
consider means of having kits made available at a lower price. The ELISA technique was being 
employed in Thailand and by the end of 1985 six cases of clinical AIDS had been detected, all 
of them imported. Five of the persons concerned had returned to their countries and the 
sixth had died. There had also been five cases of AIDS-related complex (ARC), one of which 
concerned the heterosexual partner of one of the clinical cases, and all were under 
surveillance. There were also.31 cases of carriers. The disease was under official 
surveillance and notification was a legal requirement. Screening services were available for 
high-risk groups (homosexuals and prostitutes). A more definite means of diagnosis was 
required through a more specific test. It would be desirable for WHO to ensure that existing 
technology was made available at regional as well as global level. 

Thirdly, as proposed by a number of previous speakers, there was a need to establish WHO 
coordinating centres in addition to those listed in paragraphs 10 and 11 of the report. No 
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centres had been established so far in the South-East Asia Region. Centres should have the 
necessary facilities and personnel to carry out laboratory tests. 

Dr Sung Woo LEE joined in congratulating the Director-General on his excellent report. 
He asked how many of the 17 500, or so, reported cases of AIDS had resulted in death. 
Referring to the information in paragraph 2 of the report first that 21 cases had been 
reported for Africa and secondly that AIDS might be a serious health problem in tropical 
Africa with high estimated incidence rates, he asked whether any programme existed to carry 
out an epidemiological survey in Africa. Concerning ARC and reports in international 
magazines that there were over a million ARC victims in the United States alone, he asked for 
current estimates of cases. Echoing Dr Sudsukh* s request for more details on the credibility 
of the ELISA test for AIDS, he cited the example of an ELISA-detected case where the person 
concerned had been sent home to the Republic of Korea where a second ELISA test had proved 
negative. Despite that fact, the case had been widely publicized internationally as the 
first AIDS case in the Republic of Korea. 

He looked forward to the meeting on the subject to be held in Geneva in April 1986. 

Dr MENCHACA congratulated the Director-General on his excellent report. As stated in 
the document, the problem was a matter of concern in many countries and even in countries 
where no cases had occurred, preventive measures were being taken. At the same time, as Dr 
Guerra de Macedo had said, the cost of treatment was considerable. It had become clear that 
the WHO programme in all its aspects was of the utmost importance. More effective protection 
for countries and particularly the developed countries, including those where AIDS had become 
a serious problem, called for close cooperation with WHO. Specialized information must be 
made widely known so that all countries were aware of all aspects of progress and research. 

Dr MONEKOSSO (Regional Director for Africa) said that the Regional Office was most 
concerned about the AIDS problem on which it had had very fruitful collaboration with 
headquarters. But despite its extreme importance, not even that problem would divert the 
African Region from its determination to pursue its primary health care goals• Unless care 
was taken, the major hysteria stirred up by the mass media in the Region might cause the few 
resources available to be diverted to action on the global problem of AIDS. He had been 
particularly heartened to hear three members of the Board from among the health authorities 
of the continent speaking on the subject, on which there had hitherto been a deafening 
silence on the part of governments and their ministries of health. It was only recently that 
one or two countries had begun to develop an AIDS policy and to prepare for the disease even 
though it was as yet unknown in the countries concerned. 

Having visited 19 countries of the continent during 1985, he had noted that there was an 
AIDS belt across the "middle" of Africa, wider on the western than the eastern side. It 
appeared, however, to be spreading further east and he suspected that it would also spread 
northwards and southwards. That situation was not related to whether or not viruses had been 
found in certain monkeys but to clinical cases, some of them laboratory confirmed. There was 
considerable misunderstanding as to who was or who was not heterosexual. The interpretations 
he had found in the available literature needed thorough review. 

As far as could be seen, there was no fundamental difference between the situation in 
Africa and that elsewhere in the world. The problem was to pinpoint the facts. Anyone of 
whatever origin who had practised in the African Region during the past three decades, using 
the best possible facilities available in some of the best centres in the world, could 
confirm that Africa, like all other Regions, was faced with a new problem. He had been glad 
to be able to give such confirmation when the media of a country in another Region had 
approached him in Nairobi to determine whether the disease had, in fact, originated in 
Africa. There were certainly some differences in clinical presentation but they were no 
greater than might be expected in some instances of people starving from various causes, 
suffering from unrelated pathologies or practising different life-styles. 

Learned people writing scientific papers about AIDS proceeded from objective scientific 
reporting and then set aside the facts to indulge in the unwarranted speculation that there 
must have been many cases prior to 1977 that had only remained undiscovered for lack of 
laboratory facilities. 

The first imperative was for the health authorities in Africa to throw light on what was 
taking place and to break their silence, bearing in mind that it was the absence of 
information that gave others the opportunity to issue whatever misinformation they pleased. 
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The question of collaborating centres would no doubt be dealt with, but there were 

technical criteria for their designation. The fact that there was only one in the African 
Region was not because of any lack of interest on the part of WHO but because it was the only 
centre in the Region that could so far have been designated. In the light of the extreme 
sensitivity about the disease the fact that a meeting on the subject had been held in the 
Central African Republic had been a major political and diplomatic victory for WHO, since the 
media in some western countries had accused that country of being a source of the disease and 
it was natural for the authorities concerned to be unwilling to "confirm" such suspicions by 
holding a conference there. The opportunity should be seized of developing the laboratory 
diagnostic support of the countries of the Region. The Regional Office was looking forward 
to receiving the greatest possible help for fighting the disease. The focus should be on the 
lines described at the previous meeting and in the Director-General1 s report. 

Information was important for all concerned, since everyone desired to know as much as 
possible about the disease. It was reassuring to find that some countries were forming 
national committees for AIDS control and preparing to collaborate in surveys to provide a 
baseline for watching the disease when it appeared, as it must• 

He welcomed the arrival of a collaborator at headquarters to deal specifically with the 
problem and looked forward to the meeting in April 1986. Meanwhile, the Regional Office had 
prepared a plan of action for AIDS control in the Region which was to be presented to a 
meeting of the African health leadership, due to be held in Brazzaville from 3 to 7 March 
1986. Meanwhile, he appealed to the media to let the Region alone and refrain from creating 
hysteria that could distract it from the implementation of the primary health care strategy 
and from achieving the goal of health for all. That did not mean that the problem of AIDS 
must not be faced. What was needed was a media offensive to encourage the leadership of the 
Region to accept responsibility and open up the countries concerned so that information on 
what was taking place could be made available and those who wished to fight the disease could 
do so with the least possible cost, the greatest possibility of success and the smallest 
number of casualties. 

Dr NAKAJIMA (Regional Director for the Western Pacific) observed that, as in the case of 
many viral diseases, the initial concern for control of AIDS had been centred on mutational 
and transmission problems. Since the Western Pacific Region had so far had no problem of 
virus mutation, its attention had focused mainly on transmission. The Regional Committee had 
discussed the matter at its past session, when considering his annual report, and had adopted 
resolution WPR/RC36.R2 urging Member States to initiate surveillance and reporting of the 
disease and requesting him, first, to facilitate the exchange of information on AIDS; 
secondly, to cooperate in the development of laboratory capability for the diagnosis of 
LAV/HTLV-III infection; thirdly, to cooperate in the establishment of collaborating centres 
that would serve as reference laboratories, provide training and conduct research on AIDS; 
fourthly, to promote cooperation between Member States in the transfer of information and 
technology related to the prevention, diagnosis and case management of LAV/HTLV-III 
infection; fifthly, to encourage research into the various aspects of LAV/HTLV-III 
infection; and, finally, to mobilize extrabudgetary resources and increase the allocation of 
such resources to the programme for the prevention and control of that infection. 

Since the programme was a global one, WHO headquarters would coordinate the exchange of 
information along the lines indicated by Dr Assaad. Intensive activities in that area were 
already being pursued in the Region. Extensive discussions had taken place in scientific 
group meetings on non-A, non-B hepatitis, antigen-associated hepatitis and blood-borne human 
retroviruses and a regional seminar on diagnosis and control of sexually transmitted 
diseasesy including AIDS, was to be held in Singapore at the end of April 1986. The reason 
for considering AIDS along with sexually transmitted diseases was that in the Western Pacific 
Region one of the groups at highest risk was the group whose sexual behaviour was associated 
with prostitution. Panic about AIDS had already brought down the number of conventional 
sexually transmitted diseases in some countries in the Region and the income of prostitutes 
had been considerably reduced. 

The Regional Office was ready to provide information on AIDS to Member States. In view 
of the problems concerning transmission the development of laboratory capability was most 
important. Many Board members had drawn attention to the high cost of a viable ELISA test, 
which had to be of high sensitivity. The cost of one kit in the Region was about US$ 2 and 
if labour charges were added, the cost of one screening test, which was not even 
comprehensive, might amount to as much as US$ 5. Efforts to find more economical and 
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reliable tests had been initiated in the Region. The Japanese team had already started to 
develop some immunofluorescent tests, and workshops in laboratory diagnosis had been 
conducted in the Philippines and Malaysia in December 1985. The immunofluorescent technique 
could give more specific and sensitive confirmation of AIDS. Some other techniques under 
consideration included the development in one centre in the Region of a high-virus-yield 
tissue culture system that could produce agglutination using gelatine. It was hoped that 
such diagnostic methods would provide a more comprehensive surveillance activity for the 
Region. That was a collaborative effort with other regions which it was hoped would be 
helpful at least to the neighbouring Region. 

A collaborating centre had already been established in Victoria, Australia. The 
Institute for Virus Research of Kyoto University and the Faculty of Medicine of the 
University of Singapore were also being considered as such centres. The establishment of 
that network was designed to contribute to the global network of collaborating centres• 

In promoting cooperation on information and technology transfer between Member States, 
the Region would focus on disseminating diagnostic methodology and establishing training 
courses on diagnosis, as well as on case management, public information, health education and 
related activities. Many research activities for the development of new diagnostic methods 
had been carried out and a study on the sero-epidemiology of LAV/HTLV-III infection had been 
initiated in the Philippines. 

In one non-epidemic country in the Region, sero-positive cases had been found among the 
female prostitute population, but no substantial increase in cases had as yet been observed. 
There was, in fact, some evidence of a slowdown in the rate of increase of cases in the 
Region, which indicated that while AIDS infection would continue to exist in the world, the 
transmission pattern might be changing. That was no excuse, however, for relaxing the 
research activities, which could be pursued together with research on other retroviruses such 
as hepatitis virus infection. Steps had been taken to ensure that all plasma-derived 
hepatitis В vaccine produced in the Region was free from AIDS virus. Heat treatment with 
formalin had already been incorporated in such measures and the coagulating factors VIII and 
IX would also be heat treated. Many governments had changed their requirements for 
registration of coagulating factors. 

As regards extrabudgetary resources, Dr De Souza1 s proposal was not the only one. The 
Government of Japan and various nongovernmental organizations were also willing to support 
the efforts of the Regional Office in investigating the important new disease under 
consideration. 

Dr ASVALL (Regional Director for Europe) said that European concern about AIDS had 
started in 1982 and that the first meeting had been held in Denmark in March 1983. The 
meeting had established a system of regional reporting and by 1984 the first collaborating 
centre on AIDS had been designated in Paris. Almost three-quarters of the countries in the 
Region produced standard reports and the remaining countries were being encouraged to do so. 
A second regional meeting had been held in 1985 in conjunction with the world Conference in 
Atlanta. As a result, European guidelines on AIDS had also been issued in 1985. Work had 
begun on standardized testing and regional training courses, with the cooperation of WHO 
headquarters, but further progress was dependent on technical advances. Eleven centres in 
nine European countries were working with WHO on the AIDS problem. A third meeting, to be 
held in 1986 to deal with progress in public health measures to control AIDS, as well as with 
legal and other issues, was also expected to draw up a programme for further work in the 
Region. The Region had enjoyed positive and close cooperation with headquarters, especially 
in using it as a sounding board for reviewing its regional AIDS guidelines. The Region had 
participated in all headquarters meetings on AIDS and he was confident that the 
intensification of WHO capacity regarding the control of the disease would bear fruit. 

/ 
Dr MOLTO congratulated the Director-General and his staff on the report, which dealt 

with a topic of great global importance. The WHO information programme provided an adequate 
understanding of AIDS for the collaboration of Member States. Obviously, many issues 
remained to be dealt with. In Panama, AIDS could not be considered a public health problem 
but in his opinion the appearance of the disease was merely the tip of the iceberg. The 
report indicated a large number of cases in the Americas in comparison with other Regions. 
This could either be because of the magnitude of the problem or because of the high rate of 
diagnosis. There had been six cases of AIDS in his country; four victims had died. The 
Government had set up a national AIDS committee made up of scientists, researchers and 
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physicians, which had advised the screening of all blood donors for HTLV-III antibodies； all 
known haemophiliacs were being examined and a study was being made of homosexuals and 
prostitutes. The cost of a screening test was $3, and although some countries did not appear 
to find it so, constituted a barrier to the assessment of the real prevalence of AIDS in the 
population. He called on the Director-General to consider what could be done in making 
laboratory tests available to Member States at a more reasonable cost. He suggested that the 
Gorges Laboratory would be very competent to fulfil the tasks of a collaborating centre. 

Dr GALICIA DE NUNEZ congratulated the Director-General on his report and applauded WHO's 
work, in the prevention and control of AIDS. The comments by members of the Executive Board 
emphasized the widespread concern on the subject. In the future that syndrome could become a 
serious public health problem. Efforts were being made to control AIDS and, in Venezuela, 
the work, of Dr Guerra de Macedo had been especially important. All were united in working 
towards the prevention and eradication of the disease. 

Dr ТАРА thanked the Director-General for his excellent report and commended the WHO 
programme on AIDS and the strengthening of the Secretariat to cope with increasing 
requirements in the 1986-1987 biennium. Although prevention and control activities were 
rightly emphasized in the programme, more attention could be paid to the management of AIDS 
patients. An effort should be made to maintain their human dignity; they should be treated 
as sick human beings and not considered as social outcasts because of their life-styles. 
Care should be taken by all concerned not to allow a potential pandemic of AIDS to cause 
unnecessary fear and panic among the public, health authorities, health workers and political 
decision makers due to emotive treatment of the disease by the mass media. 

Dr KO KO (Regional Director for South-East Asia) said that there had been only a few 
cases in South-East Asia but that because of increased tourist trade, export labour and 
certain professions that were widespread in the Region, as well as the possible existence of 
subclinical cases, the Region should be alert and take part in global efforts to control the 
disease. Participants from the Region had attended the world consultation held in December 
1985 and there had been a regional consultation in the same month at which various aspects 
had been discussed and a regional programme had been formulated, in close collaboration with 
and coordinated by WHO headquarters, covering public information, health education, clinical 
aspects, epidemiology, laboratory capabilities, etc. At present, there were only two 
collaborating centres in the Region but he hoped that another three or four would be 
designated. He appreciated WHO headquarters expertise and was happy to have received the 
services of other experts, as well as resources, from developed countries, including 
Australia. The Region would appreciate more of such support in that area in future, 

Dr ASSAAD (Director, Division of Communicable Diseases) said that the comments by 
members of the Executive Board reflected the concern of the entire WHO family regarding the 
problem of AIDS. 

With regard to the discrepancy between the text of the report and the figures provided, 
he pointed out that the text was based on knowledge gleaned from scientists, publications, 
personal communications from those involved with the disease itself, epidemiologists, 
laboratory workers, etc., whereas the figures were those reported by governments. 
Unfortunately, the two sets of information generally did not match and it therefore seemed 
advisable to present both. It was hoped that the publication of "texts" would encourage 
governments to report to WHO. In particular, data were required to support requests to 
donors. 

The programme delineated by the second meeting of the WHO collaborating centres on AIDS, 
held from 16 to 18 December 1985, included: technical cooperation with Member States in 
assessing the extent of AIDS using a proposed clinical case definition (the WHO/CDC (Centers 
for Disease Control) definition required laboratory confirmation)； performing serological 
surveys； assessing the ability of the health infrastructure to conduct surveillance and 
prevention and control activities； developing standard case report forms and case 
investigation techniques for the country concerned； and performing laboratory testing. In 
addition, WHO could assign individual consultants or teams to assist countries in assessing 
the situation. No country was immune from the disease; early detection was a prerequisite 
to prevention, and prevention implied information and education. 

It took time to designate a collaborating centre. A commitment had to be made both by 
the government as well as the institution. Having agreed to be a collaborating centre, the 
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institute had an obligation to provide information. Negotiations were under way and it was 
hoped that more collaborating centres would be designated. The centres were expected as a 
minimum to: assist in the planning and conduct of initial studies/surveys； provide 
technical expertise for the development of national laboratory diagnosis systems； assist in 
the laboratory training； perform confirmatory serological tests on selected specimens； 
conduct quality control for national reference laboratories； provide proficiency testing; 
provide reference material and reagents； and assist in disseminating technical information. 
He called on countries to support those laboratories so that they, in turn, could support the 
work of WHO. 

WHO was used to providing global guidelines； in the case of this disease, however, 
education was required at the level of ethnic, cultural, and social groups within countries. 
WHO therefore needed time to devise the appropriate approach. 

WHO was sponsoring a series of international conferences (in Atlanta, Georgia (USA) in 
1985, in Paris in 1986 and in Washington in 1987) in the hope of heightening awareness, as 
well as presenting the latest scientific research and control methods. 

The question of costs had been raised repeatedly. Obviously, every effort had to be 
made to reduce the costs of laboratory testing； but they were only a small fraction of 
overall costs. An attempt was being made to transfer technology to State laboratories so 
that they would be able to carry out some of the tests at costs below commercial rates. The 
major cost was iri developing and maintaining an infrastructure to cope with the problem, and 
in establishing and evaluating educational programmes in a large number of countries. It had 
been estimated that US$ 25 to 30 million would be needed for the African continent alone. 
Appeals would be made to donor agencies, by which time it was hoped that a more definitive 
assessment of needs would have been made. 

Within countries, coordination was needed between the ministry of health and other 
ministries concerned, such as the ministry of social affairs, the ministry of education and 
the ministry of the interior. WHO was in a position to advise on health, medical 
interventions and medical ethics, but any other questions were outside its competence. 

Close contacts were maintained with the regions, and concerted efforts were being made 
to respond to very pressing needs, although WHO was proceeding with caution in order to 
choose the correct response. 

Regarding vaccines, the basic problem was to discover which protein was antigenic and to 
use recombinant DNA technology to produce it in very large amounts if it was to be 
neutralizing. Work was under way in that field. In fact, a number of the proteins had 
already been expressed in virus vectors and inoculated in animals, but results were not so 
far encouraging. The strain differences would have to be redefined antigenically, rather 
than on a molecular basis as was current practice, in order to see how proteins differed from 
one strain to another. He considered it unlikely that a vaccine would be produced within the 
present decade. Even if a prototype were available at present, it would take between four 
and six years to get it ready for a Phase I trial, taking into consideration that part of the 
virus had already been integrated into the lymphocyte genome. The problem was to stimulate 
an immune response in that situation. Unfortunately, the animal models in leukaemia viruses 
were not of much help with respect to humans. 

Regarding therapeutics, the National Institutes of Health in Bethesda, Maryland (USA), 
had agreed to be the clearing house for antivirals. When a compound had passed Phase II 
trials, it would then be submitted, through WHO, to collaborative studies. Ribavirin and 
azidothymidine had already passed Phase I trials. These drugs appeared relatively safe at 
the dosage tested and Phase II studies to evaluate efficacy were likely to start soon. 
Foscarnet and ansamycin studies were being initiated in the United States, and small 
foscarnet studies had been started in Europe. Ribavirin had been used in Sierra Leone to 
treat severe cases of Lassa fever, with apparent success. Tests were being carried out on it 
and results would be published soon. Ribavirin had also been used with effect on respiratory 
syncytial viruses. It had been tried in some Ebola cases but results had been equivocal 
since plasma had also been used. 

The mother/infant question was very complex. Some infants were certainly infected 
in utero, some appeared to have been infected during delivery, and some were certainly 
passive carriers of maternal antibodies which subsequently disappeared. Overall, between a 
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quarter and a third of infants born to seropositive mothers would be seropositive and would 
eventually carry the virus. 

He mentioned that the predictive value of ELISA was very high in high-risk groups, but 
much lower among the general population. 

Roughly 50% of known victims of the disease had died. A minimum of twice the number of 
AIDS cases would be ARC cases. 

With a view to prevention objective studies of sexual practices were being attempted, 
but the range and the very nature of the practices found among population groups -
heterosexual as well as homosexual - were astounding and the subject was in any case not an 
easy one even to discuss, much less to deal with in different cultures• The Organization 
would have to decide first of all what information would be useful to the public• He was 
sure that when it had done so the media, which needed WHO as much as WHO needed them, would 
be willing to cooperate in disseminating that information. 

Dr PETRICCIANI (Biologicals) thanked Board members for their comments relating to those 
aspects of AIDS associated with blood and blood products. Those comments would provide a 
useful contribution to the final preparations for the meeting in April 1986. 

An example of the interaction taking place between WHO and other organizations on the 
subject of AIDS was provided by the attendance at the planning meeting of representatives 
from the League of Red Cross and Red Crescent Societies. They would henceforth be actively 
involved in WHO'S programmes on AIDS. Other outside experts had also attended the planning 
meeting, as had participants from the regional offices, which were also expected to make a 
strong contribution to the meeting itself. 

On the subject of the ELISA test, he said that it was essential to bear in mind that the 
test had been designed not as a diagnostic test but as a highly sensitive screening test for 
the purpose of excluding contaminated material. The high sensitivity of the test meant that 
it produced a relatively high proportion of "false positives". While that was no 
disadvantage to use of the test to ensure blood product safety, it meant that the public 
health benefit of having a safe blood supply by using the test in the general population 
would have to be carefully weighed against the difficulties associated with many "false 
positive" test results. As Dr Assaad had said, the predictive value of the test was directly 
dependent on the characteristics of the population being tested. In a high-risk population 
the predictive value of the results was extremely high; in populations where the incidence 
of the disease was very low (as in the general population of many countries) then the 
predictive value was also very low. The issue would be discussed at the April meeting in the 
context of determining strategies for trying to decide, in specific situations in individual 
countries or in specific areas within countries, how to evaluate the appropriateness of using 
the test. Such evaluation would be dependent, as had been mentioned in the discussion, on 
data being available on the prevalence of the disease in the areas concerned. 

High-risk groups could be defined in certain countries but such definitions were not 
universally applicable. The issue was an important one； it had been discussed at the 
planning meeting and would be considered again in April. 

The heat treatment of clotting factors VIII and IX was another case in which the benefit 
of treatment had to be balanced against the loss of activity resulting from it. However, 
other improved treatments were being developed for those factors that would result in less 
loss of activity. Work on the production of clotting factors VIII and IX by means of genetic 
engineering techniques was progressing, but since the relevant molecules were extremely 
complex and difficult to produce it would be some time before they were available on the 
market. 

The DIRECTOR-GENERAL said he would concentrate his remarks on two aspects of the AIDS 
problem as it related to WHO: openness and opportunity costs. 

Openness was part of the political dimension the Board had been discussing at a previous 
meeting. The fulfillment by WHO of its constitutional mandate to act as the world1 s 
coordinator on health matters depended on Member States' willingness to cooperate with their 
Organization. In the case of AIDS in particular, a disease with so many explosive aspects, 
complete openness on the part of Member States was essential if WHO was to be enabled to 
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tackle the problem. A number of Member States currently appeared, however, to be reluctant 
to be completely open in the matter of AIDS and that had resulted in accusations by the media 
that WHO was engaged in a cover-up operation. Continuation along that path would mean an 
inadmissable politicization of the AIDS problem. He therefore urged the Board to bring 
forcibly to the Health Assembly1 s attention that the Organization would be unable to perform 
the task expected of it on the problem of AIDS, a disease like any other despite some special 
characteristics, unless Member States cooperated with it in total trust and openness. 

The question of openness was closely related to that of opportunity costs. He noted 
that donors he had approached on the subject had categorically refused to consider providing 
funds for AIDS programmes without a guarantee of openness on the part of the Member States 
benefiting from such programmes• Opportunity costs also raised a problem of priorities. It 
had been roughly estimated that a total of US$ 25 to 30 million for the next 3 to 5 years 
would be needed to combat AIDS in Africa, a continent where so many other diseases were 
calling for urgent attention - malaria, for example, causing one million deaths in infants 
and young children there. Potential donors had already intimated that they were prepared to 
donate funds by diverting money from funds they already donated to other programmes. The 
Board appeared to be convinced that the Organization had a strong moral and technical 
reponsibility to support Member States in their efforts to deal with AIDS. However, he 
considered that rather than sacrifice other priority programmes to meet AIDS needs, it would 
perhaps be best to seek the funding for AIDS in the context of enlightened bilateralism with 
WHO playing a coordinating role. 

Finally, the tenor of the Board's discussion and its realization that WHO staff were 
making great efforts at global and regional level to prepare the Organization to play a 
decisive international role on the AIDS problem, would be a great encouragement to the 
Secretariat in continuing its work. 

The CHAIRMAN invited the Rapporteur to prepare a draft resolution on the item, for 
consideration at an appropriate time, taking into account the discussion in the Board. 

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

2. GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000: Item 11 of the Agenda (continued) 

Review of first evaluation report (Seventh Report on the World Health Situation): Item 11.1 
of the Agenda (Resolution WHA36.35; Documents WHA36/1983/REC/1, Annex 7, and EB77/13 and 
EB77/13 Add.l) (continued from the seventh meeting, section 1) 

The CHAIRMAN drew attention to the following draft resolution, proposed by Dr García 
Bates arid including some amendments proposed by Dr Hyzler to the original draft： 

The Executive Board, 

Having considered the report on the evaluation of the Strategy for Health for All 
by the Year 2000, Seventh Report on the World Health Situation;1 

Aware that the evaluation of the Strategy at national, regional and global levels 
has yielded valid and useful information which must be fully utilized to support the 
implementation of the Strategy; 

Recognizing the need for increased and coordinated efforts by Member States to 
accelerate progress in the implementation of their strategies 
year 2000; 

RECOMMENDS to the Thirty-ninth World Health Assembly the 
resolution: 

for health for all by the 

adoption of the following 

1 Document EB77/13 Add.l. 
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The Thirty-ninth World Health Assembly, 

Reaffirming resolutions WHA30.43, WHA34.36, WHA35.23, WHA36.35 and WHA37.17 
concerning the policy, strategy and plan of action for attaining the goal of health 
for all by the year 2000; 

Recalling resolution WHA36.35 concerning the preparation of the Seventh Report 
on the World Health Situation on the basis of the first evaluation of the Strategy 
for Health for All by the Year 2000, at national, regional and global levels; 

Noting with appreciation that 86% of the Member States submitted reports oil 
the evaluation of their national strategies; 

Mindful of the persistent deficiencies in the information support required to 
back the national managerial process for health development and of the consequent 
difficulties experienced by some Member States in generating relevant information 
and using it for the monitoring and evaluation of the strategy; 

Stressing that the real value of the evaluation can only be realized if Member 
States use this information to the fullest extent for accelerating the 
implementation of their strategies for health for all; 

Emphasizing that the achievement of the goal of health for all by the year 
2000 requires continuing political commitment and is intimately linked to 
socioeconomic development, and to the preservation of peace; 

1. APPROVES the global report oil the evaluation of the Strategy for Health for 
All by the Year 2000, and decides that it should be published as the Seventh 
Report on the World Health Situation; 

2. NOTES with satisfaction the efforts made by Member States to evaluate the 
effectiveness of their strategies and transmit their reports to WHO and calls 
upon Member States which have not done so to undertake such action urgently ； 

3. CONGRATULATES Member States which have made progress in the implementation of 
their strategies for health for all; 

4, DECIDES to modify the plan of action for implementing the Global Strategy for 
Health for All,l a s recommended by the regional committees, by instituting 
reporting on monitoring of the Strategy every three years instead of every 
two, to allow more time to strengthen the national monitoring and evaluation 
process and the related information support; 

5. URGES Member States: 

(1) to make use of their evaluation reports to guide their national health 
policies and health development processes towards the achievement of the goal 
of health for all, and to involve decision-makers, community leaders, health 
workers, nongovernmental organizations and people from all walks of life in 
the attainment of national health goals; 

(2) to maintain high-level political commitment and leadership for the 
further implementation of national strategies, including the reduction of 
socioeconomic and related health disparities among people, thus fulfilling a 
fundamental requisite for the achievement of health for all; 

(3) to pursue vigorously actions aimed at strengthening the management of 
their health system based on primary health care, including the information 
support required for its monitoring and evaluation and, in particular the 
strengthening of the health infrastructure; 

1 Plan of action for implementing the Global Strategy for Health for All. Geneva, 
World Health Organization, 1982 ("Health for All" Series, No. 7). 
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(4) to accelerate efforts to obtain the collaboration of all health-related 
sectors and develop effective mechanisms for their coordinated support to 
achieve health goals; 

(5) to promote relevant research and the use of appropriate health technology 
in their national health system; 

(6) to investigate all feasible means of financing the implementation of 
their national strategies for health for all, including the rational and 
optimal use of national resources and external funding; 

6. URGES the regional committees: 

(1) to give appropriate attention to the dissemination and use of findings of 
the evaluation report to support the implementation of national and regional 
strategies and to make the best use of WHO resources at regional and national 
levels; 

(2) to promote mutual cooperation and exchange of experience among countries 
with regard to national health development based on primary health care； 

(3) to intensify further the mobilization of resources for the Strategy; 

(4) to carry out the next monitoring of the regional strategies in 1988; 

7. REQUESTS the Executive Board： 

(1) to continue to monitor and evaluate actively the progress in the 
implementation of the Global Strategy, in order to identify critical issues 
and areas requiring action by Member States and the Secretariat; 

(2) to explore other practical and effective economic approaches for 
financing the national health strategies, including the mobilization of 
support from other sectors; 

(3) to carry out the next review of the monitoring of the Global Strategy for 
Health for All in January 1989 and to report to the Forty-second World Health 
Assembly; 

8. DECIDES that the Forty-second World Health Assembly will review the report on 
the second monitoring of the Global Strategy for Health for All, in accordance 
with the revised plan of action; 

9. REQUESTS the Director-General: 

(1) to publish the evaluation report as the Seventh Report on the World 
Health Situation, in accordance with resolution WHA36.35, in the six official 
languages； 

(2) to disseminate the report widely to governments, organizations and 
agencies of the United Nations system, and other intergovernmental, 
nongovernmental and voluntary organizations; 

(3) to use the national, regional and global reports to guide WHO1s 
cooperation for health development and, in particular, as the basis for WHO1s 
response to the needs of Member States in the Eighth General Programme of Work; 

(4) to intensify technical cooperation with Member States to strengthen the 
management of health systems, including information support mechanisms; 

(5) to continue to support Member States in developing and implementing their 
strategies, including financial planning; to reach the goal of health for all 
by the year 2000; 
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(6) to intensify support to the least developed countries, with particular 
emphasis on rationalizing the use of available resources and mobilizing 
additional financial resources for strengthening their health infrastructure 
from national, international, bilateral and nongovernmental sources; 

(7) to support the monitoring and evaluation of the Strategy at national, 
regional and global levels. 

Dr HYZLER (alternate to Sir John Reid) said that since the 
which were incorporated in the text before the Board, were of a 
did not run counter to the spirit of the original draft, he did 
detail them. 

amendments he had proposed, 
purely editorial nature and 
not consider it necessary to 

Dr HAPSARA felt some clarification of operative paragraph 5 was necessary. He proposed 
that the word "further" be inserted in operative paragraph 5(1) after "reports to" in the 
first line; that the words "to social equity" be added in the first line of operative 
paragraph 5(2) after "commitment"; and that the phrase "and in particular the strengthening 
of the health infrastructure" be deleted from operative paragraph 5(3) and replaced by the 
phrase "to strengthen further the health system infrastructure based on primary health care 
in order to make full use of the potential health resources", which should constitute a 
separate subparagraph. 

/ 

Dr GARCIA BATES, as author of the original draft, had only two questions with regard to 
Dr Hyzler*s proposed amendments. 

With regard to the fifth preambular paragraph to the proposed Health Assembly draft 
resolution, she wondered whether it was entirely accurate to replace the word "available" in 
the original draft by "this" since the intention had been to include information from all 
sources and not merely the new information referred to in the preceding paragraph. 

With regard to Dr Hyzler's amendment to operative paragraph 9(5), she asked whether the 
proposed reference to "financial planning" was intended to include all the economic 
alternatives open to countries. 

Professor MENCHACA expressed a preference for retention of the original wording of 
operative paragraph 9(5). 

Professor LAFONTAINE proposed, in view of the discussion the draft resolution had 
generated, that a small drafting group consisting of Dr García Bates, Dr Hyzler, Dr Hapsara 
and Professor Menchaca be entrusted with the task of preparing an agreed final version of the 
text for submission to the Board. 

It was so agreed. 

The meeting rose at 17h35. 
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Thursday, 16 January 1986, at 9h30 

Chairman： Dr G. Tadesse 

1. GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000; Item 11 of the Agenda (continued) 

Review of first evaluation report (Seventh Report on the World Health Situation): Item 11.1 
of the Agenda (Resolution WHA36.35； Documents WHA36/1983/REC/1, Annex 7, and EB77/13 and 
EB77/13 Add.l) (continued) 

The CHAIRMAN drew attention to the following revised draft resolution prepared by the 
drafting group, entitled： "Evaluation of the Strategy for Health for All by the Year 2000, 
Seventh Report on the World Health Situation". 

The Executive Board, 

Having considered the report on the evaluation of the Strategy for Health for All 
by the Year 2000 - Seventh Report on the World Health Situation;1 

Aware that the evaluation of the Strategy at national, regional and global levels 
has yielded valid and useful information which must be fully utilized to support the 
implementation of the Strategy; 

Recognizing the need for increased and coordinated efforts by Member States to 
accelerate progress in the implementation of their strategies for health for all by the 
year 2000; 

RECOMMENDS to the Thirty-ninth World Health Assembly the adoption of the following 
resolution: 

The Thirty-ninth World Health Assembly, 

Reaffirming resolutions WHA30.43, WHA34.36, WHA35.23, WHA36.35 and WHA37.17 
concerning the policy, strategy and plan of action for attaining the goal of health 
for all by the year 2000; 

Recalling resolution WHA36.35 concerning the preparation of the Seventh Report 
on the World Health Situation on the basis of the first evaluation of the Strategy 
for Health for All by the Year 2000, at national, regional and global levels; 

Noting with appreciation that 86% of the Member States submitted reports on 
the evaluation of their national strategies; 

Mindful of the persistent deficiencies in the information support required to 
back the national managerial process for health development and of the consequent 
difficulties experienced by some Member States in generating relevant information 
and using it for the monitoring and evaluation of the strategy; 

Stressing that the real value of the evaluation can only be realized if Member 
States use all available informât丄on to the fullest extent for accelerating the 
implementation of their strategies for health for all; 

1 Document EB77/13 Add.l. 
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Emphasizing that the achievement of the goal of health for all by the year 

2000 requires continuing political commitment and is intimately linked to 
socioeconomic development, and to the preservation of peace; 

1. APPROVES the global report on the evaluation of the Strategy for Health for 
All by the Year 2000, and decides that it should be published as the Seventh 
Report on the World Health Situation; 

2. NOTES with satisfaction the efforts made by Member States to evaluate the 
effectiveness of their strategies and transmit their reports to WHO and calls 
upon Member States which have not done so to undertake such action urgently; 

3. CONGRATULATES Member States which have made progress in the implementation of 
their strategies for health for all; 

4. DECIDES to modify the plan of action for implementing the Global Strategy for 
Health for All,l a s recommended by the regional committees, by instituting 
reporting on monitoring of the Strategy every three years instead of every 
two, to allow more time to strengthen the national monitoring and evaluation 
process and the related information support; 

5. URGES Member States: 

(1) to make use of their evaluation reports to guide further their national 
health policies and health development processes towards the achievement of 
the goal of health for all, and to involve decision-makers, community leaders, 
health workers, nongovernmental organizations and people from all walks of 
life in the attainment of national health goals; 

(2) to maintain high-level political commitment to social equity and 
leadership for the further implementation of national strategies, including 
the reduction of socioeconomic and related health disparities among people, 
thus fulfilling a fundamental requisite for the achievement of health for all; 

(3) to pursue vigorously actions aimed at strengthening the management of 
their health system based on primary health care, including the information 
support required for its monitoring and evaluation; 

(4) to accelerate efforts to obtain the collaboration of all health-related 
sectors and develop effective mechanisms for their coordinated support to 
achieve health goals; 

(5) to strengthen further the health system infrastructure based on primary 
health care in order to make full use of all available health resources; 

(6) to promote relevant research and the use of appropriate health technology 
in their national health system； 

(7) to investigate all feasible means of financing the implementation of 
their national strategies for health for all, including the rational and 
optimal use of national resources and external funding; 

6. URGES the regional committees: 

(1) to give appropriate attention to the dissemination and use of findings of 
the evaluation report to support the implementation of national and regional 
strategies and to make the best use of WHO resources at regional and national 
levels； 

(2) to promote mutual cooperation and exchange of experience among countries 
with regard to national health development based on primary health care； 

1 Plan of action for implementing the Global Strategy for Health for All. Geneva, 
World Health Organization, 1982~("Health for All" Series, No. 7). 
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(3) to intensify further the mobilization of resources for the Strategy; 

(4) to carry out the next monitoring of the regional strategies in 1988; 

7. REQUESTS the Executive Board： 

(1) to continue to monitor and evaluate actively the progress in the 
implementation of the Global Strategy, in order to identify critical issues 
and areas requiring action by Member States and the Secretariat； 

(2) to explore other practical and effective economic approaches for 
financing the national health strategies, including the mobilization of 
support from other sectors; 

(3) to carry out the next review of the monitoring of the Global Strategy for 
Health for All in January 1989 and to report to the Forty-second World Health 
Assembly; 

8. DECIDES that the Forty-second World Health Assembly will review the report on 
the second monitoring of the Global Strategy for Health for All, in accordance 
with the revised plan of action; 

9. REQUESTS the Director-General: 

(1) to publish the evaluation report as the Seventh Report on the World 
Health Situation, in accordance with resolution WHA36.35, in the six official 
languages； 

(2) to disseminate the report widely to governments, organizations and 
agencies of the United Nations system, and other intergovernmental, 
nongovernmental and voluntary organizations； 

(3) to use the national, regional and global reports to guide WHO's 
cooperation for health development and, in particular, as the basis for WHO'S 
response to the needs of Member States in the Eighth General Programme of Work; 

(4) to intensify technical cooperation with Member States to strengthen the 
management of health systems, including information support mechanisms； 

(5) to continue to support Member States in developing and implementing their 
strategies to reach the goal of health for all by the year 2000 and their 
alternative economic strategies for the attainment of that goal; 

(6) to intensify support to the least developed countries, with particular 
emphasis on rationalizing the use of available resources and mobilizing 
additional financial resources for strengthening their health infrastructure 
from national, international, bilateral and nongovernmental sources； 

(7) to support the monitoring and evaluation of the Strategy at national, 
regional and global levels. 

The resolution was adopted.工 

Economic dimension: Item 11.2 of the Agenda (Resolutions WHA38.20 and WHA38.21; Documents 
EB77/14, EB77/INF.DOC./1 and EB77/INF.DOC./2 and EB77/INF.DOC./2 Corr.1) (continued from the 
sixth meeting, section 2) 

The CHAIRMAN invited the Board to consider the following draft resolution proposed by 
Dr García Bates and Dr Larivière. 

1 Resolution EB77.R11. 
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develop further their national strategies for health for all by the year 
producing costed plans for health services and health-related activities: 

(2) to investigate all possible sources of finance, including the redeployment of 
existing resources; 

(3) to ensure that the plans can be contained within the resources realistically 
expected to be available； 

2. REQUESTS the Director-General: 

(1) to continue to study the repercussions of the economic crisis on health and 
report the results to a subsequent session of the Board; 

(2) to monitor trends in external cooperation for the health sector of developing 
countries from all sources; 

(3) to continue to support countries in their financial planning for health 
through both technical cooperation and the promotion of training. 

Dr HYZLER (alternate to Sir John Reid), said that, while he had no objections of 
substance, operative paragraph 1 might give the impression that Member States had not done 
what was urged of them in subparagraphs (1), (2) and (3), and he would therefore suggest that 
the beginning of that operative paragraph be amended to read： "URGES Member States that have 
not already done so:". 

Professor MENCHACA agreed with Dr Hyzler, but was concerned about the request to the 
Director-General, in operative paragraph 2, to continue to study the repercussions of the 
economic crisis on health and report the results to a subsequent session of the Board, He 
reminded the Board that the Health Assembly had already adopted a resolution asking the 
Director-General to prepare a report on that subject； that report was the one that the Board 
had considered. However, it had proved incomplete, and the Board had been informed that a 
revised version was being prepared for submission to the forthcoming Health Assembly. That 
state of affairs did not seem to tally with the request being made to the Director-General in 
the draft resolution under discussion; it was only after the Health Assembly, i.e., at the 
next session of the Board, that a decision could be taken as to whether further reports were 
necessary. 

Dr LARIVIERE (alternate to Dr Law) said that there had been considerable debate on the 
desirability of putting forward a separate resolution on the economic dimension rather than 
incorporating a relevant paragraph into the operative part of the resolution on the 
evaluation. Since the evaluation was part of what would be known as the Seventh Report on 
the World Health Situation, it was essentially the result of an exercise which was looking to 
the past, notwithstanding its request to Member States, WHO, the Director-General and other 
interested parties to act in response to that evaluation. The Board's discussion on the 
economic dimension was, however, a forward-looking one, and the Board would surely not wish 
to reduce the importance of a subject which it believed sufficiently significant to be the 
topic for the Technical Discussions in 1987. 

The Director-General had indeed been requested by the Health Assembly to make the 
economic dimension a subject of discussion at a future session； it would in fact be discussed 
under item 20.2 of the agenda of the 1986 Health Assembly. The format for the Board's report 
on its discussion of the economic dimension or the format that it should have for the record 

The Executive Board, 

Recalling resolution WHA38.20; 

Recognizing the continuing economic crisis facing so much of the world today; 

Noting that the subject of the Technical Discussions at the Fortieth World Health 
Assembly will be "Economic strategies to support the strategies for health for all"; 

1. URGES each Member State: 

(1) 
2000 
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for posterity had been discussed by members of the Programme Committee, who had thought that 
it would be both inappropriate and premature - in view of the Technical Discussions in 1987 
and the fact that the subject was on the agenda of the Health Assembly - to close the door on 
so important a matter, which was one deserving of continuing study. It should therefore be 
sufficient to submit a resolution pointing to the need to sensitize Member States and to 
prepare them for the subsequent discussions on the subject. 

Professor MENCHACA agreed with Dr Larivière on the importance of highlighting the 
economic dimension. However, since there was a reference to resolution WHA38.20 in the 
preamble to the draft resolution, and since the Secretariat had confirmed that the report 
that the Director-General had been asked to prepare would be completed for the Health 
Assembly, it seemed unnecessary to adopt another resolution requesting the Director-General 
to comply with a previous resolution, as the subject was already on the provisional agenda of 
the Health Assembly, where it could be discussed in greater depth. 

Dr HELLBERG (Director, Health for All Strategy Coordination) said that, as noted by 
Board members, the item was on the Health Assembly's agenda. The Director-General would 
accordingly be responding to the resolution. However, the economic problems of the world 
were unfortunately not over, arid as he understood it, paragraph 2(1) of the draft resolution 
pointed to the need to continue to follow up the study of the world economic situation and 
its repercussions on the health situation, and to report on it, in addition to submitting the 
report to the forthcoming Health Assembly referred to by Professor Menchaca. 

The DIRECTOR-GENERAL believed that Professor Menchaca1 s concern about an apparent 
contradiction, oil a question of form, between resolution WHA38.20 and the draft resolution 
under discussion was justified. He had thought that the Executive Board, having the 
responsibility to act on behalf of the Health Assembly, might suggest to it that, while it 
had considered a preliminary study on the economic dimension, a much more thorough study was 
required as a basis for a full-scale debate in the Health Assembly on the issue. Since the 
subject selected for the 1987 Technical Discussions was precisely "Economic strategies to 
support the strategies for health for all", it seemed logical that the Health Assembly that 
year would be eminently suited to taking up the issue in a more substantive way, on condition 
that WHO, in addition to preparing for the Technical Discussions, had followed up that 
preliminary study and collected more substantive data for a basis for discussion. The Board 
could perhaps introduce into the preamble of the draft resolution before it the notion that 
the present study was not yet an adequate basis for an extensive Health Assembly debate, and 
accordingly request the Director-General in operative paragraph 2(1) to continue to study the 
matter and report to a subsequent session of the Board before the matter was referred back to 
the Health Assembly. 

Professor MENCHACA agreed with the Director-General*s suggestion and proposed that the 
second preambular paragraph should be amended by adding the following clause after the words 
"of the world today": "and affecting nearly all countries to a greater or lesser extent, 
making it difficult for them to achieve health for all by the year 2000;". He further 
proposed that in operative paragraph 2(1), a date should be given at which it would be 
appropriate for a further report to be made to a subsequent session of the Board. 

� 
Dr LARIVIERE (alternate to Dr Law) said that the suggested amendments were acceptable to 

him, with the exception of the one calling for a report on a specific date, since it must be 
borne in mind that such a study was a continuing process. 

Professor LAFONTAINE expressed concern that, in paragraph 1(3), resources "realistically 
expected to be available" might be interpreted as practically no resources at all, and he 
would accordingly be in favour of deleting paragraph 1(3) and rewording paragraph 1(2) to 
read: "to investigate realistically all possible sources of finance, including the 
redeployment of existing resources;". 

The CHAIRMAN suggested that the Board might wish to set up a drafting group to recast 
the draft resolution in the light of the discussion. 

It was so agreed. 

(For continuation of discussion on the economic dimension of the Global Strategy, see 
summary record of the fifteenth meeting, section 8.) 
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2. EXPANDED PROGRAMME ON IMMUNIZATION (PROGRESS AND EVALUATION REPORT): Item 18 of the 
Agenda (Document EB77/27) 

Dr Uthai SUDSUKH, introducing the item, said that the Programme Committee had undertaken 
a review and evaluation of immunization against the major infectious diseases in relation to 
the goal of health for all and primary health care. It was the second in a series of 
evaluations and reviews of WHO programmes corresponding to the essential elements of primary 
health care. 

The Committee had considered a draft progress and evaluation report by the 
Director-General oil the Expanded Programme oil Immunization (EPI) together with a paper on 
immunization against the major infectious diseases, examining the links between EPI and other 
programmes related to primary health care. The Director-General1 s report had since been 
reviewed by the EPI Global Advisory Group, and revised in the light of suggestions made by 
the Programme Committee and by the Global Advisory Group and was now presented in document 
EB77/27. Since that document already incorporated the comments and suggestions of the 
Programme Committee concerning EPI, the Committee had decided not to submit an additional 
report in the form of an Executive Board document. 

The Committee considered that the EPI goal of providing immunization against the six 
target diseases for all children of the world by 1990, as approved by the Thirtieth World 
Health Assembly in resolution WHA30.53(1977), was indeed an ambitious one, but it was a 
global priority both as an essential element of primary health care and as a means of 
stimulating the development of a health system infrastructure capable of delivering all the 
components of primary health care. • The EPI goal was an important step towards achieving 
health for all by the year 2000. 

The magnitude of the current problem was a matter of great concern. In the developing 
world, excluding China, fewer than 40% of infants received a third dose of DPT or polio 
vaccines. Coverage with measles vaccine was only about half that for DPT and polio, in part 
because it was only now being introduced in some national programmes. Over three million 
children still died annually from measles, neonatal tetanus and pertussis, while over a 
quarter of a million children were crippled by poliomyelitis. The latest available data, as 
presented in the Director-General1 s report, especially in Table 2, underlined the gravity of 
the current situation. Member States must respond to the warning, expressed in resolution 
WHA35.31(1982), that progress would have to be accelerated if the EPI goal was to be met. In 
that connection, the Committee had noted the special initiative undertaken by the countries 
of the Americas to eradicate wild poliomyelitis virus by the end of the decade. 

The Programme Committee had continued to review progress being made in implementing the 
EPI five-point action programme, i.e., promotion of EPI within primary health care; 
investment of adequate human resources in EPI； investment of adequate financial resources in 
EPI； ensuring continuing evaluation to achieve high immunization coverage and maximum 
reduction in target diseases; and pursuit of research efforts as part of programme operations. 

The Committee had welcomed the progress made in a number of countries, and noted EPI1s 
expectation of marked declines in mortality and morbidity from the six target diseases in the 
coming years. The credit for those successes went first and foremost to the countries 
themselves, but also to WHO, UNICEF, UNDP, the World Bank and other partners, including 
national development agencies, private and voluntary organizations and individuals, whose 
collective efforts were helping to bring the immunization goal within closer reach. 

International solidarity had also been reflected in a series of events, such as the 
conference entitled "Protecting the world's children: vaccines and immunization within 
primary health care", held in Bellagio, Italy, in 1984. A follow-up conference had been held 
in Cartagena, Colombia, in October 1985, which had outlined the progress achieved following 
the Bellagio meeting. The potential for accelerating national programmes by mobilizing broad 
public and private support had been underlined in reports from a number of countries. 
Limited managerial capacity remained a widespread constraint. In the discussions, 
participants had been optimistic that the 1990 goal was achievable and that the necessary 
additional national and international resources would be obtained. 
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The Programme Committee had endorsed the emphasis placed by WHO on infrastructure 
development for the sustained delivery of EPI and all components of primary health care. 
Although EPI had political appeal worth exploiting, countries should avoid "short-lived 
spectaculars" that would achieve isolated, unsustainable results and might actually undermine 
the attainment of primary health care and health-for-all targets. Appropriately informing 
the public about the importance and availability of immunization services was a challenge in 
both developing and industrialized countries, and required continuous support. That was also 
true for programme evaluation. WHO should accordingly continue to advise countries and 
institutions concerned. Work on determining the optimum scheduling of the immunization of 
children against the six target diseases had progressed well. Such scheduling was based on 
sound health systems research and had to be adapted to the local situation and feasibility of 
delivery and follow-up in each country, and to its evolving state of health development. In 
all situations, close attention to the efficiency of services, the integrity of the cold 
chain, and the quality and effectiveness of immunization, as measured by the reduction in 
target diseases, was essential. The Programme Committee urged WHO to continue to pursue the 
necessary basic and applied research and to make the results known to Member States as soon 
as possible. 

The Programme Committee had been informed of the current working linkages between EPI 
and other programmes in WHO, including health systems based on primary health care; maternal 
and child health, including family planning； essential drugs and vaccines; health situation 
and trend assessment； diarrhoeal diseases； prevention and control activities for other 
communicable diseases; and tropical disease research. The Committee had also discussed 
current efforts aimed at developing vaccines of possible future potential, including those 
against hepatitis, meningitis, influenza, malaria and leprosy. 

The Programme Committee had commended the broad-based approach pursued by WHO in which 
EPI was viewed as only one, albeit an extremely important aspect of overall health 
development. WHO'S coordinating role should be strengthened to ensure that immunization 
programmes continued to be implemented in pursuance of the relevant policies of the Health 
Assembly, in particular that of attaining health for all through primary health care. The 
Committee had endorsed the recommendations for action contained in the Director-General1s 
report. 

EPI should be accelerated, and the five-point action programme strengthened by: 
promoting the achievement of the 1990 goal through collaboration among ministries, 
organizations and individuals in both the public and private sectors to stimulate consumer 
demand and ensure that the demand was met； adopting a mixture of complementary strategies 
for programme acceleration; ensuring that rapid increases in coverage could be sustained 
through mechanisms which strengthened the delivery of other primary health care 
interventions； providing immunization at every contact point; reducing drop-out rates 
between first and last immunizations； improving immunization services to the disadvantaged 
in urban areas and increasing the priority for the control of measles, poliomyelitis and 
neonatal tetanus. In addition, disease surveillance and outbreak control should be 
strengthened; training and supervision reinforced; the quality of vaccine production and 
administraton ensured； and research and development pursued. 

The Programme Committee had requested the Director-General to revise his progress and 
evaluation report in the light of its observations as well as those of the EPI Global 
Advisory Group. The revised report was now before members in document EB77/27, which 
contained, in section 4, a draft resolution proposed for submission to the Thirty-ninth World 
Health Assembly in May 1986. 

Professor RUDOWSKI said that EPI was one of the most needed, effective and important WHO 
programmes. Poland had always recognized the preventive approach as the most appropriate way 
of controlling communicable diseases and therefore endorsed the regional recommendations 
adopted at the Second Conference on Immunization Policies in Europe, held in Karlovy Vary, 
Czechoslovakia, and targets of the European health-for-all strategy endorsed by the Regional 
Committee at its thirty-fifth session in Amsterdam in September 1985.1 

1 "By the year 2000 there should be no indigenous measles, poliomyelitis, neonatal 
tetanus, congenital rubella, diphtheria, congenital syphilis or indigenous malaria in the 
Region." 
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Poland was committed to the European EPI goals of eliminating indigenous poliomyelitis, 

neonatal tetanus, diphtheria and measles before the year 2000. It had largely achieved EPI 
coverage goals and the immunization programme had brought the target diseases under control. 
In recent years, no cases of diphtheria and poliomyelitis had been recorded, apart from 
sporadic ones; tetanus had been virtually eliminated in younger segments of the population; 
and pertussis morbidity rates had decreased to below one per 100 000 population. Although 
measles morbidity rates had decreased from between 300 and 600 per 100 000 in the late 1960s 
to between 20 and 30 per 100 000 in the 1980s, more than 300 000 cases of measles had been 
reported in the past two years. 

He welcomed the progress made since the inception of EPI. In particular, he was pleased 
to note the dramatic impact of the Programme in reducing poliomyelitis incidence in the 
Region of the Americas; the improvement in training, management, supervision and evaluation 
of the programme in several countries of the South-East Asia Region, which had produced an 
increase in national immunization coverage rates; and the significant progress in 
controlling EPI target diseases in countries of the Western Pacific Region, especially 
China. He supported all WHO1s efforts in helping countries of the African and Eastern 
Mediterranean Regions in improving immunization services despite all the constraints, 
including drought, famine and civil unrest. 

In most of the developing countries, accelerated efforts were needed to strengthen 
health infrastructure so as to achieve sustained improvements in the delivery of immunization 
and other primary health care services. In particular, continuous emphasis should be given 
to improving managerial capacity and to achieving more effective community involvement. 

Further efforts were needed to strengthen cold chain systems and to improve vaccine 
storage and transport. Once the new acellular pertussis vaccine had been developed and 
positively evaluated, the classical pertussis component of the DPT vaccine should be replaced 
by the new product. It was possible that, during the transitional period, there would be a 
severe global shortage of pertussis vaccine, and he urged that the Organization should take a 
leading role in coordinating efforts to meet such a shortage. Countries would also need help 
in producing and controlling the new vaccine. 

The Director-General1 s report was comprehensive and well-balanced, giving due emphasis 
to the important issues relating to immunization. He endorsed its recommendations and 
supported the draft resolution. 

Dr HYZLER (alternate to Sir John Reid) said that the revised report gave an excellent 
picture of the current situation. He supported the recommendations of the EPI Global 
Advisory Committee and the draft resolution proposed for submission to the Health Assembly. 

The underlying anxiety that could be sensed in the report was that EPI might become 
isolated as a vertical programme at the expense of infrastructure development. It was 
therefore important to ensure that rapid increases in EPI coverage were sustained through 
mechanisms that also strengthened the delivery of other primary health care interventions. 
The efficiency of EPI was closely linked to the efficacy of maternal and child health 
services and the real commitment to the success of immunization that was needed was that of 
the health workers providing day-to-day care to mothers and children and families• The 
countries that had achieved the greatest progress in immunization had done so because of a 
very strong maternal and child health component in their national health services. That 
lesson should not be overlooked. 

The points of major concern highlighted in the report were all valid. He particularly 
welcomed the attention drawn to the disadvantaged in urban areas. Since there was evidence 
that the growing urban populations posed relatively more difficult problems than rural 
populations, priority should be given to defining and meeting the escalating needs for EPI in 
urban areas. The importance of developing managerial skills was rightly stressed, for 
without them, at all levels, from the international to the field, the success of the 
programme would remain in doubt• 

WHO's role should continue to be one of coordinating and directing the international 
effort to ensure that advice and policy were consistent and that the overall objectives were 
kept clearly in mind. 
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Dr MARUPING commended the Director-General on his report and Dr Sudsukh for his 
excellent presentation. EPI was yet another example of the coordination of resources 
originating from the organizations and bodies of the United Nations system, nongovernmental 
organizations, individuals and governments in a bid to meet a global target. It was logical 
to implement the five-point action programme for EPI within the primary health care context. 
In some countries, steps were being taken to improve infrastructure in order to increase 
primary health care coverage in an effort to increase and sustain immunization coverage. EPI 
had provided a good entry point for that process. 

The development of EPI showed a healthy maturation. The training of health personnel in 
programme management was now integrated with training in several other health programmes, 
e.g., the control of diarrhoeal diseases, promotion of proper child-feeding practices, the 
use of combined growth charts and immunization records, child spacing, etc. Health workers 
and others responsible for implementing programmes now truly appreciated the child as a 
complete person needing comprehensive care. Further, the uncomfortable fragmentation caused 
by vertical programmes had disappeared. 

Currently available prototype review protocols would have to be adapted to local 
conditions for use in providing efficient monitoring and evaluation of the Programme and thus 
refining further programme implementation. 

Additional improvements were needed to achieve effective community involvement in EPI. 
In Lesotho, at least 80% of the eligible child population had access to immunization 
services, and yet the full course of immunizations had been received only by 49,6% in 1984 
and there were still unacceptable child deaths from diarrhoea and dehydration - an unpleasant 
reality. In addition to more direct efforts through health education in the community, the 
support of the mass media had been mobilized, and particularly the radio, to highlight the 
importance for children of receiving complete immunization and emphasizing that partial 
immunization did not give protection. Health personnel had provided facts and statistics and 
media personnel had devised innovative styles of presentation through radio "spots", short 
messages and drama to increase public awareness and consumer demand for the service. The 
impact of those measures had not yet been assessed. UNICEF1 s approach in sharply focusing 
attention on child health needs through "Child survival and development" and the "Child 
health revolution" had its place. Exceptional efforts were required to shock people out of a 
state of tolerance of unacceptable child mortality rates, particularly as the technology to 
prevent most of the deaths was currently available. 

The Director-General1 s report outlined a number of encouraging developments, including 
those on equipment. She endorsed the general and specific actions outlined in the report and 
supported the draft resolution. 

Dr BELLA commended the Director-General on an excellent report, which covered 
immunization problems worldwide, and Dr Sudsukh for his presentation. EPI had made an 
important contribution to public health and should be continued• Wherever it had been 
properly implemented it had produced a reduction in the morbidity and mortality rates of the 
target diseases. 

In Côte d'Ivoire EPI had commenced in 1978. Although difficulties had been experienced 
at one stage, it had now been restarted with greater commitment and there was no doubt that 
the results would be positive. Experience in Côte d'Ivoire had shown that an essential 
precondition for success was adequate investment of human and financial resources• In that 
context, he thanked WHO for its constant assistance to the developing countries and urged 
that it should continue to pay great attention to their needs in that area. 

z 
Professor FORGACS commended the Director-General on his report and Dr Sudsukh on his 

presentation. The report gave a realistic summary of progress in implementing the five-point 
action programme, highlighting both achievements and the problems encountered. Although the 
highest level of achievement had been attained in the European Region, further efforts were 
required to meet the regional target. In that context he underlined the importance of the 
Karlovy Vary Conference, described in paragraph 2.26 of the report, and drew attention to the 
recommendations of that Conference. 
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Dr ADOU joined other speakers in commending the Director-Generalf s report and the 

presentation by Dr Sudsukh. The report provided a clear analysis of both the strong and weak 
points of EPI. The recommendations were most relevant in emphasizing the areas that should 
be given greater attention in the future. 

In Djibouti, the situation was similar to that in many of the least developed of the 
developing countries - coverage for first vaccination was low and coverage for second and 
third vaccinations even lower. Members might therefore be interested to hear that the 
Programme had been accelerated in December 1985, thanks to the contribution made by France. 
A second similar campaign was planned for May 1986. That could not fail to be a great 
stimulus for the attainment of the Programme1 s objectives. 

In Djibouti, most infant mortality resulted from malnutrition, diarrhoea and 
dehydration. It was therefore important to decide how to improve the credibility of 
vaccination among the population and to identify methods of integrating immunization 
activities with other primary health care activities at both the national and international 
levels. WHO should therefore continue to participate in meetings such as the International 
Conference on Oral Rehydration Therapy in Washington. 

He would like to know what should be the attitude as regards introducing the use of the 
injectable inactivated polio vaccine in EPI and what benefit would ensue from the 
organizational viewpoint. 

He supported the draft resolution contained in the report. 

Dr REGMI said that epidemiological surveys had shown that EPI target diseases took a 
high toll in terms of death and disability among children in many countries. The 
immunization programme therefore needed to be strengthened and extended to protect all 
children. The progress made in that field so far had been largely due to the active and 
commendable partnership between WHO and UNICEF. 

A key issue in programme effectiveness was the low completion rate for multi-dose 
vaccines. Studies should therefore be carried out to identify alternative or complementary 
strategies to improve coverage and to decrease the drop-out rate. Unless work to increase 
coverage was accelerated, the goal of universal immunization by 1990 would not be attained. 
In Nepal, an intensified accelerated programme had been launched in four districts and, if 
successful, would be expanded to become a regular programme. Due attention had to be paid to 
the need to make full use of available political channels； to coordination and collaboration 
at all levels between the organization providing immunization and other agencies, including 
nongovernmental organizations, and communities; to securing the maximum involvement of 
stationary health institutions； to the integration of maternal and child health activities; 
and to the improvement of managerial skills. 

Regular evaluation and review activities should be included as one of the main 
components of the Programme. Many valuable findings had emerged from the two reviews carried 
out in Nepal. In the past few years, EPI activities had increased considerably and 
significant progress had been made. In many developing countries, however, it would be 
difficult to implement the Programme unless sufficient support was made available. Several 
speakers had referred to the low completion rates for multi-dose vaccines; he wondered 
whether the results of research on single-dose vaccines could be made available in the near 
future. 

Professor MENCHACA said that, if the goal set for 1990 was to be attained, WHO would 
have to muster its forces in support of all those countries in which the inadequate 
management of national programmes might limit programme implementation even though the 
necessary resources were available. The regional offices had an important role to play in 
that connection. Community participation was also a decisive element in the Programme within 
the context of the primary health care strategy. No amount of planning and no amount of 
resources could make the Programme succeed without enthusiastic community participation as an 
integral part of the health infrastructure. 
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Technical cooperation among developing countries could also play ail important role. 

Unfortunately, full use was not being made of its enormous potential to help the most needy 
countries. Cuba's extensive experience in that field had been made available to the 
international community. 

He greatly appreciated the support given to immunization programmes by UNICEF and 
welcomed the recent declaration signed oil 25 October 1985 at UNICEF headquarters reiterating 
the commitment to the immunization goals. 

He supported the draft resolution contained in section 4 of the Director-General1 s 
report. However, he proposed that operative paragraph 8(4) should be amended to specify an 
appropriate date for the Director-General to report to the Health Assembly on the progress 
made and, if necessary, for him to recommend relevant measures for coordinated action to 
attain the 1990 immunization goal. 

Professor LAFONTAINE expressed his agreement with previous speakers and with Dr Hyzler 
in particular. The immunization programme should be integrated with the maternal and child 
health programmes and too little attention was given to the technical means that should be 
provided to countries, particularly in respect of the cold chain 一 a point that should be 
given greater emphasis. Programme pressure should be maintained, since even in developed 
countries there had been a tendency to relax once success had been achieved. In Belgium, for 
example, the number of persons vaccinated against poliomyolitis had fallen to such an extent 
that it had been found necessary to make that vaccination compulsory. He hoped that it would 
soon be possible to undertake a systematic campaign against other infections, such as 
hepatitis. 

Dr HAPSARA said that the Director-General was to be commended for accelerating and 
strengthening the Programme. The actions needed to meet the goal of the Programme, as 
described in section 3 of the report, and especially in paragraphs 3.12 and 3.13, had been 
appropriately identified. Since it was necessary for governments to accelerate 
implementation, emphasis should be placed on strengthening infrastructures as a whole. WHO 
would play a very important role in maintaining international support for the Programme and 
in coordinating the inputs mobilized so far. The mechanisms for securing the continuous 
availability of operational support and vaccines should be maintained, especially in 
countries hard hit by the economic recession. Since most developing countries had to 
purchase viral vaccines abroad, long-term plans for attaining regional or national 
self-sufficiency in vaccine production ought to be supported. 

Referring to paragraphs 3.13.1 and 3.13.4, he agreed that immunization should be 
provided at every contact point and that greater priority should be given to the control of 
measles, poliomyelitis and neonatal tetanus - as the Director-Generalfs report suggested, a 
vial of vaccine should be opened even if only a single child attended. WHO'S highly relevant 
immunization programme was capable of implementation, but special attention should be given 
to the question of efficiency, which was a matter of very great concern to the developing 
countries. 

It was extremely important that immunization services for the disadvantaged in urban 
areas should be improved (paragraph 3.13.3). He agreed with Dr Hyzler1 s suggestions to which 
he would add that vaccination programmes should make maximum use of existing group activities 
and the role played by the community should also be strengthened. 

Referring to Table 1, he explained that the 6% three-dose coverage shown for Indonesia 
was due to the fact that, when the programme started only bacterial antigens, BCG and two 
doses of DPT, had been supplied, so that a two-dose DPT schedule had been followed. However, 
DPT three-dose schedules were now being followed, and viral vaccines for measles and 
poliomyelitis were gradually being introduced. The drop-out rate between the second and 
third doses of DPT was 40%. 

He supported the draft resolution contained in section 4 of the Director-General1s 
report. 
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Dr LARIVIERE (alternate to Dr Law) said that as the world moved closer to 1990, there 

was evidence of a growing enthusiasm for childhood immunization and Expanded Programme 
objectives. Major international organizations, donor agencies and Member States, including 
Canada, as well as many other interested parties, were competing for the limelight in 
expressing their support for the Programme. It was to be sincerely hoped that the enthusiasm 
generated would not peter out. After 1990 infants would continue to be born and to need 
immunizing. Their needs would be met only if all concerned were, at the present juncture, to 
place sustained assistance, self-sufficiency in vaccine production, infrastructure 
development and a concern for the future before the short-term provision of supplies, 
intensive immunization campaigns and crash courses for the training of EPI personnel. He and 
his colleagues fully supported the draft resolution contained in section 4 of the 
Director-Generalfs report. 

Dr 0T00 said that the Director-General1s informative and concise progress and evaluation 
report covered the full range of issues involved in the endeavour to immunize a high 
percentage of the world*s child population. As the report rightly recognized, in many Member 
States coverage by static health facilities was not adequate, and the only strategy capable 
of achieving the required immunization coverage against the target diseases was one in which 
both static and mobile facilities were combined. In Ghana that had been done with great 
success over the past year in the case of measles and cerebrospinal meningitis 
immunizations. In 1986 the same kind of strategy would be used for the administration of 
other antigens, including yellow fever. 

The high drop-out rate for DPT and poliomyelitis immunization was a problem that could 
be solved only through effective organization and planning to enable community authorities to 
arrange for eligible children to be immunized by mobile teams. Unfortunately, vertical 
immunization programmes left the impression that resources were being wasted merely because 
they were being devoted to only one activity, however important that activity might be. The 
association of immunization with other primary health care programmes, such as nutrition 
education, oral rehydration therapy and family planning, would help to dispel that 
impression. In particular, the association of oral rehydration therapy with immunization 
programmes had a rapid and significant impact on the infant mortality rate. WHO should 
encourage such a combined approach in all Member States. 

One of the major constraints in EPI programming was the shortage of managerial skills. 
A greater effort must therefore be made to improve managerial capabilities, and in that 
connection he would appreciate some information oil what action WHO was taking in that 
regard. Another constraint was the lack of cold chains and logistical facilities to 
implement combined strategies of the kind that he had mentioned. The mobilization of 
adequate resources for EPI activities in that field therefore needed greater support, 
especially in the developing countries. 

In conclusion, he endorsed the draft resolution contained in section 4 of the report. 

Dr MARKIDES said that in some regions a great deal of work still had to be done in 
controlling preventable diseases by means of vaccination. Immunization was one of the most 
important elements of the Global Strategy for Health for All by the Year 2000. As the 
example of smallpox vaccination had proved, diseases could be entirely eradicated by it. The 
Programme should therefore be strengthened, since there was a danger that in some countries, 
where a high population coverage had been achieved and the incidence of the target diseases 
had been greatly diminished, it might be given a lower priority. That had happened, for 
instance, in Cyprus. More emphasis should now be placed on health education programmes for 
the whole population and on ways of making physicians more aware of the importance of 
immunization and of keeping them informed of any new developments. He therefore supported 
the draft resolution contained in the Director-General1 s report. 

Dr ТАРА agreed that the Expanded Programme was one of WHO's most important programmes 
for the benefit of the world's children. It was gratifying to note from the 
Director-General1 s report that, despite the existence of various problems and constraints, 
notable progress had been made at the country and regional levels in implementing the 
five-point action programme endorsed by the Health Assembly in resolution WHA35.31 (1982). 
He fully endorsed the actions needed to meet the goal, as described in section 3 of the 
report, as well as the draft resolution contained in section 4. 
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Dr MOLTO said that he was favourably impressed by the success achieved in implementing 

EPI within a decade of its initiation. In Panama poliomyelitis had been eliminated in 1972, 
and in the past decade only one case of diphtheria had been reported. Neonatal tetanus had 
disappeared. Such advances had been possible mainly as the result of the determination 
displayed by the national authorities and of extensive and increasing community 
participation. Although great progress had been made in the control of measles and 
tuberculosis, those diseases were still a health problem among the indigenous population in 
remote areas of the country. 

The support provided by WHO and other organizations for the acquisition of vaccines 
enabled Member States to accelerate their progress towards the target set for 1990. In 1985 
Panama had signed an agreement with Rotary International for the strengthening of its 
permanent vaccination programme over a five-year period. One of the main problems was the 
shortage of transport to provide coverage in remote areas. He wondered whether the 
Director-General had explored the possibilities of persuading other organizations and bodies 
of the United Nations system, nongovernmental organizations, or bilateral or private donors 
to make further funds available, as had been done in the past for other programmes. He 
supported the draft resolution before the Board. 

Dr KOINANGE said that the description of the serious situation in the African Region 
contained in paragraph 2.31 of the Director-General1s report was probably a polite 
understatement. Since 1990 was only four years away, a massive effort must be made to help 
the Region, not only through the provision of vaccines and equipment, but also through 
assistance in overcoming other constraints on the Programme. 

Dr GALICIA DE NÚSEZ said that EPI had done a great deal to protect children throughout 
the world and thereby to improve the quality of life. It was therefore very important that 
it should continue to be adequately supported, as it had been in the past. She too endorsed 
the draft resolution. 

Dr GUERRA DE MACEDO (Regional Director for the Americas), noting that interest in 
vaccination had increased in recent years throughout the world, but particularly in the 
Americas, said that, although that interest was helpful and opened up great perspectives for 
achievement, it also brought with it the risk that the initial enthusiasm might wane unless 
publicity was maintained. There was also danger, as Dr Sudsukh had mentioned, in the 
excessive verticalization of the programme when what was needed was to integrate it in the 
normal health services of countries. 

Some officials seemed to believe that a vaccination programme alone was sufficient to 
eliminate a disease, whereas it was also necessary not only to maintain immunization coverage 
but also to utilize that initial enthusiasm - often generated by the visible support of 
presidents and "first ladies" - to strengthen the permanent health services and infrastructure 
and normal protective measures. In the Region of the Americas, efforts were being made to 
maintain the enthusiasm. 

As the report indicated in paragraph 2.27, in the Americas "dramatic progress" had been 
made. The countries of the Region had carried out periodical evaluation exercises which had 
enabled coverage to be increased. Thousands of persons in the Region had been trained in all 
activities concerned with immunization. The cold chain had been strengthened and maintenance 
systems for it had been set up. Although there were still deficiencies in that respect, 
practically all the countries in the Americas currently possessed cold chain facilities. 
Monitoring systems had been improved enormously. Much more extensive production and quality 
control for the main bacterial vaccines and for some viral ones now existed in Latin America 
than only seven years previously, though they needed to be improved. Integration of 
immunization activities into the normal health services, especially into maternal and child 
health and primary health care services, had greatly increased. 

In order to finance the Expanded Programme, from the outset a revolving fund had been 
established to assist countries in the acquisition of vaccines and a WHO purchasing 
arrangement had been widely used. The revolving fund had been capitalized in 1983 by a 
special UNICEF grant of USÍ 500 000 and by a specific allocation of US$ 1 600 000 from the 
United States Congress. In 1983 also the Expanded Prograinme had been integrated into the 
maternal and child health programme. 
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Immunization activities had been intensified in the Region even before all the recent 

publicity, Brazil had started its campaign and immunization days for poliomyelitis in 1980, 
Mexico in 1981, Bolivia in 1983 and, in 1983 also, РАНО had issued a policy paper on the 
strategies for acceleration of the Programme, including campaigns and national days, 
stressing however the need for integration with normal routines and basic health services. 

One of the reasons for the intensification of efforts to increase coverage had been 
that, while normal health services covered 70% of the population in Latin America and the 
Caribbean, the immunization coverage was only 40%. The second reason had been the 
realization of the urgent need to protect the lives of the children and the slow progress in 
the improvement and strengthening of health services. That had motivated people to seek 
immunization, to mobilize resources, and to use the opportunities that effort provided to 
promote primary health care. 

Great efforts had been made to improve cooperation with other organizations and bodies, 
such as UNDP and the United Nations Fund for Population Activities, and relations with them 
had been very good. Cooperation with UNICEF had been quite close for some years. In 1983, 
an agreement had been signed with that organization defining common objectives, strategies 
and mechanisms for cooperation. Since then joint programmes and projects had been carried 
out, evaluation meetings were held regularly and specific agreements had been reached in many 
countries. However, it had not been easy to work with UNICEF as the latter tended to 
concentrate on specific activities with a different approach to countries. The Region had 
endeavoured to promote and assist governments' efforts to integrate those often isolated 
activities into the overall strategy of providing health services as a whole in pursuit of 
health for all. Close relations had also been maintained with other cooperating agencies, 
especially the United States Agency for International Development (USAID), the Inter-American 
Development Bank and nongovernmental agencies, such as Rotary International, 

Since the inception of the Expanded Programme, immunization coverage had increased 
dramatically in Latin America and the Caribbean and for poliomyelitis it had tripled. 
Figure 4 in the Director-General1 s report showed the consequent reduction of poliomyelitis 
morbidity in the Region. That result had led to the possibility of formulating the goal of 
elimination of the wild virus in the Region by 1990. The epidemiological, technical, and 
administrative conditions were possible and viable, though finance remained a problem. All 
the countries had accepted the goal and many had already reached it. In the last few years, 
only 14 countries had reported cases of poliomyelitis. Poliomyelitis vaccination coverage 
was already about 80% and it was hoped that the proclamation of the goal would stimulate the 
will to eliminate the circulation of the polio virus, to help the achievement of all the 
Programme's goals, and to strengthen health services in general. In particular, it was hoped 
to stimulate the development of surveillance, including laboratory facilities and the 
necessary research in this field. With the help of USAID, the Inter-American Development 
Bank, UNICEF and Rotary International, a plan of action had been established which had been 
approved by the Regional Committee. A technical advisory group and an inter-agency 
coordinating committee would monitor progress. Finances to the extent of US$ 110 million, of 
which USÍ 45 million were from external sources, were practically assured. The special goal 
of eliminating the polio virus in the Region was not only a goal; it was a tool to promote 
the Expanded Programme as a whole and the strengthening of health services. The Region was 
already thinking about the eradication of measles next. 

In all those activities, WHO'S role was to provide assistance and encouragement to 
maintain the impetus at every level, not only up to 1990, but beyond； not only on 
immunization, but taking immunization as part of primary health care and health for all. The 
chief difficulties were lack of funds and inexperience in the use of propaganda mechanisms to 
publicize WHO's role and its aim to achieve, not just particular, or fashionable9 goals but 
permanent health for all. 

Dr MONEKOSSO (Regional Director for Africa) said that much of what Dr Macedo had stated 
applied to Africa too, although Africa had further to go. 

The African Region was aiming at accelerating universal immunization coverage by 1990 
and maintaining it thereafter in the spirit of self reliance. It aimed to do so by 
integrating the Expanded Programmme into mother and child health and family planning 
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services• The programme on maternal and child health, including family planning, remained 
the core of primary health care implementation. 

Moreover, in order to stimulate motivation, the Regional Committee had declared 1986 
African Immunization Yéar and a plan of action had been drawn up in cooperation with the 
Regional Office. The plan was country-based： many countries were already at work upon it. 
There would be tripartite cooperation between governments, UNICEF and WHO, and only one 
immunization programme in each country would be supported by all the donors. An agreement 
had been signed with the regional directors of UNICEF in the African Region that in 
implementing primary health care the two organizations had to work together. To make that 
possible, WHO programme coordinators would have authority delegated to them to act in primary 
health care implementation using all available resources. They would also be responsible for 
advising on the dramatic initiatives that were being taken in countries and were difficult to 
sustain. 

To horizontalize those otherwise vertical activities, which would be accelerated under 
present plans from 1986 onwards, WHO representatives and national health authorities were 
being encouraged to include immunization as part of district health management in operational 
support of all primary health care elements, and a decision in that regard had also been 
adopted by the Regional Committee in 1985. The EPI strategy for the immunization of all 
children would be used to strengthen primary health care progressively so that eventually, in 
all districts throughout each country, there would be full coverage with primary health care 
elements by the year 2000. To promote that effort, primary health care information and 
education officers were being recruited to work with WHO country offices and with governments. 

Resources, nevertheless, were insufficient. Twenty-six countries were being supported 
by a special grant of some US$ 100 million generously offered by the Italian Government and 
channelled through UNICEF. The Regional Office would welcome assistance for the remaining 
countries, which would be handicapped in the accelerated programme due to lack of such 
additional support, and he hoped that it could speedily be made available. 

It was important, however, that emphasis should be placed on infrastructure support, as 
in strengthening the cold chain, for instance. Support for purchase of vaccines would also 
be welcome. 

In order to ensure that coverage was maintained after that special effort, since the aim 
should not be merely to achieve the immunization of all children but rather to maintain it, 
as Dr Larivière had pointed out, serious consideration should be given by the donor 
communities to the real challenge of how such universal coverage with immunization could best 
be sustained beyond 1990. 

Dr ASVALL (Regional Director for Europe) recalled that, in respect of the European 
Region, vaccination programmes had been closely linked with regional targets. Regional 
health-for-all target 5 was to eliminate by the year 2000, indigenous measles, poliomyelitis, 
neonatal tetanus, congenital rubella, diphtheria, congenital syphilis and indigenous malaria 
from the Region. One of the first activities undertaken after the adoption of that target in 
1984 had been to organize a European conference to stimulate motivation and discuss the 
technical and managerial issues involved in promoting immunization programmes in the Region; 
that had been mentioned by several speakers. 

The major problems existing in Europe related to reporting systems• In spite of the 
fact that most Member States in the Region were developed countries, the reporting on 
vaccination coverage was not as good as it might be. Accordingly, a collaborating centre had 
been designated, in Italy, to assist the Regional Office with continuous monitoring and 
reporting on the situation at six-monthly intervals. In addition, a meeting had recently 
been organized in order to discuss the same issue. 

While coverage was obviously fairly satisfactory as compared with the level achieved in 
other regions, there were still a number of areas where there were problems pending, and the 
question of extending immunization to diseases other than those so far included under the 
Expanded Programme was one that interested many countries in Europe. 
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It could be said that diphtheria had been almost eliminated from most countries in the 
Region, and, in fact, almost 95% of all reported cases had been observed in eight Member 
States. The experience of countries with pertussis control was of interest, in that 
countries where vaccination had been discontinued or where immunization coverage rates were 
becoming low were now suffering from high morbidity rates from that disease, compared with 
the others. Tetanus had virtually disappeared from 23 countries. Poliomyelitis was being 
quite effectively controlled, by the wide application of oral live or inactivated vaccines, 
in almost all European countries. Improvements in vaccination coverage were also seen in the 
two developing Member States in the Region, namely, Morocco and Turkey. The impact of 
measles incidence had paralleled vaccination coverage rates. One country had officially 
declared the disappearance of measles since 1980, and there had been very good progress in 
the reduction of incidence of that disease in a number of other countries. Only a few 
countries had initiated the widespread use of rubella vaccine, and much remained to be done 
in that field by most Member States. 

Quality control of vaccines was possibly relatively less of a problem in Europe as 
compared with the other regions. There were, of course, other problems relating generally to 
the economic crisis where some countries were concerned, and the implications of that crisis 
on their vaccination problems, relating both to coverage and to information systems. 
However, he believed that, with the new initiatives being taken and with the renewed interest 
now being shown in that field in a number of Member States, it should be possible steadily to 
improve coverage and arrive at a situation which would be more favourable to the attainment 
of regional targets within the foreseen period of time. 

An interesting development had taken place in Turkey, which had recently undertaken a 
very active immunization programme with strong UNICEF and WHO support, and that activity had 
illustrated the possibility of a very considerable increase in vaccination rates through a 
campaign using the wide range of resources available in the countries. The experience of 
that programme in mobilizing local resources could also be used to advantage in other types 
of primary health care programmes. 

Naturally, he would likewise emphasize the need to maintain any improvements achieved by 
such intensified vaccination campaigns, as had been stressed by many other speakers, so that 
progress could lead to a sustained improvement in overall primary health care systems in the 
various countries. 

Dr NAKAJIMA (Regional Director for the Western Pacific) stated that the Expanded 
Programme had been quite successful in the Western Pacific Region. The Programme was being 
constantly reviewed from the viewpoint of operational strategy, i.e. use of existing 
infrastructure relating to primary health care activities and/or use of accelerated measures 
of the campaign type, which UNICEF emphasized in certain countries. If China were excluded, 
three-dose DPT coverage of children in the Region was approximately 50%. Thus, the need for 
accelerated activities could be limited to certain special problem areas. WHO and UNICEF 
staff had worked very closely on what strategies to employ in meeting the goals set for 1990. 

In respect of China, Viet Nam and the Philippines, very careful joint WHO/UNICEF 
programme reviews had led to recommendations that could not only help attain the goals set 
for 1990, but also promote sustainment. Those joint reviews had shown that greater support 
and strengthening of the existing health structure were more productive in large countries. 
Elsewhere, it had been shown that accelerated action in the form of campaigns limited over a 
period of time would prove an asset to the Programme in certain areas. 

As an example of success in using existing infrastructure, he referred to Papua New 
Guinea, where, in close collaboration with the Ministry of Health, WHO had engaged in 
large-scale training and review of the Expanded Programme. The Programme's coverage was 
slowly but surely increasing, measles coverage having risen from 10% to 50% in the past three 
years, which represented quite a good achievement in a difficult country. 

In the South Pacific, WHO arid UNICEF were working very closely with the governments of 
several small island countries, such as Fiji, Samoa, Tonga, where the incidence of diseases 
covered by the Expanded Programme was already very low, and where it was hoped that 
eradication of some, in limited geographical areas, would prove feasible. Nearly all the 
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success in the South Pacific was based on the use of the existing health infrastructure, 
using permanently established health workers, or, in other words, on the primary health care 
approach. 

There was, at that stage of development of the regional programme, a need better to 
define some technical issues for evaluation of the Expanded Programme and its acceleration 
towards the 1990 goal. A number of questions could be raised, such as, for example, whether 
coverage and disease incidence, while important indicators of the Expanded Programme at the 
regional level, could be considered as the only valid indicators at national level or at 
peripheral levels, and whether, furthermore, in respect of sustainment, other indicators 
should be taken into account, for instance, extensive use of growth monitoring charts, 
percentage of health workers at all levels who had received some sort of managerial training, 
and what, if any, managerial tools were used to monitor programme progress. 

Where a mass campaign was applied as an operational strategy, it should have many common 
features with the existing primary health care services providing routine immunization, so 
that it could be considered purely as a temporary approach over a certain transition period. 
In other words, for a mass campaign strategy to be successful from the epidemiological 
viewpoint, the principles governing its implementation had to be very close to those being 
applied to the existing primary health care services, so that, with a little more planning 
and managerial effort, a change-over to a routine type of service could be accomplished 
without giving rise to any overwhelming difficulties. Certain areas, for example, cities 
with dense population and low utilization of existing health facilities, might lend 
themselves to a mass campaign approach as a stop-gap measure pending the development of 
adequate primary health care. Other areas would respond better to strengthening the primary 
health care structure, including the cold chain. In any case, there was always the very 
important common and prerequisite factor, namely, readily available supplies of vaccine in 
good condition and in sufficient quantities. 

The Regional Office was therefore hoping to hold in 1986 a meeting of all national EPI 
managers, together with UNICEF and other external donors, in order to discuss all those 
issues and the best ways of accelerating the implementation of the Expanded Programme in the 
Region during the current year and of setting up a comprehensive operational strategy in the 
Region. 

Dr SYLLA (alternate to Dr Diallo) welcomed the excellent progress and evaluation report 
on the Expanded Programme. He expressed his support for the Regional Director for Africa, 
and commended the decision taken unanimously by the Regional Committee for Africa to declare 
1986 African Immunization Year. 

He supported the draft resolution proposed. 

Dr Sung Woo LEE, expressing his approval of the Director-General1 s report, said that he 
welcomed, in particular, the fact that financial support for immunization had shown a marked 
increase. Indeed, the report bore witness to considerable achievements since the programme 
was established in 1974. It should be remembered, however, that the EPI had received 
assistance from many external sources, without which it could not have attained such 
success. He therefore expressed his gratitude to the organizations and bodies of the United 
Nations system, particularly UNICEF, the World Bank and UNDP, as well as to bilateral 
agencies in Australia, Canada, China, Denmark, Finland, France, Italy, Japan, Kuwait, 
Netherlands, Norway, Sweden, Switzerland and the United States of America. He also expressed 
appreciation to private and voluntary funds, such as the Arab Gulf Programme for the 
United Nations Development Organizations, Rotary International, Japan Shipbuilding Industry 
Foundation (Sasakawa Health Trust Fund), and the Save the Children Funds of the United 
Kingdom and the Netherlands. 

Dr KO KO (Regional Director for South-East Asia) reported that the Expanded Programme 
was progressing very well in the South-East Asia Region. All 11 countries of the Region had 
ongoing EPI programmes, and it was hoped that the 1990 target would be met in almost all 
countries, a couple of countries believing that the goal could be achieved even ahead of time. 

Paragraph 2.28 of the report, mentioned insufficient political commitment, weak central 
management and weak infrastructure as continuing to plague many countries in the Region. 
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While he agreed that there were areas which needed some improvement, the situation did not 
seem to him to be as bad as the progress and evaluation report implied. With regard 
particularly to political commitment, he wished to emphasize that, in his opinion, there did 
exist a very strong commitment among political leaders in the Region, and that it was up to 
the international agencies and national officers to make use of that situation in proceeding 
with or accelerating programme implementation. 

He did not wish to enter into statistics, but would summarize the position by saying 
that the Region was pursuing all the essential components of the programme, such as group 
educational activities, consultations, training programmes, cold chain development, vaccine 
production, quality control, research. 

He welcomed a recent joint WHO/UNICEF document, which set out planning principles for 
accelerated immunization activities.1 That document should prove most helpful in 
coordination at the operational level, since it would provide a framework for realistic 
planning at a level where activities often proved more difficult to coordinate than did 
policy matters at regional and global levels. 

Mass campaigns and crash programmes had sometimes been strongly advocated within the 
Region. He saw such campaigns as being complementary to primary health care programmes if 
they could be coordinated, and he was gratified that UNICEF senior leaders in the Region were 
also quite open to that sort of broad approach within primary health care. 

The wisdom of the Programme Committee had been reflected by Dr Sudsukh, who had stressed 
their alertness to the dangers presented by certain short-term glamorous aspects, which he 
himself had noted in detail in the interest of systematic implementation. He was confident 
that the South-East Asia Region would be able to carry through that undertaking, in the 
knowledge that its Member States were, by virtue of the maturity they had shown in planning 
and coordination at the country level, alert to the situation and to the necessity for a 
thoroughly integrated approach to EPI within the framework of primary health care. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) stated that the Region had 
been quite successful with regard to the Expanded Programme, and he drew attention to certain 
achievements and difficulties within the Region. Accelerated programmes had been started, 
and Pakistan had been able to increase its coverage to a highly satisfactory level over a 
very short period of time. The fact that activities relating to diarrhoeal diseases and the 
training of traditional birth attendants had been undertaken at the same time had made it 
possible to deal with maternal and child health as a whole. 

Another successful experiment undertaken in the Region had been the linkage of birth 
certification with the completion of immunization, including measles； over a short period of 
time that had increased the coverage in Saudi Arabia to 80%• There was now a very strong 
accelerated programme in progress in Iraq, where, in spite of difficulties, successes had 
been achieved. 

Efforts had been successful on the whole in all but a few countries affected by drought, 
famine, or other difficulties, including shortage of resources. The Region was trying very 
hard to sustain progress by such means as supporting infrastructure, management, training in 
cold chain equipment and its maintenance. Furthermore, emphasis was being laid on coverage 
in the first year of life rather than on much wider coverage, the latter having proved one of 
the obstacles to success. 

A continuous type of EPI had also been discussed at length at the session of the 
Regional Committee in October 1985. It had been quite obvious to all that, while campaigns 
could put a process into motion, it was difficult to sustain the impetus by campaigns alone. 
Mention had also been made, in that connection, of the high cost of mobile teams. 

1 Expanded Programme on Immunization. Planning principles for accelerated 
immunization activities: a joint WHO/UNICEF statement. Geneva, World Health Organization, 
1553： 
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He believed that almost all countries in the Region recognized the drawbacks. However, 
he informed the Board that agreement had been reached at regional level between WHO and 
UNICEF with regard to the importance of primary health care as a whole. UNICEF and WHO would 
be working together at all stages, from policy-making and the elaboration of strategies for 
accelerated programmes, through to implementation and evaluation. There was accordingly 
every chance that the process could be successful in the countries concerned. 

The meeting rose at 12h30. 
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1. EXPANDED PROGRAMME ON IMMUNIZATION (PROGRESS AND EVALUATION REPORT); Item 18 of the 
Agenda (Document EB77/27) (continued) 

Professor MENCHACA, recalling his comments at the previous meeting concerning the draft 
resolution in section 4 of the Director-General*s progress and evaluation report (document 
EB77/27), said that the 1990 coverage goal was ambitious and would, under current 
circumstances, be very difficult to achieve. In view of the short time which remained before 
the target year he wondered whether the report could be prepared by then; regional offices 
would have to coordinate with countries, many of which still had a very long way to go. That 
was not to say that work could not be extended beyond the deadline, but rather that the aim 
should be first to achieve the goal by then and subsequently to maintain it. To make that 
point clearer in the draft resolution, he would suggest that operative paragraph 8 (4) might 
read: "to continue to keep the Health Assembly informed of the progress of the programme and 
propose the necessary means to achieve the 1990 goal"• 

Dr Uthai SUDSUKH thanked Board members and the Regional Directors for their favourable 
comments on the work of the Programme Committee. Referring to paragraph 2.28 of the report, 
he expressed his agreement with the Regional Director for South-East Asia that the Region was 
very much committed to the goal of health for all and the primary health care approach, every 
Member State having given full political support to primary health care and the 
implementation of EPI, vigorous action having been undertaken to tackle management problems, 
and the improvement of health infrastructure having become a major issue in all the Member 
States. It might therefore be more correct to state, in the last sentence of paragraph 2.28, 
that "some", rather than "many" countries were still plagued by the difficulties alluded to. 
The entire sentence should be re-worded to the effect that, although political commitment, 
central management and infrastructure had to be strengthened and made more efficient in some 
countries, all of them appeared to have the potential for meeting the 1990 coverage goal. 
That formulation would - he believed - more accurately reflect the situation in the Region. 

Dr HENDERSON (Director, Expanded Programme on Immunization) thanked Board members for 
their helpful and supportive comments and suggestions. The discussion had reflected many of 
the preoccupations of the Director-General and his staff. As the Director-General himself 
had put it in a recent memorandum to Regional Directors: 

The Expanded Programme on Immunization finds itself on the horns of a dilemma. 
1990 draws near, and enthusiasm and resources for meeting the programme goal grow. 
Increased political visibility for the programme at global level has been provided by 
such events as the Cartagena Conference and the signing of the immunization declaration 
in conjunction with the celebrations of the fortieth anniversary of the United Nations, 
and by the active support being provided by UNICEF, Rotary International and, more 
recently, Governments such as those of Italy and Canada. At national level, Heads of 
State are being personally challenged to meet the goal. 

These are extremely positive developments. They are the sorts of results which 
have been hoped for since the World Health Assembly originally adopted the immunization 
goal in 1977, The dilemma arises because substantial programme acceleration will be 
required to meet the goal in many countries, and heroic measures will be required in a 
few. The level of political commitment which is being achieved and publicized makes it 
difficult for national managers to plan for anything less than total short-term success, 
even if this means risking the long-term viability of the programme. 
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While all partners in the immunization effort are aware of this dilemma, none have 

easy solutions to propose. In this situation, WHO has an especially important role to 
play. We should be able to offer support to immunization planning taking place at 
national level which maximizes the chances that acceleration strategies adopted in the 
short term are in conformity with, and help support, national strategies for achieving 
health for all by the year 2000 

This is not a task which can be adequately handled by the WHO EPI staff alone, 
whether at country, regional or global level. The programme needs the support of the 
entire Organization and needs the special support of WHO programme coordinators ••• 

While the Director-General's remarks had been directed to the WHO staff, they were also 
pertinent for ministries of health. EPI needed support, but ministries must have the courage 
to provide that support in ways which strengthened the primary health care approach and which 
were consistent with the policies they had collectively established for the achievement of 
the goal of health for all by the year 2000, The voice of WHO was a small one and the 
ministries themselves must have the strength to fight for what they believed in. 

There should be no backing away from the 1990 immunization goal. The necessary 
political commitment and financial resources were being mobilized and the goal would seem to 
be attainable in most of the countries of the world. Innovative immunization strategies, 
including the use of national immunization days in some countries, would be required. To be 
successful, innovations would need to disrupt "business as usual"• Extra efforts would be 
required from ministries of health and those ministries would need to show far more readiness 
to collaborate with partners outside the health sector than had been typically the case so 
far. 

It was of the greatest importance to use the opportunity being presented by the global 
immunization effort to make immunization a leading edge of primary health care, capitalizing 
on the fact that immunization services were an excellent building block for the development 
of health care infrastructure, with emphasis on planning, training, supervision, health 
education, logistic support and evaluation. There was a danger that health professionals 
would not be able to respond to presidential mandates for quick action by means of 
immunization programmes which really did strengthen health infrastructure and which were 
sustainable in the long run, but that they would opt instead for more narrowly based 
campaigns with the danger of achieving only temporary impact. That was what was putting 
primary health care to the test, for presidents were indeed demanding accelerated action to 
achieve the 1990 goal. 

Acceleration of EPI was also putting stress on the system of monitoring and evaluation. 
The way Member States had been willing to address problems in their immunization programmes 
was very satisfying. One example was the work accomplished during national programme 
reviews, whether performed mainly for EPI or with emphasis on one or more other aspects of 
primary health care. However, increased political commitment to achieving a success might 
make failures more difficult to acknowledge, and even now some of the immunization coverage 
data being provided for some national programmes was considered optimistic. Improvement of 
the timeliness and accuracy of data on immunization coverage and on the incidence of the EPI 
target diseases, with special emphasis on measles, poliomyelitis and neonatal tetanus, would 
provide an indicator of the commitment of Member States to monitor their performance in 
pursuing the strategy to achieve health for all by the year 2000. 

In reply to Dr Adou1s question about the role of inactivated polio vaccine in EPI, he 
said that WHO was encouraging operational research to gain further experience with the use of 
that vaccine but continued to recommend the oral vaccine as the routine for most immunization 
programmes in developing countries. The inactivated vaccine was highly effective when given 
in two doses spaced sufficiently far apart, was more stable than the oral vaccine and could 
be combined with DPT in a single injection. It was currently about ten times more expensive 
than the oral vaccine, however, and administration should be delayed until two to three 
months of age in order to avoid interference with maternal antibodies. The second dose 
should not be given too soon after the first and several programmes were currently using an 
interval of six months between doses. Although the inactivated vaccine protected 
individuals, it did not spread in communities to reach unimmunized susceptibles as the oral 
vaccine could, a fact which might be of particular relevance in countries where immunization 
coverage was currently low. Combining the inactivated vaccine with DPT had a disadvantage as 
two doses of pertussis vaccine were not ideal. The inactivated vaccine was being used with 
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success in a number of European countries and was being tried in Africa, particularly in 
rural areas where populations were being visited by immunization teams perhaps only twice a 
year. Where the health infrastructure permitted contact with the population on at least a 
monthly basis, the attractiveness of a two-dose schedule which required a long interval 
between doses was considerably diminished. Studies of the use of inactivated vaccine in such 
settings were none the less being pursued. 

Turning to Dr Regmi1 s question about expectations regarding a single dose vaccine, he 
said that although such vaccines - such as measles vaccine - already existed, it was 
desirable to develop a combination of all desired vaccines to be given in a single dose any 
time early in the first year of life. Unfortunately, there was still a long way to go to 
achieve that. Work on the problem of drop-out rates would have to be continued and, of 
course, the work of encouraging appropriate use of health services for preventive care was 
applicable to other interventions besides immunization. 

Dr Hapsara had cautioned that the recommendation, contained in paragraph 3.13.4, to open 
a vial of measles vaccine even if only a single child attended a clinic might not be very 
efficient. It was quite correct that efficiency issues must be addressed in all programmes 
and that planners must decide what was feasible to provide in the way of community services. 
At the same time, instances were known when measles vaccine had been available in a health 
facility but a child had been turned away because all the doses in the vial would not be 
used. Because of high mortality from measles, such an act could well be tantamount to a 
death warrant# Health administrators should not make false economies; even a wasted vial was 
nothing compared to saving a child's life. 

In reply to Dr Otoo1s question about what WHO was doing to help improve managerial 
capacity at national level, he said that emphasis was on training and evaluation. Good 
management training materials were available for immunization and WHO was providing support 
for national training courses, particularly those combining EPI, diarrhoeal disease control 
and other aspects of primary health care. One excellent training tool was participation in a 
programme review, whether it was a review in a person's own country or in a neighbouring 
country• But the efforts of WHO were only catalytic; the main actions would have to come 
from countries themselves• Courses did not have magic effects. Governments needed to 
appoint individuals with some degree of existing competence and to support them so that they 
were motivated to achieve programme goals. Such support and motivation could be provided if 
there was interest from the highest levels of government in tracking the results of the 
immunization programme, both in terms of coverage and disease incidence. Staff turnover was 
also a pervasive problem in developing countries. Turnover should be minimized and the 
problem also be addressed by means of development of comprehensive national training 
strategies to ensure that sufficient personnel were being trained to keep abreast of the 
turnover. The effects of training would soon fade unless it was reinforced through effective 
supervision, 

Dr Molto1s question about WHO'S ability to channel support to countries in need had 
already been answered in the affirmative by the many examples given by Dr Guerra de Macedo of 
support to immunization programmes in the Americas. 

Concerning the comments made by Dr Ko Ko and Dr Sudsukh with regard to paragraph 2.28 of 
the report, he suggested discussion with them to find satisfactory wording. In view of 
recent developments in the situation, he suggested that "insufficient political commitment" 
should be deleted and "many countries" changed to "some countries"• 

The CHAIRMAN invited the Board to adopt the amendment proposed by Professor Menchaca to 
the draft resolution contained in section 4 of the report. 

The amendment vas adopted. 
The resolution, as amended, was adopted,工 

1

 Resolution EB77.R7. 
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2. STATEMENT BY THE REPRESENTATIVE OF THE WHO STAFF ASSOCIATIONS: Item 21 of the Agenda 

(Document EB77/29) 

The CHAIRMAN, in accordance with resolution EB57.R8, invited the representative of the 
WHO Staff Associations to make a statement. 

Mrs MELLONI (representative of the WHO Staff Associations) said that some of the issues 
outlined in document EB77/29, such as pension problems, the freezing of post adjustments and 
the participation of women in WHO activities, had been set before the Board on a number of 
occasions. Others, such as the question of the international civil service image as a whole, 
were of more recent origin. The problem of pensions was becoming more acute every year. In 
1984, the United Nations General Assembly had adopted,for the calculation of pensions, a new 
scale of pensionable remuneration lower than the one hitherto existing and with no 
transitional arrangements. In December 1985, for purely political reasons, the General 
Assembly had taken decisions so detrimental that the entire pension system was now in 
danger. The Board could help by taking a decision to amend Staff Rule 1020.1 to provide that 
any staff member whose years of contribution to the United Nations Joint Staff Pension Fund 
were insufficient could remain in service until the age of 62 on a voluntary basis• 

The task of a staff representative was extremely difficult in existing circumstances. 
It was hard to explain to loyal, dedicated and honest staff members that they would not 
receive the pension to which they were entitled under their contracts. 

As to the freeze on post adjustments in New York and other duty stations, she drew the 
Board's attention to the question raised in document EB77/29 as to how competent staff to 
implement WHO1s ambitious programme were to be recruited and retained when offered salaries 
that were far lower than those in the comparator country - the United States of America -
which did not itself apply negative post adjustments. 

In endeavouring to analyse the reasons that had led the United Nations General Assembly 
to respond so negatively to the expectations of international civil servants, the Staff 
Associations had gained the impression that the Member States of the United Nations General 
Assembly had sought somehow to punish them. At the same time, however, during the 
celebration of the fortieth anniversary of the United Nations, WHO had been cited as a model 
to be followed on account of its good management, professional standards and valuable results 
achieved. While welcoming such appreciation, the Staff Associations found it difficult to 
understand why WHO, as a member of the common system, had delegated its powers, and placed 
the fate of its staff in the hands of a body whose ideas and practices were contrary to its 
own - a body for which the words "negotiations" and "consultations" had no meaning; she was 
referring to the Joint Inspection Unit and its report. There was a direct link between the 
negative decisions of the United Nations General Assembly on the one hand and the extent to 
which Member States were aware of WHO'S good work oil the other. Too little was known about 
WHO, which was perhaps not open enough to the media; even its name or initials were often 
misquoted. More generally, and with the exception of UNICEF, mention was made of the 
International organizations only when they were in difficulties or were being attacked, and 
that was a serious matter. If it was desired to put an end to violent and unjustified 
attacks, it should be explained to the media what WHO stood for, with its aspirations, its 
research and its achievements. She sincerely believed that its image could in that way 
gradually be illuminated. The public in all countries could then judge whether it really was 
what some sectors of the media had tried to make it out to be, and the climate in the United 
Nations General Assembly could be changed. The Organization, its Member States, its 
Director-General and its staff should be made truly familiar to the public. The Staff 
Associations would welcome the Board1s support in that long undertaking. 

With regard to the Director-General1s report and his supplementary report entitled 
"Confirmation of amendments to the Staff Rules" (documents EB77/30 and EB77/30 Add.l)1 

which dealt with additional long-service steps, the Staff Associations obviously hoped that 
the Executive Board would accept the Director-General1 s recommendation, thus renewing its 
confidence in the staff, as the Health Assembly had done in 1968. 

The Director-General's report (document EB77/39), which was to be considered under item 
28 of the Agenda, related to the number of members and composition of the United Nations 
Joint Staff Pension Board. The WHO Staff Associations had arrived at the following 

1 Document EB77/1986/REC/1, Annex 4. 
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conclusions: that in view of the number of WHO staff members, the Organization should have 
the three posts proposed, and that the tripartite composition of the Board - representing 
Member States, the Administrations and the participants - should be maintained, since it 
alone could guarantee a just and equitable representativity. 

As to the participation of women in WHO activities, the Health Assembly had set a target 
of 30% for posts to be occupied by women in the Professional category. In October 1985 a 
percentage of 19.68% had been attained for headquarters and the regional offices and 12.87% 
for field posts. The stand taken by the Board and the efforts of the Director-General and 
the Administration were highly encouraging and should be maintained. The Staff Associations 
had been somewhat surprised to note from the Director-General1 s report on appointments to 
expert advisory panels and committees (document EB77/2), that of 2357 members on the panels 
at the end of 1985, only 239, or barely 17%, were women. In an Expert Committee on 
Occupational Health for Working Women, only two out of six members had been women, while the 
Advisory Committee on Medical Research had 19 members, none of them a woman. 

Dr Law and Dr Quamina at the seventy-fifth session of the Executive Board of WHO, as 
also, more recently, the permanent representative of Canada to the United Nations in the 
Fifth Committee of the General Assembly, had called attention to the importance of WHO's role 
in that area. It was vitally important for Member States to nominate women to expert 
advisory panels and as candidates for WHO posts both at headquarters and in the regions. The 
Staff Associations were confident that the target could be reached with the Board's 
assistance. 

WHO would be celebrating its fortieth anniversary in 1988 and she hoped that by that 
time there would at last be some women at Assistant Director-General level. That would be a 
recognition of the fact that the contributions of both men and women were equally necessary 
to the achievement of health for all by the year 2000. 

Sir John REID, welcoming Mrs Melloni1s statement, said that the Board always listened to 
the statements of the representatives of the Staff Associations with interest and respect. 
Having recently become involved in the Joint Staff Pension Board, he agreed with 
Mrs Melloni1 s comments about future arrangements in the event of any adjustment in its 
composition. Some of the points just raised had been discussed at a meeting of the Steering 
Committee on the Employment of Women, under the chairmanship of Dr Law. The success of the 
work of any government or of WHO itself obviously depended oil the ability to recruit and 
retain high-quality staff, and if a national or international civil service was to do that, 
it must be manifestly fair to all its staff. 

While it was entirely understandable and justifiable for any government or any 
international organization to change its pension rules for new staff, the rules for a person 
who had given a large part of his or her lifetime to serving an organization should remain 
unchanged. That was elementary justice. 

Dr LAW endorsed Sir John Reid1s comments and commended the efforts of WHO at all levels 
to improve the recruitment and status of women generally throughout the Organization. There 
was still a long way to go, but some progress had been made and the beginning of a 
significant commitment in the Organization that would result in further progress over the 
next few years could be discerned. The situation would be monitored to ensure that that was 
so, but the cooperation that had been forthcoming gave grounds for optimism. She paid 
particular tribute to the assistance given by the Staff Associations and some informal groups 
in the Organization. 

Dr GARCIA BATES said she had difficulty in understanding some of the statements made in 
connection with the Organization's political role or political dimension. That applied, for 
example, to the statement in the last paragraph of the section on pensions in the Staff 
Associations1 statement (document EB77/29), that "The delegates of the world's richest 
countries devote all their energy to dismantling our social security and old-age insurance 
system for reasons of national internal politics ...". 

At a recent session of the Board, Mr Boyer had referred to the question of increasing 
the proportion of women employed in the Organization and she herself had occasioned 
considerable surprise by expressing a measure of opposition, in that she felt that what was 
needed was a change in attitudes rather than a quantitative change. Her concern with such 
issues as equal access and equal participation of women at all levels was not based on 
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quantitative considerations. While the campaign for such equality should be maintained, the 
overriding importance of equal qualifications should not be lost sight of. There had been 
little progress on such fundamental issues. Women should be neither undervalued nor 
overprotected. 

Dr LAW emphasized that there was no intention, for example, on the part of anyone 
involved in the Steering Committee on the Employment of Women, to do anything that would 
undermine the fulfilment of the basic need for highly qualified candidates, which was 
obviously of paramount importance. Unqualified people must not be recruited for any reason 
whatsoever. What was needed was for properly qualified women to receive their fair share of 
consideration and a fair deal. She agreed with Dr García Bates that statistics were not the 
central issue, but they nevertheless reflected what was taking place. She thought it 
unlikely that there was no woman qualified to sit on the Advisory Committee for Medical 
Research, the quality of which would hardly be impaired by such participation. Given the 
current state of progress in improving the status of women, and recognizing their potential 
contribution, a special effort might be made to see why none were included in the membership 
of certain committees. 

Dr MONEKOSSO (Regional Director for Africa), associating himself with Dr Law’s comments, 
announced that the Director of Programme Management in the Regional Office for Africa was, in 
fact, a very highly qualified woman. 

Dr DE SOUZA, sharing Dr Law's view on the desirability of including a woman in the 
membership of the Advisory Committee for Medical Research, observed that there were many 
distinguished women in health research. The Royal College of Physicians in Australia had 
just appointed a highly distinguished woman physician as its President for the coming year. 

Mrs MELLONI (representative of the WHO Staff Associations), speaking at the invitation 
of the Chairman, welcomed the information about the appointment of capable women and 
associated herself with Dr Law's comments. In appealing for the appointment of more women, 
she had by no means suggested that they should be any less qualified than highly-qualified 
men. The intention was simply that there should be a better balance. Few women at present 
occupied high-level posts and there were none at all at very high level. She was, however, 
delighted to hear that a woman had been appointed to a high-level post in Africa and she 
hoped that there would be similar appointments in other regions and at headquarters. 

With respect to Dr García Bates1 enquiry, she said that the statement referred to was 
linked with her remarks about the poor image of the international organizations, the 
influence of countries1 domestic policies and the need to effect economies on account of the 
world economic crisis. Because international civil servants were presented in an 
unfavourable light, they were easy victims of such measures. It was difficult to be more 
explicit without naming countries1 names, but the Board had no doubt understood to what she 
was referring. 

The CHAIRMAN said that, if there were no objections, he would assume that the Board 
wished to take note of the statement by the representative of the WHO Staff Associations. 

The Executive Board took note of the statement by the representative of the WHO Staff 
Associations (document EB77/29). 

3. CONFIRMATION OF AMENDMENTS TO THE STAFF RULES： Item 22 of the Agenda (Documents EB77/30 
and EB77/30 Add.l and EB77/INF.DOC./5) 

Mr FURTH (Assistant Director-General) said that, despite the fact that there were three 
documents, only one Staff Rule requiring amendment arising out of a decision of the United 
Nations General Assembly was involved. It was referred to in section 2 of the 
Director-General’s report (document EB77/30).l The amendment was a consequence of the 
General Assembly?s decision in the previous year to consolidate 20 points of post adjustment 
into the net base salary of the professional and higher categories, and related solely to the 
calculation of terminal remuneration which 一 the General Assembly had decided, and the 
International Civil Service Commission (ICSC) had re-confirmed in July 1985 - should not 

1 Document EB77/1986/REC/1, Annex 4, part 1. 



230 EXECUTIVE BOARD, SEVENTY-SEVENTH SESSION 
change as a result of the consolidation. The amendment ensured that that decision was 
consistently reflected throughout the Staff Rules, and there were no budgetary implications. 

A more important matter was raised in both the Director-General1 s report (document 
EB77/30) and his supplementary report (document EB77/30 Add.l) concerning WHO'S scheme for 
awarding long-service steps 

In 1968, on the Organization's twentieth anniversary, a scheme had been introduced to 
recognize the service of staff members who had been in WHO for 20 years. It had been agreed 
that such recognition could best be made through the already existing meritorious increase 
system. It had been further agreed that such a scheme could also apply to staff after 25 and 
30 years of satisfactory service. 

The scheme had worked very well since that time； it was fully understood and well 
appreciated by staff members. Two other organizations, the International Labour Office (ILO) 
and the Universal Postal Union (UPU), had developed similar schemes over the years. More 
recently, the International Atomic Energy Agency (IAEA) had also considered introducing a 
scheme along the same lines, but prior to taking action, had decided to seek the views of 
ICSC. As a result, ICSC had started to review the matter in 1983. The review had been 
pursued in 1984, when the Commission, noting that "some staff members, despite their 
excellent performance, could not be considered for promotion to the next higher level, owing, 
inter alia to job classification constraints", had decided that one extra step might be 
awarded to such staff members on completion of 20 years' satisfactory service. 

The Commission's action on the matter had been twofold: 

First, with regard to staff in the General Service category, the Commission had acted 
under Article 12.1 of its Statute. It had thus recommended directly to the executive heads 
of all the organizations that they introduce a long-service step for staff in that and 
related categories who had had 20 years' service in the common system and who had been at the 
top of their respective grades for five years. Secondly, and at the same time, the 
Commission had decided to recommend to the United Nations General Assembly that the same 
provisions be introduced with respect to staff in the Professional category. 

It was particularly important to recall that the Commission had also "noted that staff 
currently serving in some organizations (such as WHO) would have an acquired right as a 
result of service and procedures existing prior to the date of implementation as recommended 
but that newly recruited staff should be subject to the new procedure". 

At its thirty-ninth session in December 1984, the United Nations General Assembly had 
not acted upon the ICSC's recommendation but had sent the matter back, asking the Commission 
"to review the practices of the organizations of the United Nations common system as regards 
long-service steps for staff in the Professional category [and] to examine ways in which 
uniformity on this question may be established in the common system". 

In response to this request, the Commission had again looked into the matter in 1985. 
It had recognized the right of individual governing bodies that had instituted such schemes 
to maintain them, but also had stressed that harmonization would be most desirable. It had 
further decided to maintain its recommendation to the General Assembly to introduce one extra 
step for professional staff having 20 years' satisfactory service. 

Against that background, the Director-General had put forward the proposal contained in 
in his report (document EB77/30) to amend the WHO system with respect to newly recruited 
staff and thus to harmonize WHO'S practice with that of the other United Nations 
organizations. 

However, at its fortieth session in December 1985, the United Nations General Assembly 
had not accepted the Commission's recommendation. As a result of that decision by the 
General Assembly, that of the ILO Governing Body not to change its present system, that of 
the World Intellectual Property Organization (WIPO) to introduce the new scheme for both 
professional and general service staff and the decision of the other United Nations 
organizations and agencies to introduce the new scheme for general service staff only, there 
was not the slightest semblance of consistency or harmony on the matter within the common 
system. 

1 Document EB77/1986/REC/1, Annex 4, part 1, section 1, and part 2. 
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The Director-General had therefore decided not to revise WHO's existing provisions. As 

a consequence, he did not propose to amend the present Staff Rules with regard to the award 
of long-service steps. 

The CHAIRMAN drew the Board1 s attention to the draft resolution contained in paragraph 7 
of the Director-General1 s supplementary report (document EB77/30 Add.1). 

Sir John REID said that the issue was a simple one and moved the adoption of the draft 
resolution. 

The resolution was adopted.丄 

4. REAL ESTATE FUND: Item 23 of the Agenda (Document EB77/31) 

Mr FURTH (Assistant Director-General) pointed out that document EB77/31 contained the 
Director-Generalfs report on the status of projects being financed from the Real Estate Fund 
and on the estimated requirements of the Fund for the period from 1 June 1986 to 31 May 
1987.2 

He drew the attention of the Board to part I of the report which contained information 
on the status of projects in the regions and headquarters undertaken before 31 May 1986. 

Paragraphs 1.1 to 1.7 reported on details of approved projects for the Regional Office 
for Africa. The local shortage of basic materials was holding up the implementation of the 
road repair projects mentioned under paragraphs 1.2 and 1.4. As regards the extension of the 
Regional Office building, reported in paragraph 1.7, the Regional Director had reviewed the 
situation and had decided, after certain modifications of the initial plans, to proceed with 
the construction which was expected to start around August 1986• 

Paragraphs 2.1 and 2.2 reported on the completion of the construction of a building for 
the Caribbean Food and Nutrition Institute in Jamaica and on the cancellation of the project 
for the construction of a building to house the Joint PAHO/WHO Publications and Documentation 
Service and the РАНО representative in Mexico. 

Paragraphs 3.1 to 3.3 gave details on the completion of approved projects at the 
Regional Office for South-East Asia. Those projects had been completed either below or 
within the estimated amounts. Paragraph 3.2 noted a substantial economy in the purchase and 
installation of a generator. 

Paragraphs 4.1 to 4.8 outlined the status of implementation of approved projects at the 
Regional Office for Europe. Several projects had been completed either below or within the 
estimated amounts. 

Paragraph 5.1 indicated the status of the construction of an extension to the Regional 
Office for the Eastern Mediterranean building, which was expected to be completed within the 
amount previously estimated. 

Paragraphs 6.1 to 6.5 reported on the approved projects at the Regional Office for the 
Western Pacific. Those projects that had been completed remained either below or within the 
estimated amounts. Outstanding projects were expected to remain within the estimates 
previously provided. 

Paragraph 7.1 gave information on the completion of a new building to house the kitchen 
and restaurant at headquarters within the amount previously estimated. Paragraph 7.2 
indicated that the restoration work on the structural safety of the eighth floor was 
proceeding according to schedule and was expected to remain within the previously estimated 
amount. 

1 Resolution EB77.R8. 
1 Document EB77/1986/REC/1, Annex 4. 
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Part II of the Director-General1 s report contained the estimated requirements of the 

Real Estate Fund for the period from 1 June 1986 to 31 May 1987. The details of the 
requirements for the Regional Office for Africa were shown in paragraph 8.1 and those for the 
Regional Office for the Americas in paragraph 9.2. 

Paragraph 9.1 indicated the decision taken by the Director-General in relation to the 
cost-sharing formula for real estate operations in the Region of the Americas, about which 
the Board had been informed during its seventy-fifth session in January 1985. 

Paragraphs 10.1 to 10.7 related to the requirements for headquarters. 

Paragraph 10.1 dealt with the need to carry out repair work on the roof of the 
headquarters building. 

Paragraphs 10.2 to 10.7 described the plans for the use of the eighth floor of the main 
headquarters building which the Director-General had indicated to the Board in January 1985 
he would present at its seventy-seventh session. These plans basically consisted in 
converting the area previously occupied by the kitchen into standard modular offices and that 
previously occupied by the restaurant into landscaped office space. The two areas combined 
would provide for needed accommodation for 54 to 78 persons, together with office and 
informatics equipment. 

Additionally, a multipurpose meeting room, providing for 30 to 40 participants would 
also be created. 

Finally, part III of the report summarized the estimated requirements of the Real Estate 
Fund for the period from 1 June 1986 to 31 May 1987 and suggested a draft resolution for the 
consideration of the Board. 

The CHAIRMAN invited the Board to adopt the draft resolution appearing in paragraph 12 
of document EB77/31. 

The resolution was adopted.工 

5. PAYMENT OF ASSESSED CONTRIBUTIONS： Item 2A of the Agenda 

Status of collection of assessed contributions and status of advances to the Working Capital 
Fund: Item 24.1 of the Agenda (Document EB77/32) ^ — ^ 

Mr FURTH (Assistant Director-General) drew the attention of the Board to document 
EB77/32, which was the Director-General's report on the status of collection of contributions 
and the status of advances to the Working Capital Fund,^ prepared in response to a request 
made at the seventy-fifth session, in 1985, for Board members to be provided with full 
information on the pattern of payments of contributions in recent years• 

The report consisted of: first, a 10-year historical record of the rate of collection, 
both in percentage terms and in terms of the number of Members, listing those Members which 
had systematically made no payment towards their current year assessed contributions by the 
end of the year; secondly, a 5-year in-depth analysis, presented in Appendices 1 to 5, of 
the payment pattern by quarter of the 25 largest contributors individually and the remaining 
contributors collectively; and thirdly, a statement showing the status of collection of 
contributions and of advances to the Working Capital Fund at 31 December 1985. 

He drew the attention of the Board to the following points illustrated by the 10-year 
study: First, the table in paragraph 6 showed that, with the exception of the year 1981, the 
rate of collection of contributions at the end of the year 1985, i.e., 90.90%, was the lowest 
in the 10-year period. Secondly, the table in paragraph 7 showed that the number of Members 
which had settled in full their current year contributions for the year 1985, i.e., 83 
Mepibers, was the lowest in the 10-year period - an alarming fall from 114 such Members in 

1 Resolution EB77.R9. 
2 Document EB77/1986/REC/1, Annex 7. 



SUMMARY RECORDS : THIRTEENTH MEETING 233 

1979. Thirdly, the same table in paragraph 7 also showed that the number of Members which 
had made no payment towards their current year contribution in 1985, i.e. 48 Members, was the 
second highest during the 10-year period, second only to the year 1984 at the end of which 49 
Members had made no payment whatsoever towards their current year contributions. Those 
figures were to be compared with 15 such Members in 1976. Fourthly, paragraph 8 indicated 
that 27 Members - listed by name 一 had systematically made no payment towards their current 
year contributions in each of the three years 1983, 1984 and 1985 (that is, the total of the 
four, ten and thirteen Members which had not made any payment toward their current year 
contribution by the end of the year throughout the 10-year, 5-year and 3-year periods, 
respectively)• Fifthly, in addition to the marked deterioration in the rates of collection 
of current year contributions by the end of the year, paragraph 9 indicated that Member 
States were also paying their assessed contributions later in the year than previously. At 
the end of the first quarter of 1985, the current year contribution collection rate had been 
a mere 10,21%, the lowest during the 10-year period, in comparison with a corresponding 
figure of 26.52% in 1977. Similarly, by the end of the third quarter in 1985, only 56.16% of 
assessed 1985 contributions had been collected, as compared with 77.66% in 1979. 

Those figures indicated the considerable delays in payment of contributions by the total 
Membership of WHO as a whole• Although it was incumbent upon all Member States to pay their 
contributions by 1 January of the year in which they were due, it was nevertheless a fact 
that the assessed contributions of the 25 largest contributing Member States collectively 
accounted for almost 90% in the approved WHO scale of assessments for 1986-1987 and delays in 
payment on their part therefore had a substantially greater impact on the finances of the 
Organization than had delays on the part of the remaining Members. That had been the reason 
for making a distinction in the 5-year study between the 25 largest contributors and the 
remaining contributors. He further drew the attention of the Board to the following points• 
First, as indicated in Appendix 4, only four of the 25 largest contributors (Canada, Denmark, 
Japan and the United Kingdom) had systematically paid their current year contributions in 
full by mid-year in each of the 5 years under study. Secondly, as indicated in Appendix 3, 
at the end of the first quarter of 1985, the 25 largest contributors had collectively owed 
91.29% of their assessed current year contributions, the highest figure in the 5-year 
period. Thirdly, as indicated in Appendix 5, by the end of the third quarter of 1985, i.e. 
by 30 September 1985, these 25 largest contributors had owed 45.04% of their assessed 
contributions• Fourthly, as indicated in Appendix 4, there was similarly an alarming upward 
trend in the increasing delays in payment of contributions by the remaining contributors 
whose collective unpaid current year contributions by mid-year 1985 represented 55.31% of 
their assessed contributions, as compared with a corresponding figure of 34.43% in 1981. 

Whereas the United Nations and other organizations of the United Nations system had 
experienced similar or even longer delays, the ratio of the established level of the Working 
Capital Fund of WHO to half of the gross budget level for the biennium 1986-1987 represented 
the lowest percentage amongst the largest of the organizations• The various remedial 
measures considered by those organizations had included: a substantial increase in the level 
of the Working Capital Fund; granting the executive head of the organization concerned the 
authority to borrow from external sources; the charging of interest on late payments. 

The Director-General, however, considered that there was no substitute for prompt 
payment of contributions by all Member States. Fortunately for WHO, exceptional 
circumstances which might not exist in the future, primarily large budgetary savings 
generated by exchange rate gains, had mitigated the impact of past delays in the payment of 
contributions on the financial situation of the Organization. That was unlikely to be the 
case in 1986-1987 in view of the substantial drop in the value of the US dollar in relation 
to the Swiss franc and to some of the major regional office currencies. If past delays in 
payment of contributions were to continue into the future, and the exchange value of the 
US dollar were to continue to fall, the Director-General would feel obliged to request a 
substantial increase in the level of the Working Capital Fund. 

Sir John REID said that the Board had already on previous occasions expressed its 
concern about tardiness in payment of contributions, especially, for practical reasons, where 
the larger contributors were involved (25 of which were listed in the report)• His concern 
had been accentuated on the present occasion by the report1s evidence that the trend was 
worsening. Board members were, of course, appointed as individuals and could not speak on 
behalf of governments, but nevertheless they had an obligation to do what they could to 
ensure that countries assumed their responsibilities to the Organization: there could be no 



234 EXECUTIVE BOARD, SEVENTY-SEVENTH SESSION 
nation in the world that was not indebted to WHO in one way or another, some on a monumental 
scale, and if a health organization was to exist it must be paid for. Some delays in payment 
could, of course, be condoned in the light of specific national circumstances, but that 
pretext was not always valid. Some countries were failing to abide by the rules merely to 
save sums that were in fact not all that large in relation to the national budget. The trend 
towards late payment should be checked before it led to the unpleasant need for modification 
of Working Capital Fund arrangements. 

Perhaps the most useful action the Board could take at present would be to submit the 
report to the Health Assembly for discussion together with a draft resolution (to be prepared 
by the Rapporteurs) indicating the concern the Board had felt 011 the matter over the years; 
mentioning that the Board had asked for an analysis which had shown some of the trends to be 
worsening» thus increasing the Board's concern; and emphasizing that, in the Board's view, 
countries should be encouraged to desist from paying late in the year. 

Mr Almar GRIMSSON, speaking as the Board member who had set the Board's views on the 
subject before the previous Health Assembly, fully endorsed those views and the action 
suggested. 

Under the present circumstances, Member States which paid their contributions at the 
proper time were in effect being penalized for their honesty; was there any system in 
existence or under consideration whereby early payments were rewarded and late payments 
subject to interest charges? 

Mr FURTH (Assistant Director-General) said that two organizations, the International 
Telecommunication Union and the Universal Postal Union, levied interest on contributions 
which remained unpaid at the beginning of the financial year. That practice had been rather 
successful» as it had resulted in a much better record of collection of contributions than in 
other organizations of the United Nations system. The Board would recall that in January 
1982 it had recommended to the Health Assembly that consideration should be given to the 
possibility of charging interest to Member States whose contributions in respect of the 
effective working budget were delayed. The Health Assembly had rejected that proposal by an 
overwhelming majority. 

The International Civil Aviation Organization (1СAO) was in the process of considering 
very seriously a system of rewards for prompt payment. The scheme had been submitted to the 
governing body of ICAO by that organization's financial committee but he was not certain 
whether it had yet been adopted. The scheme, as he understood it, was as follows. Unlike 
the practice in WHO, where casual income was made available in a lump sum to the 
Organization's legislative body (the Health Assembly) and thus to the Member States, to help 
finance the regular budget, thus reducing assessments on Member States, ICAO1 s regular budget 
was financed in full by assessments on Member States with no reduction for casual income• 
Credits were instead given to Member States, total credits being equivalent to the casual 
income earned. Up to the present all countries, whether they paid late or early received a 
credit proportionate to the percentage of their assessments. The new scheme proposed to give 
the full appropriate credit to those Member States that paid their contributions on time and 
no credit to those that paid late. 

It would be useful to see first how the scheme operated in practice in ICAO before 
proposing its introduction in WHO, particularly as it would mean a substantial change in the 
Organization's financing of the regular budget and certain facilities. There were, for 
instancey definite advantages in making casual income available to the Health Assembly rather 
than crediting it directly to the contributions of Member States. The present practice had 
enabled the Organization to do something that no other organization had been able to do; 
establish the "casual income facility" that had protected the Organization so well during 
periods when the exchange value of the dollar had declined and would, he suspected, again 
protect the Organization during the present biennium against the shortfall that would 
undoubtedly occur as a result of the declining value of the dollar. Again, the present WHO 
system, by financing the Real Estate Fund from casual income, had enabled the Organization to 
finance certain very badly needed construction projects at headquarters and in the regions 
without adverse repercussions on the regular budget. That had enabled the Director-General 
to maintain a zero real growth budget over the last few bienniums. Such points would have to 
be carefully considered before WHO launched itself into such a scheme. 
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The operation of the scheme in ICAO would be closely followed. It would be advisable, 
in his view, to see how matters went for a year or two before making an in-depth study of the 
implications for WHO of submitting a similar scheme to the Board and the Health Assembly. 

The CHAIRMAN proposed that the Rapporteurs be invited to draft a resolution based on the 
proposal by Sir John Reid for consideration by the Board at an appropriate time. 

It was so decided. (For consideration of the draft resolution, see summary record of 
the sixteenth meeting, section 3.) 

Dr Tadesse took the Chair, 

Members in arrears in the payment of their contributions to an extent which may invoke 
Article 7 of the Constitution: Item 24.2 of the Agenda (Document E B 7 7 / 3 3 )—一一一 — 

Mr FURTH (Assistant Director-General) said that the Director-General* s report, contained 
in document EB77/33, showed that at 1 January 1986, 19 Members were in arrears for amounts 
which were equal to or which exceeded contributions for two full years prior to 1986. Those 
Members were listed in the annex to the report. 

The number of Members concerned at 1 January 1986 confirmed the substantial increase 
that had already taken place in recent years rising from four such Members in 1982, to 15 in 
1983, 14 in 1984, 18 in 1985 and 19 in 1986. No contribution payments had been received from 
the Members concerned since 1 January 1986. 

In a telex dated 7 January 1986 the Government of the Gambia had informed the 
Director-General that all efforts were being made to clear the unpaid arrears. 

The Dominican Republic and Paraguay had not fulfilled the conditions previously accepted 
by the Health Assembly in respect of payment in instalments of consolidated arrears of 
contributions. Furthermore, the 10-year period of payment over which Paraguay had undertaken 
to pay its consolidated arrears had expired on 31 December 1985. The indebtedness of Comoros 
and Romania included contributions which were five years overdue. 

At previous sessions of the Executive Board, the Board had noted the report of the 
Director-General on the subject and had requested the Director-General, first, to continue 
his contacts with Members concerned and, secondly, to submit his findings to the Committee of 
the Executive Board which considered certain financial matters immediately prior to the 
Health Assembly. The Board had in the past decided that that Committee would then make 
recommendations to the Health Assembly on behalf of the Board. In paragraph 9 of the report, 
the Director-General had assumed that the Board might wish to decide to follow previous 
practice on the matter. 

However, in view of the substantial deterioration in the number of Members in arrears in 
recent years and the concern expressed by the Board at its seventy-fifth session, the Board 
might wish to consider whether it should now recommend the suspension of voting rights of 
some of the Members concerned, unless certain conditions were fulfilled by those Members 
prior to the opening of the Thirty-ninth World Health Assembly, leaving the Committee of the 
Executive Board to make recommendations on the remaining Members to the Health Assembly on 
behalf of the Board. 

Sir John REID said that just as a dialogue existed between the Board and the 
Secretariat, there was no doubt a dialogue on the payment question between the Secretariat 
and the countries concerned. He would therefore appreciate some information on the status of 
that dialogue between the Secretariat and Romania, since the position of that country was far 
worse than that of any other, a fact he deplored, particularly since many countries with 
considerably fewer financial resources had managed or had tried extremely hard to pay their 
contributions. 

Mr Almar GRÍMSSON, as the Board's spokesman on the corresponding item at the 
Thirty-eighth World Health Assembly, recalled that the Committee of the Board had then 
suggested to the latter's Committee В that Romania1s voting rights should be suspended. That 
proposal had been withdrawn when Romania had informed Committee В that it would send a 
delegation to the Organization in due course to discuss settlement of the matter. He noted 
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with concern that that did not seem to have happened and hoped that on the present as on the 
previous occasion the Board would set a firm example, 

Mr FURTH (Assistant Director-General) said, in reply to Sir John Reid1 s inquiry, that as 
Board members would recall and as Mr Grimsson had reported, a Committee of the Executive 
Board had recommended to the Health Assembly in 1985 that Romania1s voting rights should be 
suspended during that session. During the discussion in Committee В of the Health Assembly, 
the Director-General had announced that he had received a communication the previous day from 
the Ambassador of Romania, on behalf of his Government, to the effect that Romania intended 
to send a delegation to WHO in the very near future to discuss ways of settling its arrears 
of contributions； he had understood the visit would take place during the following month or 
so. The Director-General had gone on to say that Romania had once again manifested its 
willingness to cooperate actively with WHO in all its aspects and in particular to support 
developing countries through WHO in improving their health situations. The Director-General 
had reported that the Ambassador had felt that, in view of that information, any suspension 
of Romania1s voting privileges at the Thirty-eighth World Health Assembly would not be in the 
interest of cooperation between that country and WHO. Mr Grimsson had said, in his capacity 
as representative of the Board, that he believed, in the light of the Director-General1 s 
explanation, that a new situation had arisen and that he thought the Board would be prepared 
to change its intentions with regard to Romania. As a result, Romania's voting rights had 
not been suspended. Subsequently to the Health Assembly and up to 13 December 1985, the 
Director-General had sent a series of communications - letters and telexes - to the Minister 
of Foreign Affairs and Minister of Health of Romania, reminding them of his, the 
Director-General's, personal intervention at the Health Assembly and of the outstanding 
financial obligations of Romania. All those communications had remained unanswered. 

Sir John REID said that he found the state of affairs described deplorable and hoped 
that the Board would join him in censuring it. He proposed that arrangements should be made 
for the Government of Romania to be informed of the Board's support for suspension of that 
country1 s voting rights unless some positive payment was received. 

It was so agreed. 

THE CHAIRMAN invited the Rapporteurs to draft a resolution and a decision for 
consideration by the Board at an appropriate time. 

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

6. AMENDMENT TO THE SCALE OF ASSESSMENTS TO BE APPLIED TO THE SECOND YEAR OF THE FINANCIAL 
PERIOD 1986-1987: Item 25 of the Agenda (Documents EB77/34 and EB77/34 Corr.l)1 

Mr FURTH (Assistant Director-General) said that in May 1985, the Thirty-eighth World 
Health Assembly had adopted a scale of assessments for the full financial period 1986-1987. 
That WHO scale had been based on the latest available United Nations scale at that time. 

In December 1985, the United Nations General Assembly had adopted a United Nations scale 
of assessments for the years 1986, 1987 and 1988 containing significant changes as compared 
with the scale which had formed the basis for the present WHO scale. In view of those 
substantial changes in the United Nations scale of assessments and the authority vested in 
the Health Assembly under Financial Regulation 5.3, the Board might wish to recommend to the 
Health Assembly that the scale applicable to the second year of the financial period 
1986-1987, i.e., the year 1987, be so amended. On a similar occasion in the past, the Board 
had recommended, and the Health Assembly had subsequently adopted, a revised WHO scale 
applicable to the second year of the financial period 1980-1981. 

The Board might wish to consider the adoption of a resolution along the lines of that 
contained in documents EB77/34 and EB77/34 Corr.1. 

The resolution was adopted.2 

1 Document EB77/1986/REC/1, Annex 6. 
2 Resolution EB77.R10. 
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7. COMPOSITION OF THE UNITED NATIONS JOINT STAFF PENSION BOARD: Item 28 of the Agenda 
(Document EB77/39) 

Mr FURTH (Assistant Director-General), introducing the item, said that as pointed out in 
paragraph 3 of the Director-General1s report (document EB77/39), the United Nations General 
Assembly, at its last session, had invited the competent organs of the member organizations 
of the Pension Fund, of which WHO was one, to review the size and composition of the Pension 
Board, taking into account, where practicable, the views expressed on the matter in the Fifth 
Committee of the General Assembly, and to submit their conclusions to the General Assembly 
through the United Nations Joint Staff Pension Board. 

Paragraphs 1 and 2 of the Director-General1s report described the functions and present 
composition of the Pension Board; it now consisted of 21 members, of whom one-third were 
elected representatives of the United Nations General Assembly and the corresponding 
governing bodies of the other member organizations, including the World Health Assembly, 
one-third were nominated by the executive heads of the member organizations and one-third 
were the elected representatives of the participants in service (i.e., the staff)• As a 
result of the admission of new member organizations, WHO, a few years previously, had had to 
relinquish one of its three seats, and still had only two seats on the Pension Board, which 
were shared in rotation between the three groups composing the WHO Staff Pension Committee. 

The question of the composition of the United Nations Joint Staff Pension Board had been 
raised for different reasons both in the Pension Board itself and in the Fifth Committee of 
the United Nations General Assembly. Over the years the Pension Board had regularly 
discussed the question of its composition in connection with the reallocation of the seats of 
the member organizations following the admission of new members. As UNIDO was expected to 
join the Pension Fund in 1986, the question of the composition of the Board had again become 
very pertinent. In the course of discussions at the Pension Board the view had repeatedly 
been expressed that the 21-member Pension Board was too small to be truly representative； in 
that connection reference had been made to the fact that in an organization that had only one 
member on the Pension Board, such as ILO, six years elapsed between the end of the term of 
office of the member from one of the three constituent groups and the beginning of the term 
of office of the next member from the same group; and it had been pointed out that such a 
situation had an adverse effect on the representative character of the Pension Board. 

At its most recent discussions on the matter, in July-August 1985, in Montreal (Canada), 
the Pension Board had unanimously supported the principle of the present tripartite 
composition of the Board. Two specific proposals for the enlargement of the Board not only 
provided for equal representation of the three groups, but also envisaged that the largest 
specialized agencies, namely, FAO, WHO, UNESCO and ILO, would have three seats each, divided 
among the three groups making up their respective pension committees. It had also been felt 
that formal provision should be made to permit representatives of pensioners to participate 
in the work of the Pension Board• The views of the United Nations Joint Staff Pension Board 
were contained in paragraphs 4 to 6 of the report and in greater detail in Annex 1. 

In the Fifth Committee of the General Assembly the question of the composition of the 
Board had been taken up primarily because some of the delegations had felt that, since the 
Member States were paying two-thirds of the contributions to the Pension Fund, as compared 
with one-third paid by staff, they should have a more important representation on the Board 
than the present one-third of the seats. One view advanced had been that the representatives 
of the governing bodies of the Fund1 s member organizations might have 50% of the seats, the 
representatives of the executive heads 25% of the seats y and the representatives of the 
participants the remaining 25% of the seats. Alternatively, the Board might consist solely 
of representatives of the executive heads and the participants. A draft resolution, 
circulated in an informal working group of the Fifth Committee, and reproduced in Annex 3 
showed a Pension Board composed only of representatives of the General Assembly and 
corresponding governing bodies of member organizations and representatives appointed by the 
executive heads, but no representatives of the participants. The need for representatives of 
governing bodies other than the United Nations General Assembly had also been questioned. 
The views expressed in the Fifth Committee of the United Nations General Assembly were 
contained in paragraphs 7 to 10 of the report. 

Finally, paragraph 11 of the report contained the preliminary views of the 
Director-General, which the Board might also wish to take into account. The Director-General 
had no particular view on the size of the Board since there were several possible formulas, 
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to develop further their national strategies for health for all by the year 
by producing costed plans for health services and health-related activities; 

(2) to investigate all possible sources of finance, including the redeployment of 
existing resources; 
(3) to ensure that the plans can realistically be contained within the resources 
expected to be available; 

2. REQUESTS the Director-General: 
(1) to continue to study the repercussions of the economic crisis on health after 
the completion of the present provisional report and its review by the Thirty-ninth 
World Health Assembly and to keep the Board informed periodically; 

1 Document EB77/INF.DOC./2 and EB77/INF.DOC./2 Corr.l. 

but he believed that if the number of members of the Board were increased, the present 
tripartite composition of the Board, with equal representation of the three groups, should be 
maintained. Within an enlarged Pension Board, WHO should again have three seats allocated, 
respectively, to the World Health Assembly, the Executive Head and the participants. 
Moreover, he was of the view that the status of the representatives of the retired 
participants should be formally recognized with a view to their being entitled to participate 
fully in the work of the Board. 

Sir John REID said as a member of the WHO Staff Pension Committee appointed by the 
Thirty-eighth World Health Assembly, he had attended the meeting of the United Nations Joint 
Staff Pension Board referred to by Mr Furth. As a result of that experience, and from his 
reading of the report, he suggested that the three crucial points put forward by the 
Director-General should be supported. 

The CHAIRMAN invited the Rapporteurs to draft an appropriate resolution for 
consideration at a later stage. 

(For consideration of the draft resolution, see summary record of the sixteenth meeting, 
section 4.) 

8. GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000: Item 11 of the Agenda (continued) 
Economic dimension; Item 11.2 of the Agenda (Resolutions WHA38.20 and WHA38.21; Documents 
EB77/14, EB77/INF.DOC./1 and EB77/INF.DOC./2 and EB77/INF.DOC./2 Corr.l) (continued from the 
fourteenth meeting, section 1) 

The CHAIRMAN invited the Board to consider the following draft resolution proposed by 
the drafting group: 

The Executive Board, 
Recalling resolution WHA38.20; 
Having considered the report of the Director-General on the repercussions of the 

world economic situation;^ 
Recognizing that the continuing economic crisis facing much of the world today 

makes it more difficult for many countries to achieve the goal of health for all by the 
year 2000; 

Realizing that the Director-General1 s report needs further work before completion, 
including the generation of information by Member States; 

Noting that the subject of the Technical Discussions at the Fortieth World Health 
Assembly will be "Economic strategies to support the strategies for health for all"; 
1. URGES those Member States which have not already done so: 

(1) 
2000 
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(2) to monitor trends in external cooperation for the health sector of developing 
countries from all sources; 

(3) to continue to support countries in their financial planning for health 
through both technical cooperation and the promotion of training. 

Dr DE SOUZA proposed that the fourth preambular paragraph be reworded as follows: 
"Conscious of the interim nature of the Director-General1 s report and the need for generation 
of further information by Member States before submission of a final report;" in order to 
avoid any suggestions that work might not have been done properly, which certainly was not 
the case. 

It was so agreed. 

The resolution, as amended, was adopted.丄 

9. ORGANIZATION OF WORK 

The CHAIRMAN, referring to the items to be considered the following day, suggested, in 
view of the progress which the Board had made with its work, that no meeting be held on 
Saturday, 18 January. 

Sir John REID expressed surprise at the suggestion. The Board could finish its work by 
lunchtime on Saturday without the slightest difficulty, as it had done two years previously. 
There was nothing to be gained by taking a long weekend break, when the programme of work, 
for both 17 and 20 January, was light• Had not the Board helped the Health Assembly to 
organize its work in order to make the best possible use of its time, and should not the 
Board therefore endeavour to set a good example? 

Professor LAFONTAINE suggested that undue haste might be counter-productive； 

notwithstanding members1 understandable concern to return home as soon as possible, some of 
them also had other commitments in Geneva. 

Dr DE SOUZA endorsed Sir John Reid1 s view. With a little effort, the agenda could, he 
believed, be completed oil the Saturday. 

Dr BELLA said that he was inclined to agree with Professor Lafontaine. Board members 
had, of course, come to work, and had indeed worked hard, but they could not leave Geneva 
without seeing certain people elsewhere, particularly staff of their countries1 missions. 
Saturday would be a good day for such meetings and the Board1 s work could be resumed on 
Monday and completed comfortably. 

Sir John REID pointed out that the working hours agreed by the Board at the beginning of 
the session included Saturdays• The workload for the current year was not heavy; in 1987 
the Board would have to consider the proposed programme budget. Would it decide not to work 
on Saturdays then, as well? 

Dr DE SOUZA observed that some members had to attend other meetings at WHO after the 
Board session; therefore the sooner the Board completed its work the better. 

Mr Almar GRÍMSSON added that in view of the Board1s progress, some members of the Ad Hoc 
Committee on Drug Policies had approached the Secretariat with a view to meeting on Monday, 
20 January. If the Board completed its work on Monday morning, the Ad Hoc Committee could 
probably meet in the afternoon. However, he was in complete agreement with Sir John Reid1 s 
views and wondered whether there were any technical problems that would prevent a meeting on 
Saturday. 

Sir John REID suggested that the Board should decide the matter by a vote in its 
customary democratic manner. 

1 Resolution EB77.R11. 
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The CHAIRMAN, after summarizing what remained to be done, and stating that there were no 

technical difficulties about working on Saturday, invited the Board to decide the question by 
a show of hands. 

Dr ТАРА, speaking on a point of order and supported by Sir John REID, proposed that the 
session be closed as soon as the Board had finished its work, be that Saturday or Monday. 

The CHAIRMAN invited the Board to vote on Dr Tapa's proposal by a show of hands. 

The proposal was adopted. 

The meeting rose at 17h20. 



FIFTEENTH MEETING 

Friday, 17 January 1986, at 9h30 

Chairman: Dr G. TADESSE 

1. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM: Item 26 of the Agenda 

General matters; Item 26.1 of the Agenda (Resolution EB59.R8, para. 4(2)； Documents 
EB77/35, EB77/35 Add.l and EB77/35 Add.2) 

Dr PARTOW (Assistant Director-General) said that he would introduce the item by 
highlighting a few selected subjects concerning developments in 1985. 

The Director-General1 s report on collaboration within the United Nations system -
general matters (document EB77/35), provided a summary of some of the main events of 1985. 

A positive example of coordination between WHO and the United Nations in concrete terms 
took place in the area of protection against products harmful to health and the environment. 
The United Nations General Assembly had requested the Secretary-General to prepare and 
regularly update a consolidated list of products whose consumption and/or use had been 
banned, severely restricted or not approved by governments. The work involved entailed close 
inter-secretariat cooperation between the United Nations, UNEP and WHO. For this purpose a 
memorandum of understanding had been signed between the three organizations outlining the 
sharing of responsibilities between them for the production of the consolidated list, taking 
into account their respective competences• WHO1s responsibility lay in providing information 
on pharmaceutical products and in supporting UNEP regarding information on chemical 
products. The Director-General had informed Member States of the arrangement and had 
reminded them of their obligation to transmit to WHO information on national drug regulatory 
decisions in response to a series of resolutions adopted over the years by the Health 
Assembly. 

An important event in 1985 had been the World Conference to Review and Appraise the 
Achievements of the United Nations Decade for Women: Equality, Development and Peace, held 
in Nairobi in July 1985• The Conference, by adopting the Forward-looking Strategies for the 
Advancement of Women, had made an important and positive contribution to the attainment of 
the objectives of the Decade, namely equality, development and peace, and had provided a 
policy framework for advancing the status of women up to the year 2000. The Forward-looking 
Strategies had now to be translated into concrete action by governments, as well as by the 
United Nations system, WHO'S direct involvement in giving effect to the health provisions of 
the Forward-looking Strategies as well as their monitoring was in full consonance with 
health-for-all strategies. 

Another international event in 1985 which had received worldwide attention was the 
celebration of the fortieth anniversary of the United Nations. In the spirit of WHO'S strong 
belief in social development, the Organization had used the occasion to emphasize its pursuit 
of the goal of health for all and to highlight governments1 efforts to implement national 
strategies to reach this goal, as well as their achievements in that endeavour. 

In his further report (document EB77/35 Add.2) the Director-General provided updated 
information on some of the developments described in document EB77/35 and on more recent 
developments arising out of resolutions or decisions adopted by the General Assembly in late 
1985. Reference was again made to the commemoration of the fortieth anniversary of the 
United Nations. The United Nations General Assembly had adopted in that connection an 
important resolution entitled "Review of the efficiency of the administrative and financial 
functioning of the United Nations" (resolution 40/237), in which the General Assembly had 
decided to establish a group of high-level intergovernmental experts to conduct the review. 

一 241 -
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The United Nations General Assembly had also adopted a resolution on coordination in the 

United Nations and the United Nations system which called upon the Secretary-General, after 
consultation with the executive heads of the specialized agencies, to re-examine critically 
and constructively all aspects of coordination within the United Nations and the United 
Nations system and to report to the General Assembly in 1987 (resolution 40/177). 

He then highlighted developments within the United Nations General Assembly on the 
critical economic situation in Africa. In resolution 40/40, the General Assembly had taken 
note of the Declaration on the Economic Situation in Africa as well as the Priority Programme 
for the Economic Recovery of Africa, 1986-1990, which had been adopted by the Assembly of 
Heads of State and Government of the Organization of African Unity, held in Addis Ababa in 
July 1985. The General Assembly had expressed its appreciation for the positive support 
given by the international community in response to the emergency situation. The General 
Assembly had also decided to convene a special session of the General Assembly from 27 to 
31 May 1986 at the ministerial level to consider in depth the critical situation in Africa, 
and to focus oil a comprehensive and integrated approach to the rehabilitation and medium-term 
and long-term development problems and challenges facing African communities, with a view to 
promoting and adopting action-oriented and concerted measures. 

That issue related directly to the Director-General1 s separate report on the critical 
situation in Africa (document EB77/35 Add.l). The Director-General had thought that the 
Board would like to receive an update of the information provided to the Thirty-eighth World 
Health Assembly in May 1985.1 

Owing to relatively favourable rainfalls and extensive aid efforts by the international 
community, the food situation in Africa was currently somewhat better. The most recent 
report issued by the United Nations Office for Emergency Operations indicated that in Africa 
six countries were currently considered to be critically affected by the emergency and its 
continuing consequences, namely, Angola, Botswana, Cape Verde, Ethiopia, Mozambique and 
Sudan. However, the affected populations in those countries accounted for nearly 70% of all 
those who had been in need of external food and non-food assistance in 1984. 

The consequences of the emergency in other areas, especially in the field of health, 
continued to be grave. Severe malnutrition, outbreaks of epidemics and other debilitating 
factors had left much of the population in a precarious state of health, a condition which 
was likely to persist for a long time, until the very causes at the root of the emergency had 
been adequately redressed. There was increasing awareness among all concerned - African 
governments and leaders, bilateral partners and organizations and bodies of the United 
Nations system, and nongovernmental organizations - that concerted efforts were necessary to 
reorient effectively emergency assistance to African countries towards long-term 
development• Special emphasis was required on the building of adequate infrastructures, 
development of a critical mass of trained manpower and strengthening of the managerial 
capabilities of African countries. 

When priorities were identified, there was always the inevitable tendency to emphasize 
the economic aspects of the emergency, with particular, and sometimes exclusive, focus on 
money, finance, debt and trade issues - a trend that gave cause for concern. While there was 
no doubt that economic stability was crucial to development, the social dimensions of 
development, including health, were no less crucial. The Director-General had emphasized 
time and time again that economic development could not take place in a social vacuum or in a 
milieu of weakened and debilitated populations. In that context, it was essential to 
emphasize the importance of health as an integral part of development. 

He wished to underline the role of WHO in ensuring appropriate inputs and contributions 
to the preparation of the Special Session of the General Assembly scheduled to be held in May 
1986. As regards concrete support to countries, there was, at least in the field of health, 
a ready framework of strategies and plans of action for implementation. 

The Board might wish to consider formulating an appropriate resolution reflecting its 
determination to ensure that health received the high priority it deserved within the 
comprehensive and integrated approach to socioeconomic development of Africa. 

1 Document WHA38/1985/REC/1, Annex 5. 
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Dr HAPSARA said that everyone was aware that intersectoral collaboration would play a 

significant role in accelerating national health development to achieve health for all by the 
year 2000. He therefore welcomed the substantial progress already achieved by WHO in 
collaborating with other United Nations agencies. 

He wished to draw particular attention to WHO'S collaboration with UNESCO and ILO. The 
higher levels of academic education, including medicine and nursing, were usually the 
responsibility of ministries of education. Technical assistance was therefore usually 
provided by UNESCO. Similarly, workers1 health was usually the responsibility of ministries 
of labour or manpower, and assistance was provided by ILO. The cooperation of ministries of 
health with those other ministries was very important though sometimes difficult. He urged 
WHO to strengthen its collaboration with UNESCO and ILO in those areas and to keep the 
ministries of health informed to enable them to follow up those questions at the national 
level. 

He asked for further information on collaboration between WHO and the Intergovernmental 
Committee on Science and Technology for Development, the United Nations Research Institute 
for Social Development (UNRISD), the Commission for Social Development of the Economic and 
Social Council, the United Nations Institute for Training and Research (UNITAR), and the 
United Nations University, especially in relation to human and social development and science 
and technology, and their social and ethical implications. His reasons were twofold: (1) 
the global evaluation exercise had indicated that many sectors were interlinked; and (2) the 
activities of those organizations and institutions might have conceptual developments that 
were relevant to WHO. 

Mr FINN (United Nations Volunteers Programme) said that 1986 marked the fourteenth year 
of collaboration between WHO and the United Nations Volunteers Programme (UNV). During that 
time more than 100 United Nations volunteers had served within WHO-executed projects, 
providing some 200 mail-years of health-related technical expertise. Incorporation of that 
UNV expertise into WHO field activities had provided a professional, multifaceted and 
cost-effective tool for health-related development efforts. 

The Programme currently comprised close to 1200 volunteers, nationals of more than 80 
nations, who represented more than 100 professional categories, and who were serving in more 
than 90 countries. Operational level technician volunteers were qualified professionals, 
with on average five years1 professional experience in their fields. 

Some 30 volunteers currently served within WHO-executed projects as, among others, 
medical doctors, sanitary and civil engineers, parasitologists, public health nurses and 
midwives, health educators, medical equipment technicians, and laboratory technicians. 

In addition to covering all geographical regions targeted by United Nations development 
activities, the joint UNV/WHO programmes covered a wide range of sectors. UNV health-care 
professionals were serving in areas such as strengthening of rural water supplies, prevention 
of blindness, health manpower development, provision of technical services and training in 
repair and maintenance of medical equipment, health education, immunization programmes, 
training of laboratory technicians, training of national personnel for maternal and child 
health care and family planning services, technical assistance in environmental health and 
sanitation, and campaigns against malaria. 

The involvement of the Programme in the field of health extended beyond joint WHO/UNV 
activities. Through joint execution with host governments, and with such agencies as UNICEF, 
WFP and the United Nations Department of Technical Co-operation for Development, several 
hundred UNV health-care professionals had provided operational assistance in a variety of 
fields. A current example was the UNV project in one country providing posts for 16 medical 
doctors, three environmental engineers, one nutritionist and one pharmacist. 

In addition, UNV contributed to the improvement of health services in developing 
countries through its large-scale, regional Domestic Development Services (DDS) project 
involving 16 Asian and Pacific countries. The project aimed to strengthen the ability of 
local grass-roots organizations to promote community self-reliance. Experienced DDS field 
workers were channelled into the project to work as UNV DDS volunteers in the participating 
countries. Through the project, the UNV programme was providing on-the-job training in basic 
health care, nutrition and sanitation to nationals of developing countries at the grass-roots 
level. 
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The ability of UNV to recruit, on a worldwide basis, qualified, operational 

professionals to serve on a volunteer basis, made the programme a unique and particularly 
appropriate input for today's development efforts. Additionally, UNV possessed a roster of 
more than 3000 qualified candidates, representing the widest possible spectrum of skills, and 
committed to serve in difficult circumstances. They were at the disposition of WHO and 
cooperating governments, to advance the worthwhile programmes with which the Board was 
concerned. 

Mr PAPULI (United Nations Industrial Development Organization) recalled that, with 
effect from 1 January 1986, UNIDO had formally and officially become a specialized agency of 
the United Nations system. UNIDO1 s Director-General, Mr Domingo Siazon, was determined to 
strengthen and actively pursue interagency cooperation. Important changes in the structure 
of the Organization would take place in the next few months in order to make it more 
effective and better suited to the accomplishment of its institutional task. In that 
context, it was UNIDO1s intention to give new impetus to cooperation with WHO in a spirit of 
mutual trust and respect. UNIDO felt that the most promising and productive approach would 
be to formulate a joint programme of activities with shared technical and financial 
responsibilities in selected well identified and clearly defined areas. It was time to make 
the transition between declarations at policy level and their translation into concrete 
measures. Organizations could no longer afford to go their separate ways in the 
implementation of programmes that were, by their very nature characterized by a high degree 
of complementarity. He assured members that UNIDO was ready and willing to cooperate with 
WHO. 

Dr PARTOW (Assistant Director-General), replying to the questions put by Dr Hapsara, 
said that cooperation between WHO, UNESCO and ILO was good. UNESCO was collaborating in the 
field of health manpower development, and there were a number of joint committees to deal 
with the subject. UNESCO1s cooperation at the 1984 Technical Discussions on "The role of the 
universities in the strategies for health for all", as well as in the follow-up to them, had 
been very valuable. UNESCO was also helping with the preparation of the 1986 Technical 
Discussions on "The role of intersectoral collaboration in national strategies for health for 
all"• Cooperation between the two agencies might perhaps be further strengthened. Note had 
been taken of the point regarding the need to involve ministries of health in efforts to 
increase the effectiveness of their contribution to higher and medical education. 

UNRISD was collaborating in the fields of research and health indicators• Participants 
from WHO regularly attended meetings of the Economic and Social Council and its subsidiary 
organs； the Director-General himself had addressed the Council on a number of occasions. 
UNITAR, too, was collaborating with WHO in the field of research and manpower development. 
He would be able to provide Dr Hapsara with more detailed information if required. 

The CHAIRMAN recalled that it had been suggested that a draft resolution should be 
prepared under agenda item 26.1 on "Health development in Africa", and requested the 
Rapporteurs to undertake that work. 

(For consideration of the draft resolution, see summary record of the seventeenth 
meeting, section 2.) 

Reports of the Joint Inspection Unit： Item 26.2 of the Agenda (Document EB77/36) 

Mrs BRUGGEMANN (Director, Programme for External Coordination) introduced the 
Director-General*s report (document EB77/36), which transmitted, following agreed procedures, 
two formal reports received from the United Nations Joint Inspection Unit. The first report, 
to be found in Annex I, was concerned with "Drug abuse control activities in the United 
Nations system", while Annex II, contained the comments made by the executive heads of the 
agencies concerned, including WHO, on that report. The second report, in Annex III, was 
concerned with "The changing use of computers in organizations of the United Nations system 
in Geneva: management issues". Annex IV, containing the views of the executive heads on the 
latter report, and referred to in paragraph 3.2 of the Director-General1 s report, had not 
become available as previously anticipated. However, the Director-General1s observations on 
the Joint Inspection Unit1 s report on the changing use of computers had been included in his 
report to the Board. The annual report on the activities of the Joint Inspection Unit had 
been transmitted to the Director-General, and any member of the Board who wished to have a 
copy could obtain one on request. 
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Professor LAFONTAINE expressed his regret that the document containing the consolidated 

comments on the report on the changing use of computers was not yet available, since computer 
technology could be very important in medicine, and especially in epidemiology. He hoped 
that the document would become available in due course. 

Decision: The Executive Board, having considered the reports of the Joint Inspection 
Unit on "Drug abuse control activities in the United Nations system" and "The changing 
use of computers in organizations of the United Nations system in Geneva: management 
issues", thanked the Inspectors for their reports and expressed its agreement with the 
Director-Generalfs comments t h e r e o n . 

Report of the International Civil Service Commission: Item 26.3 of the Agenda 
(Document EB77/37) 

Mr MUNTEANU (Director, Division of Personnel and General Services) explained that under 
its Statute the International Civil Service Commission was required to submit an annual 
report to the United Nations General Assembly and under the same Statute the Director-General 
submitted the Commission*s annual report to the Executive Board. The Board now had before it 
the Commission's eleventh annual report. Matters affecting staff entitlements which had 
involved the Commission had been dealt with in a separate document and had been considered by 
the Board under agenda item 22 (Confirmation of amendments to the Staff Rules). 

The Board's attention was drawn to the summary of the Commission's recommendations found 
on pages ix-xiv of its report, which were addressed to the General Assembly or the 
legislative organs of the other participating organizations, as listed in section 3 of that 
document. A number of other items which were not addressed to legislative organs were 
described in the report. The Commission had consulted fully with both the administrations 
and the staff on those subjects. 

Decision: The Executive Board took note of the eleventh annual report of the 
International Civil Service Commission, submitted in accordance with Article 17 of the 
Commission1s Statute.3 

2. WHO ACTIVITIES FOR THE PREVENTION AND CONTROL OF ACQUIRED IMMUNODEFICIENCY SYNDROME 
(REPORT BY THE DIRECTOR-GENERAL): Item 20 of the Agenda (Document EB77/A2) (continued 
from the thirteenth meeting, section 1) 

The CHAIRMAN drew attention to the following draft resolution proposed by the 
Rapporteurs : 

The Executive Board, 

Conscious that acquired immunodeficiency syndrome (AIDS) and other manifestations 
of LAV/HTLV-III infection are becoming a major public health concern in many areas of 
the world and may thereby represent a hindrance to the attainment of health for all by 
the year 2000; 

Recognizing that international alertness and preparedness are urgently required, as 
no country can consider itself immune to infection from LAV/HTLV-III； 

Noting that neither therapeutic agents nor vaccines are currently available for the 
treatment and prevention of AIDS; 

Considering that public health strategies for the control and prevention of AIDS 
are available, should limit the further spread of AIDS, and can be integrated within 
primary health care; 

1. ENDORSES the Director-General‘s report oil WHO activities for the prevention and 
control of AIDS; 

1 Document EB77/36. 
2 Decision EB77(4). 
3 Decision EB77(5). 
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2. NOTES with satisfaction; 

(1) the steps taken by the Director-General to cooperate with Member States in 
this field; 

(2) the assistance of the WHO collaborating centres on AIDS in laboratory, 
epidemiological, clinical, and prevention and control activities regarding 
LAV/HTLV-III; 

3. URGES Member States： 

(1) to maintain vigilance and carry out as necessary public health strategies for 
the prevention and control of AIDS; 

(2) to share information, in all openness, with the Organization and other Member 
States on the incidence of AIDS, the seroprevalence of LAV/HTLV-III, laboratory 
methods, clinical experience, and approaches to prevention and control of 
LAV/HTLV-III infection； 

(3) to call upon the Organization as necessary for support in the prevention and 
control of AIDS and other LAV/HTLV-III infections； 

REQUESTS the Director-General； 

(1) to further develop activities within the WHO programme on AIDS; 

(a) to ensure the exchange of information on LAV/HTLV-III, its epidemiology, 
laboratory and clinical aspects, and prevention and control activities; 

(b) to prepare and distribute guidelines, manuals and educational materials; 

(c) to assess commercially available LAV/HTLV-III antibody test kits, develop 
a simple, inexpensive test for field application, and establish WHO reference 
reagents; 

(d) to cooperate with Member States in the development of national programmes 
for the containment of LAV/HTLV-III infection； 

(e) to advise Member States on the provision of safe blood and blood products； 

(f) to promote research on the development of therapeutic agents and 
vaccines, simian retroviruses, and epidemiological and behavioural aspects of 
LAV/HTLV-III infection； 

(2) to seek, additional funds from extrabudgetary sources for the support of 
national and collective programmes of surveillance and epidemiology, laboratory 
services, clinical support, and prevention and control. 

Dr HYZLER (alternate to Sir John Reid) said that he wondered what was meant by "public 
health strategies for the control and prevention of AIDS" in the fourth preambular 
paragraph. He accordingly proposed the replacement of the words "Considering that public 
health strategies for the control and prevention of AIDS are available, should limit the 
further spread of AIDS.••” by the words "Considering that public information and education 
are at this time the only measures available that can limit the further spread of AIDS". 

Commenting on operative paragraph 2(2), he pointed out that WHO collaborating centres 
were not the only institutes collaborating with WHO in work on AIDS. He therefore proposed 
that the words "and other agencies" should be inserted between the words "WHO collaborating 
centres on AIDS" and the words "in laboratory •••••• 

The amendments were adopted. 

Dr DE SOUZA proposed that operative paragraph 4(1) should contain an additional 
subparagraph (g) reading: ..To coordinate collaborative clinical trials of antiviral and 
other drugs which have been demonstrated in human early phase trials to show efficacy in the 
treatment of AIDS and/or AIDS-related complex". 
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The amendment was adopted. 

Dr ASSAAD (Director, Division of Communicable Diseases) suggested that mention should be 
made, in the fourth preambular paragraph, of blood and blood products as important for 
prevention and control. 

Dr HYZLER (alternate to Sir John Reid) suggested that, in order to meet Dr Assaad's 
point, the words "as well as the provision of safe blood and blood products" should be 
inserted in the fourth preambular paragraph. 

Dr ASSAAD (Director, Division of Communicable Diseases) said that his point would be 
covered if it was understood that "public information and education" included the use of 
sterilized needles and other precautions. 

The resolution, as amended, was adopted.1 

3. PAYMENT OF ASSESSED CONTRIBUTIONS: Item 24 of the Agenda (continued) 

Status of collection of assessed contributions and status of advances to the Working Capital 
Fund: Item 24.1 of the Agenda (Document EB77/32) (continued from the fifteenth meeting, 
section 5) 

The CHAIRMAN drew attention to the following draft resolution proposed by the 
Rapporteurs: 

The Executive Board, 

Having considered the report of the Director-General on the status of collection of 
assessed contributions and of advances to the Working Capital Fund；^ 

Expressing its deep concern at the continuing deterioration in the pattern of 
payment of contributions by Member States; 

1. URGES those Members that are in arrears to pay their outstanding contributions 
before the Thirty-ninth World Health Assembly, to be convened on 5 May 1986； 

2. REQUESTS the Director-General to transmit his report to the Thirty-ninth World 
Health Assembly; 

3. RECOMMENDS to the World Health Assembly the adoption of the following resolution: 

The Thirty-ninth World Health Assembly, 

Noting with concern that as at 31 December 1985: 

(a) the rate of collection of contributions in respect of the effective 
working budget amounted to 90.90%, being the second lowest rate achieved in 
the 10-year period 1976 to 1985； and 

(b) only 83 Members had paid their current year contributions to the 
effective working budget in full, representing the lowest number of such 
Members during that 10-year period, and 48 Members had made no payment 
towards their current year contributions; 

Noting further that 27 Members systematically made no payment towards their 
current year contributions in each of the three years 1983, 1984 and 1985; 

Further noting that, as at 30 September 1985, 43.84% of current year 
contributions for the effective working budget remained unpaid; 

1 Resolution EB77.R12. 
2 Document EB77/1986/REC/1, Annex 7. 
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1. EXPRESSES concern at the deteriorating trend in the payment of contributions 
over the 10-year period 1976 to 1985; 

2. CALLS THE ATTENTION of Members to the importance of paying their contributions 
as early as possible in the year to which they relate; 

3. REQUESTS Members that have not yet done so to provide in their national 
budgets for the payment to the World Health Organization of their contributions 
when due, in accordance with Financial Regulation 5.6, which provides that 
instalments of contributions and advances shall be considered as due and payable in 
full by the first day of the year to which they relate; 

4. URGES Members that systematically make a practice of late payment of 
contributions to take whatever steps may be necessary to ensure earlier payment； 

5. REQUESTS the Director-General to draw the contents of this resolution to the 
attention of all Members. 

The resolution was adopted.工 

Members in arrears in the payment of their contributions to an extent which may invoke 
Article 7 of the Constitution： Item 24.2 of the Agenda (Document EB77/33) (continued from 
the fifteenth meeting, section 5) 

The CHAIRMAN drew attention to the following draft decision proposed by the Rapporteurs: 

The Executive Board, having noted with concern the report of the Director-General 
on Members in arrears in the payment of their contributions to an extent which may 
invoke Article 7 of the Constitution, requested the Director-General to continue his 
contacts with these Members, and to submit his findings to the committee of the 
Executive Board which is to consider certain financial matters prior to the Thirty-ninth 
World Health Assembly. That Committee would then make recommendations to the Health 
Assembly on behalf of the Board, taking account of the discussions in the Board. 

and to the following draft resolution concerning Romania proposed by the Rapporteurs : 

The Executive Board, 

Having considered the report of the Director-General on Members in arrears in the 
payment of their contributions to an extent which may invoke Article 7 of the 
Constitution; 

Noting that, unless payment is received from Romania before the Thirty-ninth World 
Health Assembly, to be convened on 5 May 1986, it will be necessary for the Assembly to 
consider, in accordance with Article 7 of the Constitution and the provisions of 
paragraph 2 of resolution WHA8.13, whether or not that Member1 s right to vote should be 
suspended at the Thirty-ninth World Health Assembly; 

Recalling that resolution WHA16.20 requests the Executive Board "to make specific 
recommendations, with the reasons therefor, to the Health Assembly with regard to any 
Members in arrears in the payment of contributions to the Organization to an extent 
which would invoke the provisions of Article 7 of the Constitution"； 

Noting that Romania's indebtedness includes arrears of contributions dating as far 
back as 1981; 

Recalling that the Committee of the Executive Board to Consider Certain Financial 
Matters prior to the Thirty-eighth World Health Assembly recommended the suspension of 
the voting rights of Romania at the Thirty-eighth World Health Assembly; 

1 Resolution EB77.R13. 
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Recalling the Director-General1 s statement made at the Thirty-eighth World Health 

Assembly that he had received a communication from a representative of the Government of 
Romania to the effect that Romania intended in the very near future to send a delegation 
to WHO in order to discuss the modalities for settling its arrears of contributions; 

Noting further that, to this date, 110 such delegation has been sent to WHO and 
communications from the Director-General to the Government of Romania recalling that 
Member 1 s obligation have remained unanswered； 

Expressing the hope that Romania will arrange for payment of its arrears before the 
Thirty-ninth World Health Assembly, so that the provisions Qf Article 7 of the 
Constitution need not be invoked by the Health Assembly; 

1. URGES Romania to settle its indebtedness before the opening of the Thirty-ninth 
World Health Assembly, thus making it unnecessary for the Thirty-ninth World Health 
Assembly to consider, in accordance with Article 7 of the Constitution, whether or not 
Romania1 s right to vote should be suspended; 

2. REQUESTS the Director-General to communicate this resolution to Romania and to 
continue his efforts to obtain payment of its arrears; 

3. RECOMMENDS to the Thirty-ninth World Health Assembly that, should Romania still be 
in arrears in the payment of its financial contributions to the Organization in an 
amount which equals or exceeds the amount of contributions due from it for the preceding 
two full years at the time of opening of the Thirty-ninth World Health Assembly, the 
right to vote of Romania should be suspended during that session of the Health Assembly. 

Professor MENCHACA said that, since Romania had indicated its willingness to send a 
delegation to headquarters to discuss the payments of its arrears, the words "RECOMMENDS to 
the Thirty-ninth World Health Assembly that, should Romania still be in arrears in the 
payment of its financial contributions to the Organization ... at the time of opening of the 
Thirty-ninth World Health Assembly" in operative paragraph 3 of the draft resolution were 
inappropriate. He suggested that words to the effect that "if, at the time of opening of the 
Thirty-ninth World Health Assembly, Romania is still in arrears or has not sent a delegation 
with an explanation satisfactory to the Organization" should be used instead. That would 
give Romania two alternative courses of action up to the time of the Thirty-ninth World 
Health Assembly - either to pay its arrears or to send a delegation with a satisfactory 
explanation. 

Sir John REID said that he had proposed that the action requested in the draft 
resolution should be taken because of the deplorable behaviour of the Romanian Government. 
The latter had made promises which it had not kept and had shown a complete lack of good 
faith. The arrears dated back for five years and a specific penalty had therefore become 
necessary. As a Member State, Romania had a high moral obligation. The Organization had 
paid for the representative of that country to attend the Health Assembly and would do so 
again in relation to a European regional meeting which was shortly to be held in Iceland, and 
it was unreasonable that the country should pay nothing. The Organization had a duty to 
poorer countries than Romania which had paid their contributions. 

He would therefore prefer operative paragraph 3 to remain as it stood, but if any 
amendments were proposed, the Board could consider them. 

Professor MENCHACA said that his suggestion did not change the spirit of the resolution 
but merely kept the matter open so that the Director-General and his staff could discuss it 
with the country between now and the opening of the Health Assembly. 

Dr DE SOUZA, noting that Romania's promise to send a delegation to discuss payment had 
not been kept, asked whether the Secretariat could repeat its statement about earlier efforts 
to elicit a response from the country. He supported the draft resolution and did not think 
that it should be amended. 

Dr LARIVIÈRE (alternate to Dr Law) said that, as drafted, operative paragraph 3 served 
due notice to Romania that it had until the opening of the Health Assembly to satisfy the 
requirements of the Organization in whatever way might be considered reasonable by the 
Director-General. There were many ways whereby arrangements could be made to satisfy those 
requirements: posturing was not one of them. 
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The DIRECTOR-GENERAL said that he had always tried to avoid a situation such as the 

present one by urging Member States concerned to make some kind of effort in the payment of 
their arrears of contributions, so that Article 7 of the Constitution would not have to be 
applied. He thought that the draft resolution opened up possibilities of coming to a 
reasonable arrangement with the Government of Romania. 

In response to Dr de Souza* s request, he read out Mr Furth* s reply to Sir John Reid*s 
question which would be found in the summary record of the fifteenth meeting and which 
summarized the position and indicated that all communications had so far remained 
unanswered.1 He believed that the draft resolution before the Board, with or without the 
amendments proposed by some Board members, would add strength to his continuing interventions 
with the Government of Romania. He was convinced that Romania had an important contribution 
to make to WHO and that it was worth making efforts to avoid the suspension of its voting 
rights at the Health Assembly. 

Professor MENCHACA agreed that in principle it would be better to try to avoid 
application of Article 7, as that would be painful for everyone. In order to try and reach a 
consensus, he proposed that operative paragraph 2 should be clarified, since it might be 
taken to mean that the Director-General was requested to continue his efforts to obtain 
payment of all Romania's arrears； the country was obviously unable to make such a payment, 
and perhaps did not even have the funds to send a delegation. He therefore suggested that, 
after the words "continue his efforts" in operative paragraph 2, the words "to achieve an 
arrangement for payment which might lead to the elimination of its arrears" should be 
inserted. 

/ 
Dr GARCIA BATES said that she was also opposed to the application of such a penalty to 

any country and was therefore also opposed to such a cold-hearted draft resolution. She felt 
that the Director-General1 s remarks as to Romania's contribution to WHO should be reflected 
in the preamble, which might also indicate how distasteful it was to the Organization to have 
to take such a decision. She found it difficult to believe that Romania was not interested 
in playing its part in WHO and preserving its right to vote. What would happen if a country 
was really unable to pay its contributions? 

Dr ТАРА supported the wording of operative paragraph 3. It was a conditional 
recommendation to the Health Assembly and was fair. It still gave Romania a chance to pay 
its arrears before that date. He could accept Professor Menchaca 1s proposed amendment to 
operative paragraph 2. 

Professor FORGACS supported Professor Menchaca 1s proposal. 

Dr MOLTO agreed that it was painful to adopt a resolution such as the one under 
consideration. He supported Professor Menchaca 1s proposal with regard to operative 
paragraph 2, but was afraid that that paragraph would then be incompatible with operative 
paragraph 3, which stated clearly that, if Romania was in arrears in an amount equalling or 
exceeding the contributions due from it for the preceding two full years, its right to vote 
would be suspended. Experience showed that the payment of such large amounts as those needed 
to avoid such suspension usually required a fairly long period of time, while operative 
paragraph 3 gave Romania only until the Thirty-ninth World Health Assembly. 

Dr GARCIA BATES said that she was not entirely in agreement with Dr Tapa 1s view that the 
resolution was fair. Fairness meant giving more to those who had least. It would, perhaps, 
be better to call it an expression of solidarity. 

Mr Almar GRÍMSS0N agreed with Dr García Bates that the resolution was a cold-hearted 
one, but it was deploring deplorable behaviour. He therefore supported the draft resolution, 
and especially operative paragraph 3. 

Sir John REID pointed out. that countries were assessed, and rightly so, according to 
their ability to pay. It was not acceptable that one country - and not one of the poorest -
should be in arrears since 1981. 

He could accept Professor Menchaca's proposal to amend operative paragraph 2 as perhaps 
it might have the desired effect, but paragraph 3 was conditional. If paragraph 2 produced 
results, paragraph 3 would not need to be applied. 

1 See p. 236. 
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The DIRECTOR-GENERAL said that he did not wish to influence the Board in any way in 

reaching its final decision but there was the possibility that he might show the records of 
the Board1 s debate to the Romanian Government and express the Board 1s concern in the hope, 
and some conviction, that it would produce the desired result. If that failed, then, as had 
happened in 1985, the Committee of the Executive Board to Consider Certain Financial Matters 
prior to the Health Assembly would make a recommendation to the Thirty-ninth World Health 
Assembly to act in accordance with operative paragraph 3 of the draft resolution. 

Sir John REID said that he could accept Professor Menchaca 1s amendment and proposed that 
the Board should vote on the resolution as thus amended. 

Professor MENCHACA confirmed his amendment to paragraph 2. The Director-General 1s 
comment was most useful, and he therefore suggested that the summary record of the meeting 
should be sent with the resolution so as to show what the concerns of the Board had been, 
faced by a situation in which a penalty might have to be imposed that nobody wanted to apply 
to any country. 

Dr GARCÍA BATES supported that suggestion. 

Dr MOLTO said that he was still worried about the incompatibility of operative 
paragraph 2, as amended by Professor Menchaca, with operative paragraph 3. If Romania came 
to an arrangement with the Director-General and had paid, say, US¿ 300 000 or $ 400 000 by 
the time of the Thirty-ninth World Health Assembly, and had agreed to bring its payments up 
to date over the next three or four years, it would still, according to the table in document 
EB77/33, Annex 1, owe an amount larger than the amount of contributions due from it for the 
preceding two full years and it would appear, therefore, that it would still lose its right 
to vote. Perhaps the Secretariat could say whether his interpretation of operative 
paragraph 3 was correct. 

Professor RUDOWSKI supported the amendment suggested by Professor Menchaca to the second 
operative paragraph, 

Mr FURTH (Assistant Director-General) believed that Dr Molto 1s interpretation of 
operative paragraph 3 of the draft resolution was correct. If the country were still in 
arrears for two years, i.e., if it had paid in respect of previous years but the 1984 and 
1985 contributions still remained unpaid, its voting rights would be suspended. If, however, 
the Director-General were to arrive at an arrangement with the country concerned, which could 
only be considered as a proposed arrangement since it was the prerogative of the Health 
Assembly to take a decision thereon, a new factual situation would arise which the Health 
Assembly would have to consider at the same time as the recommendation of the Executive 
Board. There was thus no incompatibility between operative paragraph 2 as amended by 
Professor Menchaca and operative paragraph 3. 

Dr JAKAB (alternate to Professor Forgács) also agreed with the suggestion made by 
Professor Menchaca and the Director-General to transmit the summary records of the 
discussions to the Government of Romania. She believed that it would be better not to have a 
resolution at the present stage. 

The CHAIRMAN noted that there seemed to be general agreement that the amendment proposed 
by Professor Menchaca to operative paragraph 2 should be accepted. 

The resolution, as amended, was adopted by 18 votes to none with three abstentions.丄 

The CHAIRMAN invited comments on the draft decision proposed by the Rapporteurs. 

The decision was adopted.2 

The DIRECTOR-GENERAL requested the Board, in the interests of Romania and the 
Organization, to authorize him to negotiate with the Government of Romania in the coming 
weeks and to report to the Committee of the Executive Board to Consider Certain Financial 
Matters, which would meet prior to the Thirty-ninth World Health Assembly, on the outcome of 

1 Resolution EB77.R14. 
2 Decision EB77(6). 
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his negotiations. In case a reasonably satisfactory solution could be found, that Committee 
would then have the authority to quash any previous decision by the Board. 

Professor MENCHACA entirely agreed with the sound suggestion made by the 
Director-General. 

Dr GALICIA DE NUNEZ also commended that suggestion, 
been adopted at the outset. 

Mr Almar GRÍMSSON supported the proposal. It would 
four representatives to the Health Assembly authority to 
any possible new elements in the situation. 

which she considered should have 

be desirable to give the Board's 
discuss the matter in the light of 

Dr GARCIA BATES and Dr JAKAB (alternate to Professor Forgács) also gave their full 
support to the suggestion. 

The CHAIRMAN noted that the Director-General1 s proposal had been accepted by the Board. 

4. COMPOSITION OF THE UNITED NATIONS JOINT STAFF PENSION BOARD： Item 28 of the Agenda 
(Document EB77/39) (continued from the fifteenth meeting, section 7) 

The CHAIRMAN drew attention to a draft resolution prepared by the Rapporteurs and 
reading as follows : 

The Executive Board, 

Having considered the report of the Director-General on the composition of the 
United Nations Joint Staff Pension Board, including the summarized views expressed on 
the subject at the thirty-fourth session of the United Nations Joint Staff Pension Board 
and in the Fifth Committee of the United Nations General Assembly at its fortieth 
session; 

Noting that by resolution 40/245 the United Nations General Assembly invited the 
competent organs of the member organizations of the United Nations Joint Staff Pension 
Fund to review the size and composition of the United Nations Joint Staff Pension Board, 
taking into account, where practicable, the views expressed in the Fifth Committee at 
the fortieth session, and to submit their conclusions to the General Assembly, through 
the Pension Board, in time to enable the Assembly to take a decision on the matter not 
later than at its forty-second session; 

REQUESTS the Director-General to transmit to the United Nations General Assembly, 
through the United Nations Joint Staff Pension Board, the following views of the 
Executive Board: 

(1) the present tripartite composition of the United Nations Joint Staff Pension 
Board, with equal representation of the three groups, should be preserved; 

(2) on an enlarged Pension Board, in accordance with the principle of equal 
representation of the three groups of which the Board is composed, the World Health 
Organization should have three seats, allocated respectively to the World Health 
Assembly, the Director-General, and the participants; 

(3) formal recognition should be given to the status of the representatives of 
retired participants with a view to their being entitled to participate fully in 
the work of the Pension Board. 

The resolution was adopted.1 

1 Resolution EB77.R13. 
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5. GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000： Item 11 of the Agenda (continued) 

Political dimension： Item 11.5 of the Agenda (Document EB77/17^) (continued from the ninth 
meeting, section 1) 

Dr ТАРА, Chairman of the working group on the political dimension of the Global Strategy 
for Health for All, informed the Board that the working group, together with some members of 
the Board interested in the subject of the political dimension and the Secretariat, had met 
on 15 and 16 January 1986 to consider in what form the substance of the Board's discussion on 
that important and sensitive subject should be transmitted to the Thirty-ninth World Health 
Assembly. 

He was happy to report that those difficult deliberations had taken place in a spirit of 
compromise, and that the working group had agreed, by consensus, on a draft decision, reading 
as follows; 

The Executive Board, having discussed the political dimension of the Global 
Strategy for Health for All by the Year 2000 in the presence of the President of the 
Thirty-eighth World Health Assembly, decided to request its representatives to the 
Thirty-ninth World Health Assembly to reflect the Board1s discussion in their report to 
that Assembly by drawing its attention to the Director-General1 s discussion paper,1 to 
the summary record of the Board's discussion and to the Director-General1s response to 
the debate, all of which will be published in the records of the Board's proceedings. 

He stressed the precious and fragile nature of consensus, which could never be taken for 
granted, but should be carefully nurtured. The Director-General had referred to consensus in 
paragraph 38 of the the discussion paper and it had also been mentioned by several members of 
the Board in their contributions to the discussions on the political dimension. The working 
group had succeeded, after very considerable endeavours, in arriving at such a consensus, and 
he therefore hoped that the Executive Board would find it possible to accept the draft 
decision also by consensus. 

The decision was adopted.2 

6. COLLABORATION WITH NONGOVERNMENTAL ORGANIZATIONS： Item 27 of the Agenda 

Review of the Working Principles Governing the Admission of Nongovernmental Organizations 
into Official Relations with WHO： Item 27.1 of the Agenda (Resolution EB75.R13； Document 
EB77/38) 

Applications of nongovernmental organizations for admission into official relations with 
W H O： I t e m 27.2 of the Agenda (Document EB77/38) 

Review of nongovernmental organizations in official relations with WHO： Item 27.3 of the 
Agenda (Document EB77/38) 

Dr Sung Woo LEE, as a member of the Standing Committee on Nongovernmental Organizations, 
presented its report on behalf of its Chairman, Dr Grech, who had been called away from the 
session. The report of the Standing Committee (document EB77/38), covered the three 
sub-items relating to collaboration with nongovernmental organizations. 

The Standing Committee had dealt with new applications from 11 nongovernmental 
organizations for admission into official relations with WHO, and details of those 
applications had been made available to Board members at an earlier stage (documents 
EB77/NGO/1-11). The Committee had noted that collaboration between WHO and nongovernmental 
organizations had strengthened over the past few years, and the fact that 11 such 
organizations were applying for official relations that year, as compared with an average of 
between five and eight in previous years, had been seen as a sign of intensified 
collaboration. 

1 Document EB77/1986/REC/1, Annex 10. 
2 Decision EB77(7). 
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On the basis of the information contained in the 11 submissions, which had been 

supplemented by the Secretariat during the discussion, the Standing Committee had decided to 
recommend to the Board that the 11 organizations concerned be admitted into official 
relations with WHO. Paragraph 6 of the report referred to the salient facts leading to that 
recommendation for each of them, and listed them by name, as follows: International 
Organization of Consumers Unions, International Association of Lions Clubs, International 
Association for Maternal and Neonatal Health, Council of Directors of Institutes of Tropical 
Medicine in Europe, International Clearinghouse for Birth Defects Monitoring Systems, 
International Commission for the Prevention of Alcoholism and Drug Dependency, Helen Keller 
International, Inc., World Blind Union, National Council for International Health (USA), 
World Hypertension League and International Federation of Hydrotherapy and Climatotherapy. 

The Standing Committee had then considered item 27.1 (Review of the Working Principles 
Governing the Admission of Nongovernmental Organizations into Official Relations with WHO). 
It would be recalled that that review had been requested by the Board in resolution EB75.R13, 
in order to orient the Working Principles to present and future needs for the implementation 
of health-for-all strategies. That need had been further stressed in resolution WHA38.31, 
adopted by the Health Assembly in 1985 as a result of the Technical Discussions on 
"Collaboration with nongovernmental organizations in implementing the Global Strategy for 
Health for All". That resolution had given strong impetus to the joint efforts of 
international, regional and national nongovernmental organizations, governments and WHO. For 
the reorientation of the Working Principles a new version (document EB77/NGO/WP/1), which 
Board members had received some time previously, was before the Standing Committee. As a 
result of the Committee 1s discussions, a revised version was now presented to the Board in 
the Annex to the report. 

After careful analysis, the Standing Committee had decided to recommend to the Board 
that it endorse the revised text, and agree to an immediate one-year trial application of the 
revised Working Principles at the global level, the results of which would then be presented 
to the Board in January 1987. 

With regard to section 5 of those Working Principles, which concerned relations with 
nongovernmental organizations at the regional and national levels, the Standing Committee had 
decided to recommend to the Board that it should request the regional committees at their 
1986 sessions to consider the general principles of that section, and, if required, expand 
them into more detailed principles for establishing relations with regional and national 
nongovernmental organizations. Their views would then also be reported back to the Board in 
January 1987. It would then remain for the Board at that time to finalize its 
recommendations with regard to the Working Principles and submit them to the Fortieth World 
Health Assembly. 

With regard to item 27.3 (Review of nongovernmental organizations in official relations 
with WHO), the Standing Committee had appreciated the positive effect which the review 
process had on increasing the dialogue between nongovernmental organizations and WHO, quite 
apart from the information for evaluation purposes which it generated for the Board. The 
Committee had noted that, in general, valuable collaboration had been maintained or 
developed, and it had decided to recommend to the Board that official relations should be 
continued with the 52 organizations reviewed.1 

With regard to the three nongovernmental organizations which had not replied to the 
request to provide information for the review, to which reference was made in paragraph 14 of 
the report, it had been agreed that, since there had been some exchange of information in 
recent years, further efforts should be made by the Secretariat and the organizations 
concerned during the coming year to develop joint activities. The Committee therefore 
recommended that progress in those cases should be reviewed by the Board in January 1987, and 
that, in the meantime, official relations should be continued. 

The Standing Committee had recommended to the Board, for its consideration, a draft 
resolution, set out in paragraph 17, regarding the 11 applications for admission. It had 
also recommended for the Board's consideration a draft decision, contained in paragraph 18, 

1 Document EB77/1986/REC/1, Annex 11. 
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relating to the review of the Working Principles and the review of relations with 
nongovernmental organizations. 

The resolution was adopted.工 

The decision was adopted.2 

The meeting rose at llh50. 

1 Resolution EB77.R16. 
2 Decision EB77(8). 



SEVENTEENTH MEETING 

Friday, 17 January 1986, at 15h30 

Chairman: Dr G. TADESSE 

The meeting was held in private from 15h30 to 18h00 when it resumed in public session. 

1. AWARDS: Item 29 of the Agenda 

At the invitation of the CHAIRMAN, Dr Sung Woo LEE, Rapporteur, read out the following 
decisions adopted by the Board in private session: 

Darling Foundation Prize (report of the Darling Foundation Committee): Item 29.1 of the 
Agenda 

Decision: The Executive Board, after considering the report of the Darling Foundation 
Committee, awarded the sixteenth Prize to Professor R. H. Black and the seventeenth 
Prize to Professor D. F. Clyde for their outstanding contributions in the field of 
epidemiology, therapy and control of malaria in different parts of the world. It 
endorsed the Foundation Committee1 s recommendation that, in accordance with Article 8 
the Regulations of the Foundation, the prizes be presented during a plenary meeting of 
the Thirty-ninth World Health Assembly in May 1986; should a recipient be unable to 
attend the award ceremony in person, the prize would be presented to a person 
representing him.l 

Léon Bernard Foundation Prize (report of the Léon Bernard Foundation Committee): Item 29.2 
of the Agenda 

Decision: The Executive Board, after considering the report of the Léon Bernard 
Foundation Committee, awarded the Léon Bernard Foundation Prize for 1986 to 
Professor Olikoye Ransome-Kuti for his outstanding service in the field of social 
medicine.2 

Dr A. T• Shousha Foundation Prize and Fellowship (report of the Dr A. T. Shousha Foundation 
Committee): Item 29,3 of the Agenda 

Decision: The Executive Board, after considering the report of the Dr A. T• Shousha 
Foundation Committee, awarded the Dr A. T• Shousha Foundation Prize for 1986 to 
Dr Mohamed Labib Ibrahim Hassan for his most significant contribution to public health 
in the geographical area in which Dr A. T. Shousha served the World Health 
Organization.^ 

Jacques Parisot Foundation Fellowship (report of the Jacques Parisot Foundation Committee): 
Item 29.4 of the Agenda 

Decision: The Executive Board, after considering the report of the Jacques Parisot 
Foundation Committee, awarded the Jacques Parisot Foundation Fellowship to 
Dr Pamela Mary Enderby.^ 

1 Decision EB77(9). 
2 Decision EB77(10). 
3 Decision EB77(11). 
4 Decision EB77(12). 
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Sasakawa Health Prize (report of the Sasakawa Health Prize Committee): Item 29.5 of the 
Agenda 

Decision: The Executive Board, after considering the report of the Sasakawa Health 
Prize Committee, awarded the Sasakawa Health Prize for 1986 jointly to the Ayadaw 
Township People's Health Plan Committee, Burma, Dr Lucille Teasdale Corti and 
Dr Pietro Corti, and Dr Amorn Nondasuta for their innovative work in health 
development. Of the total sum of USÍ 100 000 available for the Prize, the Board decided 
that the Ayadaw Township People's Health Plan Committee should receive US$ 40 000, 
Dr Lucille Teasdale Corti and Dr Pietro Corti US$ 30 000, and Dr Amorn Nondasuta 
US$ 30 000. 1 

2. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM: Item 26 of the Agenda (continued) 

General matters: Item 26.1 of the Agenda (Resolution EB59.R8, para. 4(2)； Documents 
EB77/35, EB77/35 Add.1 and EB77/35 Add.2) (continued from the sixteenth meeting, section 1) 

The CHAIRMAN invited the Board to consider the following draft resolution prepared by 
the Rapporteurs entitled "Health and development in Africa": 

The Executive Board, 

Bearing in mind its discussions on the economic dimension of the Global Strategy 
for Health for All, and in particular on the critical situation in Africa; 

Recalling the Declaration on the Economic Situation in Africa and the Priority 
Programme for the Economic Recovery of Africa 1986-1990, which were adopted at the 
twenty-first session of the Assembly of Heads of State and Government of the 
Organization of African Unity held in Addis Ababa in July 1985； 

Welcoming the decision of the United Nations General Assembly, in resolution 40/40, 
to convene a special session of the General Assembly at the ministerial level from 27 to 
31 May 1986 to consider in depth the critical economic situation in Africa and to focus, 
in a comprehensive and integrated manner, on the rehabilitation and medium-term and 
long-term development problems and challenges facing African countries with a view to 
promoting and adopting action-oriented and concerted measures; 

Recalling the statement in the Declaration of Alma-Ata that the promotion and 
protection of the health of the people is essential to sustained economic and social 
development and contributes to a better quality of health and to world peace; 

Recalling also the affirmation in the Global Strategy for Health for All that the 
improvement of health not only results from genuine socioeconomic development as 
distinct from mere economic growth, but is also an essential investment in such 
development, and that the Strategy will be based on the mutual reinforcement of health 
development policy and socioeconomic development policy； 

Noting that the United Nations General Assembly, in its resolution 34/58 on health 
as an integral part of development, endorsed the Declaration of Alma-Ata, and in 
particular the view that primary health care constitutes the key to the ultimate 
achievement of a healthful society, especially when it is incorporated into the 
development process, particularly in developing countries, and appealed to Member States 
to carry out the actions called for in the Declaration of Alma-Ata; 

Noting further resolution 36/43 of the United Nations General Assembly, in which it 
recognized that the implementation of the Global Strategy for Health for All will 
constitute a valuable contribution to the improvement of overall socioeconomic 
conditions, endorsed the Strategy as a major contribution of Member States to the 
attainment of the world-wide social goal of health for all by the year 2000 and to the 
fulfilment of the International Development Strategy for the Third United Nations 
Development Decade, and urged all Member States to ensure its implementation as part of 
their multisectoral efforts to implement the provisions of the International Development 
Strategy; 

1

 Decision EB77(13). 
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1. CONSIDERS it essential that full account be taken of the health aspects of 
development in Africa at the special session of the United Nations General Assembly in 
May 1986, in accordance with the Declaration of Alma-Ata and the Global Strategy for 
Health for All; 

2. REQUESTS the Director-General: 

(1) to transmit this resolution to the Organization of African Unity and the 
Secretary-General of the United Nations； 

(2) to submit together with the resolution a concise document on health and 
development in Africa so that it can be taken into account in the preparation for 
and discussions of the special session of the United Nations General Assembly in 
May 1986； 

(3) to report on the outcome of the special session of the United Nations General 
Assembly to the Executive Board at its seventy-ninth session in January 1987. 

The resolution was adopted.丄 

3. APPOINTMENT OF THE COMMITTEE OF THE EXECUTIVE BOARD TO CONSIDER CERTAIN FINANCIAL 
MATTERS PRIOR TO THE HEALTH ASSEMBLY: Item 30 of the Agenda (Document EB77/40) 

Mr FURTH (Assistant Director-General) pointed out that Article 34 of the Constitution 
and Article 12.9 of the Financial Regulations required that the Board receive, review and 
transmit, with any comments deemed necessary, to the Health Assembly the final accounts of 
the Organization for the preceding financial period and the External Auditor1 s reports 
thereon. As the latter would only be finalized in March of the current year, and the Board 
did not normally meet again prior to the Health Assembly, past practice had been for the 
Board to comply with those statutory requirements by designating a committee of four members 
to consider and review them on behalf of the Board immediately prior to the main meeting of 
the Health Assembly, and to report thereon to the Health Assembly. In the past, the 
committee had been composed of the four representatives of the Executive Board at the Health 
Assembly, one of whom was, of course, the Chairman of the Board. Should the Board wish to 
continue that practice, a draft resolution which was to be found in paragraph 4 of document 
EB77/40 could be completed by simply including in operative paragraph 1 the names of the four 
members. The suggested resolution also included a provision for replacement of any of the 
designated members who were unable to serve. 

Finally, he recalled that any member of the Board who wished to do so could attend the 
meeting of the committee as an observer at his own expense. 

The CHAIRMAN drew the Board's attention to the draft resolution contained in paragraph 4 
of document EB77/40. As indicated by Mr Furth, the text would be completed as appropriate 
before its adoption by the Board. 

In response to a question by Professor LAFONTAINE, the CHAIRMAN suggested that the 
Committee of the Executive Board to consider certain financial matters prior to the World 
Health Assembly comprise Dr A. E. Adou, Dr D. N. Regmi, Dr G. Tadesse and Dr S. Тара. 

It was so agreed. 

The CHAIRMAN asked whether the Board agreed with the proposed resolution appearing in 
paragraph 4 of document EB77/40, duly completed with the names of the members of the 
Commmittee. 

The resolution, thus completed, was adopted.2 

1 Resolution EB77.R17. 
2 Resolution EB77.R18. 
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4. PROVISIONAL AGENDA FOR AND DURATION OF THE THIRTY-NINTH WORLD HEALTH ASSEMBLY: Item 31 

of the Agenda (Documents EB77/41 and EB77/INF.DOC./6) 

Dr LAMBO (Deputy Director-General) said that, in accordance with Rule 4 of the Rules of 
Procedure of the Health Assembly, the Director-General had submitted, in document EB77/41, 
proposals for the provisional agenda of the Thirty-ninth World Health Assembly. The 
resolutions and decisions taken by the Executive Board at its present session would be 
reflected in the provisional agenda, as presented in document EB77/41, by adding appropriate 
references under the relevant agenda items. Under Committee A, sub-item 20.7, "Political 
dimension", would be deleted. 

He referred to the recommendation of a previous session of the Executive Board that the 
Board, at its January session, when considering the provisional agenda of the following 
Health Assembly, and on the basis of suggestions by the Director-General, should decide on 
issues it wished to see highlighted in the debate in plenary on the reports of the 
Director-General and of the Executive Board. 

The Director-General had suggested that special attention be given by delegates 
addressing the plenary to the target of health for all through national action programmes for 
primary health care. If the Board were to agree to that suggestion, the Director-General 
would transmit it to the Member States in his letter of convocation and would invite 
delegations to focus on this issue in their statements in plenary at the forthcoming World 
Health Assembly. 

With regard to the duration of the Thirty-ninth World Health Assembly, he recalled that 
at its seventy-sixth session in May 1985, the Executive Board had decided that the 
Thirty-ninth World Health Assembly should be held in the Palais des Nations, Geneva, opening 
on Monday, 5 May 1986 at noon. In resolution WHA36.16, the Thirty-sixth World Health 
Assembly, having considered the recommendations of the seventy-first session of the Executive 
Board on the method of work and duration of the Health Assembly, had decided to limit the 
duration of the Health Assembly to two weeks in even-numbered years. Therefore, he suggested 
that the Board might consider fixing the closing session of the Thirty-ninth World Health 
Assembly on Friday, 16 May 1986 at the latest. 

Document EB77/INF.DOC./6 contained a draft preliminary daily timetable for the 
Thirty-ninth World Health Assembly. He recalled that resolution WHA32.36 requested the 
Executive Board to fix a preliminary daily timetable for the Health Assembly's consideration 
of its agenda• 

Professor RUDOWSKI said that he had represented his country in the World Health Assembly 
for more than 16 years and recalled in particular that the Health Assembly in 1980 had 
requested progress reports on the programme of action on workersf health and its 
implementation. It had also called for recommendations concerning the integration of 
occupational health in primary health care and the role of ministries in the field of 
occupational health. It was high time, after six years, to present a progress report on the 
matter to the forthcoming World Health Assembly in May 1986. 

Perhaps the reason why many ministries of health in developing countries had not given 
enough attention to workers' health was the fact that their role had not been completely 
clarified, particularly in relation to other governmental agencies, for example, ministries 
of labour. In the meantime, workers' health problems were probably increasing in magnitude. 
In some sectors where health services could not be afforded or were not provided by 
employers, workers1 health might have actually deteriorated in view of economic problems, 
older machinery and less protection. As data from Poland made clear, there were examples of 
workers' health indeed deteriorating in maritime and related occupations such as 
shipbuilding, and among dockers, seafarers and deep-sea fishermen, notwithstanding the fact 
that Poland had an Institute of Maritime Health which served as a WHO collaborating centre. 
The reasons might include the absence of occupational health services in the maritime 
countries which the seafarers visited, where they might contract parasitic diseases, 
sexually-transmitted diseases and occupational disease during long periods of exposure away 
from home without measures of early detection and control. He had referred to only one 
underserved working population; other sectors, including small-scale industries, 
agriculture, construction and mining, were similarly affected. There was thus an urgent need 
to call upon Member States of WHO which had not as yet paid enough attention to workers1 

health to develop appropriate primary health care programmes for them, and for the 



260 EXECUTIVE BOARD, SEVENTY-SEVENTH SESSION 
Organization to provide countries with the necessary guidelines. He would therefore propose 
the inclusion of the matter in the agenda of the Thirty-ninth World Health Assembly. 

Dr Uthai SUDSUKH endorsed the provisional agenda and duration of the Thirty-ninth World 
Health Assembly as proposed in document EB77/INF.DOC./6, with the amendment indicated by the 
Deputy Director-General and the additional item proposed by Professor Rudowski. 

The occupational health problem could be expected to emerge or increase in most 
developing and developed countries and to become a major concern. There were three further 
reasons for including it on the agenda in addition to those mentioned by Professor Rudowski. 

First, many developing countries were moving from agricultural to agro-industrial 
societies and then taking a more industrialized direction and it was obvious from the past 
experience of developed countries that a number of problems in that regard could be expected, 
calling for strong political consideration and appropriate strategies. 

Secondly, newly developed technologies in both agriculture and industry, which exposed 
most workers to more undesirable and hazardous health and working conditions, should be 
better deployed and their undesirable effects on health should be seriously studied and 
minimized. Pesticide poisoning among agricultural workers and lack of chemical safety were 
cases in point. 

Thirdly, insufficient attention had perhaps been given to most of those problems at the 
policy-making level, particularly in developing countries. Close collaboration among the 
various sectors concerned was called for. Many developing countries had formulated 
programmes dealing with the problem in the industrial setting and had also developed 
strategies and pilot projects in the context of primary health care. It might therefore be 
highly beneficial to Member States to discuss the problem and share their experiences at the 
forthcoming World Health Assembly. 

Dr MARKIDES, supporting the proposal for the inclusion of an item on workers1 health on 
the agenda for the Thirty-ninth World Health Assembly, observed that the matter was a public 
health issue of equal importance for developed and developing countries. 

Professor MENCHACA endorsed the Deputy Director-General1 s suggestion that the 
Director-General should invite heads of delegations to focus on national programmes for 
primary health care during the debate in plenary. He hoped the Board as a whole would agree. 

He further supported Professor Rudowski1 s proposal that an item on occupational health 
be included on the agenda of the forthcoming Health Assembly. At the seventy-sixth session 
of the Board, he himself had asked for the submission of a progress report on the 
occupational health programme. In a recent statement at the present session, he had stressed 
that workers constituted an important and major sector of the community and that their health 
conditions had a direct impact on socioeconomic development. The Organization 1s programme in 
that area had undoubtedly achieved substantial technical progress and had produced useful 
guidelines and activities in coordination with countries. However, at a recent meeting in 
the Region of the Americas, it had been pointed out that many countries were not paying 
sufficient attention to occupational health in their primary health care strategies. In 
addition, many countries were not taking sufficient action in the broad area of the health 
problems of workers, particularly in small factories and mines and in agriculture and the 
construction industry. The deplorable use of children for unsuitable work continued, while 
working women in a number of countries were not being given proper protection. 

He reminded the Board that resolution WHA33.31 requested the Director-General inter alia 
to continue his dialogue with the ILO and other United Nations agencies with a view to 
developing mechanisms of coordination and strengthening cooperation in the field of workers' 
health, and to submit progress reports to future Health Assemblies on the implementation of 
the programme of action. 

At the previous meeting, attention had been drawn to the importance of coordinating the 
Organization's work with that of ILO. At its seventy-first session, in 1985, the 
International Labour Conference had focused on occupational health and issued its 
Recommendation (1985) No. 171. The time had come for Member States to be provided with a 
progress report on the implementation of the programme of action in accordance with the 
letter and spirit of resolution WHA33.31 and to be informed of the various means whereby the 
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urgent health problems of workers could be solved. Unless action was taken without delay, 
the state of health of many workers would continue to deteriorate. The report to be 
submitted by the Director-General could give a better understanding of the issue and 
stimulate urgent action by countries. 

Dr HAPSARA, supporting the proposal for the addition of an item on workers 1 health, said 
that the Thirty-ninth World Health Assembly would be an appropriate occasion for such an 
important discussion, since a great deal of time and attention would be required for 
consideration of the programme budget at the following Health Assembly in 1987. 

The report on the Evaluation of the Strategy for Health for All - Seventh Report on the 
World Health Situation (document EB77/13 Add.1) showed that three scenarios for the 
application of the strategy for health for all could be distinguished and that most 
developing countries were in the middle of the scale. There were challenges in such 
traditional areas as agriculture and, for many developing countries, in the industrial area 
also. Proper guidance was needed, particularly as to how to relate one sector to another. 
The Director-General should highlight that point, and also the question of workers' health, 
in his statement to the Health Assembly. 

Dr LU Rushan (Assistant Director-General) said that the Director-General and his staff 
were greatly encouraged by the comments made by Board members on the problem of workers1 

health. As indicated by Professor Rudowski and Professor Menchaca, discussion on the 
workers' health programme had taken place at the Thirty-third World Health Assembly and 
resolution WHA33.31, requesting the Director-General to submit progress reports to future 
Health Assemblies, had been adopted. During the six years since then, a great deal of effort 
had been devoted to the development of the programme, both at headquarters and regional 
offices. Some guiding principles were now available for presentation in a report by the 
Director-General on the role of various ministries. Guidance for the further development of 
the workers1 health programme would also be sought from WHO'S governing body, and it was 
thus desirable that the progress report be included as an item on the agenda of the 
forthcoming Health Assembly should the Board so wish. 

Dr DE SOUZA, supported by Mr D'AES (alternate to Professor Lafontaine), recalling 
Professor Menchaca1 s final point, said that any report on workers' health should give proper 
consideration to working housewives, who constituted a seriously neglected group of workers. 

The proposal for the inclusion of an item on occupational health on the provisional 
agenda for the Thirty-ninth World Health Assembly was approved. 

Decision: The Executive Board approved the Director-General1 s proposals for the 
provisional agenda of the Thirty-ninth World Health Assembly,1 as amended by the 
Board. Recalling its earlier decision^ that the Thirty-ninth World Health Assembly 
should open on Monday, 5 May 1986, at noon, the Board noted that the Thirty-sixth World 
Health Assembly had decided^ that the duration of the Health Assembly should be 
limited to two weeks in even-numbered years end that, es sl consequence, the Thirty—ninth 
World Health Assembly should close no later than Friday, 16 May 1986.^ 

5. DATE AND PLACE OF THE SEVENTY-EIGHTH SESSION OF THE EXECUTIVE BOARD: Item 32 of the 
Agenda 

Mr FURTH (Assistant Director-General) said that, in view of the fact that it had been 
decided that the Thirty-ninth World Health Assembly would close on Friday, 16 May 1986 at the 
latest, the Board might wish to consider convening its seventy-eighth session on Monday, 
19 May 1986. Since the Thirty-ninth World Health Assembly would meet in the Palais des 
Nations, Geneva, the Director-General proposed that the seventy-eighth session of the 
Executive Board should be convened at WHO headquarters, Geneva. 

1 Document EB77/41. 
2 Decision EB76(13). 
3 Resolution WHA36.16 
4 Decision EB77(14). 
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Decision: The Executive Board decided that its seventy-eighth session should be 
convened on Monday, 19 May 1986, at WHO headquarters, Geneva, Switzerland. 1 

6. CLOSURE OF THE SESSION: Item 33 of the Agenda 

Dr JAKAB (alternate to Professor Forgács) wished to point out before the closure that 
members had received the documents for the seventy-seventh session of the Board extremely 
late; some had been distributed only during the session. That had made it impossible for 
members to prepare themselves properly for the deliberations. To avoid a repetition of 
similar difficulties at the World Health Assembly, she urged the Organization to send 
documents in time for adequate preparation and to enable those Member States that had to do 
so to translate them into their own languages. 

The CHAIRMAN said that Dr Jakab1 s request had been rioted. 

After the customary exchange of courtesies, he declared the session closed. 

The meeting rose at 19hOQ. 

1 Decision EB77(15). 
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