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PREFACE 

The seventy-ninth session of the Executive Board was held at WHO headquarters, Geneva, 
from 12 to 23 January 1987. The proceedings are published in two volumes. The present 
volume contains the resolutions and decisions,1 relevant annexes, and the Board's report on 
its review of the proposed programme budget for 1988-1989. The summary records of the 
Board's discussions, list of participants and officers elected, and details regarding 
membership of committees and working groups, are published in document EB79/1987/REC/2. 

The resolutions, which are reproduced in the order in which they were adopted, have 
been cross-referenced to the relevant sections of the WHO Handbook of Resolutions and 
Decisions， and are grouped in the table of contents under the appropriate subject headings. 
This is to ensure continuity with the Handbook, Volumes I, II and III of which contain most 
of the resolutions adopted by the Health Assembly and Executive Board between 1948 and 1986 
A list of the dates of sessions, indicating resolution symbols and the volumes in which the 
resolutions and decisions were first published, is given in Volume III of the Handbook 
(page xiii). 
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RESOLUTIONS 

EB79.R1 Blood and blood products 

The Executive Board, 

Reiterating its support for resolution WHA28.72; 

Having considered the reports of the Programme Committee and of the Director-General^ 
on the subject of blood and blood products; 

Recognizing the technical, managerial, financial and ethical complexities of the 
situation, particularly in developing countries； 

Stressing the importance for Member States of developing national policies to ensure the 
timely and adequate supply of safe blood and blood products to all in need, arid of using 
blood and blood products rationally as appropriate to their country situation; 

Pointing out the utility of making optimal use to this end of the technical arid 
managerial information to be found in the relevant WHO publications； 

REQUESTS the Director-General: 

(1) to support Member States, and in particular developing countries, in developing 
national policies for blood and blood products and in using them rationally； 

(2) to update and make available to Member States, through appropriate WHO 
publications, valid information on technological developments related to blood, blood 
products and blood substitutes, and on appropriate and cost-effective ways of organizing 
blood transfusion services; 

(3) to continue close collaboration with the appropriate nongovernmental organizations 
in supporting Member States in this field; 

(4) to study the world situation further, and to report back to the Board on the 
implementation of this resolution, 

Hbk Res” Vol. II (1985), 1.15.1 (Eleventh meeting, 17 January 1987) 

EB7 9.R2 Use of casual income to reduce adverse effects of currency fluctuations on the 
programme budget for 1986-1987 

The Executive Board, 
о 

Having considered the proposals of the Director-General on the use of casual income厶 
to reduce adverse effects of currency fluctuations on the programme budget for the financial 
period 1986-1987; 

See Annex 1, 
2 



Conscious of the need to ensure that cash resources are available to the Organization to 
finance at least part of the unbudgeted additional costs arising from adverse currency 
fluctuations so that, to the greatest extent possible, the activities included in the regular 
programme budget can be implemented despite such fluctuations； 

RECOMMENDS to the Fortieth World Health Assembly the adoption of the following 
resolution; 

The Fortieth World Health Assembly, 

Having considered the recommendation of the Executive Board on the use of casual 
income to reduce adverse effects of currency fluctuations on the programme budget for 
the financial period 1986-1987; 

1. AUTHORIZES the Director-General, notwithstanding the provisions of Financial 
Regulation 4.1 and the terms of the Appropriation Resolution for the financial period 
1986-1987, to charge against available casual income the net additional costs to the 
Organization under the regular programme budget resulting from differences between the 
WHO budgetary rates of exchange and the United Nations/WHO accounting rates of exchange 
with respect to the relationship between the US dollar and the CFA franc, the Danish 
krone, the Egyptian pound, the Indian rupee, the Philippine peso and the Swiss franc 
prevailing during this financial period, provided that such charges against casual 
income shall not exceed US$ 41 ООО 000 in 1986-1987; 

2. REQUESTS the Director-General, notwithstanding the provisions of Financial 
Regulation 4.1 and the terms of the Appropriation Resolution for the financial period 
1986-1987, to transfer to casual income the net savings under the regular programme 
budget resulting from differences between the WHO budgetary rates of exchange and the 
United Nations/WHO accounting rates of exchange with respect to the relationship between 
the US dollar and the CFA franc, the Danish krone, the Egyptian pound, the Indian rupee, 
the Philippine peso and the Swiss franc prevailing during this financial period； 

3. FURTHER REQUESTS the Director-General to report such charges or transfers in the 
financial report for the financial period 1986-1987; 

4. STRESSES the importance of Members * paying their contributions to the 
Organization's budget in accordance with Financial Regulations 5.3 and 5.6, that is, not 
later than the first day of the year to which they relate, in order that the approved 
programme may be carried out as planned； 

5. DECIDES that this resolution cancels and supersedes resolution WHA39.4. 

Hbk Res. , Vol. Ill (1st ed.) , 2.3.1 (Fifteenth meeting, 20 January 1987) 

EB79.R3 Use of casual income to reduce adverse effects of currency fluctuations on the 
programme budget for 1988-1989 

The Executive Board, 

Having considered the report of the Director-General on casual income^ and the 
proposal to use such income to reduce adverse effects of currency fluctuations on the 
programme budget for the financial period 1988-1989; 

Aware of the possible impact on the Organization's regular programme budget of 
unforeseen movements in the rates of exchange between the US dollar, the currency in which 
the programme budget is presented, and the CFA franc, the Danish krone, the Egyptian pound, 
the Indian rupee, the Philippine peso and the Swiss franc, the other currencies in which a 
significant proportion of the expenditures under the regular budget is incurred; 



Recognizing that it may not be possible to meet all unbudgeted additional costs arising 
from particularly sharp adverse fluctuations in the rates of exchange between these 
currencies； 

Conscious, however, of the need to ensure that cash resources are available to the 
Organization to finance at least part of the unbudgeted additional costs that may arise so 
that, to the greatest extent possible, the activities included in the regular programme 
budget can be implemented despite adverse fluctuations in exchange rates； 

RECOMMENDS to the Fortieth World Health Assembly the adoption of the following 
resolution: 

The Fortieth World Health Assembly, 

Having considered the recommendation of the Executive Board on the use of casual 
income to reduce adverse effects of currency fluctuations on the programme budget for 
the financial period 1988-1989; 

1. AUTHORIZES the Director-General, notwithstanding the provisions of Financial 
Regulation 4.1 and the terras of the Appropriation Resolution for the financial period 
1988-1989, to charge against available casual income the net additional costs to the 
Organization under the regular programme budget resulting from differences between the 
WHO budgetary rates of exchange and the United Nations/WHO accounting rates of exchange 
with respect to the relationship between the US dollar and the CFA franc, the Danish 
krone, the Egyptian pound, the Indian rupee, the Philippine peso and the Swiss franc 
prevailing during this financial period, provided that such charges against casual 
income shall not exceed US$ 31 ООО 000 in 1988-1989; 

2. REQUESTS the Director-General, notwithstanding the provisions of Financial 
Regulation 4.1 and the terms of the Appropriation Resolution for the financial period 
1988-1989, to transfer to casual income the net savings under the regular programme 
budget resulting from differences between the WHO budgetary rates of exchange and the 
United Nations/WHO accounting rates of exchange with respect to the relationship between 
the US dollar and the CFA franc, the Danish krone, the Egyptian pound, the Indian rupee, 
the Philippine peso and the Swiss franc prevailing during this financial period； 

3. FURTHER REQUESTS the Director-General to report such charges or transfers in the 
financial report for the financial period 1988-1989; 

4. STRESSES the importance of Members1 paying their contributions to the 
Organization1s budget in accordance with Financial Regulations 5.3 and 5.6, that is, not 
later than the first day of the year to which they relate, in order that the approved 
programme may be carried out as planned. 

Hbk Res., Vol. Ill (1st ed.), 2.3 (Fifteenth meeting, 20 January 1987) 

EB79.R4 Proposed Appropriation Resolution for the financial period 1988-19891 

The Executive Board 

RECOMMENDS to the Fortieth World Health Assembly the adoption of the following 
resolution: 

1 The Executive Board 
financial period 1988-1989 

s report on its review of the proposed programme budget for the 
is reproduced in Part II of this volume. 



The Fortieth World Health Assembly 

RESOLVES to appropriate for the financial period 1988-1989 an amount of 
US$ 705 389 500-as follows: 

A. 

Appropriation Amount 
section Purpose of appropriation US $ 

1. Direction, coordination and management 77 934 800 
2. Health system infrastructure 201 343 800 
3. Health science and technology： 

health promotion and care 114 508 300 
4. Health science and technology; 

disease prevention and control 90 808 500 
5. Programme support 149 384 600 

Effective working budget 633 980 000 

7. 
Transfer to Tax Equalization Fund 
Undistributed reserve 

59 000 000 
12 409 500 

Total 705 389 500 

B. Amounts not exceeding the appropriations voted under paragraph A shall be available 
for the payment of obligations incurred during the financial period 1 January 1988 -
31 December 1989 in accordance with the provisions of the Financial Regulations. 
Notwithstanding the provisions of the present paragraph, the Director-General shall 
limit the obligations to be incurred during the financial period 1988-1989 to sections 
1-6. ) 

C. Notwithstanding the provisions of Financial Regulation 4.5, the Director-General is 
authorized to make transfers between those appropriation sections that constitute the 
effective working budget up to an amount not exceeding 10% of the amount appropriated 
for the section from which the transfer is made, this percentage being established in 
respect of section 1 exclusive of the provision made for the Director-General1s and 
Regional Directors1 Development Programme (US$ 10 662 000). The Director-General is 
also authorized to apply amounts not exceeding the provision for the Director-General’s 
and Regional Directors' Development Programme to those sections of the effective working 
budget under which the programme expenditure will be incurred. All such transfers shall 
be reported in the financial report for the financial period 1988-1989. Any other 
transfers required shall be made and reported in accordance with the provisions of 
Financial Regulation 4.5. 

D. The appropriations voted under paragraph A shall be financed by assessments on 
Members after deduction of the following: 

US i 

� reimbursement of programme support costs by the 
United Nations Development Programme in the 
estimated amount of 

(ii) casual income in the amount of 

4 000 000 

25 000 000 

29 000 000 



thus resulting in assessments on Members of US东 676 389 500. Notwithstanding the 
provision of Financial Regulation 5.3, the deduction of US$ 25 000 000 of casual income 
shall be applied to the first annual instalment of the assessed contributions due from 
Members. In establishing the amounts of contributions to be paid by individual Members, 
their assessments shall be reduced further by the amount standing to their credit in the 
Tax Equalization Fund, except that the credits of those Members that require staff 
members of WHO to pay taxes on their WHO emoluments shall be reduced by the estimated 
amounts of such tax reimbursements to be made by the Organization. 

Hbk Res” Vol. Ill (1st ed.), 2.3 (Fifteenth meeting, 20 January 1987) 

EB79.R5 Appointment of the Regional Director for the Americas 

The Executive Board, 

Having considered resolution II of the XXII Pan American Sanitary Conference/ 
thirty-eighth session of the WHO Regional Committee for the Americas； 

1. REAPPOINTS Dr Carlyle Guerra de Macedo as Regional Director for the Americas as from 
1 February 1987; 

2. AUTHORIZES the Director-General to issue a contract to Dr Carlyle Guerra de Macedo for a 
further period of four years, subject to the provisions of the Staff Regulations and Staff 
Rules. 

Hbk Res., Vol. II (1985), 4.2.2 (Sixteenth meeting, 20 January 1987) 

EB79.R6 Appointment of the Regional Director for the Eastern Mediterranean 

The Executive Board, 

Considering the provisions of Article 52 of the Constitution and Staff Regulation 4.5; 

Considering the nomination and recommendation made by the Regional Committee for the 
Eastern Mediterranean at its thirty-third session; 

1. REAPPOINTS Dr Hussein Abdul-Razzaq Gezairy as Regional Director for the Eastern 
Mediterranean as from 1 September 1987； 

2. AUTHORIZES the Director-General to extend the appointment of Dr Hussein Abdul-Razzaq 
Gezairy as Regional Director for the Eastern Mediterranean for a further period of five years 
from 1 September 1987， subject to the provisions of the Staff Regulations and Staff Rules• 

Hbk Res” Vol. II (1985), 4.2.5 (Sixteenth meeting, 20 January 1987) 

EB79.R7 Management of WHO1s resources 

The Executive Board, 

Having considered the Director-General1s Introduction to the proposed programme budget 
for the financial period 1988-1989, and in particular his evaluation of WHO1s programme 
budget during the period of the Seventh General Programme of Work and his reflections for 
1988-1989 and beyond; 

RECOMMENDS to the Fortieth World Health Assembly the adoption of the following 
resolution: 



The Fortieth World Health Assembly, 

Having reviewed the Director-General1s Introduction to the proposed programme 
budget for the financial period 1988-1989, and in particular his evaluation of WHO1 s 
programme budget during the period of the Seventh General Programme of Work arid his 
reflections for 1988-1989 and beyond, as well as the Executive Board1 s comments thereon; 

1. REQUESTS the regional committees; 

(1) to review these documents and the comments of the Health Assembly thereon with 
a view to taking all necessary action to secure the best possible use of WHO'S 
limited resources, in keeping with the letter and spirit of all relevant 
resolutions of the Health Assembly and the Executive Board； 

(2) to report on the outcome of their deliberations to the Executive Board at its 
eighty-first session in January 1988; 

2. REQUESTS the Executive Board; 

(1) to review the action taken by the regional committees； 

(2) to report thereon to the Forty-first World Health Assembly in May 1988. 

Hbk Res.5 Vol. Ill (1st ed。）， 2.1.1 (Seventeenth meeting, 21 January 1987) 

EB79.R8 Diarrhoeal Diseases Control Programme 

The Executive Board， 

Having examined the Director-General1s report on the Diarrhoeal Diseases Control 
Programme;^ 

RECOMMENDS to the Fortieth World Health Assembly the adoption of the following 
resolution; 

The Fortieth World Health Assembly, 

Recalling resolutions WHA31.44 and WHA35.22; 

Having considered the Director-General1 s report on the Diarrhoeal Diseases Control 
Programme； 

Having been informed (a) that by the end of 1985 104 countries (83% of the 125 
target countries) had national diarrhoeal diseases control programmes, (b) that access 
to oral rehydration salts increased from 4% in 1982 to almost 33% in 1984, (c) that 
annual production of oral rehydration salts has risen from 60 million to 270 million 
one~litre equivalent packets, (d) that more than 40 countries have conducted ail 
evaluation of their progress in diarrhoeal diseases control programmes, and (e) that the 
use of oral rehydration therapy may have prevented up to 350 000 diarrhoea deaths in 
1984, the last year for which data are available; 

Considering that diarrhoeal diseases control includes both proper case management 
and prevention of diarrhoea; 

1. EXPRESSES its satisfaction with the progress made in the implementation of national 
diarrhoeal diseases control programmes and in research to develop new approaches and 
tools for control; 

2. EXTENDS its appreciation to the United Nations Children1s Fund, the United Nations 
Development Programme, the World Bank, and other international, bilateral and 
nongovernmental agencies, for their continued collaboration in and support to the 
programme； 

1 Document EB79/11. 



3. URGES Member States to intensify their diarrhoeal diseases control activities as a 
priority for achieving health for all by the year 2000 and as part of primary health 
care, giving special attention to activities that can have an immediate impact on 
childhood mortality, while at the same time implementing interventions, including 
intersectoral ones, that can reduce diarrhoea morbidity； 

4. AFFIRMS that the establishment of an effective diarrhoeal diseases control 
programme is the best means of ensuring the recognition and control of epidemics of 
cholera; 

5. URGES Member States to recognize that an effective diarrhoeal diseases control 
programme must include careful planning, adequate health manpower training, effective 
communication and social marketing, adequate production and distribution of oral 
rehydration salts, and appropriate supervision, monitoring, evaluation and research; 

6. REAFFIRMS that for the prevention of diarrhoeal diseases it is necessary for 
programmes also to stress improved nutrition, including breast-feeding, the use of safe 
water, good personal and domestic hygiene, and immunization against measles； and that 
treatment should consist of the administration of oral rehydration fluid, together with 
adequate instruction in its use for mothers and others who care for children, and 
appropriate feeding during and after diarrhoea, with referral when necessary; 

7. EMPHASIZES the need for continued adequate financial support to enable the 
programme to carry out its planned activities and achieve its objectives； 

8. REQUESTS the Director-General; 

(1) to increase collaboration with Member States in strengthening national control 
programmes, especially through activities in training, communications ( including 
social marketing) and evaluation in order to increase the acceptance of oral 
rehydration therapy and effective case management of diarrhoea and achieve the 
global targets of 80% access to oral rehydration salts and 50% use of oral 
rehydration therapy by 1989; 

(2) to continue to support biomedical and health services research relevant to 
diarrhoeal diseases control; 

(3) to maintain close collaboration with the United Nations Children1s Fund, the 
United Nations Development Programme, the World Bank, bilateral and other agencies 
in carrying out programme activities； 

(4) to make efforts to attract the necessary extrabudgetary resources to meet the 
requirements of the programme； 

(5) to keep Member States, the Executive Board and the Health Assembly informed of 
the progress made in the implementation of the Diarrhoeal Diseases Control 
Programme. 

Hbk Res., Vol. II (1985), 1.16.5 (Seventeenth meeting, 21 January 1987) 

EB7 9.R9 Cooperation in programme budgeting 

The Executive Board, 

Having considered the proposed programme budget for the financial period 1988-1989 
submitted by the Director-General; 

Bearing in mind WHO'S constitutional purpose of cooperation among Member States leading 
towards its objective of the attainment by all peoples of the highest possible level of 
health: 



Convinced that such cooperation is essential for the exercise by WHO of its 
constitutional function of acting as the directing and coordinating authority on 
international health work and for the fulfilment by the Health Assembly of its constitutional 
functions of determining WHO 'S policies and approving its budget; 

Recalling that such cooperation has led in recent years to a truly remarkable degree of 
agreement in the Health Assembly and the Executive Board concerning the Organization's 
programme budget, as illustrated by the manner in which the Board decided under such 
difficult circumstances that the 1988-1989 programme budget should be adopted； 

Mindful also that the goal of health for all by the year 2000 and the strategy for 
achieving it were decided upon by Member States through unanimous agreement in such a spirit 
of cooperation; 

Emphasizing the importance of Member States' making optimal use of WHO 'S resources to 
implement their strategies for health for all by the year 2000; 

Further emphasizing the importance of Member States1 mobilizing all available domestic 
resources and rationalizing their use to the above end and, as regards many developing 
countries, for the purpose of increasing their capacity to absorb enlightened external 
support to the same end; 

Stressing the need for Member States to display individually and collectively policy and 
fiscal responsibility and realism in reviewing regional and global programme budgets； 

1. REQUESTS the Director-General; 

(1) to ensure that all Member States have the possibility of being adequately 
involved in the cooperative process of reaching agreement on regional and global 
programme budgets; 

(2) to continue to prepare and submit to the Executive Board programme budget 
proposals that make most effective use of WHO* s resources at country, regional and 
global levels and provide for the foreseeable future for zero budget growth in real 
terms； 

(3) to make explicit, in his programme budget proposals, the underlying factors 
and assumptions of reasonably estimated cost increases resulting from inflation and 
from the effects of currency fluctuations, and to absorb such increases to the 
maximum extent possible； 

(4) to continue to make every effort to seek extrabudgetary resources to finance 
essential health activities for which sufficient resources may not be available in 
the regular budget; 

2. DECIDES: 

(1) to entrust its Programme Committee, or some other subsidiary group, working in 
a cooperative process aimed at achieving consensus on its recommendations, with 

(a) reviewing the Director-General's proposed guidance to regional offices 
and headquarters regarding the development of the next biennial programme 
budget proposals, and making recommendations to the Director-General; 

(b) reviewing in detail the global and interregional components of each 
proposed programme budget, in the same manner that the regional committees 
review the regional portions of the programme budget, and making 
recommendations to the Director-General； 

(2) to submit to the Health Assembly, after careful review of the 
Director-General* s programme budget proposals prepared along the lines referred to 
in operative paragraph 1, recommendations that are the result of a cooperative 
process aimed at reaching consensus； 

3. REQUESTS the regional committees: 



(1) to review regional programme budget proposals in a harmonious spirit of 
cooperation aimed at arriving at consensus on their recommendations to the 
Director-General； 

(2) to submit their proposals to the Director-General within the constraints 
referred to in operative paragraphs 1(2) and 1(3) above; 

4. URGES Member States to discharge punctually and in full the financial obligations 
incumbent upon them as Members of WHO• 

Hbk Res., Vol. II (1985)， 2.2.2 (Eighteenth meeting, 21 January 1987) 

EB79.R10 Salaries and allowances for ungraded posts and the Director-General^ 

The Executive Board, 

Noting that the United Nations General Assembly has decided to revise the staff 
assessment rates for the professional and higher categories, with effect from 1 April 1987; 

RECOMMENDS to the Fortieth World Health Assembly the adoption of the following 
resolution regarding remuneration of staff in the ungraded posts and of the Director-General: 

The Fortieth World Health Assembly, 

Noting the recommendations of the Executive Board with regard to remuneration of 
staff in the ungraded posts and of the Director-General； 

1. CONCURS with the recommendations of the Board； and, in consequence, 

2. ESTABLISHES the salary for the posts of Assistant Directors-General and Regional 
Directors at US东 85 609 per annum before staff assessment, resulting in a net salary of 
US$ 59 203 (dependency rate) or US东 53 887 (single rate)； 

3. ESTABLISHES the salary for the post of Deputy Director-General at 96 155 per 
annum before staff assessment, resulting in a net salary of US$ 65 320 (dependency rate) 
or US$ 58 938 (single rate); 

4. ESTABLISHES the salary for the Director-General at US$ 119 429 per annum before 
staff assessment, resulting in a net salary of US$ 78 430 (dependency rate) or 

US东 69 814 (single rate); 

5. DECIDES that these adjustments in remuneration shall be effective from 1 April 1987• 

Hbk Res., Vol. Ill (1st ed.), 6.2.4.3 (Eighteenth meeting, 21 January 1987) 

EB79.R11 Confirmation of amendments to the Staff Rules 

The Executive Board 

CONFIRMS in accordance with Staff Regulation 12.22 the amendments to the Staff 
Rules'1- which have been made by the Director-General with effect from 1 January 1987 
concerning the assessment rates for salaries of staff of the general service category, and 
with effect from 1 April 1987 concerning the assessment rates for salaries of staff of the 
professional category, and in consequence the schedule of salaries for the professional 
category and directors1 posts. 

Hbk Res., Vol. Ill (1st ed.)5 6.2.1 (Eighteenth meeting, 21 January 1987) 

1 See Annex 3. 
2 WHO Basic Documents, 36th ed., 1986, p. 92. 



EB79.R12 Recruitment of international staff in WHO: geographical representativeness of the 
staff 

The Executive Board, 

Having considered the report of the Director-General on the recruitment of international 
staff in WHO；1 

1. TRANSMITS that report and the record of its discussion to the Fortieth World Health 
Assembly; 

2. RECOMMENDS to the Fortieth World Health Assembly the adoption of the following 
resolution： 

The Fortieth World Health Assembly, 

Noting the report and proposals of the Director-General and the views of the 
Executive Board with regard to the recruitment of international staff in WHO； 

Recalling earlier resolutions of the Health Assembly and the Executive Board on the 
same subject, and in particular resolution WHA38.12; 

Noting the progress made between October 1984 and October 1986 in the geographical 
representativeness of the staff; 

Concerned at the continuing imbalance in the geographical distribution of 
professional and higher-graded posts in WHO； 

1. DECIDES to maintain the target of 40% of all vacancies arising in professional and 
higher—graded posts subject to geographical distribution during the period ending 
October 1988 for the appointment of nationals of unrepresented and under-represented 
countries； 

2. CALLS UPON the Director-General and the Regional Directors to pursue energetically 
their efforts to continue to improve the geographical representativeness of the staff; 

3. REQUESTS the Director-General to modify the method of calculating desirable ranges 
by revising the number of posts used in that calculation to 1450; 

4. REQUESTS the Director-General to report on the recruitment of international staff 
in WHO to the Executive Board and the Health Assembly in 1989. 

Hbk Res., Vol. Ill (1st ed.), 6.2.2.1 (Nineteenth meeting, 22 January 1987) 

EB79.R13 Participation of women in the work of WHO 

The Executive Board, 

Having considered the report of the Director-General on the employment and participation 
of women in the work of WHO;^ 

1. TRANSMITS that report and the record of its discussion to the Fortieth World Health 
Assembly; 

2. RECOMMENDS to the Fortieth World Health Assembly the adoption of the following 
resolution: 

1 See Annex 4. 



The Fortieth World Health Assembly, 

Noting the report of the Director—General and the views of the Executive Board with 
regard to the employment and participation of women in the work of WHO； 

Recalling earlier resolutions of the Health Assembly and the Executive Board on 
this subject, and in particular resolution WHA38.12; 

Noting the progress made by October 1986 regarding the proportion of women on the 
staff and the information presented on the participation of women in WHO's programmes as 
consultants, temporary advisers, members of technical groups, and fellows; 

1. DECIDES to maintain the target of 30% for the proportion of all professional and 
higher-graded posts in established offices to be occupied by women； 

2. URGES Member States to assist the Director-General in his efforts to find ways of 
increasing the participation of women in the programmes of WHO by proposing women 
candidates for long- and short-term assignments and for fellowships, and by encouraging 
the increased participation of women in technical meetings and meetings of WHO'S 
governing bodies； 

3. CALLS UPON the Director-General and the Regional Directors to pursue energetically 
their efforts in this regard; 

4. REQUESTS the Director-General to report on the employment and participation of 
women in the work of WHO to the Executive Board and the Health Assembly in 1989. 

Hbk Res” Vol. Ill (1st ed.), 6.2.2.1 (Nineteenth meeting, 22 January 1987) 

EB79.R14 Real Estate Fund 

The Executive Board, 

Noting the report of the Director-General-'- on the status of projects being financed 
from the Real Estate Fund and the estimated requirements of the Fund for the period 
1 June 1987 to 31 May 1988; 

RECOMMENDS to the Fortieth World Health Assembly the adoption of the following 
resolution: 

The Fortieth World Health Assembly, 

Having considered resolution EB79.R14 and the report of the Director-General on the 
status of projects financed from the Real Estate Fund and the estimated requirements of 
the Fund for the period 1 June 1987 to 31 May 1988; 

Recognizing that certain estimates must necessarily remain provisional because of 
the fluctuation of exchange rates; 

AUTHORIZES the financing from the Real Estate Fund of the projects summarized in 
part III of the Director-General* s report, at the revised estimated cost of US$ 260 588. 

Hbk Res., Vol. Ill (1st ed.), 6.1.7 (Nineteenth meeting, 22 January 1987) 

EB79.R15 Confirmation of amendments to the Financial Rules 

The Executive Board, 

Having considered the report of the Director-General on amendments to the Financial 
Rules；2 

1 See Annex 6, 
2 



CONFIRMS, in accordance with Financial Regulation 16.1, the amendments to the Financial 
Rules which have been made by the Director-General with effect from 1 October 1986, 

Hbk Res., Vol. II (1985), 6.1.1 (Nineteenth meeting, 22 January 1987) 

EB79.R16 Promotion of balanced health manpower development 

The Executive Board, 

Having been informed of the conclusions of the conference on health manpower out 
balance, sponsored by the Council for International Organizations of Medical Sciences 
and held in Mexico in September 1986; 

Considering that well-balanced health manpower development is crucial for Member 
to implement national strategies for health for all； 

1. THANKS CIOMS for having organized the conference on this critical issue； 

2. REQUESTS the Director-General to make available the highlights of the conference1 and 
the comments of the Executive Board to the Fortieth World Health Assembly; 

3. RECOMMENDS to the Fortieth World Health Assembly the adoption of the following 
resolution; 

The Fortieth World Health Assembly, 

Having considered resolution EB79.R16 and the highlights of the conference 
sponsored by the Council for International Organizations of Medical Sciences (CIOMS) on 
health manpower out of balance 

Aware that health manpower development appropriate to people1 s health needs and 
social and economic circumstances is essential for the attainment of health for all; 

Concerned that, while shortage of certain categories of health manpower is still a 
problem in many countries, an increasing number of Member States have an over-supply of 
certain categories of health professionals, such as physicians and dentists, leading to 
their under-utilization, unemployment and migration to other countries； 

Recognizing that over-supply of manpower is only one manifestation of health 
manpower imbalances, which include discrepancies between, on the one hand, the quality, 
numbers, types, functions, and distribution of health workers, and, on the other, a 
country * s needs for their services and its ability to employ, support and maintain them; 

Recalling that imbalances in health manpower exist in many countries and are due to 
socioeconomic and political factors, and to a failure of manpower planning, and 
therefore urgent preventive and corrective actions are needed at national level in order 
to cope with current economic stringencies and not to retard the attainment of health 
for all; 

1. THANKS the Government of Mexico, its various agencies, CIOMS and the other 
nongovernmental organizations which co-sponsored the conference for their material and 
technical support; 

of 

(CIOMS) 

States 

1 Bankowski, Z. and Flilop, T., ed• Health manpower out of balance: conflicts and 
prospects. Highlights of the XXth CIOMS Conference, Acapulco, Mexicoэ 7-12 September 1986. 
Geneva, Council for International Organizations of Medical Sciences, 1987. 



URGES Member States: 

(1) to undertake, as a matter of priority, the strengthening of their national 
health manpower policies and systems, including manpower planning, and ensure that 
they respond fully to the strategies for the achievement of health for all through 
primary health care； 

(2) to develop sufficient relevant demographic information about health manpower, a 
set of reliable and realistic national criteria and indicators based on accessible 
data, and appropriate mechanisms to identify and monitor changes according to the 
actual needs of countries； 

(3) to reorient education and training of health manpower to respond fully to local 
needs in the light of integrated development of health systems and manpower； 

(4) to ensure that manpower is not only adequately planned for and trained, but also 
skilfully managed, including the improvement of career development and incentive 
schemes, to ensure its most effective utilization; 

(5) to employ measures urgently, when actual imbalances exist or occur, to adjust 
the production of health manpower in order to bring the supply and distribution into 
line with expected future demand for services, bearing in mind the country's ability 
to support such services; 

(6) to take steps, where necessary, to extend or complete the coverage of their 
national health services to meet Che needs of the entire population; 

REQUESTS the Director-General: 

(1) to cooperate with Member States in strengthening their national health manpower 
systems, including manpower planning, consistent with the strategies for health for 
all； ^ 

(2) to promote urgent research into the fast-growing problem of health manpower 
imbalances and the exchange between Member States of relevant information and 
indicators concerning such imbalances； 

(3) to intensify efforts to cooperate with all relevant national and international 
agencies to stimulate awareness, promote balanced health manpower development, and 
encourage prompt measures to deal with imbalances when they arise. 

Hbk Res., Vol. II (1985), 1.8 (Twentieth meeting, 22 January 1987) 

alcohol in medicines；^ 

the following resolution: 

EB79.R17 Use of alcohol in medicines 

The Executive Board, 

Having reviewed the report by the Director-General on the use of 

RECOMMENDS to the Fortieth World Health Assembly the adoption of 

The Fortieth World Health Assembly, 

Aware of the risks of excessive alcohol consumption to the individual's health; 

Noting that alcohol is present in many medicines, including medicine administered to 
children, in unnecessary concentrations which may even have a deleterious effect; 



Recognizing the harmful effects of alcohol, especially during pregnancy, and the 
interactions that may take place when alcohol is taken at the same time as medicines; 

Noting the increasing concern felt by physicians and pharmacists at the 
inappropriate use of alcohol in medicines； 

Taking into account the feasibility, proved by scientific research, of replacing 
alcohol in many medicines by non-alcoholic substances without affecting the efficacy of 
the medicines； 

Believing that national lists of essential drugs should include drugs that contain 
alcohol only when alcohol is an essential ingredient； 

Taking note of resolution EM/RC32/R.9 on the use of alcohol in medicaments, adopted 
by the Regional Committee for the Eastern Mediterranean at its thirty—second session; 

1. URGES Member States; 

(1) to review the registration of medicines containing alcohol as an active 
ingredient with a view to reducing its use as much as feasible, in particular 
where it can be replaced by a non-alcoholic substance; 

(2) to take steps to reduce as much as possible the alcohol concentration in 
medicines in cases where no suitable alternative to alcohol is available; 

(3) to review available pharmaceutical preparations so as to ascertain their 
alcohol content； 

(4) to intensify efforts, and encourage scientific research, to find 
alternative pharmaceutical preparations that contain no alcohol and are 
equally effective; 

2. REQUESTS the Director-General: 

(1) to provide Member States with the technological assistance and 
information necessary to undertake the above-mentioned activities; 

(2) to follow up the implementation of this resolution and report on action 
taken in this regard. 

Hbk Res., Vol. II (1985), 1.15.3 (Twentieth meeting, 22 January 1987) 

EB79.R18 Draft Eighth General Programme of Work (1990-1995 inclusive) 

The Executive Board, 

Having reviewed the draft of the Eighth General Programme of Work covering a specific 
period (1990-1995 inclusive), presented to it by its Programme Committee;1 

Noting with satisfaction that the lessons learned from the first monitoring and 
evaluation of the Global Strategy for Health for All, and from the implementation of the 
Seventh General Programme of Work, have been applied in the preparation of the Eighth General 
Programme of Work; 

1. THANKS the Programme Committee for its work, and requests it to review the 
implementation of the Programme on a continuing basis in accordance with resolution EB58.R11； 

1 Document EB79/24. 



2. THANKS the regional committees for their important contribution to the development of 
the Programme; 

3. SUBMITS the draft of the Eighth General Programme of Work to the Fortieth World Health 
Assembly； 

4. RECOMMENDS to the Fortieth World Health Assembly the adoption of the following 
resolution: 

The Fortieth World Health Assembly, 

Having reviewed, in accordance with Article 28 (g) of the Constitution, the draft 
of the Eighth General Programme of Work covering a specific period (1990-1995 inclusive) 
submitted by the Executive Board； 

Realizing that the Eighth General Programme of Work is the penultimate programme in 
support of the Global Strategy for Health for All by the Year 2000; 

Convinced that the Eighth General Programme of Work constitutes a satisfactory 
response of the Organization to that Strategy; 

Believing that the Programme provides an appropriate framework for the formulation 
of the Organization1s medium-term programmes and programme budgets and that its content 
has been sufficiently specified to permit programme monitoring and evaluation; 

Recognizing the important contribution of the regional committees to the 
development of the Programme; 

1. APPROVES the Eighth General Programme of Work; 

2. CALLS ON Member States to use it in their cooperative activities with WHO in 
support of their strategies for health for all; 

3. URGES the regional committees to ensure that regional programmes and programme 
budgets are prepared on the basis of the Eighth General Programme of Work, and to 
implement the regional programme budget policies to this end; 

4. REQUESTS the Director-General to ensure that the Eighth General Programme of Work 
is translated forthwith into medium-term programmes for implementation through biennial 
programme budgets, and is properly monitored and evaluated； 

5. REQUESTS the Executive Board; 

(1) to monitor the implementation of the Programme on a continuing basis； 

(2) to review the progress and to evaluate the effectiveness of the Programme in 
supporting the goals of the Global Strategy for Health for All by the Year 2000; 

(3) to ensure in its biennial reviews of programme budget proposals that these 
properly reflect the Programme; 

(4) to carry out in-depth reviews of particular programmes as necessary to ensure 
that the work of the Organization is proceeding in conformity with the Eighth 
General Programme of Work. 
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EB79.R19 International Year of Shelter for the Homeless 

The Executive Board, 

Taking into consideration,resolution 37/221 adopted in December 1982 by the 
United Nations General Assembly at its thirty-seventh session, proclaiming the year 1987 
International Year of Shelter for the Homeless; 



Aware of the strong linkages between health and decent shelter as reaffirmed in 
resolution WHA39.22 on iritersectoral cooperation in national strategies for health for all; 

Further aware that the goal of health for all by the year 2000 cannot be attained 
without due emphasis being given to the provision of adequate shelter; 

Appreciative of WHO 'S proposed programme of activities to coincide with the designation 
of the year 1987 as the International Year of Shelter for the Homeless and future activities 
pertinent to health and habitat contained in the proposed Eighth General Programme of Work; 

RECOMMENDS to the Fortieth World Health Assembly the adoption of the following 
resolution: 

The Fortieth World Health Assembly, 

Taking into consideration resolution 37/221 adopted in December 1982 by the 
United Nations General Assembly at its thirty-seventh session, proclaiming the year 1987 
International Year of Shelter for the Homeless； 

Bearing in mind WHO 'S fundamental commitment to attaining the goal of health for 
all by the year 2000; 

Noting the positive influence that adequate shelter has on the health of 
individuals ; 

Aware that homelessness is a problem affecting many nations, especially the 
developing countries, and that, despite the efforts of governments and international 
organizations at national and local level to improve the living conditions of people 
living in slums, squat areas and rural settlements in many countries, the situation 
continues to deteriorate in both absolute and relative terms; 

1. URGES Member States: 

(1) to promote human health through the improvement of living conditions (habitat); 

(2) to initiate the establishment of regional research groups to undertake studies 
on the improvements in health conditions that result from adequate housing; 

(3) to increase their support to the United Nations Centre for Human Settlements 
(HABITAT), the United Nations Environment Programme, the World Bank, and other 
agencies and nongovernmental organizations involved with shelter and health issues; 

2. REQUESTS the Director-General to maintain and strengthen collaboration between WHO 
and the relevant organizations and agencies mentioned in paragraph 1(3). 

Hbk Res., Vol. II (1985), 1.14.3 (Twentieth meeting, 22 January 1987) 

EB79.R20 Method of work of the Health Assembly： amendments to the Rules of Procedure 

The Executive Board, 

Having reviewed the report of its Programme 
Health Assembly,1 which includes suggestions for 
Rules of Procedure of the World Health Assembly； 

Convinced that the amendments suggested for 
the Health Assembly； 

Committee on the method of work of the 
amendments to various provisions of the 

Rules 52 and 74 would facilitate the work of 



Considering that the amendments suggested for Rules 27, 55 and 57 should be applied for 
a trial period of three years; 

RECOMMENDS to the Fortieth World Health Assembly the adoption of the following 
resolution: 

The Fortieth World Health Assembly, 

Recalling resolution WHA36.16 and previous resolutions on the method of work and 
duration of the Health Assembly; 

Recognizing that the decision to limit the duration of the Health Assembly makes it 
desirable whenever possible to further rationalize its proceedings with a view to the 
most efficient and effective conduct of business； 

Having considered the recommendations of the Executive Board (resolution EB79.R20) 
in this respect; 

1. ADOPTS the following amendments to Rules 50, 52 and 74 of the Rules of Procedure of 
the World Health Assembly: 

Rule 50 

Replace by the following text : 

Without prejudice to Rule 52, formal proposals relating to items of the agenda 
may be introduced at plenary meetings up to the date on which all items of the 
agenda have been allocated to committees or until fourteen days after the opening 
of the session, whichever date is the earlier. 

Rule 52 

Replace the second and third sentences of the present text by the following: 

Except as may be decided otherwise by the Health Assembly, no proposal shall 
be discussed or put to the vote at any meeting of the Health Assembly unless copies 
of it have been circulated to all delegations at least two days previously and, in 
the case of a proposal for a resolution, unless the text has been handed to the 
Director-General within six days from the day of the opening of the session. The 
President may, however, permit the discussion and consideration of amendments, even 
though they have not been circulated. 

Rule 74 

Replace by the following text： 

The Health Assembly shall normally vote by show of hands. It may vote by 
roll-call if it has previously so decided by a majority of the Members present and 
voting. The decision whether or not to vote by roll-call may only be taken by a 
show of hands. A roll-call vote shall also be carried out if the President so 
decides when the result of a previous vote is in doubt. The roll-call shall be 
taken in the English or French alphabetical order of the names of the Members, in 
alternate years. The name of the Member to vote first shall be determined by lot. 

2. ALSO ADOPTS the following amendments to Rules 27, 55 arid 57 of the said Rules of 
Procedure, on the understanding that the application of these amendments will be 
reviewed at the end of a three-year trial period： 

Rule 27 

Replace the last sentence of the present text by the following: 

The President may, in the course of the discussion of any item, propose to the 
Health Assembly the suspension of the limitation on the time allowed to each 
speaker. He may also propose the closure of the list of speakers. 



Rule 55 

Replace the last sentence of the present text by the following: 

The President may call a speaker to order if his remarks are not relevant to 
the subject under discussion or if he has exceeded the time allowed to him. 

Rule 57 

Replace by the following text : 

Except as may be decided otherwise by the Health Assembly or the main 
committee concerned, the time allowed to each speaker shall be limited to ten 
minutes at plenary meetings and to five minutes at meetings of the main committees• 

3. REQUESTS the Executive Board to evaluate the appropriateness and effectiveness of 
the amendment s set out in paragraph 2 above, in the light of their application in 
practice, and to report to the Forty-third World Health Assembly, making such further 
recommendations as may be necessary. 
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EB79.R21 Status of collection of assessed contributions and status of advances to the 
Working Capital Fund 

The Executive Board, 

Having considered the report of the Director-General on the status of collection of 
assessed contributions and status of advances to the Working Capital Fund；^ 

Expressing its deep concern at: 

(a) the alarming deterioration in the payment of contributions by Member States; 

(b) the impact of such delays on the programme of work approved by the Health 
Assembly; and 

(c) the impact of such delays on contributions payable by Member States in future 
financial periods； 

1. URGES those Members that are in arrears to pay their outstanding contributions before 
the Fortieth World Health Assembly, to be convened on 4 May 1987; 

2• REQUESTS the Director-General to inform all Member States of the situation as soon as 
possible, and to request early payment in view of the exceptional circumstances； 

3. RECOMMENDS to the Fortieth World Health Assembly the adoption of the following 
resolution: 

The Fortieth World Health Assembly, 

Noting with concern that as at 31 December 1986: 

(a) the rate of collection of contributions in respect of the effective working 
budget amounted to 72,18%， being the lowest rate since the year 1950; and 



(b) only 83 Members had paid their current year contributions to the effective 
working budget in full, and 45 Members had made no payment towards their current 
year contributions； 

1. EXPRESSES concern at the alarming deterioration in the payment of contributions in 
1986， which is already having a deleterious effect on programme implementation during 
the current financial period; 

2. CALLS THE ATTENTION of all Members to the importance of paying their full 
contributions as early as possible in the year to which they relate, so that the 
Director-General might cancel planned contingent programme budget implementation 
reductions； 

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• 
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EB79.R22 Principles Governing Relations between WHO and Nongovernmental Organizations 

The Executive Board, 

Having considered the revised version of the Principles Governing Relations between 
the World Health Organization and Nongovernmental Organizations； 

RECOMMENDS to the Fortieth World Health Assembly the adoption of the following 
resolution: 

The Fortieth World Health Assembly, 

Recalling Article 71 of the Constitution whereby WHO may make suitable arrangements 
for consultation and cooperation with nongovernmental organizations in carrying out its 
international health work; 

Recalling that the Working Principles Governing the Admission of Nongovernmental 
Organizations into Official Relations with WHO were adopted by the First World Health 
Assembly and amended by the Third, Eleventh and Twenty-first World Health Assemblies 
(resolutions WHA1.130, WHA3.113, WHA11.14 and WHA21.28); 

Recognizing the important role of nongovernmental organizations, as emphasized by 
the Thirty-eighth World Health Assembly in resolution WHA38.31, and the complementarity 
of the resources they represent in the network of governments, peoples and WHO striving 
for health development； 

Emphasizing the need to mobilize national and international nongovernmental 
organizations for accelerated implementation of health-for-all strategies; 

Taking into account the usefulness of a broad framework dealing with the 
development of informal relations with nongovernmental organizations as well as with 
their admission into offiçial relations with WHO; 



DECIDES to adopt the revised Principles Governing Relations between the World 
Health Organization and Nongovernmental Organizations, annexed hereto.^ 
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EB79.R23 Relations with nongovernmental organizations 

The Executive Board, 

Having examined the report of the Standing Committee on Nongovernmental Organizations；^ 

1. DECIDES to establish official relations with the following nongovernmental organizations: 

International Medical Society of Paraplegia 
World Organization of the Scout Movement 
OXFAM 
International Federation of Oto-Rhirio-Laryngological Societies 
Network of Community-Oriented Educational Institutions for Health Sciences 
International Society of Dietetic including all Infant and Young Children Food 

Industries 

2. NOTES that the International Union for Child Welfare, with which official relations 
had been established in 1948, has now been disbanded. ‘ 

Hbk Res., Vol. Ill (1st ed.) , 7.2.3. (Twenty-second meeting, 23 January 1987) 

EB79.R24 The Codex Alimentarius Commission 

The Executive Board, 

Having reviewed the report by the Director-General on the Codex Alimentarius 
C o m m i s s W 

Recognizing the importance of the Joint FAO/WHO Food Standards Programme and the role of 
the Codex Alimentarius Commission for the promotion of food safety and the facilitation of 
international trade; 

RECOMMENDS to the Fortieth World Health Assembly the adoption of the following 
resolution： 

The Fortieth World Health Assembly, 

Having studied the first report by the Director-General on the Codex Alimentarius 
Commission and the discussions during the seventy-ninth session of the Executive 
Board; 

Recognizing the role of the Joint FAO/WHO Food Standards Programme and the Codex 
Alimentarius Commission for the promotion of food safety and the facilitation of 
international trade; 

Recognizing the essential role of sufficient and safe food for health promotion and 
disease prevention; 

Aware of the benefits to all countries to be derived from the work of the Codex 
Alimentarius Commission; 

1 See Annex 11. 
2 Document EB79/36. 
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1. CALLS UPON Member States： 

(1) to participate actively, particularly their health sectors, in the work of the 
Codex Alimentarius Commission and its committees； 

(2) to make all appropriate efforts to adopt Codex standards, and to fully utilize 
the recommendations of the Commission for the promotion of food safety and the 
international food trade; 

(3) to promote active collaboration on the part of both the public and private 
sectors and nongovernmental organizations in national Codex work; 

2. REQUESTS the Director-General; 

(1) to continue to collaborate with FAO in support of the Commission; 

(2) to maintain appropriate technical and financial support of the Commission; 

(3) to collaborate with Member States in strengthening their infrastructure for 
food safety in order to facilitate the implementation of Codex standards and 
recommendations； 

3. RECOMMENDS the Codex Alimentarius Commission： 

(1) to give priority consideration to the work of the general subject committees 
and the regional coordinating committees, which are responsible for food safety and 
consumer information; 

(2) to encourage Member States to fully utilize and implement Codex standards and 
recommendations； 

(3) to invite Member States which have not yet joined the Commission to do so 
without delay. 

Hbk Res., Vol. II (1985), 1.14.5 (Twenty-second meeting, 23 January 1987) 

EB79.R25 Appointment of the Committee of the Executive Board to Consider Certain Financial 
Matters Prior to the Fortieth World Health Assembly 

The Executive Board, 

Considering the provisions of Financial Regulations 11.3 and 12.9 concerning the 
Director-General1 s interim financial report； 

Considering that there will not be a session of the Executive Board between the date of 
finalization of the 1986 interim financial report and the date of the convening of the 
Fortieth World Health Assembly; 

1. ESTABLISHES a committee of the Executivé Board, consisting of Dr Aleya H. Ayoub, 
Professor I. Forgács, Dr W. Koinange and Dr Uthai Sudsukh, to meet on Monday, 4 May 1987, to 
act on behalf of the Board in carrying out the provisions of Financial Regulation 12.9 in 
respect of the Director-General's interim financial report for 1986 and to consider the 
following matter on behalf of the Board prior to the Fortieth World Health Assembly： Members 
in arrears in the payment of their contributions to an extent which may invoke the provisions 
of Article 7 of the Constitution; 

2. DECIDES that, in the event that any member of the committee should be unable to serve, 
his/her successor or the alternate member of the Board designated by the government 
concerned, in accordance with Rule 2 of the Rules of Procedure of the Executive Board, shall 
participate in the work of the committee. 

Hbk Res., Vol. Ill (1st ed.), 6.1.10.2 (Twenty-second meeting, 23 January 1987) 



DECISIONS 

(1) Establishment of a Dr Comían A. A. Quenum Prize 

The Executive Board, having considered a recommendatioti^- by the Regional Committee for 
Africa on the establishment of a Dr Comían A. A. Quenum Prize for Public Health in Africa, 
decided to entrust the Regional Committee with the establishment of the Prize, including the 
drawing up of appropriate rules and the making of arrangements for the selection of award 
winners ； the Prize would be presented to the winner during a subsequent session of the 
Health Assembly by its President. 

(Sixth meeting, 14 January 1987) 

(2) Members in arrears in the payment of their contributions to an extent which may invoke 
Article 7 of the Constitution 

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 Fortieth World Health Assembly. That 
committee would then make recommendations to the Health Assembly on behalf of the Board, 
taking account of the discussion in the Board. 

(Sixteenth meeting, 20 January 1987) 

(3) Report on meetings of expert committees and study groups 

The Executive Board considered and took note of the Director-General1 s report^ on the 
meetings of the following expert committees and study groups: the WHO Expert Committee oil 
Venereal Diseases and Treponematoses, sixth report；^ the WHO Expert Committee on Malaria, 
eighteenth report;^ the WHO Expert Committee on the Epidemiology and Control of African 
Trypanosomiasis；^ the WHO Expert Committee on Vector Biology and Control, tenth report 
(Resistance of vectors and reservoirs of disease to pesticides)；^ the Joint FA0/WH0 Expert 

1 Resolution AFR/RC36/R8. 
2 Document EB79/41. 
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Committee on Brucellosis, sixth report;1 the WHO Study Group on the Strengthening of 
Regulatory Mechanisms for Nursing Training and Practice relating to Primary Health Care；^ 
and the WHO Expert Committee on Occupational Health for Working Women.3 It thanked those 
experts who had taken part in the meetings, and requested the Director-General to follow up 
the expertsT recommendations, as appropriate, in the implementation of the Organization* s 
programme, bearing in mind the discussion in the Board. 

(Seventeenth meeting, 21 January 1987) 

(4) Convention on the Law of Treaties between States and International Organizations or 
between International Organizations 

The Executive Board, having considered the Director-General1 s report on the United 
Nations Conference on the Law of Treaties between States and International Organizations or 
between International Organizations,^ decided to authorize the Director-General to arrange 
for the signature, on behalf of WHO, of the Convention on the Law of Treaties between States 
and International Organizations or between International Organizations, adopted in Vienna in 
1986. 

(Twentieth meeting, 22 January 1987) 

(5) Award of the Léon Bernard Foundation Prize 

The Executive Board, after considering the report of the Léon Bernard Foundation 
Committee, awarded the Léon Bernard Foundation Prize for 1987 to Sir John Reid for his 
outstanding service in the field of social medicine. 

(Twenty-first meeting, 23 January 1987) 

(6) Award of the Dr A. T. Shousha Foundation Prize 

The Executive Board, after considering the report of the Dr A. T. Shousha Foundation 
Committee, awarded the Dr A. T. Shousha Foundation Prize for 1987 to Professor Ahmed 
Mohamed El-Hassan for his outstanding contribution to the improvement of the health situation 
in the Eastern Mediterranean Region. 

(Twenty-first meeting, 23 January 1987) 

(7) Award of the Child Health Foundation Prize 

The Executive Board, after considering the report of the Child Health Foundation 
Committee, awarded the Child Health Foundation Prize for 1987 to Professor José R. Jordán for 
his outstanding service in the field of child health. 

(Twenty-first meeting, 23 January 1987) 

1 WHO Technical Report Series, No. 740, 1986. 
2 
WHO Technical Report Series, No. 738, 1986. 

3 Document WHO/OCH/86.1 (1986). 
Document EB79/40. 



(8) Award of the Child Health Foundation Fellowship 

The Executive Board, after considering the report of the Child Health Foundation 
Committee, awarded the Child Health Foundation Fellowship for 1987 to Professor Sanath 
Punsara Lamabadusuriya. 

(Twenty-first meeting, 23 January 1987) 

(9) Award of the Sasakawa Health Prize 

The Executive Board, after considering the report of the Sasakawa Health Prize 
Committee, awarded the Sasakawa Health Prize for 1987 to Sister Marie Joan Winch for her 
innovative work in health development, and rioted that Sister Winch will receive an amount of 
US$ 30 000. 

(Twenty-first meeting, 23 January 1987) 

(10) Review of the Organization's structure 

The Executive Board, mindful of resolution WHA33.17 concerning the study of WH0f s 
structures in the light of its functions, and of the concerns expressed by members of the 
Board at its seventy-ninth session relating to the Director-General*s Introduction to the 
proposed programme budget for 1988-1989, requested the Programme Committee to review 
(a) opportunities for strengthening relations between the regional offices and headquarters, 
(b) the involvement of the Director-General in the appointment of all Regional Directors, and 
(c) the decision-making processes regarding the implementation of WHO policies, programmes 
and guidelines in the regions； and to report to the Board at its eighty-first session, in 
January 1988. 

(Twenty-first meeting, 23 January 1987) 

(11) Reports of the Joint Inspection Unit 

The Executive Board, having considered the reports of the Joint Inspection Unit on 
"United Nations technical cooperation in Central America and the Caribbean: Volume II 一 the 
Caribbean", "Some reflections on reform of the United Nations", "Status of internal 
evaluation in organizations of the United Nations system", "Third report on evaluation in the 
United Nations system; integration and use", "Management of interpretation services in the 
United Nations system", and "Cash management in the United Nations and four specialized 
agencies (FAO, ILO, UNESCO, WHO)", thanked the Inspectors for their reports and expressed its 
agreement with the Director-General1 s comments thereon.^ Regarding the cash management 
study, the Board decided to request the Director-General to prepare a proposal or alternative 
proposals for an incentive scheme for the apportionment of casual income among Members, to be 
submitted to the eighty-first session of the Board. 

(Twenty-first meeting, 23 January 1987) 

1 Documents EB79/34 and EB79/34 Add.1 (the latter is reproduced in Annex 13). 



(12) Report of the International Civil Service Commission 

The Executive Board took note of the twelfth annual report of the International Civil 
Service Commission,^ submitted in accordance with Article 17 of the Commission's Statute. 

(Twenty-second meeting, 23 January 1987) 

(13) Relations with nongovernmental organizations 

The Executive Board, having considered the report of the Standing Committee on 
Nongovernmental Organizations,^ decided to maintain official relations with 
37 nongovernmental organizations reviewed at the current session,^ and expressed its 
appreciation for their valuable contribution to the work of WHO. With regard to the three 
organizations reviewed again in accordance with the request of the Board at its 
seventy-seventh session (the Biométrie Society, the Commonwealth Medical Association, and the 
International Sociological Association), the Board decided to maintain official relations 
with the two latter organizations until their next review, in 1989. It decided that the 
Biométrie Society should be consulted concerning the appropriate type of relations that might 
be established for the future and that the results should be reported to the eighty-first 
session of the Board. 

(Twenty-second meeting, 23 January 1987) 

(14) Provisional agenda for and duration of the Fortieth World Health Assembly 

The Executive Board approved the Director-General* s proposals for the provisional agenda 
of the Fortieth World Health Assembly.^ Recalling its earlier decision that the Fortieth 
World Health Assembly should open on Monday, 4 May 1987, at noon, the Board, in view of its 
proposal to the Fortieth World Health Assembly that the duration of all future Health 
Assemblies be not more than two weeks, decided that the Fortieth World Health Assembly should 
close no later than Saturday, 16 May 1987. 

(Twenty-second meeting, 23 January 1987) 

(15) Date and place of the eightieth session of the Executive Board 

The Executive Board decided that its eightieth session should be convened on Monday, 
18 May 1987, at WHO headquarters, Geneva, Switzerland. 

(Twenty-second meeting, 23 January 1987) 
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ANNEX 1 

BLOOD AND BLOOD PRODUCTS1 

1• Report by the Programme Conunittee of the Executive Board 

[EB79/7 - 14 January 1987] 
I• Introduction 

1. The report by the Director-General on blood and blood products,^ prepared in response 
to a request made daring the seventy-first session of the Executive Board in January 1983, 
was introduced by Dr В. Sankaran, Director, Division of Diagnostic, Therapeutic and 
Rehabilitative Technology. The report presented a broad analysis of the situation in 
countries and placed the main issues in their proper framework. National and regional 
consultations had contributed to a clearer understanding of the various issues involved. To 
better appraise the situation and to identify the problems faced by Member States in the 
organizat ion and management of blood trans fus ion services, a survey had been carried out in 
developing countries using a graded questionnaire. Questions proceeded logically 一 from the 
essential elements to be considered in the planning, organization， administration and 
operation of an integrated blood transfusion service to the more sophisticated components -
and were arranged under major headings covering the whole field of blood transfusion 
services. Although only 45% of the countries concerned had replied to the questionnaire, the 
answers nevertheless provided a useful overview of the situation at country level. Regional 
committees had also reviewed certain specific issues in addition to the organizational 
functioning of blood trans fus ion services at country level. 

2• The Director-General1 s report identified as one of the major problems in developing 
countries the fact that the quantities of blood and blood products available were far lower 
than the quantities Chat would be considered indispensable in developed countries. Since 
January 1984 the threat represented by AIDS has been recognized by an increasing number of 
countries, making it imperative to develop and systematically use sensitive methods for the 
detection of its causative agent, namely human immunodeficiency virus (HIV), in blood and 
blood products. Tlie public health significance of transfusion-induced non-A non-B hepatitis 
has also been increasingly recognized, leading some countries to implement additional blood 
screening procedures. Preliminary surveys suggest that the technologies available for 
ensuring the safety of blood and blood products for the recipient were not routinely used for 
a variety of reasons. The most critical issue facing developing countries therefore is to 
ensure availability of life-saving blood of an acceptable quality at a cost people and 
communities can afford. 

3. The situation in developed countries can be determined from the extensive literature on 
the topic, and is rather different from that in developing countries• With the availability 
of blood assured for the most part, the major operational and technical issues relate to 
ensuring the safety of blood and blood products, and the development of artificial 
substitutes for blood and blood products. 

4. After the introduction of the Director-General1 s report, the Regional Directors briefly 
described the situation in each of their regions• They referred in particular to the 
discussions of the regional committees on the topic of blood and blood products, and to 
relevant regional committee resolutions, as well as to documentation describing issues of 
special relevance to countries of their regions.3 

1 See resolution EB79.R1. 
2 . See part 2 of this Annex (p. 36). 
3 AFRO - Blood Transfusion Services (BTS) in AFRO Member States : A Guideline for 

Development; AMRO/PAHO - （CE92/11) 7 May 1984, CD29/12, 1983; SEARO - SEA/RC39/7, 
SEA/RC39/24, SEA/RC39/R6; EURO - EUR/RC36/11, EUR/RC36/18Rev.1, EUR/RC36/R7； EMRO -
WHO-EM/LAB/195 1984, EM/RC33/12, EM/RC33/16/D, EM/RC32/R10; WPRO - WPR/RC37/13Rev.1, 
WPR/RC37/R15. 



5. The Programme Committee expressed its appreciation of the clear and comprehensive 
analysis of the complex issues presented in the Director-General1 s report, and proposed that 
certain modifications based on its discussions be incorporated in the report prior to its 
submission to the Executive Board. These discuss ions are summarized below. 

II• Main uses of blood and blood products 

6. The information contained in Chapter II of the report (Main uses of blood and blood 
products) would be very useful for those involved in set ting up or managing blood transfusion 
services. Since it was important to avoid confusion or misinterpretation of any of the 
complex factual material contained in the document, certain technical issues should be 
addressed in greater detail. For example, in addition to indicating the optimal temperature 
for storing blood, the effect which alterations in temperature had on platelet counts and 
erythrocyte concentration should be briefly described. It should be clearly stated that 
albumin fractions subjected to heat treatment, in addition to not transmitting hepatitis 
viruses В, non-A and non-B， would not transmit HIV. 

III. Organization and management of blood transfusion services^ 

7. Chapter III (Organization and management of blood transfusion services) introduced a 
number of important issues• Routine medical examination of donors would greatly contribute 
to ensuring the quality of collected blood； however, it was noted that in fact such 
examinations were not undertaken in most cases. Voluntary exclusion from blood donation 
would contribute significantly to quality control and reduce the potential of transmission of 
infection. Blood screening tests were costly， and certainly contributed significantly to the 
unit cost of blood and/or blood products. However, some potential donors were volunteering 
blood in order to be screened for hepatitis or AIDS at no direct cost to themselves, thereby 
effectively increasing the unit cost of blood and blood products. Measures were needed to 
ensure that the blood screening tests routinely performed on all potential blood donors were 
not used by some people as a means of diagnosing or confirming AIDS or hepatitis. For 
example, an approach that had been tried successfully in a number of countries was for blood 
testing and screening facilities to be separate from the blood transfusion centres. This 
emphasized the importance of up-to-date lists of safe donors and the need for rapid and 
accurate communication of information between screening and transfusion facilities, to ensure 
quality control and also to prevent individuals from donating too often by using different 
centres on each occasion. Technology now existed to facilitate the maintenance of well 
documented and up-to-date lists of suitable potential donors• 

8. In many countries there was a large wastage of whole blood because of its inappropriate 
use. More rational use was needed 一 for example, the use of albumin instead of whole blood. 
In that regard the general principles concerning the use of blood and blood products, 
described in paragraph 41 of the Director-General丨s report, should be emphasized. These were 
relevant to both developed and developing countries, whenever or wherever blood and blood 
products were required or used, and the principles remained valid despite rapidly evolving 
developments affecting blood, blood products and blood substitutes. The application of these 
principles would reduce wastage of blood and blood products. 

9. WHO, in close association with the other main organizations concerned, had provided 
technical guidance to institutions and Member States on the organization and management of 
blood trans fus ion services with special emphasis on quality control requirements and 
procedures. The Committee felt that the very valuable list of publications on the 
organization and management of blood trans fusion services and quality control of blood and 
blood products contained in the report should be updated to include inter alia the most 
recent references on hepatitis and HIV. 

IV, Safety of blood and blood products in relation to cause(s) of AIDS 

10. The information presented in Chapter IV (Safety of blood and blood products in relation 
to cause(s) of AIDS) made it clear that a 100% reliable blood screening test for HIV does not 
exist • There was no indication that such a screening test was on the horizon. The presence 
of malaria parasites in blood would not cause a false positive test for AIDS. The screening 
test for AIDS was intentionally highly sensitive in order to identify as many positive 
results as possible. From the perspective of quality control, in the case of AIDS it was 

1 Information on the work of the Organization in this area is to be found in Chapter 
III of the Director-General1 s report (see p. 39). 



better to have false positives from HIV than false negatives• However, a negative screening 
test for HIV did not mean freedom from HIV infection, since it was known that an infected 
individual would not have a positive result from the screening test for a period of three to 
six months after initial exposure to the virus. Since viral cultures were positive in 
approximately only 60% of cases where blood was known to be infected with HIV, their utility 
in such situations was limited. However, where viral culture was positive there was 100% 
certainty of having diagnosed a carrier of HIV. The usefulness of immunological approaches 
to screen for HIV was limited at this stage, since reactions occur both to live and dead 
viruses• 

11. Some countries were considering requesting proof of a negative blood screening test for 
AIDS before granting entry visas； however， the Committee noted that there was no 
international agreement yet on this issue. 

12. Contaminated injection needles spread HIV virus• What was perhaps less well-known was 
the potential for the virus to be similarly transmitted through the reuse of contaminated 
syringes. One comment was that HIV virus had been detected in other bodily secretions, 
including milk, saliva and tears, and that cases had been reported of transmission through 
breast-milk. 

13. The Committee recommended that a list be prepared as soon as possible of the various 
blood screening tests available, as well as a brief description of each and an indication of 
their reliability and predictability, without mentioning their brand names• Similarly, 
information on the standardization of blood screening tests should be prepared rapidly along 
with an up-to-date list of appropriate references so that details could be obtained where 
necessary. 

V. World situation 

14. Only 45% of countries had replied to the questionnaire and, although useful information 
was contained in tables 2 to 9 of Chapter V (World situation), it was inadequate in terms of 
quantity and quality. Nor could the additional data required be obtained simply through a 
questionnaire of the sort used in preparing Chapter V， particularly as a questionnaire should 
serve primarily as a starting point for effective support to countries. There was a need for 
technical specialists who could work with the governments in identifying their countries' 
needs, establishing priorities and undertaking the necessary action. The questionnaire would 
be useful as a check list to this end, particularly as the questions had been graded 
sequentially for that purpose, from the most simple to the most complex. 

15. A number of problems were faced by countries worldwide. Regarding the fundamental 
technical and ethical questions involved, two distinct issues emerged; ensuring the timely 
and adequate supply of safe blood and blood products to all in need in the spirit of social 
equity, at a cost a country and its people can afford; and the appropriate use of blood and 
blood products• 

16. In developing countries, particularly where personnel, laboratory services, equipment 
and essential logistics support were often lacking, organizing blood transfusion services was 
a major concern. Coupled with this was the fact that in many developing countries there 
continued to be an unjustified, unnecessary and costly use of whole blood, almost to the 
exclusion of manufactured blood products. This was an example of wastefulness of blood and 
financial resources among those who could least afford it-

17. At the present time it was primarily the developed countries that were using blood 
products (for example, derived through plasmapheresis and fractionation) and blood 
substitutes - particularly since they had most of the necessary technology and resources. 
However, since blood products and blood substitutes would increasingly be used by developing 
countries and the waste of whole blood would thereby be reduced, there was a need for 
technical cooperation not only between developed and developing countries but also， for 
example, through the establishment of joint fractionating centres serving a number of 
developing countries• 

VI, Ethical considerations 

18. The Committee confirmed its support for resolution WHA28.72 adopted in 1975 by the 
Health Assembly, urging Member States "to promote the development of national blood services 
based on voluntary non-remunerated donation of blood" and "to enact effective legislation 
governing the operation of blood services and to take other actions necessary to protect and 



promote the health of blood donors and of recipients of blood and blood products". The 
resolution represented the ideal situation, while in practice the issues were often more 
complicated for countries to deal with. Opinions in the Committee differed on the ethical 
principles applying to transfusion of whole blood and of blood products. Some individuals 
might be prepared to donate blood without remuneration for the purpose of non-profit making 
blood transfusion, but might be unwilling to do so where the preparation of blood products 
for coramercial sale was involved • One opinion therefore was that non - rémunérât ion of donors 
should be the rule where donated blood would be transfused as whole blood. Where donated 
blood would be used commercially to yield blood products, the process involved could be 
considered analogous to the preparation of various drugs, and donors could be remunerated. A 
second opinion was that WHO1 s role was to promote actively the ideal situation and at the 
same time to focus support on ensuring the quality of donated blood, whatever its subsequent 
use• However, a third opinion was that it was unwise to have false expectations that the 
ideal situation could easily be reached in all countries• The aim, therefore, should be to 
ensure the supply of safe blood in adequate amounts to those most in need. Moreover, the 
appropriate use of blood was equally important• A fourth opinion was that, in view of the 
high costs associated with collecting, processing, storing and distributing blood, it was 
ethical to recover these costs, at least partially, from the recipients of blood and blood 
products• It was evident from the above that the issue of remunerated versus non-remunerated 
blood transfusion was not yet as clear-cut as might appear at first sight. 

19. In this context, and recalling resolution WHA28.72, the consensus of the Committee was 
that the adopt ion of a code of ethics on this issue was a national matter, WHO1 s role was to 
provide its Member States with accurate and objective information in order to permit them to 
reach decisions in the light of their own circumstances. 

VII• Research 

20. The Committee felt that there was a clear need for further research to be undertaken in 
a number of areas relating to blood and blood products and that, given the importance of the 
issues involved, this should be given greater prominence in the Director-General1s report. 
Successful research would contribute to the identification of long-term solutions affecting 
the quality, availability and appropriate use of blood and blood products. An important role 
for WHO was the promotion of research aimed at developing appropriate technology, including 
artificial oxygen transfer by means of synthetic blood substitutes, as well as plasma 
proteins, making use of biotechnological advances. Such technology would incidentally 
contribute to the resolution of many ethical issues by greatly reducing the need for donors• 
There was also a continuing need for research on developing and/or improving blood screening 
tests suitable for countries at different stages of development, and on improving methods of 
quality control• 

21• WHO could stimulate the scientific community and research-based industry to undertake 
the necessary research which, due to financial constraints, could not be supported by WHO. 

VIII• Concluding remarks 

22. In considering Chapter VI (Concluding remarks), the Committee reiterated that a number 
of important factors should be brought to the attention of the Executive Board. It recalled 
that highly complex and sensitive issues were involved, for which there were no easy 
solutions； in considering these, it was important not to lose sight of the "ideal" 
situation, and yet to be pragmatic in the light of practical realities• The ideal situation 
was one in which health-for-all strategies were being pursued vigorously, based on the 
underlying value system of social equity in health matters. With regard to blood and blood 
products, this was far from being the situation. 

23. The problem as faced by the industrialized countries, although difficult, was generally 
manageable in view of the infrastructure, technical, human and financial resources, and 
managerial capacities, including information systems, which almost all developing countries 
still lacked. 

24• Moreover, the health status of the population in many developing countries was such 
that, if one excluded all those who suffered from various tropical and parasitic diseases arid 
hepatitis, as well as those who harboured HIV, the reservoir of potential safe donors 



would be substantially depleted. The cost of Che necessary screening procedures to ensure 
the safety of the blood being donated was prohibitive, if these procedures were available at 
all； a pragmatic approach had to be followed in these countries to improve the situation 
progressively and to ensure the rational and optimal use of blood. 

25. In the light of the above, it was essential to address first and foremost the 
fundamental technical and ethical questions• In reiterating its support for resolution 
WHA28.72, the Committee realized that the crucial issues were availability and quality of 
potentially life-saving blood. A major ethical and technical challenge was to support 
developing countries in building up their blood transfusion services so as to ensure the 
timely and adequate supply of safe blood and blood products to all in need in the spirit of 
social equity, at a cost that the country and its people could afford. The question of 
remuneration versus non-remuneration of donors had to be considered in that perspective. 
Similarly, issues such as Codes of Practice for Blood Donation and Transfusion and for the 
Collection (by Plasmapheresis) and Processing of Human Plasma Intended for Manufacturing 
Purposes, discussed at the seventy-first session of the Executive Board, could not be 
addressed without further information on the situation in countries throughout the world. In 
the final analysis the adoption of such codes of practice was a national decision, while WHO 
should provide governments with complete arid objective information to help them reach 
appropriate decisions in the light of their own circumstances. 

26. WHO had an obligation to ensure that Member States had the most up-to-date information 
on recent technological developments, and on appropriate and cost-effective ways of 
organizing blood transfusion services. In its technical cooperation with Member States, WHO 
should ensure that such information was available and could be readily utilized. In this 
respect, the Committee recommended that the extens ive documentât ion already issued by the 
Organization be updated as soon as possible, WHO should concentrate on supporting its Member 
States to build up their blood transfusion policies and services on the basis of this 
information. WHO should encourage collaboration between countries, including collaboration 
between developed and developing countries, to improve blood transfusion services 
particularly in developing countries• 

21m With regard to the financial aspects of strengthening these services in developing 
countriesj while WHO1 s restricted budget could not provide a solution, the Organization 
should be active in mobilizing enlightened bilateral and multilateral support. 

28. An important part of the Organization1s role in the area of blood and blood products 
should be the energetic promotion of research aimed at developing appropriate technology, 
such as synthetic blood substitutes arid blood products, making use of biotechnological 
advances. The time and resources spent on such research by WHO should riot however diminish 
the practical support so urgently required now by the developing countries. WHO could have a 
powerful influence on stimulating the scientific community and research-based industry to 
undertake the necessary research which, due to budgetary limitations, it could not itself 
support• 

29. The Committee felt that all the above critical issues should be brought to the attention 
of the Executive Board at its seventy-ninth session, together with the Director-General1s 
report, revised in accordance with the Committee1s comments• Furthermore, it believed that 
it would be appropriate for it to propose a draft resolution for the consideration of the 
Board. Accordingly, it agreed to meet at the start of the Executive Board session in January 
1987 to review the Director-General1s report and formulate a resolution. 



2. Report by the Director-General 

[EB79/7 Add Л - 14 January 1987] 

This report, prepared in response to a request made during the seventy-first 
session of the Executive Board, takes account of the comments and recommendations 
made by the Programme Committee at its eleventh session in October 1986, as well as 
at its ad hoc meeting during the Executive Board in January 1987.1 
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I. INTRODUCTION 

1. In January 1983 the Executive Board, when reviewing WHO programme budget proposals 
concerning programme 12.3 (Drug and vaccine quality, safety and efficacy), raised a number of 
questions concerning the rational use of plasmapheresis, the ethics of blood purchase from 
individual donors and, in more general terms, the action which could be taken in developing 
countries to make blood transfusions safe for the population and to make blood available free 
for those who needed it. The Executive Board agreed that, after consulting the WHO regions, 
a report on these topics would be submitted to the Programme Committee. Subsequently, the 
Programme Committee decided to provide appropriate time for national and regional 
consultation and to develop a better understanding of the magnitude of the safety problems 
associated with the discovery of acquired immunodeficiency syndrome (AIDS). It was agreed, 
therefore, to place the problem of blood and blood products on the agenda of the October 1986 
session of the Programme Committee• 

2. Since January 1984 the threat represented by AIDS has been recognized by an increasing 
number of countries, making it imperative to develop and systematically use sensitive methods 
for the detection of human itranunodeficiency virus (HIV), its causative agent, among blood 
donors, blood batches and blood products• During this period, the practical health 
significance of transfusion-induced non-A non-B hepatitis has been increasingly realized, 
leading some countries to implement additional blood screening procedures. Preliminary 
surveys on the characteristics of and problems faced by blood transfusion services in 
developing countries have also shown that technologies available for ensuring the safety of 
blood and blood products at the users1 end were not routinely used for a variety of reasons• 
As a consequence, the working paper submitted to the Programme Committee presents a broad 
situation analysis, places the main issues identified by the Executive Board within their 
proper frame and makes suggestions for action. 

II. MAIN USES OF BLOOD AND BLOOD PRODUCTS 

3. Blood as a replacement in cases of acute hypovolaemic shock is a standard clinical 
practice• Such acute shocks are usually associated with accidents, obstetric emergencies and 
surgical interventions. Specific conditions furthermore require the administration of either 
whole blood or blood products. In developed countries the use of whole blood is being slowly 
replaced by concentrated red-cell suspensions when the oxygen-carrying capacity of the 
haemoglobin is vital； by albumin solutions as replacement for blood when plasma derivatives 

1 The data contained in the tables have been updated. 



are more important； by immunoglobulins for protection and treatment of disease; by 
cryoprecipitates and factor VIII and factor IX for treatment and management of 
haemophiliacs； and by leucocyte transfusions for individuals on immunosuppressive therapy 
(leucopheresis and transfusion). This has led to the growth of two series of facilities; 
blood transfusion services for collection, storage, categorization, distribution and use of 
whole blood; and blood fractionation institutions exploiting the plasma and its main 
components• Not only are the end products different but also large quantities of plasma can 
be acquired by plasmapheresis instead of whole blood donation. 

4. Economic development and public information are giving people increasing access to 
health facilities, which in turn is raising the demand for more and better blood and blood 
products throughout the world, while the steadily increasing realization of the public health 
implications of blood-transmitted diseases results in additional quality control 
requirements. These are not only complex and costly, but severely limit the proportion of 
"safe donors" and the availability of cheap and safe blood and blood products. 

5. For historical and socioeconomic reasons no two countries are alike in the development 
of their blood transfusion services and plasma fractionation facilities. The least developed 
of the developing countries usually still rely heavily on the use of whole blood, while at 
the other end of the scale developed industrialized countries are increasingly using blood 
products for specific applications• However, whatever approach is adopted, the high risk of 
transmission of blood-borne diseases calls for strict standards in blood collection, storage, 
distribution and record-keeping• 

6. The strict quality control requirements adopted in the past for blood-grouping arid 
prevention of certain parasitic and bacterial diseases (e.g., malaria, Chagas1 disease, 
syphilis, yaws) had to be reinforced to prevent the transmission of hepatitis B， and 
additional controls are now required to cope with HIV and n.on~A non-B hepatitis. There is no 
evidence that more controls will not be added in the future due to the discovery of still 
undetected blood-borne diseases. It is essential, therefore, that the public health 
community look at transfusion of blood and the administration of blood products more 
critically in order to better identify the needs, indications and contraindications, to 
prevent the spread of blood-borne diseases, and to optimize the exploitation of blood 
resources which dwindle whenever additional control procedures are introduced. 

7. Every transfusion of blood has an element of risk and hence the indications must be 
precise. Whole blood transfusion, always with an anticoagulant added (usually a citrate) is 
indicated; 

(a) when hypovolaemic shock of an acute nature threatens the integrity and capacity of 
the circulatory system to combat it，resulting in an irreversible process; 

(b) to increase the oxygen-carrying capacity of the blood when there is severe hypoxia. 

8. Blood should be given to a recipient only when the ABO and Rh(D) group of the patient 
and the donor are congruous and cross-matching has established the total compatibility of the 
blood given. This is imperative for all clinical use of blood, and means that blood-grouping 
reagents, equipment and expertise are needed both at the time and place of blood collection 
and when the blood is used, 

9. Storage of blood beyond 21 days even at 4°C under conditions of refrigeration in any 
climate results in decrease in erythrocytes to less than 80%,1 loss of coagulation factors, 
a drop in pH from 7 to 6.5 and a fourfold increase in extracellular potassium from 
4 meq/litre to 15-20 meq/litre, resulting in hyperkalaemia after transfusion. Besides 
hyperkalaemia, excessive citrate accumulation when large quantities of blood have been used 
can lead to hypocalcaemia due to chelation of calcium by the citrate. Undetected 
hypocalcaemia can lead to cardiac arrest• Excessive transfusion of blood also has the effect 
of decreasing the relative platelet component, and thrombocytopenia can occur, resulting in 
haemorrhagic patches. Stored blood in hermetically sealed sterile containers at 4°C + 2°C 
under constant refrigeration still shows the following changes:^ 

1 The concentration of red blood cells in blood stored at 4°C can be maintained for 42 
days with the use of newly-introduced anticoagulants, which are very expensive at present. 

2 . 
Martindale, The Extra Pharmacopoeia， 28th edition. 



(a) Leucocytes disintegrate in a few hours• 

(b) Most of the platelets arid clotting factors, particularly factor VIII， disappear in 
a few days• 

(c) Complement gradually decreases• 

(d) Haemolysis of the red blood cells may occur. Haemolysis occurs if blood is frozen 
or heated. If it becomes infected rapid and total haemolysis is also produced. Certain 
gram-negative organisms may flourish at 4 С to 6 without causing any visible haemolysis. 

10• Many other applications of whole blood transfusion could be mentioned here, such as 
those used for treating the haemolytic disease of the newborn, or alleviating the periodic 
haemolytic crisis of the carriers of the thalassaemia gene, but such a detailed presentation 
is not the purpose of the present report • It should be noted, however, that each of these 
applications requires specific skills, equipment, biological and/or chemical laboratory 
reagents, and a proper follow-up. In the absence of such facilities the transfusions cannot 
be safely carried out or, at best, have little chance of being cost-effective. These 
requirements apply also to the administration of specific blood fractions, a few examples of 
which are listed below. 

11* Red cell concentrate therapy is based on the administration of cells separated from the 
blood• The cells are normally prepared and used within 12 hours, While the therapeutic 
value of red cell concentrate therapy for certain clinical situations is well understood, 
additional uses are also coming to light • For example, it has been suggested recently that 
the selective use of red cell concentrate or even washed red cells instead of whole blood 
might improve the chances of survival of patients who have undergone surgery for certain 
cancers•1 

12• Platelet concentrates are used primarily in thrombocytopenia, purpura and haemorrhagic 
diathesis, secondary to platelet suppression as a result of immunosuppressive therapy, or on 
patients who are on antineoplasic drugs. Similarly, leucocyte concentrâtes obtained by-
selective leucopheresis are of use in patients who have leucocyte or bone marrow suppression 
as a result of cancer chemotherapy, radiotherapy, radionucleide administration, or for 
treatment of malignant lymphomas• 

13. Reconstituted pooled plasma is primarily reserved for burns and crush injuries where 
protein loss in the burned area results in a haemoconcentration as exhibited by a high 
haematocrit value• Its use is governed by the availability of a product of assured quality. 
This plasma is deficient in coagulation factors. Fresh frozen plasma may be used in 
haemophilia and factor V deficiency, particularly when factor VIII is not available, 

14• Cryoprecipitated factor VIII is the most important single protein fraction of plasma in 
the treatment of haemophilia. Its production and use are riot routinely taking place in many 
developing countries• Factor IX for the treatment of Christmas disease (a haemorrhagic 
diathesis due to factor IX deficiency) is obtained by a process of cryoprecipitatLon. 

15. Fibrinogen administration is sometimes essential. Depletion of fibrinogen occurs in 
severe postpartum haemorrhage and in accidental haemorrhage in the third trimester of 
pregnancy• It has been known to occur following total prostatectomy and in patients who have 
been exposed to severe trauma and crush injury• Incompatible blood transfusion can give rise 
to a severe drop in fibrinogen levels. Falls of levels from 300 mg/100 ml to less than 90 mg 
have been reported in afibrinogenaemia. Severe bleeding episodes occur in patients with 
afibrinogenaemia• Fibrinogen, if available, is reconstituted and given intravenously owing 
to its major role in clotting. 

16. Albumin is one of the most useful plasma proteins and is extensively used in many 
developed countries as a pre-operative, operative and post-operative substitute for blood 
transfusion. Because of its high molecular weight it maintains an osmotic balance in the 
blood vessels ; loss of albumin due to nephrotic syndrome and decreased synthesis occurring 
in cirrhosis can be reversed with adequate intravenous administration of albumin. Albumin 

1 British Medical Journal, 1986, 293, 530. 



fractions can be subject 仁о heat treatment and hence do not transmit hepatitis viruses В and 
non-A non-B, and HIV. It has become so important in the management of shock following severe 
blood loss due to trauma, and in post-operative management, that its use is now widespread in 
many resuscitation units. 

17. Quantification of theoretical needs varies a great deal from country to country but 
should be based on epidemiological surveys of the disease patterns in the country and 
evolution of medical practice regarding indications for trans fas ion. Actual needs are 
invariably dependent on the characteristics of the national health system. Many countries do 
not have the fiscal resources to satisfy their needs or have not adequately developed their 
services to provide blood arid blood products• It has been estimated that a welL-fanctioning 
health system would require approximately 10 units of blood per hospital bed per year. 
Unpublished information provided by Leikola and Towle of the League of Red Cross and 
Red Crescent Societies covers the siCaation in industrial market, middLe—income and 
low-income countries. The highest reported requirement is nine units per hospital bed per 
year (USA), arid the world average is approximately 4.7 units per hospital bed per year. 
These figures do not include the products available from plasmapheresis. A more accurate 
quantification should also take into account:仁he bed occupancy rate of the countries 
concerned. 

18. The quality of collected blood, and quality control at all stages of processing， storage 
and use of blood and blood products, are crucial to ensure that the benefits that may be 
expected from the administration of these subs tances are greater than the associated risks. 
The routine quality control procedures should begin with the medical examination and 
selection of candidate donors and include in particular the sterile techniques of collection, 
the characterization of each blood batch collected, the preparation of sets, eventually the 
fractionation, the storage and transport, the matching of the blood aad blood products with 
the specific requirements of the patient, the sterile techniques of trans fusion and, last but 
not least, end with the post-transfasion care of the patient to cope with trans fusion 
reactions, if any, as well as with diseases which may have inadvertently been transmitted by 
trans fus ion. 

III. ORGANIZATION AND MANAGEMENT OF BLOOD TRANSFUSION SERVICES 

19. All the above factors have to be taken into account when organizing and managing blood 
trans fus ion services. In addition, account has to be taken of such matters as the 
establishment of registers of donors, including their blood group and other relevant 
information, the logistics of supply and demand, appropriate blood storage faci Lities, 
adequate laboratories, related equipment and supplies, accessible information on the location 
of all blood centres in the country in order to rationalize the use of services, to gain 
access to special blood groups such as 0， Rh negative, and to ensure suitable staff and staff 
training and supervision for the blood transfusion service. WHO, in с lose association with 
the other main organizations concerned, has produced a number of reports and publications 
providing technical guidance to institutions and Member States for the organizat ion and 
management of blood transfusion services, with special emphasis on quality control 
requirements and procedures. The following have been issued during the past 16 years. 

20. Blood trans fas ioa: a guide to the formation and operation of a transfusion service :^ 

(a) The introductory chapter describes the organization of a national blood bank trans fus ion 
service and the establishment of regional transfusion centres and a national reference 
centre, and includes an assessment of the transfusion needs of a country. 

(b) The succeeding chapters deal with: 

一 recruitment and selection of blood donors and maintenance of donor records, 
including medical examination; attention is particularly drawn to the sections of the 
document that list the diseases that have to be excluded through a proper history and 
medical examination, supported by laboratory examination when required； 

1 Bowley, С., Goldsmith, K., and Maycock, W., ed. (on behalf of the World Health 
Organization, the International Society of Blood Transfusion and the League of Red Cross 
Societies). Blood transfusion: a guide to the formation and operation of a transfusion 
sevice• Geneva, World Health Organization, 1971. An update to the relevant sections of this 
publication will be issued at a later date. 



- central organization of a blood bank, including staffing and accommodation, 
preparation of containers, closures, and anticoagulants, preparation of taking and 
giving sets； 

- blood collection and storage, conduct of a donor session, storage and transport of 
blood； 

一 organization and management of a blood bank, grouping techniques (ABO and Rh), 
compatibility tests, preservation of red cells for grouping, cleaning of laboratory 
glassware, preparation of blood grouping sera, laboratory documentation, laboratory 
staff and equipment； 

一 investigation and record of trans fus ion reactions; 

一 basic techniques. 

An addendum to the guide issued in 1978 introduced sections on voluntary blood donation, 
enumerating the problem of hepatitis В and non-A aori-B, and providing suggestions for the 
management of blood-borne diseases. It includes a short introductory chapter on blood bags, 
component therapy, plasmapheresis and haemolytic disease of the newborn. 

21. Report of a WHO Scientific Group on Prevention of Rh Sensitization.丄 This report 
gives details of the production of Rh immunoglobulin, the acceptable antibody levels in 
plasmapheresis donors, anti-Rh and other red cell antibodies, volume of plasma removed and 
frequency of plasmapheresis, as recommended by the Council of Europe Sub-Committee of 
Specialists on Blood Problems. 

22. Twenty-eighth Report: of a WHO Expert Committee on Biological Standardization.^ 
Annex 1 to this report is mostly concerned with the standardization of blood grouping 
reagents as well as human blood components and derivatives used for clinical purposes. 
Specifications for a number of standards and reference preparations are proposed. 

23• Report of a Meeting on the Utilization and Supply of Human Blood and Blood Products•3 
The participants underlined that a non-profit-based national trans fusion service can collect 
enough blood to satisfy the national need for erythrocytes, and can also provide sufficient 
plasma for the preparation of albumin, coagulation factors and immunoglobulin. However, many 
conditions must be fui filled before this purpose can be served. Participants also stressed 
that the world's needs for plasma and its products cannot be satisfied by this approach 
alone, making the participation of private enterprises essential. After analysing published 
data they concluded that donors repeatedly involved in plasmapheresis had significantly 
depressed plasma protein concentrations and recommended that no more than 13 to 15 litres of 
plasma per year be given by any healthy donor, and that an interval of one to two weeks be 
allowed between two consecutive plasmaphereses (removing each time some 500 ml of plasma). 
The participants noted, however, that the United States Food and Drug Administration 
considers it safe in that country to take up to 50-60 litres of plasma per donor per year. 
They recognized that lowering the ceiling to 15 litres per donor per year would make it much 
more difficult to practise commercial plasmapheresis arid to satisfy world demand for plasma 
products. The participants recommended that criteria for blood donation，including 
collection of plasma by plasmapheresis, should take into account the specific medical and 
ethical problems relevant to the area and donor group concerned, and should primarily aim at 
protecting the health of donors and recipients. 

24• Twenty-ninth Report of a WHO Expert Committee on Biological Standardization.^ 
Requirements for the Collection， Processing and Quality Control of Human Blood and Blood 
Products • The very extensive Annex 1 to this report provides in some 70 pages detailed 
guidance on requirements for the collection of source materials； for single donor and 
small-pool products； for the manufacture of human blood products； and for the control of 
plasma fractions. It also makes concrete suggestions concerning national quality control 
requirements. 

25. The collection, fractionation, quality control and uses of blood and blood products.^ 
This gives specific advice on plasmapheresis and immunization of donors and indications and 

1 WHO Technical Report Series No. 468, 1971. 
2 WHO Technical Report Series No. 610, 1977. 
3 Unpublished document LAB/76.2, 1976. 
4 WHO Technical Report Series No. 626, 1978. 
5 Published by the World Health Organization, Geneva, 1981. 



contraindications for the use of albumin solutions, coagulation factor concentrates, arid 
normal and specific immunoglobulins• In the chapter dealing with plasmapheresis, the group 
of experts has classified plasmapheresis into three levels of intensity according to the 
volume of plasma and the frequency of sessions : first, donors participating in a 
plasmapheresis programme once or twice a year； secondly, when the quantity of plasma and the 
frequency of sessions are planned in such a way as to allow both the serum levels and the 
synthesis rates of the serum proteins to return to normal before any subsequent collection 
(conditions in force mostly in European countries)； thirdly, when 1000—1200 ml of plasma are 
removed per week (up to 50-60 litres per year) from each donor, as is sometimes done in the 
USA. Studies in. donors subjected to this plasmapheresis schedule have revealed that, 
although plasma protein levels change from initial values and may not have returned to normal 
before any subsequent collection， they usually remain within accepted normal ranges. Studies 
on small groups of healthy, wel1-nourished donors undergoing this programme have shown no 
overt clinical diseases, but the experts emphasized that these findings may not apply to 
other donor populations with a different health status, and that epidemiological studies, as 
well as studies of serum constituents (lipoproteins and antithrombia III), are needed to 
characterize further the safety of this third level of intensity in plasmapheresis. 

26• Report of a consultation on the development of blood trans fus ion services on a 
country-wide basisT^ The report wasprepared by a group of expertsin accordance with 
resolution WHA28.72, which requested that increased assistance should be given to Member 
States in the development of national blood services based on voluntary donation, in 
collaboration with the League of Red Cross Societies. This paper deals with the basic 
aspects of whole blood transfusion, and is not concerned with the development of component 
therapy or the preparation of plasma derivatives. 

27• Joint WHO/League of Red Cross Societies Consultation oa Development of Blood Transfusion 
Services at Peripheral Level.z This document provides directors of national blood 
transfusion services with guidelines for planning and introducing peripheral blood 
trans fusion facilities, with special emphasis on the requirements of patients affected by 
haemorrhage and/or severe anaemia. 

28. The production of ABO and D (Rh0) grouping r e a g e n t s T h i s document, prepared at 
the request of directors of national blood trans fus ion services of various countries, 
describes the procedures for the production of ABO and D blood grouping reagents for human 
plasma or serum, and also of those from other sources. 

29. Use of plasma volume substitutes and plasma in developing countries.^ This document 
provides information for developing countries ori plasma volume substitutes, together with 
guidelines for their use, and basic indications and information on limitations and side 
effects of simple electrolyte solutions and artificial colloids, as well as on plasma, 
albumin and protein fractions• It also includes practical guidelines for proper management 
of patients suffering from blood loss, plasma loss, or overall extracellular fluid and 
electrolyte loss. 

30. The aforementioned publications and documents, although providing excellent guidance on 
essential issues, were for the most part written before the trans fusion problems due to 
hepatitis В were fully realized, and when the problems associated with hepatitis non-A non-B 
were even less understood. Furthermore, they were all produced before the discovery of the 
threat caused by HIV. During the past few years it became obvious, therefore, that several 
problems needed further elucidation and that additional guidance should be disseminated to 
limit the trans fus ional spread of hepatitis and HIV viruses. 

IV. SAFETY OF BLOOD AND BLOOD PRODUCTS IN RELATION TO CAUSE(S) OF AIDS 

31. In 1983，as the significance of AIDS as an international health problem began to be 
appreciated, WHO convened the first of a series of meetings to discuss various aspects of the 
disease and especially strategies for prevention. The safety of blood and blood products was 
already at issue， and though a virus had not yet been established as the cause of AIDS, 
certain recommendations were made on the basis of the accumulated experience. Following the 
identification of HIV as the causative agent, WHO held a second consultation in April 1985 at 
which blood and blood products were again discussed. The meeting recommended that， where 

1 Unpublished document LAB/77.1, 1977. 
2 Unpublished document LAB/80.1, 1980. 
3 Unpublished document LAB/81.1, 1981. 
4 Unpublished document LAB/81.5, 1981. 



feasible， potential donors of blood and plasma be screened for the presence of antibody to 
HIV and that potential donors be informed in advance about this screening procedure.^ 
Blood from seropositive donors should not be used for transfusion or for the manufacture of 
products where there is a rLsk of transmitting infectious agents. In addition, heat 
treatment or another proven method of inactivation of HIV was recommended 仁о reduce the risk 
of HIV transmission through concentrates of factors VIII and IX. 

32• A.s more cases of AIDS began to appear in countries other than USA and the risk of 
transmitting the disease through blood transfusion became obvious, an increasing level of 
concern developed about the safety not only of national blood supplies but also of blood and 
blood products which were moving in international commerce, in particular plasma products, 
and especially immune globulins and coagulation factors. The problems connected with 
screening people for antibodies to the AIDS virus also caused some concern. Taking all of 
these factors into consideration, WHO decided to organize a meeting on the safety of blood 
and blood products and antibody screening issues in relation to AIDS. This meeting took 
place in Geneva from 14 to 16 April 1936. 

33. An informal survey of Member States that had been carried out just before April 1986 
showed that 55 countries had begun routine screening of blood donors for antibodies to the 
AIDS virus， and almost two-thirds of those were notifying donors about the screening in 
advance (Table 1) • The large differences in the size of the populations tested and in the 
test kits which were used in the various programmes make any meaningful comparison of testing 
results almost impossible. It is important to note, however, that at least 0.15% to 2.2% of 
donors had positive screening test results, calling for confirmatory testing and follow-up of 
donors, an important consideration to keep in mind when a testing programme is to be begun. 
The survey also showed that in some parts of the world there was little or no routine 
screening of donor blood for HIV. 

34• Originally the AIDS epidemic resulted largely from the spread of the virus through 
intimate sexual relationships or the use of contaminated injection needles and syringes; 
transmission by blood transfusion and blood products played a relatively minor role• 
Wherever AIDS is identified as a significant problem, transfusion-associated cases can be 
expected in the absence of preventive measures. Effective measures to reduce markedly the 
risk of transmitting HIV during the coarse of administration of blood and blood products fall 
into two main categories： pre-donation selection of donors and post-donation inactivation or 
separation of the virus • The HIV virus has also been found in other bodily secretions such 
as milk, saliva and tears, though transmission by these is extremely rare. 

35. Specific screening and control measures which have been found useful in some countries 
should be assessed by other countries in the context of their overall health programmes and 
the availability of human and material resources. The composition of risk groups is not the 
same in all geographical areas, and in some populations specific risk factors may not be 
readily defined. Persons in groups at high risk for AIDS should therefore not donate blood. 
Donor selection can be pass ive, when effective education leads donors voluntarily to 
self-exclusion， or active, through attention to medical history and physical examination; 
reliance on self-exclusion, when persons with risk factors for AIDS refrain from giving 
blood, is most effective when epidemiological studies have identified risk factors for a 
given population or area. Continual education of donors is essential to ensure the 
reliability of that method and it is likely to be most effective with unpaid donors• 
Exclusion based on attention to current history of possible exposure to known risk factors as 
well as symptoms such as severe chronic diarrhoea, night sweats, fever and weight loss can 
help to reduce the number of infected donors• Physical examination of the donor, although 
not feasible in all blood collection settings, should be encouraged because it can identify 
unusual mucosal or skin les ions, lymphadenopathy, and wasting, depending on the express ion of 
the disease• Physical examination and medical history are especially important in areas 
where laboratory screening is not available. 

36. Post-donation processing includes initial screening of donations for antibodies to HIV, 
as well as partitioning or inactivating steps for blood products derived from large pools of 
blood which are more likely to contain infected units. Testing donated blood and plasma for 
antibodies to HIV should be considered when the risk of transmitting the virus through blood 
and blood products is significant, and the benefits of such testing outweigh other important 
factors in providing an adequate and safe supply of donor blood. Whenever products are made 
from placentas, placenta donor screening should also be considered in this same context• 

1 Weekly Epidemiological Record, 18: 138-140 (1986). 



TABLE 1. PRELIMINARY RESULTS OF AIDS ANTIBODY SCREENING IN WHO REGIONS (SHOWING POSITIVE RESULTS AS A PROPORTION OF DONORS) 

Africa 
Americas 
(excluding 

USA, Canada) 
USA, Canada South-East 

Asia Europe Eastern 
Mediterranean 

Western 
Pacific Totals 

Countries responding 19/45 21/32 2/2 11/11 29/34 7/22 9/20 98/166 
59% 

Routine screening of 2/19 10/21 2/2 0/11 29/29 6/7 6/9 55/98 
donor blood 56% 

Advance notification 1/2 8/10 2/2 19/29 1/6 5/6 34/55 
of donor screening 62% 

ELISA test results 487/22 482 26/18 678 13 112/5 396 180 3 308/2 138 082 15/7 016 2 832/677 642 
(positive/donors) 2.2% 0.41% 0.24% 0.15% 0.21% 0.42% 

Confirmation test 
results 17/10 661 398/1 157 699 460/2 112 034 2/5 000 28/654 081 
(positive/donors) 0.16% 0.034% 0.02% 0.04% 0.004% 
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37. It is important to realize that false-positive results occur with essentially all of the 
currently available tests and therefore repeated testing is necessary. Paras it ic diseases 
such as malaria do not, however, influence the reliability of tests. Confirmatory tests are 
essential for adequate interpretation of positive results； donor notification, counselling, 
and medical follow-up are particularly important in this connection, 

38• There is considerable evidence 仁hat immunoglobulin preparations, when manufactured by 
methods based on the conventional Cohn-Oacley cold ethanol precipitation method, do not 
transmit HIV whether or not they contain antibodies to the virus. 

39. Because AIDS has occurred in haemophiliacs without any other known risk factor， 
manufacturers have incorporated treatments with heat, chemicals and radiation in their 
production processes for factor VIII and factor IX concentrates. Such viral inactivation 
steps are currently widely used and others are under investigation. The risk of transmitting 
HIV by factor VIII and factor IX concentrates treated with proven methods of inactivation can 
therefore be considerably reduced or eliminated. Additional strategies for risk reduction 
may include s ingle-donor and small-pool preparations. 

40. Albumin preparations derived from human plasma that meet WHO requirements have been 
shown not to transmit HIV. The safety record of albumin with respect to AIDS is similar to 
its safety record with respect to other infectious diseases such as hepatitis A, hepatitis В, 
and hepatitis non-A non-B. 

41. It is stressed in particular that, to ensure an adequate and safe blood supply for any 
country, certain well-accepted general principles concerning the use of blood and blood 
products need to be taken into account. In addition, following these principles would play 
an importan仁 role in preventing the transmission of AIDS and other infectious diseases by 
blood and blood products. The most important principles are the following:^ 

(1) strategies of health care services that reduce the demand for blood, such as 
improved antenatal care, should be encouraged； 

(2) when appropriate and safer components and derivatives are available they are 
preferable to who le blood or plasma； 

(3) whole blood or plasma should be trans fused only when their administration is 
absolutely essential to the care of the patient. 

42. Several scientific problems relating to laboratory screening procedures remain to be 
solved, but rapid progress is being made towards this end.^ 

43• Every quality control procedure on the one hand adds to the cost of blood and blood 
products and on the other hand decreases the number of acceptable donors and the amount of 
blood and serum which can be safely processed for trans fus ion purposes. There is a need, 
therefore, to keep a realistic balance between the operational implications of each quality 
control component and the public health implications of disregarding or weakening that 
quality control element. No two countries are alike, and it is essential that the variety of 
situations encountered throughout the world be considered. 

1 Weekly Epidemiological Record, IS_: 138-140 (1986). 
2 Barbara J. A. J. Current anti-LAV/HTLV~III screening methods and some of their 

problems (in AIDS : the safety of blood and blood products, edited by J. C. Petricciani, 
I. D. Gust, P. A. Hoppe arid H. W. Krijnen, and published on behalf of WHO by John Wiley and 
Sons Ltd, Chiches ter)• 



44. The cost of ELISA kits differs widely throughout the world. However, at present the 
minimum cost per test is approximately one United States dollar, which does not include the 
cost of ancillary supplies, capital costs for equipment such as ELISA dilutors and readers, 
storage costs for the heat-labile ELISA kit materials, or personnel costs. Standard blood 
screening practice currently requires repeat ELISA testing of initially positive specimens, 
followed by confirmatory testing using either immunoblot or immunofluorescent testing. The 
costs for immunoblot testing exceed US$ 10 per test for materials alone. In the absence of a 
simple, inexpensive, heat-stable, reliable, highly sensitive yet specific testing procedure 
with a long shelf-life, the task of safeguarding the blood supply through screening of blood 
donors will continue to be relatively expensive. 

V. WORLD SITUATION 

45. In order better to appraise the problems faced by Member States in the organization and 
management of blood transfusion services, a survey was carried out where the problems are the 
most obvious, in the developing countries. In 1984 WHO issued a questionnaire prepared by a 
group of experts entitled "Assessment of integrated blood transfusion services in developing 
countries". It dealt with organization and management, training and career development, 
blood procurement, equipment and consumables, blood usage, blood centre laboratory 
activities, quality assurance, and plasma processing. For each subject the questions were 
arranged in order of increasing complexity. Even the least developed countries could thus 
respond to some of the earlier questions, whereas only the more technologically advanced 
would be in a position to reply to the final question. Replies to the questionnaire were 
received from 60 of the 130 developing countries to which it was sent. 

46. It may be regretted that only 45% of the solicited countries found it possible to 
provide information on the status of their blood transfusion services； these countries may 
not constitute a perfect sample of the target group. The material received nevertheless 
constitutes a useful basis for determining, for the first time, the main characteristics and 
problems of blood transfusion services in developing countries• Findings have been 
summarized on a regional basis in Tables 2 to 6, and some comparisons of regional prevailing 
trends are presented in Tables 7 to 9. Table 1 may also be referred to for a summary of the 
overall situation in terms of AIDS-related quality control. Three regional committees have 
reviewed regional presentations summarizing the country reports. The Regional Committee for 
the Americas had already reviewed the matter in 1983• When the Regional Committee for Europe 
reviewed the problem of AIDS in 1986 it included a review of the safety of blood and blood 
products in relation to AIDS. 

47. The following are highlights of the initial analysis of replies to the questionnaire. 
In many countries the organization and management of transfusion facilities are generally 
hospital-based, often developed around hospital laboratory departments. Distinct blood 
transfusion services, operating in close liaison with public health authorities in consonance 
with agreed health care policies and strategies, supported by proper blood fractionation 
facilities and appropriate quality control practices, are the exception rather than the rule. 

48. The general picture gained from the country reports is one of gross inadequacy of 
trained personnel, training programmes， and lack of facilities for essential continuing 
sel f-educatiOTi. 

49. Most blood is obtained either on a voluntary basis or through replacement donors, some 
of them remunerated. The blood obtained from the population is far from adequate to meet the 
essential transfusion needs. In most countries the blood procurement per hospital bed, or 
per patient admission, represents only 40% to 75% of what is usually considered as adequate, 
which, taking into account the fact that access to hospital facilities is usually restricted 
to serious cases, represents in actual terms a much lower degree of satisfaction of essential 
transfusion needs• Blood substitutes for surgical procedures, such as serum albumin, are 

1 Document LAB/84.9. 



TABLE 2. DATA RELEVANT TO BLOOD DONOR RECRUITMENT AND ON (VOLUNTARY/REPLACEMENT/PAID) 
DONORS PER THOUSAND POPULATION AND DONATIONS PER HOSPITAL BED 

AFRICAN REGION 

Country Population 
(in 
thousands) 

Donations per year 
Total Sites 
number Fixed Mobile 

% % 

Proportion of donors 
(1) (2) (3) 

voluntary/replacement/paid 
% % % 

Proportion 
of donations 
used as 
components % 

Number of 
hospital 
beds 

Donations 
per 1000 
population 

Donations 
per 
hospital 
bed 

Benin 4 005 7 000 69 21 90 10 5 067 1.75 1.38 

Botswana 1 079 14 426 2 141 13.36 6.73 

Burkina Faso 6 933 5 000 30 70 0 3 024 0.72 1.65 

Burundi 4 631 4 733 71 29 86 14 0 5 231 1.02 0.90 

Cameroon 9 714 7 581 100 0 30 70 0 21 271 0.78 0.36 

Congo 1 740 11 292 100 0 15 85 £ 8 6 876 6.48 1.64 

Ethiopia 36 454 8 000 100 0 11 147 0.22 0.717 

Gambia 673 2 272 100 0 100 0 1 699 3.375 3.25 

Kenya “ 20 600 113 448 95 5 1-2 26 900 5.507 4.22 

Lesotho 1 520 6 000 100 0 small 2 564 3.95 2.34 

Malawi 7 016 20 80 0 8 125 

Mali 8 053 10 000 45 55 100 0 0 4 215 1.24 2.37 

Mauritius 1 050 20 621 72 28 33 67 < 1 3 032 19.6 6.8 

Mozambique 14 085 9 847 80 20 40 60 0 13 180 0.699 0.75 

Nigeria 95 198 65 000 20 80 <20 61 628 0.682 1.05 

Seychelles 69 1 600 100 0 0 362 23..2 4.42 

Sierra Leone旦 3 602 3 365 100 0 0 100 0 3 930 0.93 0.86 

Swaziland 649 5 712 100 0 0 1 738 8.8 3.29 

Togo 2 923 4 705 20 80 100 0 3 634 1.61 1.29 

United Republic 
of Tanzania 22 499 13 846 100 0 50 50 small 36 357 0.61 0.381 

Zambia 6 666 8 585 100 0 >99 < 1 17 20 639 1.29 0.42 

Zimbabwe 8 767 47 336 52 48 100 0 85-95 21 418 5.39 2.210 

—Replacement donors may be paid. 
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TABLE 3. DATA RELEVANT TO BLOOD DONOR RECRUITMENT AND ON (VOLUNTARY/REPLACEMENT/PAID) 
DONORS PER THOUSAND POPULATION AND DONATIONS PER HOSPITAL BED 

REGION OF THE AMERICAS 

Country Population 
(in 
thousands) 

Donations per year 
Total Sites 
number Fixed Mobile 

% 

Proportion of donors 
(1) (2) (3) 

voluntary/replacement/paid 

% % % 

Proportion 
of donations 
used as 
components 

Number of 
hospital 
beds 

Donations 
per 1000 
population 

Barbados 

Belize 

British Virgin 
Islands 

Chile 

Costa Rica 

Cuba 

Dominica 

Dominican 
Republic! 

Ecuador 

El Salvador 

Guatemala 

Guyana 

Haiti! 
Honduras 

Jamaica 

Uruguay 

11 

2 

9 

6 

8 
5 

8 

5 

4 

2 

2 

255 

156 

12 

880 

435 

782 

72 

102 

451 

386 

167 

802 

A01 
2 ЗА 
289 

990 

40 

472 

14 

50 

821 

198 

111 

3A9 

263 

100 

710 

000 
096 

10 

17 

24 

85 

600 

300 

780 

000 

88 

88 

100 

80 

90 

82 

80 

40 

97 

75 

95 

>99 

12 

12 

20 

10 

18 

20 

60 

3 

25 

5 

<1 

100 

18 

90 

20 

100 

45 

20 

4A 

77 

100 

<100 

82 

10 

80 

55 

80 

20 

0 

27 

45 

0 

13 A3 

23- 2-3 

30 

30 

5 

15 

151 

395 

34 

877 

570 

000 
230 

700 

764 

375 

96A 

611 

400 

723 

553 

335 

14. 

14. 

9.3 

16. 

48. 

15. 

2. 

5. 

0. 

10 

28 

96 

09 

83 

42 

一 Mixed system 一 Red Cross, paid donors, social security and hospitals. 
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—ICMR (Indian Council of Medical Research) report. 
—Using 250-300 cc bags. 
с — 4 0 471 in peripheral centres. 

Country Population 
(in 
thousands) 

Donations per year 
Total Sites 
number Fixed Mobile 

% % 

Proportion of donors 
(1) (2) (3) 

voluntary/replacement/paid 

% % % 

Proportion 
of donations 
used as 
components 

% 

Number of 
hospital 
beds 

Donations 
per 1000 
population 

Donations 
per 
hospital 
bed 

Bangladesh 101 147 36 489 88 12 14 9 77 < 1 25 057 0.36 1.46 

Bhutan 1 417 500 100 100 0 831 0.35 0.6 

India 761 175 557 163互 100 34 43 23 < 5 1 066 164 0.732 0.522 

Indonesia 164 887 385 ooob 35 65 80 20 8 98 543 2.335 3.91 

Nepal 16 482 4 087 66 34 63 37 13 2 669 0.248 1.53 

Sri Lanka 15 606 65 687£ 72 28 100 6 44 029 4.21 1.49 

Thailand 51 571 689 572t 100 some 71 718 13.37 9.62 

TABLE 4. DATA RELEVANT 
DONORS PER 

TO BLOOD DONOR RECRUITMENT AND ON 
THOUSAND POPULATION AND DONATIONS 

SOUTH-EAST ASIA REGION 

(VOLUNTARY/REPLACEMENT/PAID) 
PER HOSPITAL BED 
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TABLE 5. DATA RELEVANT TO BLOOD DONOR RECRUITMENT AND ON (VOLUNTARY/REPLACEMENT/PAID) 
DONORS PER THOUSAND POPULATION AND DONATIONS PER HOSPITAL BED 

EASTERN MEDITERRANEAN REGION 

Country Population 
(in 
thousands) 

Donations per year 
Total Sites 
number Fixed Mobile 

% 

Proportion of donors 
(1) (2) (3) 

voluntary/replacement/paid 

% % 

Proportion 
of donations 
used as 
components 

Number of 
hospital 
beds 

Donations 
per 1000 
population 

Egypt 

Iran (Islamic 
Republic of 

Jordan 

Somalia 

Sudan 

Yemen 

46 800 250 000 

45 

3 

5 

21 

5 

108 

509 

552 

550 

238 

424 

35 

4 

60 

10 

299 

000 

216 

000 

000 

80 

90 

84 

100 

100 

20 

10 

16 

0 

0 

80 

10 

100 

0 

10 

20 

90 

100 

90 

40 

43 

14 

87 600 

67 

3 

5 

17 

2 

724 

272 

163 

328 

963 

5.34 

9.406 

9.974 

759 

78 

91 

_ 
M X 

и 
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TABLE 6. DATA RELEVANT TO BLOOD DONOR RECRUITMENT AND ON (VOLUNTARY/REPLACEMENT/PAID) 
DONORS PER THOUSAND POPULATION AND DONATIONS PER HOSPITAL BED 

WESTERN PACIFIC REGION 

Country Population 
(in 
thousands) 

Donations per year 
Total Sites 
number Fixed Mobile 

% % 

Proportion of donors 
(1) (2) (3) 

voluntary/replacement/paid 

% % % 

Proportion 
of donations 
used as 
components 

% 

Number of 
hospital 
beds 

Donations 
per 1000 
population 

Donations 
per 
hospital 
bed 

Cook Islands 18 312 10 90 0 151 17.3 2.07 

Fiji 684 7 000 21 79 90 10 1 774 10.2 3.95 

Hong Kong 5 608 100 

Malaysia 15 551 135 000 57 43 70 30 50 22 935 8.68 5.89 

Philippines^ 54 709 141 273 90 10 80 20 10 74 167 2.58 1.91 

Solomon Islands 252 1 526 10 90 80 20 0 688 6.06 2.22 

Tonga 98 1 000 0 307 10.2 3.26 

Vanuatu 124 700 30 70 70 30 0 448 5.65 1.56 

Viet Nam 59 451 16 ooob > 99 < 1 131 200 0.27 0.12 

~ Data for Red Cross: an unspecified amount is collected from paid donors. 
- 2 5 0 ml units. 
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TABLE 7. FUNCTION AND QUALITY OF SERVICE IN FIVE WHO REGIONS 

Cameroon (in two other countries it is under study and two have pharmaceutical legislation). 
Benin. 
The seven countries responding have pharmaceutical legislation. 
In most instances manuals are not available. 
Both involved in the External Quality Assessment Scheme. 

Ln и 

Region 

Proportion 
of countries 
responding 
to question 

Countries with 
legislation 

on transfusion 

Countries with 
codes of 
practice 

available 
Countries with 
inspectorate 

Countries with 
statutory 

basis 

Countries with 
training 

certification/ 
accreditation 

of staff 

Countries with 
national quality 

control 
proficiency 

testing 

Africa 22/45 
(48.89%) 

1 2 2 4 lb 

The Americas 16/34 
(33.4%) 

3 9 3 3 6 5 

South-East 
Asia 

7/11 
(63.6%) 

0£ 4l 3 3 5 2 

Eastern 
Mediterranean 

6/22 
(27.27%) 

3 5 3 2 5 2 

Western 
Pacific 

9/20 
(47%) 

3 6 5 3 6 21 
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TABLE 8. MAINTENANCE OF EQUIPMENT IN FIVE WHO REGIONS 

Region 

Proportion 
of countries 
responding 
to question 

Countries with 
standardized 
equipment 
policy 

Countries with 
spare parts 

Countries with 
standardized 

equipment list 

Countries with 
records of 
equipment 

maintenance/ 
repair 

Africa 12/22 7/12 7/12 9/12 7/12 

The Americas 16/16 8/16 4/16 11/16 4/16 

South-East Asia 7/7 2/7 3/7 3/7 4/7 

Eastern 
Mediterranean 

5/6 4/5 2/5 5/5 2/5 

Western Pacific 9/9 1/9 1/9 4/9 2/9 



TABLE 9. FRACTIONATION FACILITIES IN DEVELOPING COUNTRIES IN FIVE WHO REGIONS 

Region 
Number of 
countries 
responding 
to question 

Fractionation 
inside outside 
country country 

Volume of 
plasma 
fractionated 

Fraction 
capacity 

Africa 22 0 0 0 0 

The Americas 16£ 2 Cuba 

1 Belize 
1 Uruguay 

1 Ecuador 
1 in planning 
in Costa Rica 

15 000 litres/yr 50 000 litres/yr 

10 000 litres/yr 三 

South-East 
Asia 

7 1 Indonesia 

1 Thailand 

500 litres/yr 
(outdated plasma) 

300 litres/yr 

Eastern 
Mediterranean 

6 1 Egypt 
1 Iran (Islamic 
Republic of) 14 774 litres/yr 

10 000 litres/yrl 

20 000 litres/yr® 

Western 
Pacific 

9 1 Viet Nam 2 Fiji,互 
Hong Kong 

fL Uncertain in Dominican Republic, El Salvador, Guatemala, and Honduras. Costa Rica 
collects pLasma (outdated, 70 litres/month every 2 to 3 years) and then exchanges the plasma 
with commercial firms for equipment• Canada imports 46.6% anti-haemophilia factor and 
immunoglobulins. 

—Commonwealth Serum Laboratory, Melbourne, Australia. 
Q —Fresh frozen plasma. 
—Factor VIII， albumin and human normal immunoglobulin• 
£ Albumin, plasma protein fraction, factor VIII， factor IX, human normal 

immunoglobulin， hepatitis В immunoglobulin, rabies immunoglobulin. 



rarely produced within countries owing to the absence of plasmapheresis and fractionation 
facilities in more than 80% of the surveyed countries； when available such blood substitutes 
are generally imported. The situation seems to be even less satisfactory with regard to red 
cell concentrates, platelet concentrates, lymphocytes, immunoglobulins, factor VIII and other 
blood derivatives• 

50. As already indicated, plasmapheresis, cytopheresis (concentration of cells like 
lymphocytes and platelets) and fractionation facilities are poorly developed, or entirely 
absent, in most reporting countries. Furthermore, country reports very often mentioned major 
problems in the essential fields of quality and maintenance of routine transfusion equipment, 
as well as in terms of availability and quality of essential supplies, such as quality 
control reagents. The most frequent picture is of inadequate equipment and supplies 
preventing the continuous provision of a service. 

51� Relatively little information was gathered on actual use of blood, the blood centre 
laboratory activities and quality assurance. Only 10 out of 60 reporting countries had any 
legislation for transfusion services. The country reports gave the overall impression that 
the availability of inspection and national quality control facilities was abysmally poor. 

52• Information collected from other sources concerning the less dramatic situation in 
developed industrial countries nevertheless highlights problems that give rise to concern. 
In one the extent of overuse of blood products is estimated to be of the order of 20% to 25% 
for red cells, and as much as 90% for albumin and 95% for fresh frozen plasma; iron 
deficiency anaemia continues to be among the leading reasons for transfusion even though it 
rarely warrants it; the growing use of platelets has also been questioned and often found to 
be without any scientific basis• 

53• Developed countries are considerably tightening their quality control procedures in an 
attempt to reduce drastically the incidence of blood-transmit ted diseases, but the cost is so 
high that most developing countries could not afford it. In one of the developed countries 
blood banks perform a total of three ELISA tests for HIV positivity on a blood sample before 
rejecting it as "repeatedly reactive"; then they use the more specific Western blot test to 
confirm ELISA-positive reactions； to decrease the risk of transmission of non-A non-B 
hepatitis, potential donors are checked for alanine amino transferase levels (ail indicator of 
liver dysfunction) and for the presence of antibodies to hepatitis-B core antigen (the 
presence of which is often correlated with the presence of non-A non-B hepatitis agent)； 
this process, which is expected to reduce by nearly half the risk of transmission of non-A 
non-B hepatitis, will also increase the cost of the unit of blood by several United States 
dollars• The same country is also routinely checking the blood samples for hepatitis B, It 
is hoped that these routine quality control procedures will exclude only a small proportion, 
possibly 10%, of the apparently healthy donors there; the impact on the donor pool might be 
much greater in those countries where hepatitis В is highly prevalent• 

VI. CONCLUDING REMARKS 

54, Blood and blood products certainly deserve priority ranking in any health system and, 
like essential drugs and vaccines and other biological products, should be used rationally• 
Recent surveys clearly indicate that this is not the case in many countries• 

55. Quality control procedures, because of the complexity and incomplete specificity of the 
biological tests used for screening, increase the cost of the unit of blood, decrease the 
size of the donor pool available, and do not ensure complete safety of the blood batches. 
Industrialized countries with well developed health systems ensuring a thorough follow-up of 
transfused patients, and complementary curative services, can accept such a situation pending 
the development of improved quality control methods. This is not the case of most developing 



countries, which (1) are already facing difficulties in adhering to much simpler quality 
control procedures; (2) lack the resources required to implement the newly developed quality 
control procedures； and (3) may face a shortage of safe donors should all advisable quality 
control procedures be implemented without major reconsideration of their present blood 
procurement strategies• 

56. Several lines of remedial action could be considered and may be valid for developed and 
developing countries alike, with the proviso that each country should select the options 
specifically suited to its epidemiological, socioeconomic and cultural characteristics. The 
use of blood and blood products could be made more rational. The quality screening processes 
could be improved. The establishment of a donor pool could be further rationalized. The 
needs for blood and blood products could be reduced. Closer cooperation among countries 
could be encouraged. 

57. A number of countries are already questioning the present use of blood and blood 
products. WHO could contribute to a broadening of investigations, suggest complementary 
studies, and facilitate the exchange of information on this sensitive topic and the 
development of a well documented consensus, with guidelines to determine rational courses of 
action at country level. This would require courage, some time, and some additional fiscal 
resources. The benefit for Member States could be substantial. 

58. The agent of non-A non-B hepatitis has not yet been isolated, so that specific screening 
tests cannot yet be developed; a concerted effort by institutions of the countries most 
concerned to remedy this situation could be encouraged, and eventually coordinated by WHO. 
No time frame can be provided, but the public health benefits could be substantial 
considering that in some large developed countries more than 90% of post-transfusion 
hepatitis cases are non-A non-B hepatitis and that an appreciable proportion of those thus 
infected die from liver failure within 10 years. 

59. Although great strides have been made in the identification and characterization of the 
main causal agent of AIDS, the existence of a group of related but distinct causal agents 
cannot be excluded. Furthermore, the screening tests used at present for detecting carriers 
have many drawbacks. They are either costly or incompletely specific, and they are unable to 
detect carriers during their early infective period. These problems are being actively 
investigated by several large developed countries, and WHO is also contributing to the 
solution. The development of improved screening methods for HIV is probably just a matter of 
time, and the priority being given to that and related issues by the countries principally 
concerned augurs well for the future. WHO'S role, in fine， might be to ensure that the 
future screening methods will be adapted to the resources arid conditions of developing 
countries. 

60. All the other quality control methodologies adopted by relevant WHO expert committees 
are valid. It may be wondered, however> whether they are suitable to the operational 
conditions and resources of a large number of developing countries. This should receive 
urgent consideration, and the resources of biotechnology should be harnessed for developing 
simpler and more cost-effective technologies whenever appropriate and feasible. 

61. Appropriate methodologies will only be useful if the relevant components of the national 
health systems have the structures and human resources for their proper exploitation. The 
situation in the majority of developed countries is usually very well documented. WHO could 
increase its cooperation with a representative sample of developing countries to gather 
additional information on the characteristics, problems and solutions of their blood 
transfusion services, intensify the exchange of national experiences, support relevant 
operational research, and contribute to the production of guidelines concerning the 
development and management of transfusion services with due emphasis on the problems of cost 
recovery. This might call for some WHO investment, but the return could be very valuable for 



many countries. Should the findings of this operational research warrant it， WHO could 
subsequently suggest areas in which closer cooperation among Member States might offer 
distinct advantages (e.g. specialized training, reference institutions, and possibly blood 
fractionation facilities)• 

62• The question of free blood donation versus paid donation, with all the associated 
ethical, operational and public health implications, has been extensively discussed in many 
forums. There is probably no simple answer to this problem that could satisfy all Member 
States, the nongovernmental organizations concerned and the pharmaceutical industry. 

63. In 1975 information was provided to the Twenty-eighth World Health Assembly on the 
utilization and supply of human blood and blood products. The ensuing resolution (WHA28.72) 
urged Member States "to promote the development of national blood services based on voluntary 
non-remunerated donation of blood;" and "to enact effective legislation governing the 
operation of blood services and to take other actions necessary to protect and promote the 
health of blood donors and of recipients of blood and blood products11 • 

64. In 1983 the seventy-first session of the Executive Board considered a memorandum 
exit itled "Blood donation and transfusion" jointly submitted by the League of Red Cross and 
Red Crescent Societies and the International Society of Blood Transfusion (ISBT). Annexed 
was a Code of Ethics for Blood Donation and Transfusion adopted by ISBT in 1980. Whilst none 
would question the moral value of the Code of Ethics as formulated, it must be viewed in the 
light of the realities of the situation, particularly in developing countries. For instance, 
the effect of implementing the Code on the already inadequate quantity of safe blood 
available in many developing countries has to be considered. Although the Code might be more 
easily applied in big cities, where the League1 s presence is noticeable, this may not hold 
true in district hospitals where blood donation holds no glamour and receives no publicity. 

65• As shown by the recent WHO survey in many parts of the developing world, the principle 
of voluntary donation, particularly at hospital centres, is very far from realization. Some 
blood banks are run by hospitals using donors who are paid a small fee, but many of the 
donors are so poor that in order to make a better living they jump from line to line at 
multiple transfusion centres. The use of relatives as replacement donors is actively 
encouraged by medical practitioners, but in certain societies "relatives" has a wide 
interpretation and the blood of "relatives" can be bought for a price. The costs to society 
of blood transfusion and the administration of blood products go far beyond the payment of 
donors and have to be considered in the context of the organization of each country1 s health 
system and the ways of financing it, including its blood transfusion services. A major 
factor in many countries is the price the recipient has to pay. Under these circumstances to 
profess worldwide voluntary donation in compliance with legislation or a code would be to 
ignore the reality. 

66. The present understanding of the public health importance of diseases transmitted by 
blood or blood products, in particular AIDS and hepatitis, makes it imperative to reconsider 
the donor issue essentially from the viewpoint of how best to ensure the timely supply of an 
adequate amount of safe blood and blood products, where these are needed, at a cost that the 
country and its people can afford. Where the problems of organizing and managing a blood 
transfusion service are acute, and the number of voluntary donors limited, the ethical option 
that has to be faced is stark - to let patients die for lack of blood, or severely suffer 
from the transfusion of unsafe blood, or to offer incentives for safe donors to provide as 
much blood as required within limits compatible with their own good health. WHO can 
certainly pursue investigations on such an issue in cooperation with relevant governments and 
nongovernmental organizations, but in the final analysis the decision is the responsibility 
of the competent national authorities and organizations concerned. A similar situation 
obtains regarding plasmapheresis, which is complicated by the fact that in the main the 
products are commercially produced. Donors of blood for such purposes may thus feel that 
they should be compensated, since the products of their body are being sold on the market. 



This may apply in particular to those individuals who are immunized to produce specific 
antibodies. The practice of empanelling and supervising such donors offers a form of control 
and safeguard for the public. Nevertheless, the lure of compensation may provoke some of 
them to attempt to offer their blood too frequently. Moreover, the high cost of screening 
donors, in particular to eliminate the danger of transmitting AIDS and hepatitis, could cause 
laxity over safety measures• 

67. Once the use of blood and blood products is made more rational, the needs for such 
essential biologicals depend to a large extent upon the performance of each country1s health 
system and the magnitude of the health problems creating such needs. The progressive 
implementation of the strategies for health for all by the year 2000 through primary health 
care could on the one hand increase the needs by increasing the effective coverage of all 
communities, and on the other hand decrease the needs by ensuring the prevention of what is 
preventable, and the early detection and cure of what is curable. The increasing coverage 
should eventually lead to a continuous broadening of the pool of safe donors, firstly because 
more people will become accessible, secondly because a larger proportion of people will be 
healthy. Looked at from that vantage point, the efforts of WHO arid its Member States in 
pursuing the strategy for health for all should in the long run lead to a decrease in the 
needs. Special emphasis should nevertheless be given to the protection of categories of 
individuals who, once properly taken care of, would no longer need blood and blood products 
on a massive scale. This strategy is already being carried out by the Organization, in 
particular as part of its programmes of maternal and child health and of accident prevention. 

68. In a longer-term perspective, WHO should encourage and support additional fundamental 
research on oxygen carriers and derived blood substitutes, on the genetic engineering of 
essential blood products, and any other alternative materials for blood and blood products, 
with the prospect of increased safety and cost-effectiveness. Oxygen carriers and red blood 
cell substitutes are still in a very preliminary stage of clinical trials. They include 
perfluro chemicals, haemoglobin solutions and encapsulated haemoglobins. Perfluro chemicals 
require concurrent administrât ion of oxygen at 60% to 100% concentration and can cause 
adverse pulmonary reactions as well as cytotoxicity. Stroma free haemoglobin solutions have 
been studied; they have a short half life, are toxic and have an oncogenic effect. 
Haemoglobin encapsulated in liposomes, however, appears to have promise. Future avenues for 
research include pluripotent stem cells which subsequently develop into mature red blood 
cells and platelets. Substitutes for plasma products which can be produced by cloning 
include albumin, antithrombin III， urokinase, tissue plasminogen activator, a -1-Antitrypsin, 
factors VIII and IX and Von Willebrand factor. 

69. Guidance would be appreciated concerning the course of action that WHO should follow in 
all these blood-related fields. 



ANNEX 2 

Add: Estimated casual income received in 1986 

Arrears of contributions 
Interest on bank accounts 
Savings on liquidation of prior years1 obligations 
Sale of WHO publications . 
Refunds, rebates and other 
Assessments on new Members 

Less: Disbursements 
Exemption of Namibia from payment of assessed con-

tribution for 1986-1987 (resolution WHA30.29) 
Transfer to Real Estate Fund (resolution WHA39.5). 
To reduce the adverse effects of currency fluctua-

tions under the regular programme budget for 
1986-1987 (resolution WHA39.4) 

Cash balance 
Unliquidated obligations 
To reduce the adverse effects of currency fluctua-

tions under the regular programme budget for 
1986-1987 (resolution WHA39.4) 

49 145 
196 000 

19 000 000 19 245 145 

59 000 000 

12 000 000 

Estimated unobligated balance available as at 31 December 
1986 47 000 000 

Proposed use of available casual income 

3. As indicated in paragraphs 50 and 51 of the Introduction to the proposed programme 
budget for the financial period 1988-1989 (document PB/88-89), the Director-General is unable 
at this juncture, when the Organization finds itself enmeshed in an unusually serious 

1 See resolutions EB79.R2 and EB79.R3. 

REPORT ON CASUAL INCOME1 

[EB79/13 - 21 November 1986] 

Casual income available as of 31 December 1986 

1. For the information of the Executive Board, Appendix 1 to this report shows the amounts 
of casual income available at year-end during the period 1982-1986 and the amounts 
appropriated or obligated for the regular budget and other purposes. The amount indicated as 
the balance available at 31 December 1986 is a tentative estimate. 

2. The amount of US$ 47 million which is estimated as being available 
is made up as follows : 

USÍ 

Balance carried forward from 31 December 1985 

at 31 December 1986 

US$ 

39 510 323 



financial crisis not of its own making, to recommend that any casual income should be 
appropriated to help to finance the proposed programme budget. The crisis that has arisen as 
a result of the expected non-receipt in 1986, and possibly in subsequent years, of a large 
proportion of assessed contributions has already prompted the Director-General (1) to 
withdraw, in early 1986, US$ 35 million from programmes approved by the World Health Assembly 
for 1986-1987 and to transfer them to a reserve account, and (2) to submit to the Executive 
Board and the World Health Assembly in 1987, together with the proposed programme budget for 
1988-1989， a contingency plan for programme budget implementation reductions in 1988-1989 
based on the hypothesis of a shortfall in assessed contributions of the order of 
US¿ 50 million. While the amounts involved remain uncertain, recent developments indicate 
that the dimensions of the financial crisis may be even larger than originally foreseen 一 at 
least in the short term. However, to make further reductions in addition to those already 
made or to further defer activities would seriously impair the Organization's ability to be 
of service to its Members in many programme areas of the utmost importance to them. It would 
also result in a significant set-back in the joint efforts of the Organization and its 
Members in attaining the goal and targets of the health-for-all strategy. The 
Director-General therefore proposes that the entire amount of available casual income should 
be retained in the casual income account to cover that part of a possible shortfall in 
assessed contributions that may occur in the financial periods 1986-1987 and 1988-1989 that 
is not already met by the programme implementation reductions made or planned. 

4. Should the current financial problems of the Organization appear to be less acute by the 
time of the Fortieth World Health Assembly in May 1987 or the Forty-first World Health 
Assembly in May 1988, the Director-General would propose that up to US¿ 47 million of 
available casual income should be appropriated to help finance the 1988-1989 programme budget 
and thus reduce assessments on Member States in both 1988 and 1989, or at least in 1989. In 
effect, therefore, the possible use of casual income for the purposes outlined in paragraph 3 
above would be nothing more or less than the borrowing of casual income pending the receipt 
of contributions, in accordance with the authority granted to the Director—General by 
Financial Regulation 5.1, Casual income will not and cannot be used either to increase the 
programme budget that the Health Assembly will approve for 1988-1989 or to relieve any Member 
State of its constitutional obligation to pay its assessed share of the expenses of the 
Organization. In the circumstances the Director-General believes the proposal to be amply 
justified by the overriding need to tide the Organization over a financial crisis of unusual 
proportions. 

Authorized use of casual income to reduce adverse effects of currency fluctuations on the 
programme budget for 1986-1987 

5. As was the case in 1978, 1979, 1980-1981， 1982-1983 and 1984-1985， the Thirty-eighth 
World Health Assembly (May 1985) in resolution WHA38.4 authorized the Director-General to 
charge against available casual income the net additional costs under the regular programme 
budget which might result from differences between the WHO budgetary rate of exchange and the 
United Nations/WHO accounting rates of exchange with respect to the US dollar/Swiss franc 
relationship prevailing during the financial period 1986-1987, the amount established for 
this purpose being set at a maximum of US$ 20 million for the biennium. As on previous 
occasions, the Director-General was also requested to transfer to casual income any net 
savings under the regular programme budget arising from those differences, provided that, 
having regard to inflationary trends and other factors which might affect the implementation 
of the regular programme budget, such transfers to casual income would not need to exceed 
US$ 20 million in 1986-1987. 

6. In view of the significant decline in the value of the US dollar in relation to not only 
the Swiss franc but also a number of major regional office currencies which had occurred 
subsequent to the approval of the programme budget for 1986-1987 and which was having an 
unfavourable impact on the regional programmes, the Director-General proposed to the 
Thirty-ninth World Health Assembly (May 1986) that the above-mentioned casual income facility 
be extended to cover the major regional office currencies as well. The Health Assembly in 
resolution WHA39.4 approved the proposed extension of the facility and authorized a revised 
maximum amount of US$ 31 million that could be used for this purpose during 1986-1987. The 
conditions applicable to this authorization were the same as those for previous financial 
periods, except that the Director-General was requested to transfer to casual income the 
total net savings under the regular programme budget resulting from differences between the 

1 Document WHA39/1986/REC/1， Annex 1. 



WHO budgetary rates of exchange and the United Nations/WHO accounting rates of exchange with 
respect to the relationship between the US dollar and the CFA franc, the Danish krone, the 
Egyptian pound, the Indian rupee, the Philippine peso and the Swiss franc prevailing during 
1986-1987. As the net additional costs or net savings relating to this authorization cannot 
be determined until the end of the financial period, the Director-General was further 
requested to report the resulting charges or transfers in the financial report for the 
financial period 1986-1987, which will be submitted to the Forty-first World Health Assembly 
in May 1988. 

7. The monthly United Nations/WHO accounting rates of exchange between the US dollar on the 
one hand and, on the other, the CFA franc, the Danish krone and the Swiss franc during the 
first half of the current financial period (ic e., during 1986) have been significantly lower 
than the relevant WHO budgetary rates of exchange. The monthly United Nations/WHO accounting 
rates of exchange during 1986 between the US dollar and the remaining currencies covered by 
the casual income facility (i.e., the Egyptian pound, the Indian rupee and the Philippine 
peso) have been equal to or somewhat higher than the relevant budgetary rates of exchange. 
Nevertheless, if the accounting rates of exchange of the six currencies in question should 
remain at their present levels during 1987, the differences between the relevant budgetary 
rates of exchange for 1986-1987 and the average accounting rates for the same period would 
result in additional costs to the Organization under the regular programme budget totalling 
about US$ 43 200 000, or US$ 12 200 000 more than the US$ 31 million of casual income 
authorized by resolution WHA39.4 to be used to cover these costs. The ability of the 
Organization to absorb additional budgetary requirements of this magnitude is seriously 
affected by the measures that have already been taken to face the problem of the anticipated 
shortfall of about US$ 35 million in the payment of assessed contributions to the regular 
budget for 1986-1987, about which the Thirty-ninth World Health Assembly was informed last 
May. However, through special efforts it has been found possible to achieve further 
operational economies in the current biennium of some US$ 2 million, thus leaving uncovered 
about US$ 10 million of the above-mentioned additional budgetary requirement. Consequently, 
and in order to avoid the need for a supplementary budget for 1986-1987， the Director-General 
recommends that the amount of US¿ 31 million of available casual income which pursuant to 
resolution WHA39.4 may be used to reduce adverse effects of currency fluctuations on the 
programme budget for 1986-1987 be exceptionally increased to a revised maximum of 
USÍ 41 million. 

8. If the Board should be in agreement with this proposal it may wish to consider adopting 
a resolution on the subject.^ 

Possible alternative methods of dealing with adverse effects of currency fluctuations 

9. When the proposal to extend the scope of the casual income facility to cover also the 
major regional office currencies was discussed in Committee В of the Thirty-ninth World 
Health Assembly, it was suggested that a study on possible alternative methods of dealing 
with the effects of currency fluctuations might be undertaken by the Secretariat and 
presented to the Executive Board. The Secretariat informed the Committee that the effects of 
continuing currency instability on the budgets of the organizations in the United Nations 
system had been the subject of numerous studies at WHO, where reports had been presented to 
the World Health Assembly and the Executive Board at least three times in the last fifteen 
years, and by the Administrative Committee on Coordination (ACC) and the United Nations 
Working Group on Currency Instability. The most recent study had been undertaken in 1978 by 
the Programme Committee of the Executive Board and had been submitted to the Board at its 
sixty-third session in January 1979. The Secretariat offered to reproduce the documentation 
in question for submission to the Executive Board at its seventy-ninth session in January 
1987, together with information on any new factors or developments relating to this subject. 

10. In accordance with the foregoing, the report by the Programme Committee on ways and 
means of reducing adverse effects of currency fluctuations on the programme budget^ as 
submitted to the Executive Board in January 1979 in document EB63/16, is appended. As 
explained in the report, the Programme Committee examined a wide range of suggestions for 
alleviating the budgetary problems resulting from currency instability, including those 

1 The draft resolution which was contained in this paragraph was adopted by the Board 
as resolution EB79.R2. 

2 Annex 2 to document ЕВ63/48 (not reproduced in this volume). 



previously considered by various United Nations bodies. These were grouped into three 
categories, referred to as anticipatory measures, preventive measures, and ex post facto 
measures. In the light of its detailed examination of this matter the Programme Committee 
concluded that the long-term solution to the budgetary problems resulting from currency 
fluctuations best suited to the experience and circumstances of WHO would be to grant a 
substantially enlarged facility to the Director-General to use available casual income for 
this purpose on the same lines and conditions as those stipulated in resolution ША31.7 of 
the Thirty-first World Health Assembly (1978)• The Executive Board agreed with this 
conclusion and in resolutions EB63.R1 and EB63.R7 recommended to the Thirty-second World 
Health Assembly (1979) that it authorize the Director-General to use available casual income 
up to an amount of USt 15 million in 1979 and again in 1980-1981 in order to reduce possible 
adverse effects of currency fluctuations between the US dollar and the Swiss franc on the 
programme budgets for those financial periods. The Health Assembly approved these 
recommendations in resolutions WHA32.3 and ША32,4• In subsequent years the Health Assembly 
in resolutions WHA34.5 (1981), WHA36.6 (1983), and WHA38.4 (1985) authorized the use of 
available casual income for the same purpose and on the same conditions as before, up to a 
maximum amount of US$ 20 million for each of the financial periods 1982-1983, 1984-1985， and 
1986-1987 respectively. As mentioned in paragraph 6 above, the Thirty-ninth World Health 
Assembly agreed to extend the scope of the casual income facility so as to cover also the 
major regional office currencies, and in resolution WHA39.4 it authorized a revised maximum 
amount of US$ 31 million of casual income that could be used for this purpose during 
1986-1987. 

11. When the Executive Board in January 1979 considered the above-mentioned report by its 
Programme Committee, it was suggested that as this matter had important implications for the 
United Nations system as a whole it would be desirable for ACC to review the experience of 
the various organizations in attempting to cope with the impact of currency fluctuations on 
their budgets, including the possibility of finding a system-wide solution to the financial 
problems resulting from monetary instability. Such a review was undertaken by ACC, on WHO1s 
initiative, in the autumn of 1979, and resulted in a statement by ACC on the subject which 
was presented in the appended report^- by the Director-General to the Board at its 
sixty-fifth session in January 1980. Briefly stated, ACC1 s review of this matter confirmed 
the earlier observation by the United Nations Working Group on Currency Instability with 
regard to the importance of the individual circumstances of the organizations as a factor in 
their choice of measures to meet the effects of currency instability, which had also been the 
sense of ACC1s own conclusions in 1973 and 1974. Moreover, ACC continued to hold the view 
that, since it was obvious that no single measure could alleviate the difficulties 
encountered, in any of the necessarily diverse approaches that may be taken to the problem of 
currency instability, the dual objective of protecting the programmes and budgets of the 
organizations and of limiting the recourse to supplementary estimates and assessments must be 
firmly pursued. The Executive Board decided to take note of the Director-General•s report. 

12• The only significant relevant development that has occurred in the United Nations system 
since the above-mentioned studies were undertaken is the recent decision by the Board of 
Governors of the International Atomic Energy Agency (IAEA) to introduce as from 1986 a system 
of split assessments designed to provide the right level of resources for implementing its 
approved regular programme in spite of currency fluctuations. IAEA has only two main 
currencies, the Austrian schilling and the US dollar. Under this system an attempt is made 
to match budgetary expenditure and income by calculating the expenditure budget as well as 
the Member States1 contributions in the two principal currencies in the same proportion in 
which the Agency incurs its expenditures, i.e., approximately 75% in Austrian schillings and 
the balance in US dollars. The total budget is expressed in US dollars and, for purposes of 
comparison with previous budgets, is based on the average rate of exchange two years prior to 
the budget year. The assessed contributions of Member States may be paid entirely in 
US dollars, or partly in this currency, and in Austrian schillings in amount s set out in the 
scale of assessment for the budget in question. Contributions are credited in proportion to 
the amount s originally assessed based on the United Nations operational rate of exchange on 
the date of payment• At the end of the financial period the amounts given in dollars in the 
appropriation resolution and for assessments are adjusted on the basis of the average of the 
operational exchange rates experienced during the financial period• 

13. Although the IAEA system of split assessments might provide ail answer to that 
organization's exchange rate problem, because it attempts to match total income and 

1 Annex 12 to document EB65/1980/REC/1 (not reproduced in this volume). 



expenditure, it remains to be seen whether actual experience will show this to be the case• 
In the absence of such experience it would be premature to comment on the particularities of 
the system introduced in IAEA. 

14. In previous studies of a system of assessing given proportions of contributions in the 
main currencies used by an organization in the United Nations system it was agreed that it 
would be too cumbersome to require contributions in more than two currencies, which would 
normally be the US dollar and the currency of the host country. Moreover, even though a 
two-currency "mix" might offer some advantages to certain organizations， such a scheme would 
be complex and would entail some practical difficulties. Among these was the problem of the 
timing and pattern of receipts in the currencies of assessment, which would always have to 
match perfectly the incurring of expenditures in the two currencies. It was also considered 
likely that some Member States would face difficulties and incur additional costs if they had 
to pay their contributions in more than one currency• As shown in its report, the Programme 
Committee of the Executive Board recognized that the "two-currency" alternative whereby 
assessments of Members1 contributions might be partly in US dollars and partly in 
Swiss francs would appear to offer at least a partial solution to the financial problems 
created for WHO by fluctuations between these two currencies. However, the Committee agreed 
with the earlier conclusions of other bodies that such an arrangement would entail a number 
of practical problems and disadvantages relating in particular to the timing and pattern of 
receipt of contributions, arid the Organization might therefore continue to incur losses due 
to fluctuating exchange rates. In this connection it should be recalled that when the 
possibility of organizat ions with headquarters in Switzerland assessing contributions in 
US dollars and Swiss francs was considered in 1974, the Government of Switzerland expressed 
opposition to the idea that the Swiss franc might be substituted for the US dollar as a 
budgetary currency or for the payment of contributions of the members of an organization. 
Finally, it should be rioted that any system of mixed currency assessment in WHO would need to 
cater to the requirements of an organization having seven main currencies (i.e., the 
CFA franc, the Danish krone, the Egyptian pound, the Indian rupee, the Philippine peso, the 
Swiss franc arid the US dollar)• It would therefore be necessary for each major regional 
office currency to be linked for budgetary purposes to one of the two currencies of 
assessment, with the consequent risk of exchange gains and losses if the exchange value of 
the former were not to move at all times directly in relation to that of the latter. Such a 
system would be extremely complicated and costly to administer and would riot appear to 
represent a viable solution to the problem of currency fluctuations. 

15• During the discuss ion of the casual income facility in Committee В of the Thirty-ninth 
World Health Assembly one delegate suggested that, as an alternative to this mechanism for 
countering the adverse effects of currency fluctuations, consideration should be given to a 
method whereby the budget would be recalculated each year on the basis of the most recent 
exchange rates. Whereas such an approach might in certain circumstances appear attractive, 
for example during periods of favourable exchange rates between the US dollar and the main 
currencies of the Organization, it would give rise to many of the same problems that existed 
in the 1970s when the budgetary rates of exchange were revised virtually every year owing to 
currency fluctuations, and the Board and the Health Assembly were constantly called upon to 
consider the financing of the resulting costs through supplementary budgets, additional 
assessments and other measures. It was in response to Member States1 dissatisfaction with 
this state of affairs that a number of studies were undertaken throughout the United Nations 
system with a view to finding a solution to the budgetary problems caused by currency 
instability. As explained above, the solution deemed by the Board and the Health Assembly to 
be best suited to the circumstances of WHO was the mechanism of the casual income facility 
which was first established in 1978 and maintained thereafter by successive Health 
Assemblies. Whilst this mechanism has the same basic advantage with respect to the return to 
Member States of budgetary savings resulting from favourable exchange rate movements as does 
the proposed method of recalculating the budget each year, it has none of the disadvantages 
of the latter. Examples of such disadvantages are that the annual recalculation and review 
of the budget (1) would defeat the very purpose of having a biennial budget cycle as 
instituted by the Health Assembly beginning with the financial period 1980-1981; (2) could 
not talce account of exchange movement s between May of the second year of the biennium and the 
end of the financial period; and (3) would result in constant revision of the budget, making 
it impossible at the time of preparation and subsequent review of the proposed programme 
budget to make a comparison with the current budget. 

16. In the light of the foregoing it is considered that the proposed method of recalculating 
the budget each year would be cumbersome and costly and would not provide a better solution 



to the budgetary and financial problems caused by currency instability than that offered by 
the casual income facility. Moreover, such a method would introduce some disadvantages that 
do not exist under the present system of dealing with the effects of currency fluctuations on 
the programme budget and would in effect constitute a return to the situation of the 1970s 
which, as mentioned above, the Member States found unsatisfactory, and which was changed by 
the establishment of the casual income facility. 

17• On the basis of the actual experience with the casual income facility since its 
establishment by the Health Assembly in 1978 the Director-General believes that this 
mechanism has so far provided a good solution to the problems of currency instability facing 
the Organization from year to year. Although it has been recognized all along that this 
mechanism might not afford complete protection to the regular budget against very large drops 
in the value of the US dollar in relation to certain currencies, it has up to the present 
time served the Organization well by providing some safeguards for the financial integrity of 
its programme. It has reduced or eliminated the need for supplementary budgets when exchange 
rates were unfavourable as well as resulted in significant amounts of savings that were 
transferred to casual income when exchange rates were favourable. This is illustrated by the 
table contained in Appendix 2， showing additional budgetary costs or savings resulting from 
currency fluctuations between 1971 and 1985 with respect to the US dollar/Swiss franc 
relationship during this period. As will be noted from part I of the table, the total 
additional budgetary costs resulting from currency fluctuations amounted to US东 92 834 710. 
Only part of these costs, US$ 56 249 210, was borne directly or indirectly by Member States 
through additional assessments, supplementary budgets (financed by casual income) and the 
casual income facility. Conversely, as shown in part II of the table, an amount of 
US$ 38 243 300 in budgetary savings resulting from exchange rate fluctuations between the 
US dollar and the Swiss franc were returned to Member States through the casual income 
facility in addition to US东 13 427 000 of savings relating to US dollar/major regional office 
currencies； the total budgetary savings due to exchange rate fluctuations made available to 
Member States thus amounted to US$ 51 670 300. Therefore, the total net cost to Member 
States of currency fluctuations occurring after adoption of the budgets in the fifteen-year 
period from 1971 to 1985 was only US$ 4 578 910. In the light of this experience and for the 
various reasons set out in the report of the Programme Committee of the Executive Board, in 
the studies of this subject by other bodies mentioned therein, and in this report, it appears 
unlikely that a better approach than the casual income facility could be found for reducing 
or mitigating the adverse effects of currency fluctuations on the programme budget. 

Proposed use of casual income to reduce adverse effects of currency fluctuations on the 
programme budget for 1988-1989 

18. As mentioned in paragraph 49 of the Introduction to the proposed programme budget for 
1988-1989, the estimated expenditures contained therein with respect to the CFA franc, the 
Danish krone, the Egyptian pound, the Indian rupee, the Philippine peso arid the Swiss franc 
are based on the United Nations/WHO accounting rates of exchange between these currencies and 
the US dollar prevailing during the period immediately preceding the finalization of the 
relevant programme budget proposals• In view of the uncertainty and unpredictability of 
economic and particularly monetary developments which may occur in the next three years, the 
possibility of having to cope with lower average accounting rates of exchange between the 
US dollar and the above-mentioned currencies during the forthcoming biennium is very real. 
The Director-General therefore recommends that, as was the case in 1986-1987， he again be 
authorized in 1988-1989 to charge against available casual income the net additional costs 
under the regular programme budget which may result from differences between the WHO 
budgetary rates of exchange and the related WHO accounting rates of exchange with respect to 
the relationship between the US dollar and the CFA franc, the Danish krone, the Egyptian 
pound, the Indian rupee, the Philippine peso and the Swiss franc prevailing during the 
financial period 1988-1989, up to a maximum of US$ 31 million. At the same time, the 
Director-General would also be requested to transfer to casual income the net savings under 
the regular programme budget arising from those differences. Such transfers or charges would 
be reported in the financial report of the Organization for the 1988-1989 biennium, 

19. If the Board and the Health Assembly should agree to the proposal in paragraph 18, the 
lowest average accounting rates of exchange for the currencies in question that could be 
coped with under the casual income facility during 1988-1989, without the need for recourse 
to programme reductions, a supplementary budget or other measures, would be as shown in the 
following table： 



Currency 

Rate of exchange per 
US dollar contained 

in the proposed 
programme budget 
for 1988-1989 

Average accounting rate 
of exchange per US dollar 
that could be coped with 
under the casual income 
facility in 1988-1989 

CFA franc 350 288 

Danish krone 8.20 6.95 

Egyptian pound 1.35 1.10 

Indian rupee 12.60 11.00 
Philippine peso 19.00 17.00 

Swiss franc 1.65 1.45 

20. In this connection, it should be noted that if the value of the US dollar should not 
decline to an equal degree in relation to the Swiss franc and each of the major regional 
office currencies it would be possible to afford a greater level of protection to global and 
interregional activities or the programme budget of a particular region or regions than 
envisaged above. As in the past, the use of casual income for the reasons proposed does not 
obviate the need for economies in operations throughout the Organization, or possibly even 
recourse to a supplementary budget, if the average accounting rate of exchange for 1988-1989 
were to be lower than those mentioned above, or if the amount of available casual income 
during that period were to be less than US$ 31 million. The availability of sufficient 
casual income for the purpose in question depends on (1) the prompt payment of assessed 
contributions, (2) the level of interest rates in 1987 and subsequent years, and (3) the 
amount of casual income which will have to be used to reduce the adverse effects of currency 
fluctuations on the programme budget in 1986-1987 and for other purposes. 

21. In the light of its review of this matter the Board may wish to consider adopting a 
resolution on the subject.1 

1 The draft resolution which was contained in this paragraph was adopted by the Board 
as resolution EB79.R3. 



Details of funds appropriated or obligated for other purposes: 

1982 
1983 
1984 
1985 
1986 

Real Estate 
Fund 

3 409 000 
605 500 
805 000 

196 000 

Exemption of Namibia from 
payment of assessed contribution 

44 990 

47 020 

49 145 

To reduce adverse effects 
of currency fluctuations 

31 000 000 

—Estimated. 

U1 

Year Balance 
1 January 

Appropriated or obligated for 
Unappropriated 

and 
unobligated 

balance 

Casual 
income 

earned during 
the year 

Available 
balance at 
31 December 

Year Balance 
1 January Regular budg et 

Period 

Other — 
purposes 

Unappropriated 
and 

unobligated 
balance 

Casual 
income 

earned during 
the year 

Available 
balance at 
31 December 

1982 
1983 
1984 
1985 
1986 

17 440 884 
56 286 130 
23 299 208 
56 791 706 
39 510 323 

54 500 000 

56 790 000 

1984-85 

1986-87 

3 453 990 
605 500 
852 020 

31 245 145 

13 986 894 
1 180 630 
22 447 188 

1 706 
8 265 178 

42 299 236 
22 118 578 
ЗА 344 518 
39 508 617 
38 734 822 

56 286 130 
23 299 208 
56 791 706 
39 510 323 
47 000 000 -

Appendix 1 

CASUAL INCOME, 1982-1986 (EXPRESSED IN US DOLLARS) 
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Appendix 2 

SUMMARY OF ESTIMATED ADDITIONAL BUDGETARY COSTS OR SAVINGS RESULTING FROM CURRENCY 
FLUCTUATIONS WITH RESPECT TO THE US DOLLAR/SWISS FRANC RELATIONSHIP 

I. Additional budgetary costs 

Budget 
for 

Additional 
budgetary costs 

Covered by means of 

Budget 
for 

Additional 
budgetary costs Additional 

assessments 

Supplementary 
budgets without 
additional 
assessments 

Other funds£. 
Absorption 
through 

operational 
economies 

Casual 
income 

facility 

1971 
1972 
1973 
1974 
1975 
1976 
1977 
1978 
1979 

Total 

1 250 000 
3 645 000 
9 965 000 
8 479 000 
9 000 000 
8 490 000 

11 291 000 
19 075 000 
21 639 710 

US击 

6 079 000 

8 490 000 
7 391 000 

6 600 000 

US$ 

2 445 000 
5 679 500 

6 600 000 

US$ 

1 000 000 
1 985 500 

4 575 000 

3 025 000 
2 075 000 

US东 

1 250 000 
200 000 

2 300 000 
2 400 000 
4 425 000 

3 900 000 
7 450 000 
2 000 000 

US$ 

2 000 000 
10 964 710 

1971 
1972 
1973 
1974 
1975 
1976 
1977 
1978 
1979 

Total 92 834 710 28 560 000 14 724 500 12 660 500 23 925 000 12 964 710 

II. Budgetary savings 

Budget 
for 

Budgetary 
savings 

Casual 
income 

facility 

1980-1981 
1982-1983 
1984-1985 

Total 

18 071 000 
12 113 000 
8 059 300b 

Transferred to casual income in accordance with 
resolutions WHA32.4, WHA34.5 and WHA36.6. 

18 071 000 
12 113 000 
8 059 300 

1980-1981 
1982-1983 
1984-1985 

Total 38 243 300 38 243 300 
о —Special Account for Servicing Costs, Terminal Payments Account, Voluntary Fund for Health Promotion. 
互 In addition to this amount, US$ 13 427 000 of savings relating to US dollar/major regional office currencies 

were transferred to casual income. 
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ANNEX 3 

CONFIRMATION OF AMENDMENTS TO THE STAFF RULES1 

Report by the Director-General 

[EB79/26 - 17 December 1986] 

Amendments to the Staff Rules made by the Director-General are 
submitted for confirmation by the Board in accordance with Staff 
Regulation 1 2 . 2 T h e Appendix gives the texts of the amended 
Staff Rules, the purpose of which is briefly explained below. The 
effective dates of these changes are 1 January 1987 or 1 April 1987 
as appropriate. 

1• Amendments considered necessary in the light of decisions taken by the United Nations 
General Assembly at its forty-first session on the basis of recommendations of the 
International Civil Service Commission 

1.1 Assessment rates for salaries for the professional and higher categories 

As part of its review of the scale of pensionable remuneration, the International Civil 
Service Commission looked into the appiropiriatetiess of the existing staff assessment scale and 
decided that revisions should be made to the scale to reflect the tax rates applicable 
currently in the seven headquarters countries. The revised scale was approved by the General 
Assembly to be introduced with effect from 1 April 1987. Staff Rule 330.1.1 has been amended 
accordingly. 

1.2 Assessment rates for salaries for the general service category 

New assessment rates have also been established for the general service category of 
staff, with effect from 1 January 1987. Rule 330.1.2 has been amended to reflect the new 
rates. 

1.3 The schedule of salaries for the professional category and directors1 posts 

As a consequence of the revision of the staff assessment rates for the professional and 
higher categories (referred to in paragraph 1,1 above), the schedule of annual gross base 
salaries and of annual net base salaries also requires revision. The major changes in the 
scale concern the annual gross salaries； there are no changes to the scale of net salaries 
at the dependent "D" rates and only very minor changes to the scale of net salaries at the 
single "S" rates• Staff Rule 330.2 has been amended accordingly. The new schedule is 
effective 1 April 1987. 

2• Salaries of ungraded posts and of the Director-General 

As a further consequence of the revision of staff assessment rates for the professional 
and higher categories, the Director-General proposes, in accordance with Staff 
Regulation 3.1, that the Executive Board recommend to the Health Assembly modifications in 
the salaries of the Deputy Director-General, the Assistant Directors-General and the Regional 
Directors. Thus the gross salary for the Deputy Director-General would be revised from 

1 See resolutions EB79.R10 and EB79.R11, 
2 WHO Basic Documents, 36th ed., 1986, p. 92. 
3 WHO Basic Documents, 36th ed., 1986, p. 89. 



US$ 123 197 to US$ 96 155 per annum resulting in a slightly modified net salary at the single 
rate of US$ 58 938; there is no change in the net salary at the dependency rate. The gross 
salary for the Assistant Directors-General and the Regional Directors would be revised from 
US$ 107 089 per annum to US$ 85 609 per annum resulting in a modified net salary of 
US$ 53 887 at the single rate； there is no change in the net salary at the dependency rate. 

These adjustments to salaries would call for similar adjustments to the salary of the 
Director-General, bearing in mind the terms of paragraph III of his present contract.^ The 
modifications to the gross salary to be authorized by the Health Assembly would be from 
US$ 159 115 to 119 429 per annum before staff assessment, resulting in a modified net 
salary at the single rate of USÍ 69 814; there is no change in the net salary at the 
dependency rate. 

3• Budgetary implications 

The budgetary implications of these amendments are insignificant• 

1 Document WHA36/1983/REC/1, Annex 1. 



330.1.2 For the general service category, 
allowances (see Rule 380.2,3); 

except for non-resident s and language 

Amounts per year Assessment per cent 

First US $ 2 000 11.0 
Next US $ 2 000 14.0 
Next US ¿ 2 000 17.0 
Next US $ 2 000 20.0 
Next US i 4 000 22.0 
Next US $ 4 000 24.0 
Next US ̂  4 000 26.0 
Next US $ 6 000 28.0 
Next US $ 6 000 30.0 
Next US $ 6 000 32.0 
Next US $ 6 000 34.0 
Remaining assessable payments 36.0 

First US ： 

Next US i 

Next US ： 

Next US : 
Next US : 
Next US ； 
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Appendix 

TEXT OF THE AMENDED STAFF RULES 

[EB79/INF.DOC./2 - 17 December 1986] 

330. SALARIES 

330.1 Gross base salaries, and terminal remuneration figures used for computation of 
separation payments under Rule 380.2, shall be subject to the following assessments; 

330.1,1 For professional and higher graded staff: 

Amount s per year Assessment per cent 
Rate with Rate without 
dependants* dependants* 
(*as defined in Rules 310.5.1 and 310.5.2) 



330.2 The following schedule of annual gross base salaries and of annual net base salaries 
shall apply to all professional category and directors 1 posts: 
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ANNEX 4 

RECRUITMENT OF INTERNATIONAL STAFF IN WHO： 
GEOGRAPHICAL REPRESENTATIVENESS OF THE STAFF1 

Report by the Director-General 

[EB79/27 - 26 November 1986] 

1 • Introduction 

1 • 1 This report is presented in accordance with the request contained in operative 
paragraph 5 of resolution WHA38•12. It is based on staffing figures relating to the month of 
October 1986, the relevant comparisons being made with those relating to October 1984, which 
were reported to the Thirty-eighth World Health Assembly (May 1985).^ 

1.2 The Thirty-eighth World Health Assembly, in operative paragraph 1 of the above-mentioned 
resolution (WHA38.12), maintained the target of 40% of all vacancies arising in professional 
and higher-graded posts subject to geographical distribution during the period ending 
October 1986 for the appointment of nationals of unrepresented and under-represented 
countries. 

2• The position in October 1986 

2.1 Appendix 1 provides complete data on the evolution of the geographical 
representativeness of the staff. It shows, for each Member State, (1) the desirable 
of October 1984, established in accordance with resolution WHA34.15; (2) the number 
nationals on the staff in October 1984； (3) the degree of representation in October 
(4) the number of appointments of nationals since October 1984； (5) the number of 
separations of nationals since October 1984; (6) the number of nationals on the staff in 
October 1986; and (7) the degree of representation in October 1986. 

2.2 Since October 1984, two new Member States have acceded to WHO： Saint Christopher and 
Nevis, and Brunei Darussalam. Neither is represented among the staff. 

2.3 The following table reflects the changes in representation since October 1984: 

range as 
of 
1984; 

Unrepresented Under- Over- Adequately 
represented represented represented 

Oct. 84 Oct. 86 Oct. 84 Oct. 86 Oct. 84 Oct. 86 Oct. 84 Oct. 86 

40 37* 13 13 27 27 82 87 

^ Including the two new Member States mentioned in paragraph 2.2. 

1 See resolution EB79.R12. 
2 Document EB75/1985/REC/1, Annex 2. 



2.4 Lists of unrepresented, under-represented, adequately represented and over-represented 
countries as of October 198b are contained in Appendix 2. 

2.5 As will have been noted, progress in the geographical representativeness of the staff 
has been achieved in the relatively short period under review despite an increase in WHO'S 
membership of two new Member States (see paragraph 2,2 above) and the continuing decline in 
the number of staff subject to geographical dis tribution criteria who were actually employed 
by WdO (from 1271 in October 1984 to 1231 in October 1986, as indicated in the totals shown 
in Appendix 1 ). In a period of declining staff employment it is particularly difficult to 
achieve rapid progress in the recruitment of staff from unrepresented and under-represented 
countries ； on the other hand, the large number of separations of staff from WHO employment 
(see Appendix 1) facilitates the achievement of a concomitant objective, namely, the 
reduction in the number of staff from over-reprèsented countries. There has thus been a 
steady reduction in the number of staff from over-represented countries, The number of 
nationals in excess of the desirable ranges went down from 265 in 1982 to 179 in 1984 and by 
October 1986 had fallen a further 21% to 141. The breakdown of these figures by region is as 
follows : 

1982 1984 1986 

Africa 46 36 30 

The Americas 33 19 12 

South-East Asia 72 55 48 

Europe 59 29 24 

Eastern Mediterranean 40 30 22 

Western Pacific 15 10 5 

265 179 141 

A de tailed breakdown of the above figures is given in Appendix 3. 

2.6 For indicative purposes, Appendix 4 gives details of the degree of representation of 
WHO1 s six regions• One region (Africa) is adequately represented, four (the Americas, 
Europe, Eastern Mediterranean and Western Pacific) are under-represented, and one (South-East 
Asia) is over-represented. 

3• Recruitment target and other progress achieved in the geographical representativeness of 
the staff 

3.1 Resolution WHA38.12 maintained the target originally set by the Thirty-fourth World 
Health Assembly； 40% of all appointments to posts subject to geographical dis tribution 
should be of nationals of unrepresented or under-reprèsented countries. 

3.2 In the period October 1984 to October 1986 a total of 286 appointments was made (see 
Appendix 1), of which 115 or 40,2% were nationals from unrepresented or under-represented 
countries. The target set by the Health Assembly has therefore been met. 

3 • 3 The Director-General proposes to ma in ta in for his guidance the same target of 40% for 
the two-year period to October 1988. 

3.4 In his report to the Board two years ago^ the Director-General identified some of the 
factors which added to the difficulties of recruiting staff from unrepresented and 
under-represented countries. A significant number of countries had extremely small 
populations or required the services of all their own health specialists, and some had only 
recently become Members of WHO. In other cases, qualified individuals were discouraged from 
applying for posts because of language barriers, concerns about expatriation or mobility 
between duty stations, lack, of security of tenure or even comparatively uninviting salary 

1 Document ЕВ75/1985/REC/1, Annex 2, paragraph 3.4. 



levels. The picture is further complicated by the overall reduction in the number of posts 
in the Organization 一 particularly in the field• The consequences of a possible shortfall in 
funding in the coming biennium may further exacerbate this aspect of the problem. 
Notwithstanding these constraints，the Director-General is determined to ma intain the 
momentum of recruiting staff from the unrepresented and under-represented countries in the 
coming two-year period. 

3.5 In this connection, there are successes to report• Eight countries have moved from the 
unrepresented to the adequately-represented category 一 Angola, Antigua and Barbuda, Bhutan, 
Cape Verde, Côte d1 Ivoire, Mauritania, Seychelles and Swaziland. Two countries have moved 
from the under-represented to the adequately-represented category 一 China and Libyan Arab 
Jamahiriya. There have also been some increases in the numbers of staff from four 
under-represented countries - namely Japan, Netherlands， USSR and Venezuela. 

3.6 Three countries have joined the unrepresented group - Bahrain, Grenada and Yemen 一 and 
two countries have moved from the adequately represented to the under-represented category -
Czechoslovakia and Greece. Such occurrences are inevitable but must be mentioned in any 
report which reflects the position at a given moment; they do not, however, detract from the 
overall positive trends over Che two-year period. 

4. The number of posts used in the formula 

4.1 The formula currently used to establish desirable ranges was approved by the 
Thirty-fourth World Health Assembly in resolution WHA34.15. It follows that of the United 
Nations in all respects except for the number of Member States and the number of posts which 
are considered "geographically distributable". Additional Member States are automatically 
accommodated in the formula. However, the number of posts to be used in the formula was 
determined in 1976 and has riot been revised since then. 

4.2 For purposes of geographical distribution, WHO1s practice has been to count virtually 
all non-linguistic professional and higher-graded posts, regardless of their location or 
source of funding, except those of the International Agency for Research on Cancer and the 
Pan American Health Organization• The Executive Board was advised at its sixty-third session 
in 1979 that "these posts at present number about 1650".^ The figure of 1650 has been used 
since that time as the base figure for the application of the geographical distribution 
formula. 

4.3 The United Nations formula which WHO applies was reported to the sixty-seventh session 
of the Board (January 1 9 8 1 ) I n essence, it divides the number of geographically 
distributable posts (1650) into three groups ; the first (7.2% of 1650) is set aside as the 
population factor; the second (37% of 1650) is distributed equally among all Member States 
and is called the membership factor； the third (55.8% of 1650) is distributed in proportion 
to the WHO scale of assessments and is referred to as the contribution factor. The 
arithmetical sum of the membership and contribution factors becomes, for each country, the 
mid-point of the desirable range. The mid-point is then increased and decreased by the 
greater of 15% or 2.83 posts to determine the upper and lower limits of each desirable range. 

4.4 The Director-General has carefully reviewed the number of posts considered to be 
geographically distributable and believes that it would be appropriate to consider revising 
this figure to take account of the reduced number of posts - and staff - in the 
Organization. He therefore proposes to revise the number of posts considered as 
geographically distributable from 1650 to 1450. This reduction of 12% follows quite closely 
the percentage fall in staff of 13% in posts subject to geographical distribution 一 from 1425 
in October 1980 to 1231 in October 1986, The figure of 1450 posts would thus be used to 
establish the desirable ranges for the two-year period October 1986 to October 1988. In 
assessing the consequences of this change, account has also to be taken of the revision of 
the scale of assessments which, in accordance with resolution WHA39.9, will come into effect 
on 1 January 1987. 

1 See paragraph 3.1 of the Director-General1 s report to the sixty-third session of the 
Executive Board, reproduced in document EB63/48, Annex 10. 

2 
Document EB67/1981/REC/1, Annex 12. 



4.5 Appendix 5 indicates the desirable ranges in force in October 1986 together with those 
which would become effective with the application in the formula of the revised number of 
posts and the revised scale of assessments. The most noticeable consequence of the revision 
is that the upper limits of the ranges are in almost all cases reduced. Many of Che existing 
ranges of 1 to 7 become ranges of 1 to 6. Ten countries actually move from one category of 
representation to another; Argentina, Australia, Belgium, Denmark., France, the Islamic 
Republic of Iran, Madagascar, Republic of Korea and Senegal move from the adequately 
represented to the over-represented group, and Netherlands moves from the under-represented 
to the adequately represented group. 

5• Summary and conclus ion 

5.1 To complete the information usually provided to the Board on geographical 
representation, Appendix 6 contains a summary of staff in all posts (subject, or not, to 
geographical dis tribution) in established offices and projects, showing also the proportion 
of posts occupied by women 

5.2 The Director-General is pleased to be able to report progress in the overall trends 
towards the greater geographical representativeness of the staff. The number of countries 
represented on the staff is higher than ever before 一 127 out of lb4 countries ; the actual 
number of staff from over-represented countries continues to go down - by a further 21% in 
the biennium October 1984 to October 1986; and, notwithstanding the addition of two new 
Member States in the same period, the net number of unrepresented countries was reduced by 
three. Moreover, the target of appointments from unrepresented and under-represented 
countries has been met. 

5.3 As mentioned in paragraph 3.3 above, in order to ma in ta in this momentum the 
Director—General proposes to retain the same target of 40% of all vacancies subject to 
geographical distribution during the period ending October 1988 for the appointment of 
nationals of unrepresented and under-represented countries• 

5.4 The Board may wish to consider adopting a resolution confirming this target and also 
including a reference to the Director-General's proposal contained in paragraph 4.4 to revise 
the number of posts used in the formula for computing the desirable ranges from 1650 to 1450. 



EVOLUTION OF THE REPRESENTATIVENESS OF THE STAFF BETWEEN OCTOBER 1984 AND OCTOBER 1986 
IN POSTS SUBJECT TO GEOGRAPHICAL DISTRIBUTION 

Countryl 
Desirable 

range 
Number 
of staff 

October 1984 

Degree of 
representation 
October 19842 

Appointments 
since 

October 1984 

Separations 
since 

October 1984 

Number 
of staff 

October 1986 

Degree of 
representation 
October 19862 

Afghanistan 001--007 3 = 1 1 3 = 

Albania 001--007 0 0 0 0 0 0 
Algeria 002--008 4 = 1 0 5 = 

Angola 001--007 0 0 1 0 1 = 

Antigua and Barbuda 001--007 0 0 1 0 1 = 

Argentina 007--014 13 = A 3 14 = 

Australia 015--021 18 = 4 2 20 = 

Austria 007--014 5 - 0 1 A -

Bahamas 001--007 0 0 0 0 0 0 
Bahrain 001--007 1 = 0 1 0 0 
Bangladesh 001--007 10 + 0 1 9 + 

Barbados 001--007 1 = 0 0 1 = 

Belgium 012--019 17 = 3 2 18 = 

Benin 001--007 15 + 1 5 11 + 

Bhutan 001--007 0 0 1 0 1 = 

Bolivia 001--007 5 = 4 3 6 = 

Botswana 001--007 0 0 0 0 0 0 
Brazil 013--020 14 = 7 6 15 = 

Brunei Darussalam 001--007 0 N/A 0 0 0 0 
Bulgaria 002--009 5 = 0 3 2 = 

1 Non-active Members (Byelorussian SSR and Ukrainian SSR) and South Africa are not included in the table, owing to 
their particular status. 

2 



Country 
Desirable 

range 
Number 
of staff 

October 1984 

Degree of 
representation 
October 19841 

Appointments 
since 

October 1984 

Separations 
since 

October 1984 

Number 
of staff 

October 1986 

Degree of 
representation 
October 19861 

Burkina Faso 001-007 5 = 2 2 5 = 

Burma 001-007 8 + 0 0 8 + 

Burundi 001-007 3 = 0 0 3 = 

Cameroon 001-007 6 = 3 3 6 = 

Canada 026-037 28 = 12 14 26 = 

Cape Verde 001-007 0 0 2 0 2 = 

Central African Republic 001-007 0 0 0 0 0 0 
Chad 001-007 2 = 0 0 2 = 

Chile 001-008 12 + 4 3 13 + 

China 008-015 7 - 3 2 8 = 

Colombia 002-008 19 + 0 5 14 + 

Comoros 001-007 1 = 1 1 1 = 

Congo 001-007 11 + 1 0 12 + 

Cook Islands 001-007 0 0 0 0 0 0 
Costa Rica 001-007 3 = 2 2 3 = 

Côte d'Ivoire 001-007 0 0 2 0 2 = 

Cuba 001-008 3 = 1 1 3 = 

Cyprus 001-007 3 = 0 1 2 = 

Czechoslovakia 007-014 8 = 0 3 5 -

Democratic Kampuchea 001-007 0 0 0 0 0 0 
Democratic People's 

Republic of Korea 001-008 0 0 0 0 0 0 
Democratic Yemen 001-007 1 = 0 0 1 = 

Denmark 007-014 14 = 2 3 13 = 

Djibouti 001-007 0 0 0 0 0 0 



Country 
Desirable 

range 
Number 
of staff 

October 1984 

Degree of 
representation 
October 198Д1 

Appointments 
since 

October 1984 

Separations 
since 

October 1984 

Number 
of staff 

October 1986 

Degree of 
representation 
October 19861 

Dominica 001--007 0 0 0 0 0 0 
Dominican Republic 001--007 2 = 1 0 3 = 

Ecuador 001--007 5 = 1 1 5 = 

Egypt 001--008 22 + 5 6 21 + 

El Salvador 001--007 2 = 1 1 2 = 

Equatorial Guinea 001--007 0 0 0 0 0 0 
Ethiopia 001--007 7 = 1 0 8 + 

Fiji 001--007 1 = 0 0 1 = 

Finland 005--011 11 = 1 5 7 = 

France 053--073 62 = 20 13 69 = 

Gabon 001--007 0 0 0 0 0 0 
Gambia 001--007 3 = 0 1 2 = 

German Democratic 
Republic 013--020 4 - 0 0 4 -

Germany, Federal 
Republic of 068--094 35 - 4 5 34 -

Ghana 001--007 18 + 1 3 16 + 

Greece 004--011 4 = 0 1 3 -

Grenada 001--007 1 = 0 1 0 0 
Guatemala 001--007 7 = 1 0 8 + 

Guinea 001--007 1 = 0 0 1 = 

Guinea-Bissau 001--007 2 = 0 0 2 = 

Guyana 001--007 2 = 2 0 4 = 

Haiti 001--007 6 = 0 3 3 = 

Honduras 001--007 3 = 0 0 3 = 

A
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Country 
Desirable 

range 
Number 
of staff 

October 1984 

Degree of 
representation 
October 19841 

Appointments 
since 

October 1984 

Separations 
since 

October 1984 

Number 
of staff 

October 1986 

Degree of 
representation 
October 19861 

Hungary 003-009 4 = 1 1 4 = 

Iceland 001-007 0 0 0 0 0 0 
India 004-010 48 + 3 5 46 + 
Indonesia 002-009 6 = 1 0 7 = 

Iran (Islamic 
Republic of) 006-012 13 + 1 2 12 = 

Iraq 002-008 3 = 0 1 2 = 

Ireland 002-009 6 = 4 3 7 = 

Israel 003-009 3 = 1 1 3 = 

Italy 032-044 24 - A 6 22 -

Jamaica 001-007 6 = 0 2 4 = 

Japan 082-112 21 - 10 6 25 -

Jordan 001-007 8 + 2 4 6 = 

Kenya 001-007 A = 1 1 4 = 

Kiribati 001-007 0 0 0 0 0 0 
Kuwait 003-009 0 0 0 0 0 0 
Lao People's Democratic 

Republic 001-007 0 0 0 0 0 0 
Lebanon. 001-007 10 + 0 2 8 + 

Lesotho 001-007 2 = 0 0 2 = 

Liberia 001-007 3 = 0 0 3 = 

Libyan Arab Jamahiriya 003-009 1 - 2 0 3 = 

Luxembourg 001-008 0 0 0 0 0 0 
Madagascar 001-007 8 + 0 1 7 = 

Malawi 001-007 1 = 1 1 1 = 

Malaysia 001-008 6 = 2 2 6 = 

Maldives 001-007 0 0 0 0 0 0 



Country 
Desirable 

range 
Number 
of staff 

October 1984 

Degree of 
representation 
October 19841 

Appointments 
since 

October 1984 

Separations 
since 

October 1984 

Number 
of staff 

October 1986 

Degree of 
representation 
October 19861 

Mali 001--007 6 = 1 1 6 = 

Malta 001--007 3 = 1 0 4 = 

Mauritania 001--007 0 0 2 0 2 = 

Mauritius 001--007 10 + 1 3 8 + 
Mexico 008--015 13 = 1 5 9 = 

Monaco 001--007 0 0 0 0 0 0 
Mongolia 001--007 1 = 0 0 1 = 

Morocco 001--008 1 = 1 1 1 = 

Mozambique 001--007 0 0 0 0 0 0 
Namibia 001--007 0 0 0 0 0 0 
Nepal 001--007 8 + 1 1 8 + 

Netherlands 016--023 12 - 5 3 14 -

New Zealand 003--009 7 = 3 0 10 + 

Nicaragua 001--007 1 = 0 0 1 = 

Niger 001--007 1 = 2 1 2 = 

Nigeria 002--009 8 = 5 2 11 + 

Norway 005--012 8 = 3 2 9 = 

Oman 001--007 0 0 0 0 0 0 
Pakistan 001--008 14 + 0 2 12 + 

Panama 001--007 2 = 0 1 1 = 

Papua New Guinea 001--007 0 0 0 0 0 0 
Paraguay 001--007 1 = 0 0 1 = 

Peru 001--008 12 + 3 9 6 = 

Philippines 001--008 16 + 0 4 12 + 
Poland 007--014 14 = 1 5 10 = 
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Country 
Desirable 

range 
Number 
of staff 

October 1984 

Degree of 
representation 
October 19841 

Appointments 
since 

October 1984 

Separations 
since 

October 1984 

Number 
of staff 

October 1986 

Degree of 
representation 
October 19861 

Portugal 002-•009 3 = 2 2 3 = 

Qatar 001-•007 0 0 0 0 0 0 
Republic of Korea 002-•009 11 + 1 3 9 = 

Romania 002--009 3 = 0 1 2 = 

Rwanda 001--007 4 = 1 0 5 = 

Saint Christopher 
and Nevis 001--007 0 N/A 0 0 0 0 

Saint Lucia 001--007 0 0 0 0 0 0 
Saint Vincent and the 
Grenadines 001-•007 1 = 0 0 1 = 

Samoa 001--007 0 0 0 0 0 0 
San Marino 001--007 0 0 0 0 0 0 
Sao Tome and Principe 001--007 0 0 0 0 0 0 
Saudi Arabia 008--015 2 - 0 0 2 -

Senegal 001--007 6 = 2 1 7 = 

Seychelles 001--007 0 0 1 0 1 = 

Sierra Leone 001--007 7 = 1 2 6 = 

Singapore 001--008 4 = 0 2 2 = 

Solomon Islands 001--007 0 0 0 0 0 0 
Somalia 001--007 2 = 0 0 2 = 

Spain 018--025 11 - 3 3 11 -

Sri Lanka 001--007 16 + 1 4 13 + 

Sudan 001--007 12 + 1 2 11 + 

Suriname 001--007 1 = 0 0 1 = 

Swaziland 001--007 0 0 2 0 2 
> 
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1 O unrepresented； -under-represented； = adequately represented； + over-represented； N/A not applicable. 



Country 
Desirable 

range 
Number 
of staff 

October 1984 

Degree of 
representation 
October 19841 

Appointments 
since 

October 1984 

Separations 
since 

October 1984 

Number 
of staff 

October 1986 

Degree of 
representation 
October 19861 

Sweden 012-019 17 = 6 1 22 + 

Switzerland 010-017 21 + 2 5 18 + 

Syrian Arab Republic 001-007 5 = 2 0 7 = 

Thailand 001-008 11 + 1 2 10 + 

Togo 001-007 12 + 2 3 11 + 

Tonga 001-007 0 0 0 0 0 0 
Trinidad and Tobago 001-007 3 = 2 1 4 = 

Tunisia 001-007 6 = 0 2 4 = 

Turkey 003-010 5 = 1 1 5 = 

Uganda 001-007 6 = 1 2 5 
Union of Soviet 
Socialist Republics 

United Arab Emirates 
United Kingdom of Great 
Britain and Northern 
Ireland 

087-115 
002-009 

039-054 

44 
0 

79 

0 
+ 

25 
0 

14 

23 
0 

19 

46 
0 

74 

0 
+ 

United Republic of 
Tanzania 001-007 10 + 1 2 9 + 

United States of 
America 199-270 175 - 41 45 171 -

Uruguay 001-008 3 = 2 1 4 = 

Vanuatu 001-007 0 0 0 0 0 0 
Venezuela 005-012 3 - 1 0 4 -

Viet Nam 001-007 1 = 0 0 1 = 

Yemen 001-007 1 = 0 1 0 0 
Yugoslavia 005-011 10 = 1 5 6 = 

1 0 unrepresented; - under-represented; = adequately represented; + over-represented. 
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Country 
Desirable 

range 
Number 
of staff 

October 1984 

Degree of 
representation 
October 19841 

Appointments 
since 

October 1984 

Separations 
since 

October 1984 

Number 
of staff 

October 1986 

Degree of 
representation 
October 19861 

Zaire 001-007 8 + 2 1 9 + 

Zambia 001-007 3 = 3 1 5 = 

Zimbabwe 001-007 0 0 0 0 0 0 
Others 7 N/A 0 5 2 N/A 

TOTALS 1 271 286 326 1 231 
1 0 unrepresented； - under-represented； = adequately represented； + over-represented ; N/A not applicable. 
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STATE OF REPRESENTATION OF COUNTRIES AS OF OCTOBER 

Albania 
Bahamas 
Bahrain 
Botswana 
Brunei Darussalam 
Central African Republic 
Cook. Is lands 
Democratic Kampuchea 
Democratic People 1 s Republic 

of Korea 
Djibouti 
Dominica 
Equatorial Guinea 

ANNEX 4 
Appendix 2 

1. Unrepresented countries 1 

Gabon 
Grenada 
Iceland 
Kiribati 
Kuwait 
Lao People 1 s Democratic 

Republic 
Luxembourg 
Maldives 
Monaco 
Mozambique 
Namibia 
Oman 

1986 

Papua New Guinea 
Qatar 
Saint Christopher and Nevis 
Saint Lucia 
Samoa 
San Marino 
Sao Tome and Principe 
Solomon Islands 
Tonga 
United Arab Emirates 
Vanuatu 
Yemen 
Zimbabwe 

2. Under-represented countries 

Austria Italy 
Czechoslovakia Japan 
German Democratic Republic Netherlands 
Germany, Federal Republic of Saudi Arabia 
Greece Spain 

Union of Soviet Socialist 
Republics 

United States of America 
Venezuela 

3. Adequately represented countries 

Afghanistan 
Algeria 
Angola 
Antigua and Barbuda 
Argentina 
Australia 
Barbados 
Belgium 
Bhutan 
Bolivia 
Brazil 
Bulgaria 
Burkina Faso 
Burundi 
Cameroon 
Canada 
Cape Verde 
Chad 
China 
Comoros 
Cos ta Rica 
Côte d'Ivoire 
Cuba 

Cyprus 
Democratic Yemen 
Denmark 
Dominican Republic 
Ecuador 
El Salvador 
Fiji 
Finland 
France 
Gamb ia 
Guinea 
Guinea-Bissau 
Guyana 
Haiti 
Honduras 
Hungary 
Indonesia 
Iran (Islamic Republic of) 
Iraq 
Ireland 
Israel 
Jamaica 
Jordan 

Kenya 
Lesotho 
Liberia 
Libyan Arab Jamahiriya 
Madagascar 
Malawi 
Malaysia 
Mali 
Malta 
Mauritania 
Mexico 
Mongolia 
Morocco 
Nicaragua 
Niger 
Norway 
Panama 
Paraguay 
Peru 
Poland 
Portugal 
Republic of Korea 
Romania 

1 Non-active Members (Byelorussian SSR and Ukrainian SSR) and South Africa also have 
no nationals on the staff of WHO, but are not listed above, owing to their particular status. 



Adequately represented countries (continued) 

Rwanda 
Senegal 
Seychelles 
Sierra Leone 
Singapore 
Somalia 

Saint Vincent and the 
Grenadines 

Suriname 
Swaz iland 
Syrian Arab Republic 
Trinidad and Tobago 

Tunisia 
Turkey 
Uganda 
Uruguay 
Viet Nam 
Yugos 1avia 
Zambia 

4. Over-represented countries 

Bangladesh 
Benin 
Burma 
Chile 
Colombia 
Congo 
E g y p t 
Ethiopia 
Ghana 
Guatemala 

India 
Lebanon 
Mauritius 
Ne pal 
New Zealand 
Nigeria 
Pakistan 
Philippines 
Sri Lanka 
Sudan 

Sweden 
Switzerland 
Thailand 
Togo 
United Kingdom of Great 

Britain and Northern Ireland 
United Republic of Tanzania 
Zaire 

Appendix 3 

NUMBERS OF NATIONALS OF OVER-REPRESENTED COUNTRIES IN EXCESS OF 
THE UPPER LIMITS OF THE RESPECTIVE RANGES, BY REGION 

AS OF OCTOBER 1984 AND OCTOBER 1986 

Staff in excess 
of range 1 s 
upper limit: 

1984 1986 

Africa South-Eas t As í 

Staff in excess 
of range 1 s 
upper limit 

1984 1986 

Benin 8 4 
Congo 4 5 
Ethiopia - 1 
Ghana 11 9 
Madagascar 1 -
Mauritius 3 1 
Nigeria 一 2 
Togo 5 4 
United Republic of 

Tanzania 3 2 
Zaire _1 2 

Total 36 30 

Bangladesh 3 2 
Burma 1 1 
India 38 3ó 
Nepal 1 1 
Sri Lanka 9 6 
Thailand � _2 

Total 55 48 

The Americas Europe 

Chile 
Colombia 
Guatemala 
Peru 

Total 

11 

19 12 

Sweden 
Switzerland 
United Kingdom of Great 

Britain and Northern 
Ireland 

Total 

23 

29 

20 

24 



Eastern Mediterranean 

Staff in excess 
of range's 
upper limit 

1984 1986 

Egypt 
Iran (Islamic 
Republic of) 

Jordan 
Lebanon 
Pakistan 
Sudan 

Total 

14 

1 
1 
3 
6 

30 

13 

_ 4 

22 

Western Pacific 

Staff in excess 
of range's 
upper limit 

1984 1986 

New Zealand 
Philippines 
Republic of Korea 

Total 

_ 2 

10 

Appendix 4 

REGIONAL DESIRABLE RANGES AND DEGREE OF REPRESENTATION OF EACH REGION 
AS OF OCTOBER 1986 

The South-East Eas tern Wes tern 
Africa Americas As ia Europe Mediterranean Paci fic 

Number of Members 44£ 34Ë. 11 32£ 23 20Ë. 

Basic regional range 145-197 359-487 40-55 480-651 92-126 168-228 

Population reserve 11 16 29 21 7 34 

Regional range including 
"population reserve" 156-208 375-503 69-84 501-672 99-133 202-262 

Staff 185 330 103 417 97 94 

Representation Adequate Under Over Under Under Under 

—Not including South Africa, owing to its particular status. 
—Including one new Member， Saint Christopher and Nevis• 
с 

一 Not including Byelorussian SSR and Ukrainian SSR, non-active Members. 
—Including one new Member, Brunei Darussalam. 
Note : These figures reflect Che trans fer of Israel from the Eastern Mediterranean to 

the European Region and of Morocco from the European to the Eastern Mediterranean 
Region in accordance with resolutions WHA38.1 and WHA39.1 respectively. 



DESIRABLE RANGES IN OCTOBER 1986 COMPARED WITH THOSE APPLICABLE USING REVISED NUMBER 
OF POSTS IN THE FORMULA 

Country1 
Desirable 

range 
October 1986 

Number 
of staff 

October 1986 

Degree of 
representation 
October 19862 

Desirable 
range applying 
revised formula 

Degree of 
representation 

applying revised 
formula^ 

Afghanistan 001-007 3 = 001-006 = 

Albania 001-007 0 0 001-006 0 
Algeria 002-008 5 = 001-007 = 

Angola 001-007 1 = 001-006 = 

Antigua and Barbuda 001-007 1 = 001-006 = 

Argentina 007-014 14 = 005-011 (+) 
Australia 015-021 20 = 013-019 (+) 
Austria 007-014 4 - 006-012 -

Bahamas 001-007 0 0 001-006 0 
Bahrain 001-007 0 0 001-006 0 
Bangladesh 001-007 9 + 001-006 + 
Barbados 001-007 1 = 001-006 = 

Belgium 012-019 18 = 010-016 
Benin 001-007 11 + 001-006 + 

Bhutan 001-007 1 = 001-006 = 

Bolivia 001-007 6 = 001-006 = 

Botswana 001-007 0 0 001-006 0 
Brazil 013-020 15 = 011-017 = 

Brunei Darussalam 001-007 0 0 001-007 0 
Bulgaria 002-009 2 = 002-008 = 

1 Non-active Members (Byelorussian SSR and Ukrainian SSR) and South Africa are not included in the table, owing 
to their particular status. 

2 0 unrepresented； - under-represented； = adequately represented； + over-represented ; ( ) change from 
present degree of representation. 
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Country 
Desirable 

range 
October 1986 

Number 
of staff 

October 1986 

Degree of 
representation 
October 19861 

Desirable 
range applying 
revised formula 

Degree of 
representation 

applying revised 
formulai 

Burkina Faso 001-007 5 = 001-006 = 

Burma 001-007 8 + 001-006 + 

Burundi 001-007 3 = 001-006 = 

Cameroon 001-007 6 = 001-006 = 

Canada 026-037 26 = 023-032 = 

Cape Verde 001-007 2 = 001-006 = 

Central African Republic 001-007 0 0 001-006 0 
Chad 001-007 2 = 001-006 = 

Chile 001-008 13 + 001-007 + 

China 008-015 8 = 007-012 = 

Colombia 002-008 14 + 001-007 + 

Comoros 001-007 1 = 001-006 = 

Congo 001-007 12 + 001-006 + 

Cook Islands 001-007 0 0 001-006 0 
Costa Rica 001-007 3 = 001-006 = 

Côte d'Ivoire 001-007 2 = 001-006 = 

Cuba 001-008 3 = 001-007 = 

Cyprus 001-007 2 = 001-006 = 

Czechoslovakia 007-014 5 - 006-012 -

Democratic Kampuchea 001-007 0 0 001-006 0 

1 0 unrepresented； - under-represented； = adequately represented； + over-represented• 

со 



00 
oo 

Country 
Desirable 

range 
October 1986 

Number 
of staff 

October 1986 

Degree of 
representation 
October 19861 

Desirable 
range applying 
revised formula 

Degree of 
representation 

applying revised 
formulai 

Democratic 
Republic 

People's 
of Korea 001--008 0 0 001-007 0 

Democratic Yemen 001--007 1 = 001-006 = 

Denmark 007--01A 13 = 006-012 (+) 
Djibouti 001--007 0 0 001-006 0 . 
Dominica 001--007 0 0 001-006 0 
Dominican Republic 001--007 3 = 001-007 = 

Ecuador 001--007 5 = 001-007 = 

Egypt 001--008 21 + 001-007 + 
El Salvador 001--007 2 = 001-006 = 

Equatorial Guinea 001--007 0 0 001-006 0 
Ethiopia 001--007 8 + 001-006 + 

Fiji 001--007 1 = 001-006 = 

Finland 005--011 7 = 004-010 = 

France 053--073 69 = 045-062 (+) 
Gabon 001--007 0 0 001-007 0 
Gambia 001--007 2 = 001-006 = 

German Democratic 
Republic 013--020 4 - 011-017 -

1 0 unrepresented； - under-represented； = adequately represented； + over-represented； ( ) change from 
present degree of representation. 



Country 
Desirable 

range 
October 1986 

Number 
of staff 

October 1986 

Degree of 
representation 
October 19861 

Desirable 
range applying 
revised formula 

Degree of 
representation 

applying revised 
formula-'-

Germany, Federal 
Republic of 068-094 34 - 058-080 -

Ghana 001-007 16 + 001-006 + 
Greece 004-011 3 - 004-010 -

Grenada 001-007 0 0 001-006 0 
Guatemala 001-007 8 + 001-006 + 
Guinea 001-007 1 = 001-006 = 

Guinea-Bissau 001-007 2 = 001-006 = 

Guyana 001-007 4 = 001-006 = 

Haiti 001-007 3 = 001-006 = 

Honduras 001-007 3 = 001-006 = 

Hungary 003-009 4 = 002-008 = 

Iceland 001-007 0 0 001-007 0 
India 004-010 46 + 003-009 + 

Indonesia 002-009 7 = 001-007 = 

Iran (Islamic 
Republic of) 006-012 12 = 005-011 

Iraq 002-008 2 = 001-007 = 

Ireland 002-009 7 = 002-008 = 

Israel 003-009 3 二 002-008 = 

1 0 unrepresented； - under-represented; = adequately represented； + over-represented； ( ) change from 
present degree of representation. 



Country 
Desirable 

range 
October 1986 

Number 
of staff 

October 1986 

Degree of 
representation 
October 19861 

Desirable 
range applying 
revised formula 

Degree of 
representation 

applying revised 
formulai 

Italy- 032--044 22 - 028--039 -

Jamaica 001--007 4 = 001--006 = 

Japan 082--112 25 - 075 -103 -

Jordan 001--007 6 = 001 -006 = 

Kenya 001--007 4 = 001 -006 = 

Kiribati 001--007 0 0 001 -006 0 
Kuwait 003--009 0 0 003 -009 0 
Lao People's Democratic 
Republic 001--007 0 0 001 -006 0 

Lebanon 001--007 8 + 001 -006 + 

Lesotho 001--007 2 = 001 -006 = 

Liberia 001--007 3 = 001 -006 = 

Libyan Arab Jamahiriya 003--009 3 = 002 -008 = 

Luxembourg 001--008 0 0 001 -007 0 
Madagascar 001--007 7 = 001 -006 (+) 
"Malawi 001--007 1 = 001 -006 = 

Malaysia 001--008 6 = 001 -007 = 

Maldives 001--007 0 0 001 -006 0 

1 0 unrepresented； - under-represented； = adequately represented； + over-represented； ( ) change from 
present degree of representation. 



Country 
Desirable 

range 
October 1986 

Number 
of staff 

October 1986 

Degree of 
representation 
October 19861 

Desirable 
range applying 
revised formula 

Degree of 
representation 

applying revised 
formulai 

Mali 001-007 6 = 001-006 = 

Malta 001-007 4 = 001-006 = 

Mauritania 001-007 2 = 001-006 = 

Mauritius 001-007 8 + 001-006 + 

Mexico 008-015 9 = 007-013 = 

Monaco 001-007 0 0 001-006 0 
Mongolia 001-007 1 = 001-006 = 

Morocfco 001-008 1 = 001-007 = 

Mozambique 001-007 0 0 001-006 0 
Namibia 001-007 0 0 001-006 0 
Nepal 001-007 8 + 001-006 + 

Netherlands 016-023 14 - 014-020 
New Zealand 003-009 10 + 002-008 + 

Nicaragua 001-007 1 = 001-006 = 

Niger 001-007 2 = 001-006 = 

Nigeria 002-009 11 + 002-008 + 

Norway 005-012 9 = 005-011 = 

Oman 001-007 0 0 001-006 0 
Pakistan 001-008 12 + 001-007 + 

1 0 unrepresented; - under-represented； = adequately represented; + over-represented; ( ) change from 
present degree of representation. 



Country 
Desirable 

range 
October 1986 

Number 
of staff 

October 1986 

Degree of 
representation 
October 19861 

Desirable 
range applying 
revised formula 

Degree of 
representation 

applying revised 
formulai 

Panama 001-007 1 = 001-006 = 

Papua New Guinea 001-007 0 0 001-006 0 
Paraguay 001-007 1 = 001-006 = 

Peru 001-008 6 = 001-007 = 

Philippines 001-008 12 + 001-007 + 

Poland 007-014 10 = 005-011 = 

Portugal 002-009 3 = 002-008 = 

Qatar 001-007 0 0 001-007 0 
Republic of Korea 002-009 9 = 002-008 (+) 
Romania 002-009 2 = 002-008 = 

Rwanda 001-007 5 = 001-006 = 

Saint Christopher 
and Nevis 001-007 0 0 001-006 0 

Saint Lucia 001-007 0 0 001-006 0 
Saint Vincent and the 
Grenadines 001-007 1 = 001-006 

Samoa 001-007 0 0 001-006 0 
San Marino 001-007 0 0 001-006 0 
Sao Tome and Principe 001-007 0 0 001-006 0 
Saudi Arabia 008-015 2 - 008-014 -

Senegal 001-007 7 = 001-006 

1 0 unrepresented; - under-represented； = adequately represented； + over-represented； ( ) change from 
present degree of representation. 



Country 
Desirable 

range 
October 1986 

Number 
of staff 

October 1986 

Degree of 
representation 
October 19861 

Desirable 
range applying 

revised formula 

Degree of 
representation 

applying revised 
formulai 

Seychelles 001-007 1 = 001-006 = 

Sierra Leone 001-007 6 = 001-006 = 

Singapore 001-008 2 = 001-007 = 

Solomon Islands 001-007 0 0 001-006 0 
Somalia 001-007 2 = 001-006 = 

Spain 018-025 11 - 016-023 -

Sri Lanka 001-007 13 + 001-006 + 
Sudan 001-007 11 + 001-006 + 

Suriname 001-007 1 = 001-006 = 

Swaziland 001-007 2 = 001-006 = 

Sweden 012-019 22 + 010-016 + 

Switzerland 010-017 18 + 009-015 + 

Syrian Arab Republic 001-007 7 = 001-007 = 

Thailand 001-008 10 + 001-007 + 

Togo 001-007 11 + 001-006 + 
Tonga 001-007 0 0 001-006 0 
Trinidad and Tobago 001-007 4 = 001-007 = 

Tunisia 001-007 4 = 001-007 = 

Turkey 003-010 5 = 003-009 = 

Uganda 001-007 5 = 001-006 = 

1 0 unrepresented; -under-represented； = adequately represented; + over-represented. 



Country 
Desirable 

range 
October 1986 

Number 
of staff 

October 1986 

Degree of 
representation 
October 19861 

Desirable 
range applying 
revised formula 

Degree of 
representation 

applying revised 
formulai 

Union of Soviet 
Socialist Republics 087-115 46 - 071-097 -

United Arab Emirates 002-009 0 0 002-008 0 
United Kingdom of Great 

Britain and Northern 
Ireland 039-054 74 + 035-049 + 

United Republic of 
Tanzania 001-007 9 + 001-006 + 

United States of 
America 99-270 171 - 174-237 -

Uruguay 001-008 4 = 001-007 = 

Vanuatu 001-007 0 0 001-006 0 
Venezuela 005-012 4 - 005-011 -

Viet Nam 001-007 1 = 001-006 = 

Yemen 001-007 0 0 001-006 0 
Yugoslavia 005-011 6 = 004-010 = 

Zaire 001-007 9 + 001-006 + 

Zambia 001-007 5 = 001-006 = 

Zimbabwe 001-007 0 0 001-006 0 
Others 2 N/A N/A 

TOTAL 1 231 

1 0 unrepresented; - under-represented； = adequately represented; + over-represented； N/A not applicable. 
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Appendix 6 

SUMMARY OF STAFF IN ALL POSTS (SUBJECT, OR NOT, TO GEOGRAPKICAL DISTRIBUTION) 
IN ESTABLISÜED OFFICES AND PROJECTS, SHOWING PROPORTION OF POSTS OCCUPIED BY WOMEN 

Situation in 
October 19841 

Situation in 
October 1986 

Net increase/ 
decrease 

M F T M F 'Г M F T 

Staff occupying posts subject 
to geographical distribution 

Established offices 624 122 746 663 152 815 39 30 69 

Projects 454 71 525 360 56 416 -94 -15 -109 

Total (1) 1 078 193 1 271 1 023 208 1 231 -55 15 -40 

Staff occupying posts not 
subject to geographical 
distribution 

Established offices 115 42 157 117 47 164 2 5 7 

Projects 20 Ь 26 26 9 35 6 3 9 

Total (2) 135 48 183 143 56 199 8 8 16 

Total staff (1 and 2) 

Established offices 739 164 903 780 199 979 41 35 76 

Projects 474 77 551 386 65 451 -88 -12 -100 

Grand total (1 and 2) 1 213 241 1 454 1 166 264 1 430 -47 23 -24 

Proportion of posts occupied 
by women 

% of s Caff in established 
offices 18.2 20.3 + 2.1 

% of project staff 14.0 14.4 + 0.4 

M = men; F = women； T = total. 

1 The breakdown of the October 1984 figures for established offices and for projects 
which were cited in the report to the Board in January 1985 (document EB75/1985/REC/1, 
Annex 2) is not the same as that shown here. The difference results from the inclus ion of 
staff in the WHO representatives1 offices under established offices rather than under 
projects• There is of course no change in the total figures• 



ANNEX 5 

PARTICIPATION OF WOMEN IN THE WORK OF WHO1 

Report by the Director-General 

[EB79/39 - 26 November 1986] 

1• Introduction 

1.1 In January 1985 the Executive Board reviewed the proportion of professional and 
higher-graded posts in established offices occupied by women, and recommended to the Health 
Assembly that it raise the target, first set for this purpose in 1979, from 20% to 30%. The 
Health Assembly, in resolution WHA38.12, accepted the Board 1 s recommendation. 

1.2 The Director-General，in response to the Health Assembly1 s request in operative 
paragraph 5 of the same resolution, presents this report describing the progress achieved 
toward the target of 30%, on the basis of data on staffing in October 1986 compared with 
corresponding figures for October 1984. In addition, the report contains information, 
covering the period October 1985 to October 1986, on short-term assignments and consultancies 
held by women and on their participation in technical meetings and expert groups at 
headquarters. Experience has shown that service in these capacities is a good introduction 
to the Organization and may lead to recruitment into staff positions； membership of 
technical/expert groups, in particular, also provides an opportunity to contribute, at the 
advisory level, to the decision-making process in WHO. The Director-General therefore 
considered that such additional indicators would enable the Board to gain a more complete 
picture of the extent of women's involvement in the work, of the Organization. For the 
Executive Board1 s information, the report also sets out some of the measures initiated by the 
Director-General to enhance the overall participation of women in WHO. 

2• Current situation 

Staff in established offices and projects 

2.1 Resolution WHA38.12 set the target for the proportion of all professional arid 
higher-graded posts in established offices to be occupied by women at 30%• 

2.2 By 1986 the percentage of such posts had risen to 20.3% from 18.2% in 1984.2 

2.3 In both established offices and projects, in all locations, the percentage of 
professional and higher-graded posts occupied by women had increased by 1986 to 18.5% from 
16.6% in 1984. The following table provides a summary of the numbers of staff in all posts 
during this period; 

1 See resolution EB79.R13. 
2 The figure cited in the report to the Board in January 1985 (document 

EB75/1985/REC/1, Annex 2) concerning the proportion of women in posts in established offices 
in 1984 was 19.1%； this did not include staff in WHO representatives 1 offices. These staff 
have now been included under "Established offices"; hence the difference in the figures 
cited for 1984. “ 



October 1984 October 1986 Net increase/ 
decrease 

Numbers of staff Women Men Total 

164 739 903 
77 474 551 

241 1 213 1 454 

18.2% 
14.0% 

16.6% 

Women Men Total 

199 780 979 
65 386 451 

264 1 166 1 430 

20.3% 
14.4% 

18.5% 

Women Men Total 

+35 +41 + 76 
-12 -88 -100 

+23 -47 一 24 

+2.1% 
+0.4% 

+1.9% 

Established offices 
Projects 

Total 

Proportion of posts 

Women Men Total 

164 739 903 
77 474 551 

241 1 213 1 454 

18.2% 
14.0% 

16.6% 

Women Men Total 

199 780 979 
65 386 451 

264 1 166 1 430 

20.3% 
14.4% 

18.5% 

Women Men Total 

+35 +41 + 76 
-12 -88 -100 

+23 -47 一 24 

+2.1% 
+0.4% 

+1.9% 

occupied by women 

Established offices 
Projects 

Total 

Women Men Total 

164 739 903 
77 474 551 

241 1 213 1 454 

18.2% 
14.0% 

16.6% 

Women Men Total 

199 780 979 
65 386 451 

264 1 166 1 430 

20.3% 
14.4% 

18.5% 

Women Men Total 

+35 +41 + 76 
-12 -88 -100 

+23 -47 一 24 

+2.1% 
+0.4% 

+1.9% 

2.4 At headquarters the proportion of posts occupied by women reached 23.4% in 1986， 
compared with 21.0% in 1984, and in the regions it rose to 16.9% from 14.8%. 

2.5 The number of women in the Organization has increased since 1984, both in absolute terms 
and in relation to men. This is true at practically all levels of professional staff. 

2.6 There are now 43 women in the P.5 and higher categories (eight more than in 1984)， 
representing 6.3% of the total staff in these grades, as compared with 5.4% in 1984, in 16 
out of 29 divisions/programmes• 

2.7 At the P.4 level there has also been an increase from 16.6% in 1984 to 20.3% in 1986; 
and at the P.1-P.3 levels from 36.4% to 38.3%. 

2.8 The number of women directors (D.2) has risen to four, from one in 1984. 

2.9 There are four newly appointed women WHO representatives (P.5). In 1984 there were none. 

2.10 There are now 12 women physicians on the staff at headquarters, compared with eight in 
1984, The corresponding figures for men are 154 and 152. 

2.11 The proportion of women among new staff joining the Organization is higher than that 
among staff already in place, showing a positive trend. From October 1985 to October 1986, 
65 new appointments, excluding reassignments, were made in all locations• Of these, 16， or 
24.6%j were women, distributed evenly over the grades P.5， P.4 and P.1-P.3. At the P.6/D.1 
and D,2 levels, the recent appointments of women were due to promotions and reassignments. 
The percentage of women among new appointees was highest at headquarters ; 32.1%, compared 
with 18.5% in the regions and 20.0% in projects. 

2.12 It is evident from the above and the more detailed figures in the tables in Appendix 1 
that, while the ratios of women/men are still low in relation to the 30% target, there has 
been progress in placing women in posts with higher levels of responsibility. There is， 
however, no woman in a position above D.2, i.e., among the 14 higher, ungraded posts. The 
majority (over 50%) of WHO1 s professional women are in administrative and support functions 
(P. 1 to P.3), where they have always been well represented. 

Short-term staff, temporary advisers and members of technical groups at headquarters 

2.13 As already mentioned, service in these capacities is important, both because it may 
lead to recruitment by the Organization and because it enables participation in the work of 
WHO at the advisory level. 



2.14 In all, 834 persons served as consultants/advisers and short-term professional staff at 
headquarters during the period October 1985 to October 1986, excluding conference staff; 
177, or 21.2%, were women. Women accounted for 33.1% of the numbers of weeks worked. 

2.15 In all, 204 technical and scientific groups, expert committees and consultations were 
convened at headquarters from October 1985 to October 1986； 73 groups had no women members, 
41 had one, and 90 more than one； 17.7% of the 2064 participants were women. 

2.16 Analysis of the membership of WHO1 s 54 expert advisory panels (Appendix 2) shows that, 
in October 1986， 10.7% of the 2307 members were women. 

2.17 The largest numbers of women (10 or more, and above the overall percentage) serving 
either as short-term consultants/advisers or as members of technical groups were in the areas 
of diarrhoeal diseases, family health, health manpower development, human reproduction, 
public information and education for health, noncommuaicable diseases, and strengthening of 
health services. 

2.18 While it is generally recognized that there is a greater concentration of women 
professionals in some disciplines relevant to WHO1 s work than in others, there is room for 
improvement in involving women in all areas, both as consul tant s/advisers and as members of 
technical groups and committees. The composition of the expert advisory panels, important as 
sources of technical guidance and advice for the Organization, deserves special attention. 
The proportion of women on these panels is much lower than in other areas, and needs to be 
improved. 

Participation of women in WHO1 s fellowships programme 

2.19 The WHO fellowships programme is an important resource for Member States in training 
staff and preparing them for leading positions in their national health systems； staff thus 
trained may also be in a better position Co collaborate with WHO in various capacities• 

2.20 In 1975 一 more than 10 years ago 一 the Health Assembly, in resolution WHA28.40, urged 
governments "to nominate women at an increasing rate for WHO fellowships for training abroad 
so that fellowships are shared more equally". 

2.21 The resolution does not appear to have had any impact on the pattern of fellowship 
awards• Between 1975 and 1985 the proportion of fellowships awarded to women varied little, 
and remained between 26% and 30%; about half of them were fellowships in nursing. 

Women participants in the governing bodies of WHO 

2.22 A notable indicator of women's involvement in the determination of WHO1 s programmes and 
policies on behalf of their governments is their participation in the Health Assembly and the 
Executive Board. Comparative figures for 1986 and 1984 are as follows : 

World Health Assembly 
1986 1984 

Number of countries with delegations 
including women as delegates or alternates 68 (41.9%) 65 (42.2%) 

Number of delegations headed by women (10.5%) 8 (5.1%) 

Number of women delegates (including 
chief delegates) 

Total number of women participants 
(delegates, alternates and advisers) 

Executive Board 

43 (9.6%) 

148 (15.0%) 

36 (8.1%) 

132 (13.8%) 

At present, of the 31 members of the Executive Board, three (i.e. 9.6%) are women. 
In January 1984, of the 29 members, two (i.e. 6.9%) were women. 

1 Belgium, Equatorial Guinea, Finland, France, Federal Republic of Germany, Ghana, 
Iceland, India, Portugal, San Marino, Senegal, Seychelles, Somalia, Sweden, Trinidad and 
Tobago, Tunisia, Yugoslavia. 



2,23 The participation of women in the Health Assembly increased between 1984 and 1986 
regarding not only their numbers but also their responsibilities. On the other hand, their 
participation in the Executive Board has changed only slightly in the two years. 

3• Measures to meet the recruitment target and enhance the involvement: of women in WHO1 s 
work 

3.1 The Director-General has initiated some special measures in order to enhance 
significantly the participation of women in the work of the Organization. Since some of 
these measures are recent, their effects are not yet reflected in the situation described 
above. 

3.2 In 1984 the Director-General invited Dr M. M. Law, Deputy Minister, Department of 
National Health and Welfare, Canada, former Chairman of the Executive Board, to undertake a 
study and suggest new approaches and strategies, focusing in the first ins tance on staffing 
at WHO headquarters. Dr Law informed the Board of her findings in January 1985,1 and 
shortly thereafter submitted her report and recommendations to the Director-General. The 
Director-General was able to accept most of those recommendations. 

3.3 Following Dr Law1 s report, the Director-General requested all directors and programme 
managers at headquarters to actively seek qualified and experienced women for service with 
WHO and to make special efforts to involve them as staff members, short-term consultants/ 
advisers, or as members of scientific and technical groups. 

3.4 The Director-General moreover agreed to monitor the extent of women1 s participation in 
the work, of the Organization in various capacities and to include the resulting data in the 
report he presents to the Executive Board every two years on the recruitment of international 
staff. The first extended monitoring exercise for the period October 1985 to October 1986 
has been completed at headquarters in cooperation with all the divisions and programmes. The 
information generated has been incorporated in the relevant sections of this report arid will 
serve as a baseline for the next biennial assessment. 

3.5 With the cooperation of the regional offices national women1 s organizations and other 
suitable associations in under-represented countries are being approached for distribution of 
WHO vacancy notices in order to broaden recruitment sources for professional women. 

3.6 The updating and streamlining of the central roster of applicants, with the as sis tance 
of the units concerned at headquarters, are nearing completion. The roster now lists 10 309 
candidates available for short- or long-term assignments； of these, 1696 (18.4%) are women• 
Work has begun on identifying and grouping women in various professional categories in order 
to facilitate follow-up of particularly promis ing applicants to fill anticipated needs. 

3.7 The Organization took an active part in the firs t inter—agency meeting on cooperation in 
the recruitment of women, organized under the auspices of the Administrative Committee on 
Coordination (ACC) in June 1986• The meeting initiated a useful exchange of information and 
experience among organizations, particularly on the development of rosters and of recruitment 
sources. 

4• Staff development and career progression of women employed in WHO 

4.1 Within the structure of a highly technical and decentralized organization such as WHO, 
planned career development is not possible. For the most part appointments are made to 
specific posts， requiring precisely defined qualifications and experience• Promotions occur 
upon application by, and selection of, staff members for higher graded vacancies, or by 
reclassification of posts. Within these parameters, the Director-General is making every 
effort to provide opportunities for advancement for staff members with demonstrated ability, 
whenever possible. Thus, between October 1984 and October 1986, six women were promoted to 
positions at the level of P.5 and above (including three posts of Director D.2), and 14 to 
P.4 posts• The Director-General recognizes, however, that in the interests above all of the 
Organization, but also of the individuals serving it, additional ways need to be found to 
broaden access to staff development• Staff management is sues are therefore 

1 Document ЕВ75/1985/REC/2, pp. 333-334. 



continuously kept under review. Among the measures considered, for example, is the 
improvement and better use of the Staff Resources Inventory for locating candidates to fill 
specific or anticipated posts. The Director-General is also envisaging making a careful 
assessment of the development potential of all men and women in the Organization, arid 
offering appropriate involvement of selected staff in the new health-for-al1 leadership 
initiative. While such measures are intended equally for all staff, it is hoped that they 
will provide fresh opportunities for qualified women working in the Organization. 

5• Summary and conclusions 

5.1 The preceding analysis and the figure in Appendix 3 show that, while some progress has 
been achieved in raising the proportion of women in professional and higher-graded posts in 
established offices by about 2% from 1984 to 1986, the target of 30% is still distant. 
Although there are now more women in higher positions, including at the level of directors, 
they still represent only 6.3% of the total staff at that level in all locations ； 16.3% of 
the total number of women employed are at those levels (P.5 and above)，while over half of 
the women profess ional s are in the lower profess ional grades. The reverse is true for men. 
A majority amongst them, 54,6%, occupy higher-level posts• Recent recruitment data for 
women, with more even distribution over the higher and lower grades, are encouraging. 

5.2 The percentage of women serving as short-term consultants/advisers and as experts also 
needs to be increased to enable women to make greater contributions to the Organization's 
work • 

5.3 Dr Law1 s study in 1984 and the first monitoring exercise at headquarters for October 
1985 to October 1986 revealed a number of constraints on greater participation of women, some 
of them real and more intractable, others that could be removed. 

5.4 It is too easy, for example, to claim that efforts towards the greater involvement of 
women in the Organization, both as staff members and in short-term capacities, could in many 
cases be achieved only at the expense of the highest standard of technical competence and 
quality. Such a perception illustrates the need for changes in attitude, since the number of 
women in responsible positions in many disciplines is already high and is steadily 
increasing. What is required is a determined effort, by governments as well as by WHO1 s 
administration, to locate women recognized for their excellence and suited to work in and 
with WHO, 

5.5 This is not to say that it is always easy in all disciplines to find qualified and 
experienced women prepared to serve WHO in any part of the world. They are not necessarily 
able to accept positions in locations where, for example, it is impossible for their spouses 
to find employment - a constraint which in fact also applies to men whose wives are 
profess ionals. 

5.6 The Director-General intends to look further into ways of meeting some of these problems 
一 inter alia， by considering possibilities for recruiting more staff among the younger and 
older age groups, who might be more readily available • There is also scope to expand the 
Associate Professional Officer programme, particularly for service in the field； 31,4% of 
the 35 Associate Profess ional Officers employed in 1986 were women, as compared with 17,8% in 
1984. 

5.7 The main thrust of the Director-General 's action will，however, be on more active 
prospecting for potential women candidates for staff positions and short-term assignments, 
counting on the cooperation of Member States in this effort as an essential prerequisite for 
success. He intends to take measures internally - inter alia，by requesting the directors 
and programme managers, initially at headquarters, to intensify their search for qualified 
women through contacts with national institutions and other sources of expertise, and by 
further refining existing recruitment tools such as the roster of applicants• 

5.8 As regards fellowships, the Director-General will discuss with the Regional Directors 
ways of obtaining the agreement of governments to include more women, particularly 
physicians, among the beneficiaries. 

5.9 The Board will be informed of the results of these measures in the next biennial report, 
in 1989. 



5.10 The first study and monitoring of women's participation in WHO having been completed at 
headquarters, the Director-General, in agreement with the Regional Directors, now plans Co 
extend the exercise to two regions in the course of 1987. 

5.11 Greater involvement of women in WHO, mandated by the Executive Board and the Health 
Assembly, is necessary not merely to redress an imbalance in the composition of the staff. 
The Director-General again appeals to governments to assist in the implementation of the 
decisions they reached collectively, in the conviction that the Organization can only benefit 
from the positive contributions that qualified women can bring to its work. 

Appendix 1 

TABLE 1. NUMBERS OF WOMEN AND MEN PROFESSIONAL STAFF FOR ALL LOCATIONS 
(1984 AND 1986)1 

Total Women Men % Women 

1984 1986 1984 1986 1984 1986 1984 1986 

In all locations 1 454 1 430 241 264 1 213 1 166 

% 

16.6 

% 

18.5 

In established offices 903 979 164 199 739 780 18.2 20.3 

Headquarters 490 517 103 121 387 396 21.0 23.4 

Regional offices and IARG 413 462 61 78 352 384 14.8 16.9 
Africa 91 95 7 9 84 86 7.7 9.5 
The Americas 57 52 18 12 39 40 31.6 23.0 
South-East Asia 50 78 2 8 48 70 4.0 10.3 
Europe 70 72 15 19 55 53 21.4 26.4 
Eastern Mediterranean 52 66 4 8 48 58 7.7 12.1 
Western Pacific 47 48 5 8 42 40 10.6 16.7 

International Agency 
for Research on Cancer 46 51 10 14 36 37 21.7 27.5 

In projects 551 451 77 65 474 386 14.0 14.4 

1 See footnote to paragraph 2.2. 



TABLE 2. NUMBERS OF WOMEN AND MEN PROFESSIONAL STAFF, BY GRADE, FOR ALL LOCATIONS 
(1984 AND 1986) 

Grade Total Women Men % Women 
categories 1984 1986 1984 1986 1984 1986 1984 1986 

% % 

In all locations P1-P3 390 381 142 146 248 235 36 .4 38.3 
P4 385 369 64 75 321 294 16 .6 20.3 
P5 518 512 31 37 487 475 6 • 0 7.2 
P6/D1 112 115 3 2 109 113 2 • 7 1.7 
D2 35 39 1 4 34 35 2 .9 10.2 
UG 14 14 — 

— 14 14 — 一 

In established offices P1/P3 223 252 96 108 127 144 43 .0 42.8 
P4 178 203 39 53 139 150 21 .9 26.0 
P5 349 371 25 32 324 339 7 • 1 8.6 
P6/D1 106 102 3 2 103 100 2 .8 2.0 
D2 33 37 1 4 32 33 3 .0 10.8 
UG 14 14 - - 14 14 — -

Headquarters P1/P3 109 118 58 63 51 55 53 .2 53.4 
P4 104 114 27 37 77 77 26 .0 32.5 
P5 197 208 14 16 183 192 7 • 1 7.7 
P6/D1 44 39 3 2 41 37 6 .8 5.1 
D2 28 31 1 3 27 28 3 .6 9.7 
ÜG 8 7 - - 8 7 - -

Regional offices P1-P3 114 134 38 45 76 89 33 .3 33.6 
P4 74 89 12 16 62 73 16 .2 18.0 
P5 152 163 11 16 141 147 7 .2 9.8 
P6/D1 62 63 - - 62 63 - -

D2 5 6 - 1 5 5 - 16.7 
UG 6 7 - - 6 7 - -

International Agency P1-P3 20 29 8 13 12 16 40 .0 44.8 
for research P4 14 11 1 - 13 11 7 .1 -

on Cancer P5 6 6 1 1 5 5 16 .7 16.7 
P6/D1 5 3 - - 5 3 - -

D2 - 1 - - - 1 - -

UG 1 1 - - 1 1 - -

In projects P1-P3 167 129 46 38 121 91 27 .5 29.5 
P4 207 166 25 22 182 144 12 .1 13.3 
P5 169 141 6 5 163 136 3 .6 3.5 
P6/D1 6 13 - - 6 13 - -

D2 2 2 2 2 
— 



TABLE 3. NUMBERS OF WOMEN AND MEN PROFESSIONAL STAFF, BY GRADE, IN THE REGIONAL OFFICES 
(1984 AND 1986) 

Regional office Grade categories 
Total Women Men % Women 

Regional office Grade categories 
1984 1986 1984 1986 1984 1986 1984 1986 

% % 

Africa P1-P3 29 30 4 4 25 26 13.8 13.3 
P4 14 11 1 1 13 10 7.1 9.1 
P5 33 40 2 3 31 37 6.1 7.5 
P6/D1 15 12 - - 15 12 - -

D2 - 1 - 1 - - 100.0 
UG - 1 - - - 1 - -

The Americas P1-P3 25 17 12 4 13 13 48.0 23.5 
P4 11 13 4 6 7 7 36.4 46.2 
P5 20 21 2 2 18 19 10.0 9.5 
UG 1 1 - - 1 1 — -

South-East 
Asia P1-P3 7 13 - 2 7 11 - 15.4 

P4 7 17 - 2 7 15 - 11.8 
P5 20 28 2 4 18 24 10.0 14.3 
P6/D1 14 18 - — 14 18 - -

D2 1 1 - - 1 1 - -

UG 1 1 - - 1 1 - -

Europe P1-P3 15 15 7 9 8 46.7 60.0 
P4 15 20 4 5 11 15 26.7 25.0 
P5 31 30 4 5 27 25 12.9 16.7 
P6/D1 7 5 - - 7 - -

D2 1 1 - - 1 1 - -

UG 1 1 - - 1 1 - -

Eastern 
Mediterranean P1-P3 10 18 3 6 7 12 30.0 33.3 

P4 5 10 1 1 4 20.0 10.0 
P5 26 22 - 1 26 21 - 4.5 
P6/D1 8 14 - - 8 14 - -

D2 2 1 - - 2 1 - -

UG 1 1 - - 1 1 - -

Western 
Pacific P1-P3 8 12 4 7 4 5 50.0 58.3 

P4 8 7 1 1 7 12.5 14.3 
P5 16 16 - - 16 16 - -

P6/D1 13 11 - - 13 11 - -

D2 1 1 - - 1 1 - -

UG 1 1 — 1 1 — 
一 



Appendix 2 

EXPERT ADVISORY PANELS AS OF OCTOBER 1986 
(Showing total number of members, and number of women members 一 

in order of increasing number of women members) 

Members Women Subject 

11 0 Drug policies and management 
34 0 Environmental health 
18 0 Health of seafarers 
5 0 Health research 

34 0 Leprosy 
9 0 Neurosciences 
0 0 Prevention of deafness and hearing impairment 
0 0 Vaccine development 
8 Ü Virus diseases (Antivirals and interferon) 
25 1 Acute diarrhoeal diseases and other enteric infections 
37 1 Drug evaluation 
7 1 Health and biomedical informat ion 
8 1 Human reproduction 

60 1 Immunology 
14 1 Rabies 
17 1 Radiation 
22 1 Trachoma and prevention of blindness 
34 1 Tuberculosis 
15 2 Brucellosis 
33 2 Chronic degenerative diseases (Diabetes and rheumatic diseases) 
28 2 Health laboratory services 
35 2 Human genetics 
44 2 Nutrition 
97 3 Cardiovascular diseases 
29 3 Environmental pollution and hazards 
35 3 Human blood products and related substances 
25 3 Organization of medical care 
26 3 Rehabilitation 
21 3 Respiratory infections 
33 3 Traditional medicine 
23 4 Accident prevention 
60 4 Biological standardization 
59 4 Food safety 
61 4 Malaria 
6Й 4 Oral health 
77 5 Cancer 
72 5 Drug dependence and alcohol problems 
38 5 Information, education and communication for health 
37 5 Venereal diseases, treponematoses and Neisseria infections 
46 5 Zoonoses 
74 6 International pharmacopoeia and pharmaceutical preparations 
77 6 Occupational health 
70 6 Pub lie health administration 
54 7 Smoking and health 
68 8 Health situation arid trend assessment 
128 8 Parasitic diseases (Filarial infections, general parasitology, 

sch is tosomias is，trypanosomiases) 
70 8 Vector biology and control 
67 9 Acute bacterial diseases 
2Й 9 Health of elderly persons 
63 10 Health manpower 
115 10 Mental health 
89 10 Virus diseases 
45 15 Maternal and child health 
54 50 Nursing 

2 307 247 Total 
(10.7%) 
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ANNEX 6 

REAL ESTATE FUND1 

Report by the Director-General 

[EB79/29 - 2厶 November 1986] 

INTRODUCTION 

This report is divided into three parts; 

Part I provides information on the status of current projects financed from the Real 
Estate Fund and undertaken prior to 31 May 1987; 

Part II lists the requirements for activities which it is proposed to finance from the 
Real Estate Fund for the period 1 June 1987 to 31 May 1988; 

Part III provides a summary of the estimated requirements of the Fund. 

The Appendices contain tables showing the estimated situation of the Fund as at 
31 December 1986, and obligations and expected obligations up to that date. 

I. STATUS OF CURRENT PROJECTS UNDERTAKEN PRIOR TO 31 MAY 1987 

1• Regional Office for Africa 

1.1 The conversion of eight villas and six studio flats and the construction of six small 
cesspools commenced in 1984. Due to cost increases and other local problems, the project was 
scaled down by abandoning the conversion of two villas and the six studio flats. The 
remaining six villas and the six cesspools have now been completed at a total cost of 
US$ 292 955, as compared with the estimated amount of US$ 322 ООО.2 

1.2 The maintenance work on the roads immediately around the Regional Office building has 
been completed• Subject to the settlement of final accounts, the cost is expected to remain 
within the estimated amount of US$ 13 ООО.2 

1.3 Work is practically completed on the roofs of the apartment blocks. The project should 
be terminated by the end of 1986 within the estimated amount of US$ 200 ООО.3 

1.4 The project for the resurfacing of the roads outside the periphery of the Regional 
Office building has been completed. Subject to the settlement of final accounts, the cost is 
expected to remain within the estimate of US$ 100 000.3 

1.5 The work on the repairs to the roofs of villas C20 to C23 and D24 to D26 has been 
virtually completed and, subject to the settlement of final accounts, this project is 
expected to cost less than the estimated amount of USÍ 136 000. 

1 See resolution EB79.R14. 
2 Document EB67/1981/REC/1, p. 141. 
3 Document EB71/1983/REC/1, p. 89. 
4 Document EB73/1984/REC/1, p. 29. 



1,6 The replacement of the corrugated aluminium roofs of blocks D and E of the Regional 
Office building has been completed at a total cost of US$ 61 801， as compared to the 
estimated amount of US$ 57 ООО.1 

1.7 All the necessary preparatory work for the extension of the Regional Office building has 
been completed and the contract will be awarded by the end of November 1986. The 
construction work will begin immediately thereafter and last for approximately one year. The 
cost of this project is expected to remain within the previously estimated amount of 
US$ 750 ООО.1 “ 

1.8 The contract for the replacement of the two older air-conditioning units in the Regional 
Office has been placed. The estimated cost of the project, expected to be completed by the 
end of 1986， will not exceed the original local currency equivalent of the estimated amount 
of US$ 320 ООО.2 

2. Regional Office for the Americas/Pan American Sanitary Bureau (PASB) 

2.1 Work on the replacement of the granite façade of the РАН0/Ш0 building is expected to 
start before the end of 1986. WHO ' S financial participation in this project (i.e., 25% of 
the cost) remains at the estimated amount of US$ 87 500.^ 

3• Regional Office for South-East Asia 

3.1 The work oil the extension to the Regional Office building has been completed but the 
final accounts of the contractors have still not been settled. The total cost is not о expected to exceed the estimated amount of US东 675 000, 

4. Regional Office for Europe 

4.1 The cost of the construction of a new industrial lift in building В has proven to be too 
high and consequently the project has been abandoned. The cost of architect and engineer 
fees is US$ 3556， and the balance of the previously estimated amount of US$ 160 0001 will 
no longer be required from the Real Estate Fund, 

5. Regional Office for the Eastern Mediterranean 

5.1 The construction of an extension to the Regional Office building has been comnpleted for 
the previously estimated amount of US$ 190 000.^" 

6. Regional Office for the Western Pacific 

6.1 Work on the various authorized improvements 
Regional Office building has been completed at a 
the estimated amount of US$ 275 000.5 

and alterations to the older part of the 
total cost of US$ 262 570, as compared with 

6.2 The installation of the new telephone exchange and auxiliary equipment has been 
completed. Subject to the receipt and settlement of final accounts, the project is expected 
to cost US$ 235 000, as compared with the previously estimated amount of US东 350 000.1 The 
economy results from the fact that the cost of the telephone exchange was lower than expected 
and that a great deal of the rewiring was done by WHO staff instead of a contractor, 

6.3 The remodelling of the conference hall has been completed at a cost of US$ 176 953, as 
compared with the previously estimated amount of US$ 120 000.^ The excess is largely a 
result of upgrading parts of the interpretation equipment and installing additional language 
channels• 

1 Document EB73/1984/REC/1 
Document EB77/1986/REC/1 
Document EB67/1981/REC/1 
Document EB75/1985/REC/1 
Document EB67/1981/REC/1 
Document EB73/1984/REC/1 

p. 29. 
p. 110. 
p. 142. 
p. 59, and resolution WHA38.9. 
p. 143. 
p. 30. 



7. Headquarters 

7.1 The restoration work on the structural safety of the eighth floor has been completed at 
a cost of US$ 365 000， as compared with the previously estimated amount of US$ 370 000. ̂  

7.2 The renovation of the roof of the headquarters building and the technical installations 
built thereon should be completed by the end of 1986, at a cost within the original 
local-currency equivalent of the estimated amount of US$ 240 000.^ 

7.3 The work on the remodelling of the eighth floor of the headquarters1 building was 
started in September 1986 and is expected to be completed by July 1987. The cost is riot 
expected to exceed the original local-currency equivalent of the estimated amount of 
USt 1 165 ООО.3 

II. ESTIMATED REQUIREMENTS FOR THE PERIOD 1 JUNE 1987 TO 31 MAY 1988 

8. Regional Office for the Americas 

8.1 The Computer Center of the Pan American Sanitary Bureau was built 15 years ago in an 
area carved out of the garage in the building1 s sub-basement. Over the years, new equipment 
has been added and the space has been rearranged to fit needs• However, while the equipment 
has been upgraded, the physical facilities to protect such an investment have not kept pace. 
Fire protection is inadequate, air circulation is defective and the raised floor needs to be 
replaced. The entire area of the Computer Center needs to be redesigned to accommodate 
present and future equipment. The total cost of this project is estimated at US东 134 350, in 
which the financial participation from the WHO Real Estate Fund, in accordance with the 
formula of 25% participation decided upon by the Director-General and indicated to the 
Executive Board during its seventy-fifth session in January 1985， would be US$ 33 588. 

9. Regional Office for the Eastern Mediterranean 

9.1 Most of the basic electrical distribution panels and wiring in the Regional Office 
building are 50 years old, and over the years new wiring has been added to the old networks• 
The addition of a powerful generator and an increase in office machines, air-conditioners and 
lights has considerably increased the burden on the wiring networks and presents a potential 
fire hazard• The complete wiring network and distribution panels have consequently to be 
renewed as a matter of urgency. The total cost of this project, which has been estimated at 
USÍ 75 000，is being financed from the Real Estate Fund in accordance with 
resolution WHA23.14. 

9.2 The offices on the ground and first floors of the Regional Office building were 
originally constructed with ceilings five metres high. Consequently, the voluminous power 
and data transmission cables are at present either exposed or buried in thick walls making 
access difficult. For reasons of safety and for economy in lighting, air-conditioning and 
maintenancej it is proposed to install false ceilings for the ground- and first-floor 
premises of the building. The estimated cost of this project is US$ 52 000. 

10. Regional Office for South-East Asia 

10,1 The original waterproofing of the roof of the Regional Office building was done in 
1972. The climatic conditions, age and recent storms have resulted in deterioration of the 
waterproofing to the extent that replacement is imperative. The estimated cost of this work 
is US^ 100 000. 

1 Document EB73/1984/REC/1, p. 30. 
2 Document EB77/1986/REC/1， p. 110. 
3 Document EB77/1986/REC/1, p. 111. 



III. SUMMARY 

11. To summarize, on the basis of the foregoing considerations, the estimated requirements of 
the Real Estate Fund for the period 1 June 1987 to 31 May 1988 are as follows: 

U S 求 

Financial participation in the renovation of the Computer Center of 
the Regional Office for the Americas (paragraph 8.1) 33 588 

Replacement of the electrical wiring and distribution panels of the 
Regional Office for the Eastern Mediterranean (paragraph 9.1) 75 000 

Installation of false ceilings in the Regional Office for the 
Eastern Mediterranean (paragraph 9.2) 52 000 

Renovation of the waterproofing of the roof of the Regional Office 

for South-East Asia (paragraph 10.1) 100 000 

Total estimated requirements 260 588 

Estimated unencumbered balance of the Real Estate Fund, including accrued 
interest, as at 31 December 1986 (see Appendix 1) rounded off at 388 000 



Appendix 1 
ESTIMATED SITUATION OF THE REAL ESTATE FUND AS AT 31 DECEMBER 1986 

(expressed in US dollars) 

1. Balance at 1 January 

2. Income 
Balance of Revolving Fund for Real Estate 
Operations (resolution WHA23.14) 

Casual income appropriated (resolutions WHA23.15, 
WHA24.23, WHA25.38, WHA28.26, WHA29.28, WHA33.15, 
WHA34.12, WHA35.12, WHA36.17) 
WHA37.19 
WHA39.5 

Transfer from Part II of the Working Capital Fund 
(resolution WHA23.15) 

Rents collected 
Interest 
Other 

Total income 

Total funds available 

3. Obligations and expected obligations 
(see Appendix 2) 

4. Balance at 31 December 

1 January 1970 -
31 December 1983 1984-1985 1986^ Total 

(from inception) 

1. Balance at 1 January 

2. Income 
Balance of Revolving Fund for Real Estate 
Operations (resolution WHA23.14) 

Casual income appropriated (resolutions WHA23.15, 
WHA24.23, WHA25.38, WHA28.26, WHA29.28, WHA33.15, 
WHA34.12, WHA35.12, WHA36.17) 
WHA37.19 
WHA39.5 

Transfer from Part II of the Working Capital Fund 
(resolution WHA23.15) 

Rents collected 
Interest 
Other 

Total income 

Total funds available 

3. Obligations and expected obligations 
(see Appendix 2) 

4. Balance at 31 December 

- 5 902 911 4 057 223 -1. Balance at 1 January 

2. Income 
Balance of Revolving Fund for Real Estate 
Operations (resolution WHA23.14) 

Casual income appropriated (resolutions WHA23.15, 
WHA24.23, WHA25.38, WHA28.26, WHA29.28, WHA33.15, 
WHA34.12, WHA35.12, WHA36.17) 
WHA37.19 
WHA39.5 

Transfer from Part II of the Working Capital Fund 
(resolution WHA23.15) 

Rents collected 
Interest 
Other 

Total income 

Total funds available 

3. Obligations and expected obligations 
(see Appendix 2) 

4. Balance at 31 December 

68 990 

13 807 436 

1 128 414 
3 532 979 
3 014 885 

1 567 

805 000 

594 540 
946 420 

196 000 

320 000 
260 000 

68 990 

13 807 436 
805 000 
196 000 

1 128 414 
A 447 519 
4 221 305 

1 567 

1. Balance at 1 January 

2. Income 
Balance of Revolving Fund for Real Estate 
Operations (resolution WHA23.14) 

Casual income appropriated (resolutions WHA23.15, 
WHA24.23, WHA25.38, WHA28.26, WHA29.28, WHA33.15, 
WHA34.12, WHA35.12, WHA36.17) 
WHA37.19 
WHA39.5 

Transfer from Part II of the Working Capital Fund 
(resolution WHA23.15) 

Rents collected 
Interest 
Other 

Total income 

Total funds available 

3. Obligations and expected obligations 
(see Appendix 2) 

4. Balance at 31 December 

21 554 271 2 345 960 776 000 24 676 231 

1. Balance at 1 January 

2. Income 
Balance of Revolving Fund for Real Estate 
Operations (resolution WHA23.14) 

Casual income appropriated (resolutions WHA23.15, 
WHA24.23, WHA25.38, WHA28.26, WHA29.28, WHA33.15, 
WHA34.12, WHA35.12, WHA36.17) 
WHA37.19 
WHA39.5 

Transfer from Part II of the Working Capital Fund 
(resolution WHA23.15) 

Rents collected 
Interest 
Other 

Total income 

Total funds available 

3. Obligations and expected obligations 
(see Appendix 2) 

4. Balance at 31 December 

21 554 271 8 248 871 4 833 223 -

1. Balance at 1 January 

2. Income 
Balance of Revolving Fund for Real Estate 
Operations (resolution WHA23.14) 

Casual income appropriated (resolutions WHA23.15, 
WHA24.23, WHA25.38, WHA28.26, WHA29.28, WHA33.15, 
WHA34.12, WHA35.12, WHA36.17) 
WHA37.19 
WHA39.5 

Transfer from Part II of the Working Capital Fund 
(resolution WHA23.15) 

Rents collected 
Interest 
Other 

Total income 

Total funds available 

3. Obligations and expected obligations 
(see Appendix 2) 

4. Balance at 31 December 

15 651 360 4 191 648 4 445 007 24 288 015 

1. Balance at 1 January 

2. Income 
Balance of Revolving Fund for Real Estate 
Operations (resolution WHA23.14) 

Casual income appropriated (resolutions WHA23.15, 
WHA24.23, WHA25.38, WHA28.26, WHA29.28, WHA33.15, 
WHA34.12, WHA35.12, WHA36.17) 
WHA37.19 
WHA39.5 

Transfer from Part II of the Working Capital Fund 
(resolution WHA23.15) 

Rents collected 
Interest 
Other 

Total income 

Total funds available 

3. Obligations and expected obligations 
(see Appendix 2) 

4. Balance at 31 December 5 902 911 4 057 223 388 216 388 216 
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ANNEX 6 111 

Appendix 2 

OBLIGATIONS AND EXPECTED OBLIGATIONS FROM INCEPTION (1 JANUARY 1970) TO 31 DECEMBER 1986 
(expressed in US dollars) 

Relevant Obligations 
authorization 

P U r P° S e (resolution/ 1 January 1970 - 1 9 8 4_ 1 9 8 5 1 9 8 6£ Total 
decision) 31 December 1983 

1. Maintenance, repairs and alterations to houses WHA23.14, 
for staff para. 3(i) 
Regional 
Regional 

Office 
Office 

for 
for 

Africa 
the Eastern Mediterranean . 

2 075 
55 

175 
807 

210 
42 

578 
430 

175 
24 

000 
000 

2 460 
122 

753 
237 

2 130 982 253 008 199 000 2 582 990 

2. Major repairs, and repairs to the Organization's WHA23.14, 
existing buildings para. 3(ii) 
Headquarters : 

Current repairs .. 903 101 903 101 
Restoration of ;the structural safety of the WHA35. ,12 and 
eighth floor of the main building WHA36. ,17 32 434 332 566 365 000 

Rénovât :ion of the Headquarters' roofing and 
the technical installations built thereon . WHA39. ,5 309 500 309 500 

Remodelling of r the Headquarters' eighth floor WHA39. .5 1 488 000 1 488 000 
Regional Office for Africa 759 107 67 763 851 197 1 678 067 
Regional Office for the Americas 87 500 87 500 
Regional Office for South-East Asia 16 075 16 075 
Regional Office for Europe 152 447 262 747 13 621 428 815 
Regional Office for the Eastern Mediterranean . 24 800 75 000 99 800 
Regional Office for the Western Pacific 376 939 181 107 332 025 890 071 

2 191 594 584 926 3 489 409 6 265 929 

Acquisition of land, construction/extension of WHA23.14 
buildings para. 3(iii) 
Headquarters 
Main building: 

Transfer to Headquarters Building Fund for 
part settlement of litigation with Compagnie 
française d'Entreprise WHA23.18 

Acquisition of land WHA23.17 
Second prefabricated building WHA24.22 
Third prefabricated building WHA28.26 
Architectural studies for proposed extension of WHA24.22 and 

main building WHA25.38 
Alterations to 'V' building WHA33.15 
Additional car park WHA33.15 
Construction of a building to house the kitchen 
and restaurant WHA36.17 

Regional Office for Africa 
Construction of additional staff housing WHA23.16 
First extension of Regional Office building … WHA23.16 
Second extension of Regional Office building •• WHA28.26 
Acquisition of land for additional staff 
housing WHA24.24 

Conversion of staff housing WHA34.12 
Construction of small office building and staff 
housing in Malabo, Equatorial Guinea WHA34.12 

Third extension of Regional Office building … WHA37.19 
Regional Office for the Americas 
Construction of Zone Office, Brasilia (WHO's 
contribution) WHA25.39 

Construction of a building for the Caribbean 
Food and Nutrition Institute (WHO's contribu-
tion) WHA35.12 

Regional Office for South-East Asia 
Extension of Regional Office building WHA24.25 
Fire-fighting equipment and emergency generator WHA28.26 
Installation of new telephone exchange Dec.EB63(8) 
Extension of Regional Office building, inclu-
ding new air-conditioning plant, and electri-
cal substation WHA34.12 

Additional stand-by generator WHA35.12 

655 1 000 
689 

1 799 

243 
102 
104 

140 
095 
791 
575 

832 
658 
564 

6 978 

936 
751 
930 

13 
11 

937 
585 

517 
789 

599 287 

100 000 
300 000 

137 
63 

112 

540 
65 

331 
172 
079 

975 
489 

2 721 866 

281 166 

17 061 732 939 

8 478 

110 366 
19 302 

655 140 
1 000 095 

689 791 
1 799 575 

243 832 
102 658 
104 564 

2 728 844 

936 
751 
930 

13 
292 

599 
750 

937 
585 

517 
955 

287 000 

23 659 

100 000 
300 000 

137 331 
63 172 
120 557 

675 000 
84 791 



112 EXECUTIVE BOARD, SEVENTY-NINTH SESSION 

OBLIGATIONS AND EXPECTED OBLIGATIONS FROM INCEPTION (1 JANUARY 1970) to 31 DECEMBER 1986 (continued) 
(expressed in US dollars) 

Purpose 
Relevant 

authorization 
(resolution/ 
decision) 

Obligations 

1 January 1970 -
31 December 1983 1984-1985 1986^- Total 

Regional Office for Europe 
Renovation of additional premises: WHA27.15 and 

39 Strandpromenaden WHA29.28 
33 Strandpromenaden Dec.EB63(8) 

Installation of new telephone exchange WHA29.28 
Preliminary architectural study for extension 

of Regional Office building WHA34.12 
Lift and toilet facilities for disabled persons 

in the Regional Office WHA34.12 
Regional Office for the Eastern Mediterranean 
Extension of Regional Office building WHA25.40 
Additional extension of Regional Office building WHA38.9 ‘ 
Regional Office for the Western Pacific 
Installation of fire detection and control 
equipment WHA27.16 

Extension of Regional Office building WHA29.28 
Additional extension of Regional Office 

building WHA33.15 

Total acquisition of land, construction/extension 
of buildings 

TOTAL OBLIGATIONS AND EXPECTED OBLIGATIONS 

93 
91 

190 

213 
546 
000 _ _ 

93 
91 

190 

213 
546 
000 

63 707 - - 63 707 

32 627 5 475 - 38 102 

39 634 
190 000 -

39 
190 

634 
000 

25 
537 

097 
437 _ - 25 

537 
097 
437 

1 090 141 - - 1 090 141 

11 328 784 3 353 714 756 598 15 439 096 

15 651 360 4 191 648 4 445 007 24 288 015 

—Estimated. 



ANNEX 7 

CONFIRMATION OF AMENDMENTS TO THE FINANCIAL RULES1 

Report by the Director-General 

[EB79/28 - 22 October 1986] 

Amendments to the Financial Rules made by the Director-General are submitted 
for confirmation by the Executive Board in accordance with Financial Regulation 
16.1. The Appendix to this report gives the text of the amended Financial Rules. 
The purpose of these amendments is explained below. Their effective date is 
1 October 1986. 

1. The amendments to the Financial Rules reproduced in the Appendix have been made by the 
Director-General in order to update the Rules, for which the last amendments were confirmed 
by the Executive Board in resolution EB26.R25 and became effective in November 1960. The 
present amendments were required to reflect, apart from minor editorial changes, the adoption 
of the biennial budget cycle (resolution WHA30.20) and certain minor modifications in 
financial practices. 

2. In Articles I, IIj III, X， and XIV, all references to the annual programme of work, the 
annual budget and annual financial report have been amended to reflect the biennial programme 
of work, the biennial budget, and the interim and biennial financial reports. 

3. Financial Rule 101.2 has been expanded to state specifically that all financial 
transactions are subject to the budgeting and accounting principles and rules applicable to 
the source of funds concerned. 

4. Financial Rules 103.2， 103.3, 103.4 and 115.6 have been amended to reflect the fact 
that, for the sake of clarity in the presentation of financial statements, the Assembly 
Suspense Account, to which arrears of budgetary contributions used to be credited, and the 
Miscellaneous Income Account were merged several years ago into a single Casual Income 
Account. 

5. Financial Rule 104.3 has been amended to confirm the long-standing practice requiring 
advance deposits of funds or letters of credit before expenditures may be incurred under 
trust funds or voluntary contributions• 

6. The amendment to Financial Rule 109.5 clarifies the relationship between this Rule and 
Financial Regulation 9.3, which states that income from investments shall be credited to the 
fund or account from which the moneys derive unless otherwise provided in the regulations, 
rules or resolutions relating to that fund or account. 

1 • The establishment of an advisory committee to assist the Director-General in framing 
broad investment policies has been reflected in the new Financial Rule 109.7. 

8. Editorial updates have been made throughout the Financial Rules to replace the term 
"Administration and Finance11 by "Budget and Finance", which is the present designation of the 
division which is responsible for budgetary and financial matters. Other minor editorial 
changes have been introduced to incorporate the common financial terminology agreed to by the 
Consultative Committee on Administrative Questions (CCAQ) for the United Nations system. 

9. There are no budgetary implications arising from these amendments. 

1 See resolution EB79.R15. 



Appendix 

AMENDMENTS TO THE FINANCIAL RULES1 

(Effective from 1 October 1986) 

ARTICLE -AUTHORITY AND APPLICABILITY 

101.1 These Rules are established iri accordance with the provisions of Financial 
Regulation 10.1 (a). 

101.2 The Financial Rules are applicable to all offices and, irrespective of the source of 
funds, to all financial transactions of the Organization. The latter are also subject 
to the budgeting and accounting principles and rules applicable to the source of funds 
concerned. Funds are subject to either annual or biennial cycles， and related 
expenditures are accounted on either a cash or an accrual basis. 

101.3 The Financial Rules become effective as from the date of issue. 
the Director-General become effective from the date of issue. 

Amendments made by 

101.4 In case of doubt as to the meaning of any of the Financial Rules, the Director-General 
shall rule thereon. 

101.5 The Director-General, by virtue of the authority vested in him as the 
and administrative officer of the Organization, is responsible to the 
for the implementation of the Financial Rules. 

chief technical 
Health Assembly 

101.6 The Director-General may delegate, together with authorization for re-delegation, such 
of his powers as he deems necessary to secure effective administration of these Rules• 

ARTICLE II - BUDGET 

102.1 Appropriate officials shall submit [annual] biennial programmes of work and necessary 
estimates to [Administration] Budget and Finance in such manner and at such times as 
may be requested. 

102.2 Such programmes of work and estimates submitted by [Directors of Regional Offices of 
the Organization] Regional Directors shall be accompanied by recommendations of the 
[Regional Committee where applicable] relevant Regional Committee. 

102.3 [Administration] Budget and Finance shall consolidate into a single presentation the 
programmes of work, and necessary estimates as required by Article III of the Financial 
Regulations• 

102.4 Appropriate officials shall submit supplementary estimates together with explanatory 
statements to [Administration] Budget and Finance. Such supplementary estimates shall 
be presented as far as possible in the same manner as the budget. 

ARTICLE III - APPROPRIATIONS 

103.1 The appropriations voted by the Health Assembly constitute an authority to incur 
obligations and make payments for the purposes for which the appropriations were voted 
and up to the amounts so voted, but no obligations may be incurred or payments made 
until allotments have been issued [in writing by the Director-General] as specified in 
Article IV. 

103.2 Appropriations shall remain available to the extent that they are required to 
discharge obligations in respect of goods supplied and services rendered in the 
financial [year] period’ to liquidate any other outstanding legal obligations of the 
[year] period， and to cover those obligations specified in Financial Regulation 4.2. 
The unobligated balance of the appropriations shall be transferred to the [Assembly 
Suspense] Casual Income Account and Che status of this account shall be reported [to 
each Health Assembly] in the interim and the biennial financial reports. 

Additions underlined and deletions within parentheses• 



103.3 Appropriations shall remain available to liquidate the obligations established [under] 
in accordance with Rule 103.2 above for the periods specified in Financial 
Regulation 4.3. At the end of the twelve-month period specified in Financial 
Regulation 4.3, any unliquidated obligations except those established under Financial 
Regulations 4.2 (a), (b), (c) and (d) shall be cancelled or， where the obligations 
remain a valid charge, transferred as an obligation against current appropriations. 
Obligations established under Financial Regulation 4.2 shall remain available for 
expenditure until fully liquidated. The remaining balances of appropriations 
surrendered at these times shall be credited to the [Miscellaneous] Casual Income 
Account. 

103.4 The balances of the appropriations surrendered in accordance with Rule 103.3 above 
shall be taken into the accounts as [miscellaneous] casual income to be used in 
accordance with Financial Regulation 5.2 [(b)] (d). 

103.5 The assessments of Members, required to meet the appropriations voted by the Health 
Assembly, shall be computed on the basis of the membership of the Organization as at 
the last day of the current Health Assembly• 

103.6 Assessments of Members joining the Organization during the current year but after the 
close of the Health Assembly shall be dealt with in accordance with Financial 
Regulations 5.2 (c) and 5.8. 

ARTICLE IV 一 ALLOTMENTS 

104.1 Requests for allotments for specific purposes shall be submitted in writing to 
[Administration] Budget and Finance. 

104.2 Allotments shall be issued in writing by [Administration] Budget and Finance. 

104.3 Allotments shall be issued for any expenditure to be incurred by the Organization 
irrespective of the source of funds, including any expenditures to be made on a 
reimbursable basis• Prior to the issuance of trust funds or voluntary contributions 
allotments, advance deposits or letters of credit are required in amounts to be 
determined by Budget and Finance. 

104.4 [Administration] Budget and Finance shall ensure that allotments are issued in 
accordance with the appropriation resolution and the policies of the Health Assembly 
and the Executive Board. 

104.5 Officials to whom allotments are issued are responsible to the Director-General for 
the correct use of such allotments. 

ARTICLE V - OBLIGATIONS 

105.1 Only those officials designated in writing by the Director-General are authorized to 
incur obligations against allotments. 

105.2 Obligations may be incurred only for the purpose indicated on the allotment and may 
not exceed the amount of the allotment. 

105.3 No obligation shall be incurred without prior certification by [Administration] Budget 
and Finance that funds are available in the appropriate allotment to be charged. 

105.4 Proposals to incur obligations must be made in writing and be fully documented. They 
must specify the purpose of the proposed expenditure and the allotment to be charged. 



Administration] Budget and Finance shall be responsible for examining the proposed 
obligations to ensure that : 

a) funds are available； 

b) the regulations and rules and procedures of the Organization are being observed； 

c) the financial situation of the Organization will not be prejudiced； 

d) the purpose of the proposed expenditure is in the interests of the work of the 
Organization. 

Administration] Budget and Finance shall reject any proposal for obligation or 
expenditure not complying with the provisions of Rule 105.5 

105• 7 Revisions to an obligation shall require the same treatment as the original obligation. 

ARTICLE VI 一 CONTROL OF EXPENDITURE 

106•1 Except where normal commercial practice so requires, no contract or purchase order 

shall be made on behalf of the Organization which requires payment in advance of the 
delivery of goods or performance of services. 

106.2 The Director-General may, when he deems it in the interests of the Organization to do 
so, authorize progress payments. 

106.3 Payments shall not be made unless supporting documents are certified by the 
appropriate officials confirming that : 

(a) services have been rendered or delivery has been completed in accordance with the 
terms of the contract ; 

(b) the amount is correct and in accordance with the terms of the contract. 

106.4 Should [Administration] Budget and Finance feel there is any reason why payment of any 
claim should be withheld, such claims shall be referred to the Director-General. 

106.5 Claims submitted by staff members which are more than, one year old shall not normally 
be considered. [This provision does not apply to claims for reimbursement of income 
tax or matters in connection with settlement of insurance or pension claims.] 

ARTICLE VII - IMPREST CASH 

107.1 Imprest cash advances of an amount to be fixed in each case shall be made where 
necessary to officials designated by the Director-General• 

107.2 Officials to whom an imprest cash advance is issued are responsible for the advance 
and must at all times be in a position to account for it. 

ARTICLE VIII - ADVANCES 

108.1 Travel advances may be made upon request to officials to whom official travel 
authorizations have been issued. Such advances are to be used in accordance with the 
provisions of the travel rules and must be accounted for when the travel is completed. 

108.2 Salary advances may be given to staff members in accordance with the provisions of the 
Staff Rules. 

108.3 Advances other Chan those authorized in Rule 108.2 above may be made to staff members 
in exceptional circumstances, subject to the approval of the Director-General• 

ARTICLE IX - MANAGEMENT OF FUNDS 

109.1 [Administration] Budget and Finance is responsible for the management, receipt and 
disbursement of all funds of the Organization. 



109.2 Funds of the Organization shall be deposited only in banks or institutions designated 
by the Director-General• 

109.3 [Administration] Budget and Finance shall administer all banking accounts operated by 
the Organization including those opened for trust and other special purposes, 
maintaining a proper cash account in which all receipts and payments shall be recorded 
in chronological order. A separate cash account shall be kept for each bank account, 
as well as for sums deposited with other institutions. 

109.4 Panels of signatories shall be designated by the Director-General and all cheques 
drawn on Che Organization1s accounts shall be signed by two officials of the 
appropriate panels； provided that the Director-General m a y , where he deems that 
adequate safeguards of the funds of the Organization are provided, or in exceptional 
circumstances, authorize the signature of cheques by one official only. 

109.5 Except as provided in Financial Regulation 9.3 stipulating that income from 
investments shall be credited to the specific fund or account from which the invested 
moneys derive，unless otherwise provided in the regulations, rules or resQli^tiçiis 
relating to that fund or account

5
 no interest shall be payable on sums deposited with 

or retained by the Organization. Should any interest accrue on investments made on 
behalf of a third party, the amount of such interest shall be paid only if so 
requested in advance and upon such conditions as may be agreed with the 
Director-General. 

109.6 All securities shall be deposited either in the custody of duly appointed bankers or 
in safe deposit vaults maintained by a recognized financial institution designated by 
the Director-General. 

109.7 An advisory committee shall assist the Director-General in framing broad investment: 
policies. 

ARTICLE X 一 THE ACCOUNTS 

.0.1 [Administration] Budget and Finance is responsible for establishing and maintaining 
all official accounts of the Organization. 

.0.2 Obligations shall be recorded in the accounts of the financial [year] period in which 
they are incurred• 

.0.3 Receipts shall be credited to the accounts of the financial [year] period in which the 
remittance is received. 

.0.4 [Expenditures] Disbursements shall be recorded in the accounts of the financial [year] 
period in which they are made. 

.0.5 The accounts shall comprise the general accounts, budget accounts and treasury 
accounts from which the periodic financial statements shall be prepared. 

0.6 All accounts shall be supported by documentation to be retained as integral parts of 

the official accounts of the Organization. 

•0.7 The accounting and other financial records and all supporting documents shall be 
retained for such period or periods as may be agreed by the External Auditor, after 
which, on the authority of the Director-General, such records and documents may be 
destroyed. 

ARTICLE XI 一 GENERAL ACCOUNTS 

111.1 The General Accounts shall record classified income and expenditure, cash at banks, 
investments, receivables and other assets, payables and other liabilities, as well as 
the Working Capital Fund, its sub-funds, and such other trust funds or special 
accounts as may be established• 



ARTICLE XII 一 BUDGET ACCOUNTS 

The Budget Accounts shall show: 

(a) Original appropriations voted by the Health Assembly； 

(b) Appropriations after modification by any transfers； 

(c) Credits, if any, other than appropriations made available by the Health 

Assembly； 

(d) Allotments [made] issued； 

(e) Obligations incurred , [ liquidated and outs tandiiig] broken down into 
disbursements and unliquidated obligations； 

(f) [Expenditures] Unobligated balances of allotments； 

(g) [Unobligated balances of allotments] Unobligated balances of appropriations• 

112.2 Obligations [and expenditures] shall be recorded in the accounts in accordance with a 

uniform system of classification established by the Director-General. 

ARTICLE XIII - TREASURY ACCOUNTS 

113.1 Treasury Accounts shall comprise: 

(a) Cash accounts showing all receipts and disbursements of the Organization; 

[(b) Trust and other special cash accounts, the management of which is subject to 
special treatment；] 

[(c) Members
1

 contribution records showing the amounts assessed, received and 
uncollected；] 

[(d)] (b) [Investments ledger] Investment accounts giving fui1 details of each 
investment made by the Organization. 

ARTICLE XIV 一 FINANCIAL STATEMENTS 

112.1 

[(i)] 

[(ii)] 

[(iii)J 

[(iv)] 

[(V)] 

[(vi)] 

[(vii)] 

114.1 [Administrâtion] Budget and Finance shall furnish: 

(a) Periodic statements of cash on hand； 

(b) Periodic statements of budgetary status showing: 

(i) Allotments [made] issued； 

(ii) Obligations incurred [and liquidated]； 

[(iii) Expenditures ;] 

[(iv)] (iii) Unobligated balances. 

(c) Periodic special statements showing: 

(i) Outstanding contributions； 

(ii) Status of advances to the Working Capital Fund； 

(iii) The operations and financial position of the Working Capital Fund； 

(iv) The position of other special [funds] accounts• 



(d) As early as possible each year a detailed balance sheet as at 31 December 
immediately preceding. In addition to this balance sheet there shall be produced: 

(i) [Summarized] Statement of income and [expense] expenditure； 

L) [Budget] Statement showing appropriations voted, allotments [approved] 
issued and [expenditure made] obligations incurred； 

(iii) 

[(iv) 

[(•)] (iv) 

[(vi)] (v) 

[(vii)] (vi) 

[(viii)] (vii) 

Statement of obligations as at 31 December for which reserves [will be 
established, such reserves to remain available for a further twelve 
months； these obligations will include orders for goods or services which 
have been accepted in writing for shipment or delivery by 31 December or 
for which there exists written evidence that shipment has been effected 
prior to and including 31 December] have been or will be established in 
accordance with Financial Regulations 4.2 and 4.3; 

Statement of outstanding legal obligations as at 31 December which will be 
a charge to the appropriations of the succeeding year;] 

Statement of trust and other special [funds] accounts； 

Statement of the Working Capital Fund and its sub-funds showing the 
establishment and composition thereof， advances made therefrom and the 
cash available； 
Statement of [both stores and cash] losses of cash， supplies， equipment 
and other assets which have occurred daring the [year] period indicating 
how these have been dealt with in the accounts； 
Statement of ex-gratia payments. 

ARTICLE XV - PROPERTY 

115.1 The cost of all property acquired other than real property shall be immediately 
charged as an expense• 

115.2 [Property] Inventory records shall be maintained of all real property, non-expendable 
and expendable supplies and equipment， however acquired and from whatever source, 
containing [full] relevant details. 

115.3 An annual physical inventory shall be taken of all assets, supplies and materials in 
hand. 

115.4 The Director-General may declare property to be surplus if it is of no further use to 
the Organization. 

115.5 Surplus property shall be sold for the best possible return to the Organization except: 

(a) when the exchange of surplus property in partial payment for new articles will 
afford an advantage to the Organization over the sale of surplus property and 
separate purchase of new articles； 

(b) when the destruction of the surplus or unserviceable material will be more 
economical, is required by law, or when the confidential nature of the material 
so warrants； 

(c) when the best interest of the Organization will be served by disposal by gift or 

at nominal prices to a non-profit organization. 

115.6 The proceeds from the sale of surplus property shall be credited to the 
[miscellaneous] Casual Income Account, except that, if an article is being replaced, 
the trade-in allowance or the proceeds from the sale of the replaced article shall 
serve to reduce the charge to expense incurred under Rule 115.1. 

115.7 Subject to the provisions of Financial Rule 104.3, goods and services may be provided 
to governments, specialized agencies, and other international organizations on a 
reimbursable or reciprocal basis on such terms and conditions as may be prescribed by 
the Director-General• 



ARTICLE XVI - PROCUREMENT 

116.1 Contracts for the purchase of services, supplies, equipment or other requirements 

shall be entered into for and on behalf of the Organization only by duly authorized 

officials• 

116.2 The Director-General shall establish suitable procedures which will ensure full and 

free competition in obtaining and processing bids from suppliers. 

116.3 A l l purchases and contracts of over [i 1000] 2500 shall be made on the basis of 

competitive bids, except when otherwise authorized by the Director-General• 

116.4 Contracts are normally awarded to the lowest bidder. The Director-General m a y , 
h o w e v e r , if he considers it to be in the interests of the Organization, authorize the 
acceptance of a bid other than the lowest, or the rejection of all bids. 

ARTICLE XVII - INTERNAL CONTROL 

117,1 [Administration] Budget and Finance is responsible for establishing and maintaining an 
adequate internal control of the financial transactions and such other operations of 
the Organization as may be determined by the Director-General. 

ARTICLE XVIII - WORKING CAPITAL FUND 

118.1 The Financial Rules also govern credits made available from the Working Capital Fund 

for unforeseen and extraordinary expenses. 

118.2 The term "unforeseen expenses" means expenses arising from， or incidental to, the 
carrying out of a programme in accord with the policies approved by the Health 
Assembly，which expenses were not foreseen when the estimates were made. 

118.3 The term "extraordinary expenses
1 1

 means expenses for items or objects outside the 

scope of the budget estimates, that is to say, outside the programme on which the 

estimates were b a s e d . 

118.4 [Administration] Budget and Finance shall be responsible for the preparation of 
information on the status of all [commitments] obligations under the resolutions 
relating to unforeseen and extraordinary expenses to be submitted to the Executive 
Board arid shall prepare the supplementary estimates required in connection therewith 
for submission to the Health Assembly. 



USE OF ALCOHOL IN MEDICINES
1 

Report by the Director-General 

[EB79/9 - 11 December 1986] 

This report provides a short overview of the use of alcohol in 
medicines and the extent to which it might be replaced by other 
substances both as an ingredient in finished products and as a 
processing agent in their manufacture. It is provided in response to 
the request of the Thirty-ninth World Health Assembly for background 
technical information relevant to the draft resolution "Use of 
alcohol in medicines

1 1

 (A39/A/Conf.Paper No,5), which is attached as 
Appendix 3. Consideration of the issue was deferred to the Fortieth 
World Health Assembly pending the review of the Director-General

1

s 
report by the Executive Board. 

I . THE USES OF ALCOHOL IN THE PREPARATION OF MEDICINAL PRODUCTS 

1. Alcohol^ is currently used in the production of medicinal products in several ways: 

- a s a pharmaceutical aid (excipient or "inactive" ingredient) in liquid formulations of 

many finished pharmaceutical products; 

- a s a processing aid in the manufacture of pharmaceutical products, particularly in the 
preparation of extracts of medicinal plants, the recrystallization (purification) of 
drug substances， the granulation stage in tablet manufacture, the application of film 
coating to tablets and the sealing of hard gelatin capsules• Although most of the 
alcohol is removed from the product during processing, trace amounts can remain in the 
final formulation; 

- a s an active ingredient in a small number of preparations including external 

applications to cleanse, disinfect, cool or harden the skin, or to remove certain 
toxic substances； injectable preparations for perineural and periganglionic 
infiltration to relieve intractable pain; and some proprietary nutritional amino-acid 
preparations for intravenous infusion in which alcohol is included as a source of 
energy• 

2. This report focuses principally on the first of these uses, and particularly on the 

degree and extent to which alcohol is incorporated in oral liquid formulations of medicinal 

substances used in traditional medicines, children
1

s medicines and proprietary medicinal 

products. 

II. THE PROPERTIES OF ALCOHOL 

3. Traditional systems of medicine are heavily dependent upon liquid formulations. Great 
reliance was placed upon alcohol in earlier times when these preparations were originally 
developed, presumably because it could be prepared simply and inexpensively by the 
fermentation of locally available materials and because, aside from water, it was the only 
readily available solvent. Its continued use reflects in part these traditional practices， 

1

 See resolution EB79.R17. 
о . 

Throughout this report the term "alcohol
1 1

 is used to refer to ethyl alcohol 
(ethanol)• 



but it is claimed by pharmaceutical manufacturers that a more precise appreciation of its 

physico-chemical and biological properties justifies its retention in the manufacture of 

modern medicines• The following qualities are cited in support of this claim: 

一 alcohol is a colourless, free-flowing liquid - even under extreme climatic 

conditions - and is readily miscible with water; 

- i t is an efficient, yet selective solvent, not only for the extraction and formulation 

of many herbal and traditional medicines, but also for the processing arid formulation 

of a wide variety of synthetic pharmaceutical substances that are either insoluble or 

sparingly soluble in water； and 

- i t assists in preventing microbiological contamination, not only because of its 

inherent antimicrobial properties at concentrations greater than 60%， but because it 
is an efficient solvent for several other widely used preservative substances. 
Alcohol is thus used for its properties as a preservative or co-solvent, even in 
formulations of water-soluble preparations, when the risk of microbial contamination 
is otherwise unacceptable. 

4 . It is acknowledged that, at pharmacologically active doses, alcohol is both a powerful 
cerebral depressant arid a drug of addiction, and that, wherever its social use is permitted, 
acute intoxication and chronic abuse constitute major public health problems• It is argued, 
h o w e v e r , that at sub-pharmacological doses, alcohol is readily and predictably metabolized 
arid is essentially non-toxic• In this context two points have been emphasized. Firstly, 
maximum permissible atmospheric concentrations of alcohol in the workplace are commonly set 
at 1000 ppm - substantially higher than the maxima permitted for most other industrial 
solvents.^ Secondly, alcohol is sometimes administered in nutritive parenteral solutions 
at rates of less than 10 m l per hour - which do not result in accumulation or inebriation 一 
to provide a source of energy for debilitated, wasted patients who cannot efficiently 
metabolize glucose. 

5• N o evidence has been advanced, however, to allay concern that repeated exposure even to 
small amounts of alcohol, particularly in children, may predispose to subsequent chronic 
abuse of the substance. 

I I I . ALTERNATIVES TO ALCOHOL 

6. Excipients in drug products are by no means always physiologically inert• Several have 

been withdrawn from use in recent years by drug regulatory authorities as a result of either 

dose-related toxicity or an unacceptable incidence of sensitivity reactions. As a general 

principlej therefore, it follows that assurance of the safety of medicinal products requires: 

- r i g o r o u s assessment of all the ingredients, and not only of the declared active 
principles； and 

- e v i d e n c e that excipients are not present in greater amounts than pharmaceutical 

considerations require• 

7. Several serious and historic examples of drug-induced toxicity have occurred in 

instances in which these two principles were not applied, and the need for vigilance 

remains. As recently as two years ago， 16 infants died following inadvertent intravenous 

injection of a parenteral solution containing 0.9% benzyl alcohol as a preservative.^ 

8. Safety is evidently a prime consideration in any substance that is proposed to replace 

alcohol in medicinal p r o d u c t s . Almost all the available solvents used on an industrial scale 

are too toxic for systemic administration to m a n . However, glycerol arid propylene glycol， 

which are already used in some medicines and also in the food industry,^ qualify for 

1 International Labour Office. Occupational exposure. Limits of airborne toxic 
substances• (Second (revised) e d i t i o n ) • G e n e v a , 1 9 8 0 . 

о • • • ( 
United States Food and Drug Administration. Benzyl alcohol may be toxic for 

newborns. FDA Bulletin, 1982; 12:10-11. — 一 一 ^ ^ — — — — — - ― ― 

3 WHO Technical Report Series, N o . 669, 1981. (Evaluation of certain food additives: 
twenty-fifth report of the Joint FAO/WHO Expert Committee oil Food Additives). 



further consideration, since both have solvent and preservative properties. Independent and 
ongoing research reported to WHO from Member States in the Eas tern Mediterranean Region 
provides an indication that a greater potential exists for the use of these substances in 
medicinal products. In particular, satis factory interim results have been obtained (in a 
nine- to twelve-month study) in stability tests of several widely used elixirs in which 
propylene glycol has been substituted for alcohol in official pharmacopoeial formulations 
(Appendix I). Manufacturers, however, claim that these substances do not dissolve such a 
wide range of synthetic subs tances as either water or alcohol, and that glycerol, uni ike 
alcohol, dissolves gums, starch and other therapeutically—inert substances in vegetable 
material. Plant extracts prepared with glycerol are consequently loaded with inact ive 
constituents and are extremely viscous. 

9. The possibility has thus been raised that exclusion of alcohol from medicinal products 
might result in greater reliance being placed on the use of surfactants and dispersing 
agents. It is claimed that, pharmaceutically, this is disadvantageous because suspens ions 
are less homogeneous than solutions, and precise uniformity in the dosage of potent drugs 
might not always be assured. The question of toxicity would also need to be carefully 
explored. Within the past two years the non-ionic surfactant Cremophor EL (castor oil 
polyoxyethylate) has been withdrawn from several proprietary preparations on evidence that it 
was responsible for anaphylactic reactions and alterations in plasma lipid pat terns• 
Similarly, high molecular weight polyvidones (polyvinyl pyrrolidone: PVP) used as dispersing 
agents in injectable preparations have been withdrawn in some countries when they were found 
to be responsible for serious local reactions resulting in pain, induration and granulomatous 
lesions• 

IV. MEDICINAL PRODUCTS CONTAINING ALCOHOL
L 

10. Alcohol is contained in the traditional galenical tinctures， many of which are official 
pharmacopoeial preparations, at concentrations ranging up to 90%. Reliance is placed on the 
end user to dilute the preparations as necessary. Normally, no more than 5 ml of a 40-60% 
tincture are recommended to be taken in a glass of water, and this dose provides the 
equivalent of 3-4 ml of alcohol. Exceptionally, the recommended dose of some tinctures 
(rhubarb and senna) provides as much as 10 ml of alcohol. The high concentration of alcohol 
in tinctures serves two purposes. Initially it assures efficient extraction of the active 
components from the source material, and subsequently, in the absence of any other 
preservative material, it exerts an antimicrobial effect. 

11. Tinctures of this nature also form the starting point of homeopathic medicines. 
Although these are subsequently serially diluted, the final dosage form of many homeopathic 
medicines contains some 40% alcohol• The consumer is instructed to use only a few drops at a 
time diluted in a glass of water. 

12. Highly concentrated sugar solutions also inhibit microbial growth. These are frequently 
mixed with tinctures, and with aromatic flavouring agents, to form syrups to provide a 
preparation with a much lower alcohol content, usually well below 5%. 

13. Similarly, spirits and elixirs， which are flavoured mixtures of alcohol and water -
together with sugars or other sweetening agents in the case of elixirs 一 are frequently used 
as vehicles for other substances. Their alcohol content is variable， and in some instances 
is very high. These are included as components in many labelled proprietary medicinal 
products. Terpin hydrate, for example, is a vehicle for many proprietary cough m e d i c i n e s . 

14• Although, they have undoubtedly evolved from traditional medicines, these labelled 
proprietary products cannot be judged by the same standards. The manufacturer has access to 
modern technology and to a range of other permitted solvents, preservatives, surfactants and 
dispersants, that allow acceptable formulations to be produced containing much lower 
concentrations of alcohol. Moreover, modern methods of pharmaceutical manufacture enable the 
large majority of drugs to be prepared in tablet, capsule and other solid dosage forms. The 
latest revision of WHO'S Model List of Essential Drugs recommends oral liquid formulations in 
only 21 instances, the majority of which are paediatric formulations of antibacterial and 
antiparas itic substances.^ 

See Appendix 2. 
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 WHO Technical Report Series, N o . 722, 1985. (The use of essential drugs: second 
report of the WHO Expert Committee on the Use of Essential Drugs). 



15. It is claimed that the large majority of liquid pharmaceutical products currently on the 
market contain no more alcohol than is necessary on pharmaceutical grounds. However, there 
are also many e x c e p t i o n s . Proprietary tonics， sedatives and cough mixtures are reported to 
exist that provide as much alcohol in a single dose as is contained in some alcoholic 
b e v e r a g e s . When， as is sometimes the c a s e , products are advertised by names such as "tonic 
w i n e s " , it is openly acknowledged that alcohol is an active ingredient of the preparation. 

1 6 . A l c o h o l is included at concentrations greater than 0.5% in a very large number of liquid 
pharmaceutical p r o d u c t s . In one country the total number of products at issue has recently 
been estimated to exceed 1000, ̂  M a n y of these are manufactured exclusively for domestic 
m a r k e t s , and no information-base on these products yet exists internationally. Assembly of 
comprehensive information would require the active collaboration of governments because in 
most countries manufacturers are not required to disclose inactive ingredients in the 
l a b e l l i n g , and because the identity of these substances is still sometimes regarded as 
protected commercial information accessible only to national authorities for registration 
p u r p o s e s . 

V, SAFETY IMPLICATIONS 

17. T h e acute and chronic toxic effects of alcohol
3
 and particularly its addictive 

p o t e n t i a l , are a matter of prime public health concern in many countries. The total 
financial cost of alcohol misuse in one Member State has recently been estimated at over 
U S $ 2000 million a y e a r , ̂  However, little has been published on the health implications of 
alcohol in m e d i c i n e s , even in potentially vulnerable groups such as children, the elderly, 
pregnant w o m e n , nursing mothers, and patients who are alcoholic or dyspeptic. 

• . о 
18

e
 It has been c l a i m e d , in an unconfirmed report to a major medical journal, that the 

alcohol content in 20 currently available proprietary brands of theophylline elixir ranges 
from 5.5 to 20% (mean 15%)，and that the amount of alcohol in the daily recommended dose 
ranges from 1.0 to 70.8 m l . Most of these products are also recommended for asthmatic 
children who are frequently both underweight and overdosed by anxious parents. 

1 9 . T h i s concern is reflected in a more general context in a statement issued by the 
A m e r i c a n Academy of Pediatrics in 1984.^ This recommends that no alcohol-containing 
m e d i c i n e administered to a child should result in a blood concentration exceeding 
25 m l / 1 0 0 m l , and it points to possible undesirable interactions between alcohol and a wide 
variety of other potent drugs• It concludes that "continued efforts should be made to have 
alcohol removed from liquid preparations for children" and, in order to avert the risk of 
accidental overdosage "in those instances in which alcohol is a necessary solvent
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preparations should be packaged in small volumes with safety closures". 

VI. SUGGESTIONS FOR FURTHER ACTIVITIES 

2 0 . N a t i o n a l drug regulatory authorities are, at present, uniquely placed to survey the 
alcohol content of liquid pharmaceutical preparations registered under their aegis. WHO 
would b e prepared to w o r k together with governments and interested nongovernmental 
organizations to: 

一 develop an international data base that would indicate the extent and degree to which 

alcohol is currently included as an ingredient in proprietary medicinal products; 

~ exchange information both oil adverse effects attributable to the inclusion of alcohol 
in existing formulations, and on research that is being undertaken to reduce reliance 
u p o n alcohol as an ingredient in these products. 

1 Arzneibiiro der Bundesvereinigung Deutscher Apothekerverbaride• 
Arzneimittel-Warnhinweisverordnung Ethanolhaltiger Fertigarzneimittel (Pharmazeutische 
Zeitung， 1986; 1 3 1 : 1 9 9 4 - 2 0 0 3 ) . — — - - - — 

2 
R o y a l College of General Practitioners. Alcohol 一 a balanced v i e w . London, 1986. 3 
B a r n a , P . A l c o h o l in anti-asthma elixirs (Lancet，1985; J.; 753-754). 

^ A m e r i c a n Academy of Pediatrics, Committee on Drugs. Ethanol in liquid preparations 
intended for children (Pediatrics， 1984; 73:405-407). — — 一 一 — 



21. Some Member States are already committed to removing alcohol from all medicinal 
products, to the extent that this is possible. In view of the very large number of products 
at issue, this will be a lengthy and expensive process. The cost of undertaking the 
necessary pharmaceutical research, including any required stability arid bioavailability 
studies, has been estimated by manufacturers as ranging, for any single product, from 

15 000 to US$ 300 000. In addition, governments undertaking this commitment will assume 
a responsibility for revising their official pharmacopoeial standards for preparations 
containing alcohol. They will also need to consider the implications of the policy on 
traditional and homeopathic medicines, since， as has already been shown, these include many 
preparations containing alcohol. At the request of Member States, arid provided that funds 
are made available for this purpose, WHO could convene groups of experts to examine the 
associated health implications and identify those classes of medicines that merit priority 
attention. 

22. Other Member States are approaching the problem 一 and the broader issue of the safety of 
excipients in general 一 by introducing more stringent labelling requirements. Legislation 
has been proposed in the United States of America that would require full disclosure of 
therapeutically inactive as well as active ingredients on the labelling of all medicinal 
products. This has been supported by manufacturers

1

 representative organizations within the 
United States which are encouraging member companies to provide this information forthwith on 
a voluntary basis.^ Similarly, a directive recently adopted by the Council of Ministers of 
the European Economic Community requires labelling of both active ingredients and excipients 
"knowledge of which is essential for the proper administration of the medicinal product". ̂  
Such legislation is already being enacted in some Community countries, and additional 
specific labelling regulations for medicines containing alcohol at various concentrations 
will be introduced in at least one country.^ 

Appendix 1 

SUMMARY OF STUDY IN THE FACULTY OF PHARMACY, 
UNIVERSITY OF ALEXANDRIA 

1. Several formulae have been suggested for the preparation of alcohol-free phénobarbital 
elixir. We have prepared phénobarbital elíxir according to the United States Pharmacopeia 
and the British Pharmaceutical Codex 1973 with alcohol being substituted by the same quantity 
of propylene glycol. The prepared elixirs were evaluated for the chemical stability of 
phénobarbital upon storage on the shelf for four months (till now). Results indicated that 
the prepared elixirs are stable• They have acceptable taste. Further, the activity of 
phénobarbital in these formulations has been tested, using goldfish. 

2. Similarly, alcohol-free paracetamol elixir has been prepared and the results of the 
stability study showed that there is no appreciable decomposition daring the four-month study 
period. 

3. Alcohol-free ephedriae hydrochloride elixir has been also prepared. Stability of the 

prepared elixir is under investigation. 

4 . Diazepam injection has been prepared according to the formula given for Valium injection 
with alcohol being substituted by propylene glycol. This formula was tested for physical 
instability upon dilution with saline and dextrose 5%• It shows similar physical behaviour 
to the commercial injection. Bioavailability study is under investigation. 

1 The United States Pharmacopeia1 Convention. Labelling of inactive ingredients 
(Pharmaceutical Forum, November 一 December 1986: 1857). 

2 Council Directive on the approximation of provisions laid down, by law, regulation or 
administrative action relating to proprietary medicinal products (83/570/EEC) (Official 
Journal of the European Communities N o . L332/1, 28 November 1983)• 

3 Arzneibliro der Bundesvereiriiguag Deutscher Apothekerverbande. 
Arzneimittel-Warahiaweisverordnung Ethanol- und Tartrazin-haltiger Fertigarzneimittel 

(Pharmazeatische Zeitung，1986; 131:3029-3063). 



5. Propylene glycol has been successfully used to substitute alcohol in the preparation of 
lemon spirit, peppermint spirit， and cinnamon water. The prepared formulations have been 
evaluated according to the official methods of assay. Acceptable results have been obtained. 

6. Litera仁ure survey shows that some official alcohol-free galenicals are available and can 
be used instead of galenicals containing alcohol, e.g. ipecac syrup (United States 
Pharmacopeia), squill elixir (British Pharmacopoeia), and infusion polygala. 

Appendix 2 

MEDICINAL PRODUCTS CONTAINING ALCOHOL: EXAMPLES FROM 
SEVERAL PHARMACOPOEIAS 

I. TINCTURES 

Alcohol content 
in % 

British Pharmacopoeia
?
 1980 

belladonna 64--69 

benzoin, compound 70--76 

cardamom, aromatic 84--87 

cardamom, compound 52--57 

catechu 36--40 

chloroform and morphine 12--15 

ginger j strong 80--88 

ginger, weak 86--90 

hyoscyamus 64--69 

ipecacuanha 24--28 

nux vomica 43--46 

opium 41--46 

opium, camphorated 56--60 
opium, concentrated camphorated 54--59 

orange 62--69 

quillaia 43--45 

rhubarb, compound 48--53 

squiL1 52--57 
stramonium 40--45 

United States Pharmacopeia/National Formulary, 1985 

(USP XXI/NF XVI) 

belladonna 65--70 

benzethonium chloride 62--68 

benzoin, compound 74--80 

cardamom, compound 43--47 

green soap 28--32 

iodine 44--50 

iodine, strong 82--88 

nitromersol 47--53 

opium 17--21 

sweet orange peel 62--72 

thimerosal 47--53 

tolu balsam 77--83 

vanilla 38--42 



Alcohol content 
in % 

Pharmacopée française, IXe édition, 1972 

aconit 85--90 
arnica 55--59 
aubépine 54--59 
baume de tolu 68--72 
benjoin 71--75 
boldo 74--78 
cannelle 74--78 
coca 63--69 
colchique 67--70 
drosera 54--58 
eucalyptus 74--78 
gentiaae 53--58 
grindélia 74--79 
hydras Cis 55--59 
ipecacuanha 64--69 
jaborandi 56--60 
kinkéliba 55--59 
kola 54--59 
lobélie 65--69 
opium (safranée) 20--25 
orange amére 72--78 
passiflore 54--60 
quassia 55--60 
quinquina rouge 54--58 
rataahia 54--58 
safran 74-•79 
vanille 74--78 
viburnum 74--78 

State Pharmacopoeia of the USSR, 
10th edition， 1968 

absinthium 64 
belladonna 35 
convallaria 64 
leonurus 64 
nux vomica 67 
opium, benzoated 65 
opium, s imple 50 
peppermint 81 
strophanthus 67 
valerian 65 

II. SYRUPS 

United States Pharmacopeia/National Formulary, 1985 

(USP XXI/NF XVI) 

cherry 2 
chloral hydrate 
chlorpheniramine maleate 6-8 
dexchlorpheriiramine maleate 5-7 
dimeahydrinate 4-6 
ephedrine sulfate 2-4 
eriodictyon aromatic 6-8 



Alcohol content 
in % 

ferrous sulfate 0.2 
guaifenesin 3-4 
ipecac 1-2.5 
me thdilazirie hydrochloride 6.5-7 
orange 2-5 
senna 5-7 

tolu balsam 3-5 
trimeprazine tartrate 4.5-6 
triprolidine hydrochloride 3-5 

III, SPIRITS 

United States Pharmacopeia/National Formulary， 1985 
(USP XXI/NF XVI) 

ammonia, aromatic 62-68 
camphor 80-87 
orange, compound 65-70 
peppermint 79-85 

British Pharmacopoeia， 1980 

ammonia, aromatic 64-70 
benzaldehyde 68-72 
chloroform 83-87 
lemon 84-88 
orange, compound 86-90 
peppermint 78-82 
soap 28-32 

I V . ELIXIRS 

United States Pharmacopeia/National Formulary, 1985 
(USP XXI/NF XVI) 

acetaminophen 6.5-10 
amobarbital 26-32 
aromat ic 21-23 
benzaldehyde, compound 3-5 
bromodiphenhydramirie hydrochloride 12-15 
brompheniramine maleate 3 
butabarbital sodium 95-115 
dexamethasone 4-5 
dextroamphetamine sulfate 10-11 
digoxin 9-11 
diphenhydramine hydrochloride 12-15 
ferrous gluconate 6-7 
fluphenazine hydrochloride 13-15 
hyoscyamirie sulfate 90-110 
methenamine 19 - 20 
oxtriphylline 18-22 
pentobarb ital 16-20 
pentobarbital sodium 12-18 
phénobarbital 12-15 
potassium chloride 16-20 
potassium gluconate 4-5 
reserpine 11-13 
secobarbital 10-14 



Alcohol content 
in % 

terpin hydrate 39-44 
terpin hydrate and codeine 39-44 
terpin hydrate and 

dextromethorphan hydrobromide 39-44 

theophylline sodium glycinate 17-23 
thiamine hydrochloride 8-20 
thiamine mononitrate 7-10 
trihexyphenidyl hydrochloride 4-5 
tripelennamiae citrate 11-13 

British Pharmacopoeia, 1980 

cascara 1.2 
digoxin, paediatric 10 
ephedrine hydrochloride 11-13 
paracetamol, paediatric 10 
phenobarbitoae 40 

Appendix 3 

USE OF ALCOHOL IN MEDICINES 

Draft resolution sponsored at the Thirty-ninth World Health Assembly 
by the delegations of Democratic Yemen, Djibouti， Iraq， Jordan, 

Kuwait:，Libyan Arab Jamahiriya，Mauritania, Oman，Qatar， 
Saudi Arabia， Tunisia and Yemen 

[A39/A/Conf.Paper No. 5 - 1 2 May 1986] 

The Thirty-ninth World Health Assembly, 

Aware of the risks of alcohol consumption to the individual
1

 s health； 

Noting that alcohol is present in many medicines, including medicines administered to 

children, in unnecessary concentrations which may even have a deleterious effect； 

Recognizing the harmful effects of alcohol, especially during pregnancy, and the 
interactions that take place when alcohol is taken at the same time as other medicines； 

Noting the increasing concern felt by physicians and pharmacists at the unnecessary and 

improper use of alcohol in medicines； 

Taking into account the feasibility, proved by scientific research， of replacing alcohol 
in many medicines by non-alcoholic substances without affecting the efficacy of the medicines； 

Noting that acceptance of the concept of the use of essential drugs in accordance with 
previous resolutions of the World Health Assembly should exclude a large number of medicines 
on the market which contain alcohol； 

Taking note of resolution EM/RC32/R.9 on the use of alcohol in medicaments adopted by 
the Regional Committee for the Eastern Mediterranean at its thirty-second session; 

1. URGES Member States: 

(1) to prohibit the registration or handling of any medicine containing alcohol for 
internal use, except where alcohol is an essential ingredient of the medicine which 
cannot be replaced by another non-alcoholic substance； 



(2) to take steps to reduce as much as possible the alcohol concentration in medicines 
in cases in which no effective alternative to alcohol is available； 

(3) to make a comprehensive inventory of all pharmaceutical preparations containing 
alcohol in their countries, stating the indications for the use of alcohol in those 
preparations； 

(4) to intensify efforts, and encourage scientific research, to find alternative 
pharmaceutical preparations which contain no alcohol and are equally effective； 

(5) to cancel the registration of medicines containing alcohol when effective 
alternatives to those medicines without alcohol become available； 

2. REQUESTS the Director-General: 

(1) to provide Member States with the technological assistance and information 
necessary to undertake the above-mentioned activities； 

(2) to follow up the implementation of this resolution and inform the Fortieth World 
Health Assembly of action taken in this regard. 



METHOD OF WORK OF THE HEALTH ASSEMBLY1 

Report by the Programme Committee of the Executive Board 

[EB79/30 - 7 November 1986] 

1• As agreed by the Executive Board at its seventy-eighth session in May 1986, the 
Programme Committee, during its session from 27 to 30 October 1986， examined a report by the 
Director-General which contained information on the deliberations of the 1982 Working Group 
oil the Method of Work of the Health Assembly and on the follow-up action taken on its 
recommendations• It also addressed the proposals for further changes in the method of work 
of the Health Assembly which had been made by members of the Board at the above-mentioned 
session. 

2. The Programme Committee noted that a number of the suggestions made by members of the 
Board during its seventy-eighth session for further changes in the method of work of the 
Health Assembly were identical with or very similar to suggestions previously considered and 
acted upon by the Board and the Health Assembly as reflected in a number of resolutions and 
decisions. Nevertheless, the Committee decided to review all the suggestions which had been 
made and arrived at the following conclusions. 

Duration of the Health Assembly 

3. With regard to the suggestion that the duration of the Health Assembly be limited to two 
weeks in odd-numbered years as is already the case in even-numbered years, when there is not 
a proposed programme budget to consider, the Programme Committee agreed that this would be 
feasible as borne out by the experience of the Thirty-sixth arid Thirty—eighth World Health 
Assemblies in 1983 and 1985 which had to review proposed programme budgets but nevertheless 
were able to complete their work in the morning of the first day of the third week of the 
sessions. The Committee expressed its support for the Director-General1s plan to include 
among a series of economy measures relating to the programme budgets for 1986-1987 and 
1988-1989 a proposal to limit the duration of all future Health Assemblies to not more than 
two weeks. It recommended that the Board accept this proposal in deciding on the closing 
dates of all future Health Assemblies. It was emphasized, however, that this limitation 
should be implemented without having to defer agenda items to subsequent Health Assemblies. 
In this connection the Committee welcomed the Director-General

1

s intention to review various 
ceremonial proceedings of the Health Assembly with a view to establishing certain limits on 
their duration and thus realizing some valuable savings of time. 

Proceedings of main committees 

4 . Among the suggestions for further changes in the method of work of the Health Assembly 
which had not previously been considered, was one to the effect that provision might be made 
for delegates

1

 statements in the main committees to be reflected in the suiranary records even 
if not actually made but only handed to the Secretariat in writing. The Programme Committee 
recalled that a similar arrangement had been in existence since 1967 with respect only to the 
general debate in plenary meetings on the reports of the Executive Board and of the 
Director-General• This was linked to a decision to encourage delegates to limit the duration 
of their speeches in that debate to a maximum of 10 minutes• The Committee noted that the 
discussions of a particular subject in a main committee of the Health Assembly differed 
significantly from the nature of the general debate in plenary. Moreover, under the proposed 
arrangement delegates would not be able to make the desired contribution to arriving at a 
consensus on the issues under discussion in a main committee if their statements were to be 
known only upon publication of the summary records, i.e., after a particular item on the 

1

 See resolution EB79.R20. 



agenda had been dealt with by the committee. For these reasons the Programme Committee 
decided to recommend that the existing procedures for delegates

T

 statements in main 
committees of the Health Assembly should remain unchanged. However, the Committee suggested 
that the attention of delegations be drawn to the possibility of making their statements -
particularly those reflecting positive national experiences in the field of health 一 
available to other delegations through the practice of leaving a number of copies of these in 
the meeting room. 

5. In considering this matter the Programme Committee reverted to an earlier suggestion to 
apply a specific time limit to delegates

1

 interventions in the main committees. Whilst 
recognizing that when certain subjects were being discussed in a committee it would not be 
advisable to oblige delegates to limit their interventions, experience showed that in many 
situations such a limit could have prevented numerous lengthy and repetitive statements and 
thus resulted in important savings of the Health Assembly's time. In view of this, and 
bearing in mind the above-mentioned decision to limit the duration of speeches in the general 
debate in plenary meetings, the Programme Committee decided to recommend to the Board that it 
propose to the Health Assembly that a time limit of five minutes be established for 
delegates

 1

 statements in main committees. 

[However, in order to cope with special situations the chairmen of the main committees 

would be empowered to waive this restriction at their discretion.] 

[The amendments to the Rules of Procedure of the Health Assembly that would be necessary 
to introduce this requirement would take the following form： 

Rule 57 

Replace the rule by the following: 

"Unless the Health Assembly or the main committee concerned decides otherwise, the 
time allowed to each speaker shall be limited to ten minutes at plenary meetings and to 
five minutes at meetings of the main committees•“ 

Rule 55 

Replace the last sentence by the following: 

"The President may call a speaker to order if his remarks are 
subject under discussion or if he has exceeded the time allowed to 

not relevant to the 
him." 

Rule 27 

Replace the last sentence by the following two sentences: 

"The President m a y , in the course of the discussion of any i tern, propose to the 
Health Assembly the suspension of the limitation on the time allowed to each speaker. 
He may also propose the closure of the list of speakers•"] 

Procedures for roll-call votes 

6. In accordance with Rule 74 of the Rules of Procedure of the Health Assembly voting by 
roll-call must be carried out if requested by any delegate. In referring to the excessive 
use of this rather time-consuming mode of voting during the Thirty-ninth World Health 
Assembly, some members of the Board had suggested that consideration might be given to 
amending the above-mentioned Rule so that a roll-call vote would be permitted only if the 
Health Assembly agreed. The Committee noted that provision for a mandatory roll-call vote at 
the request of one delegate was contained in the rules of the United Nations General Assembly 
and those of the supreme organs of several of the technical agencies in the Uni ted Nations 
system. However, in some of the specialized agencies voting by roll-call was restricted to 
cases of doubt as to the result of a previous vote by show of hands or where voting by 
roll-call was requested by at least two delegations. 

7. The Programme Committee considered a number of possibilities for introducing 
restrictions on the use of roll-call voting in the Health Assembly, including the types 
mentioned above. It believed that the introduction of a requirement that a roll-call vote 



could be taken only if requested by at least two delegates instead of by one as at present 
was likely to have little or no effect on the Health Assembly

1

 s use of this particular mode 
of voting. The Committee concluded that in order to conserve the Health Assembly's time and 
avoid excessive use of extremely time-consuming roll-call votes it would be entirely 
reasonable to amend the Rules of Procedure so that this mode of voting would be permitted 
only if the Assembly agreed. This would make the procedure comparable to that required in 
response to a request for a vote by secret ballot. The Committee therefore decided to 
recommend to the Board that it propose to the Health Assembly the following amendment to its 
Rules of Procedure: 

Rule 74 

Replace this rule by the following: 

"The Health Assembly shall normally vote by show of hands. It may vote by roll-
call if it has previously so decided by a majority of the Members present and voting. 
The decision whether or not to vote by roll-call may only be taken by a show of hands. 
A roll-call vote shall also be carried out if the President so decides when the result 
of a previous vote is in doubt. The roll-call shall be taken in the English or French 
alphabetical order of the names of the Members, in alternate years. The name of the 
Member to vote first shall be determined by lot." 

Preparation of the work and provisional agenda of the Health Assembly 

8. During the discussion in the Board a number of interrelated comments and suggestions 
concerning the work and agenda of the Health Assembly were made. Briefly stated they were 
the following: 

(i) The Health Assembly's agenda was too long, at least with respect to substantive 
health questions. 

(ii) At its January session the Board should take the item on the next Health 
Assembly's agenda at a much earlier stage than heretofore, thus allowing for more 
serious consideration. 

(iii) No technical item should be included in the Health Assembly
1

s agenda unless fully 

discussed previously in the Board. 

(iv) Not every technical question need go to the Health Assembly and the relevant rules 

of procedure should be changed in this sense. 

(V) The work of the Health Assembly
f

s main committees should be allocated in such a way 

as to ensure a realistic and well-balanced distribution of work. 

9. The Programme Committee recalled that the preparation of the work and the provisional 
agenda of the Health Assembly had been considered on a number of occasions in the past. The 
Thirty-second World Health Assembly (1979), in resolution WHA32.36, decided inter alia that 
"the Executive Board, when preparing the provisional agenda of each regular session of the 
Health Assembly, should take into consideration the desirability of achieving an appropriate 
balance in the volume of work in the Health Assembly from year to year". Subsequent to this 
decision the Board had approved the provisional agendas of the Health Assembly which, except 
for the most recent Assembly, had appeared to result in the desired balance in the volume of 
work from year to year. The Committee considered it possible to continue to achieve this 
objective if the Director-General and the Executive Board were to exercise maximum restraint 
and selectivity in the preparation of the provisional agendas of future Health Assemblies. 
It suggested that although the draft provisional agenda of the Health Assembly could not be 
reviewed very early in the Executive Board

1

 s January session, as had been suggested, because 
much of it was linked to the outcome of the Board

1

 s own deliberations, efforts should be made 
to take this item as early as practicable in the session. With regard to sub-item (iii) of 
paragraph 8 above, the Committee further rioted that the Director-General was in full 
agreement with the observation that the Board should not recommend any technical item for 
inclusion in the agenda of the Health Assembly unless it had been fully discussed in the 
Board, and supported the Director-General on this point. 

10. The concerns reflected in the foregoing were partly addressed in resolution WHA30.50 of 
the Thirtieth World Health Assembly (1977) which, based on the Board's recommendation, stated 



inter alia t h a t , w h e n the Director-General was requested by the Health Assembly to submit new 
reports on subjects under discussion, the Assembly should in each case specify whether the 
response should be included in the Director-General

1

 s report on the work of WHO or in a 
separate document

e
 Similarly the Thirty-second World Health Assembly (1979) decided in 

resolution ША32.36 that "Executive Board representatives should help sponsors of draft 
resolutions by drawing attention to the existence of recent reports which might make a 
request for a further report on the same subject unnecessary, and to previously adopted 
resolutions or decisions that would appear to render the adoption of a new resolution 
u n n e c e s s a r y " . In this connection the Programme Coramittee considered it important that the 
Executive Board and the Health Assembly exercise maximum restraint in requesting the 
Director-General to submit new reports on particular subjects when this might not be strictly 
n e c e s s a r y . It recotranended that the Health Assembly give the Director-General considerable 
latitude to decide on the form and timing of his response to requests for such reports, when 
the Assembly had not expressed its desires in this respect• 

11. With regard to the point of view expressed in sub-item ( iv) of paragraph 8 above that 
not every technical question need go to the Health Assembly, the Coramittee noted that 
although there were no rules of procedure specifically dealing with this subject, it had been 
the practice for m a n y years to submit reports on various technical matters to the Board, 
sometimes through its Programme Comittee, which were not subsequently forwarded to the Health 
A s s e m b l y . For example, the agenda of the Board

1

 s seventy-seventh session (January 1986) had 
included four items which w e r e not considered by the Thirty-ninth World Health Assembly 
(1986)， namely (1) Research promotion and development, (2) Preparation of the Eighth General 
Programme of W o r k , (3) A c t i o n in respect of international conventions on narcotic drugs and 
psychotropic substances， arid (4) International Programme on Chemical Safety. The Programme 
Committee supported the Director-General

1

 s intention, with the cooperation of the Executive 
B o a r d , of continuing this practice and to expand it whenever possible. 

12„ F i n a l l y , concerning the need to ensure a realistic and well-balanced distribution of 
work between Committee A and Committee В of the Health Assembly (as mentioned in sub-item (v) 
a b o v e ) , the Programme Committee considered that the distribution of work between the two 
committees would appear to acquire particular significance only in even-numbered years, 
because in odd-numbered y e a r s , when there was a proposed programme budget to consider, it had 
proved possible to limit the agenda of Committee A to this one item. In special 
circumstances an exception to this approach might have to be made as，for example, in the 
case of the Fortieth World Health Assembly in 1987， when Committee A

1

s agenda would probably 
also have to include the Eighth General Programme of W o r k , The tentative allocation of items 
between Committees A arid В in the draft provisional agenda of the Health Assembly submitted 
b y the Director-General for the Board

1

 s consideration at the January session each year 
usually reflected the terms of reference of each committee as set out in Rule 34 of the Rules 
of Procedure of the Health Assembly • Under this Rule Committee A dealt predominant ly with 
programme and budget matters and Committee В with administrative, financial and legal 
m a t t e r s . The need for transferring one or more items of the agenda from one main committee 
to another could normally be determined only in the course of the Health Assembly session 
itself• This was always done by a decision of the General Committee, in accordance with Rule 
33(d) of the Rules of Procedure of the Health Assembly and following appropriate 
consultations as to which item(s) should be considered for transfer. This procedure appeared 
to have worked w e l l . As it was not possible to estimate with any reasonable accuracy the 
amount of time that a main committee of the Health Assembly would devote to a particular item 
on its agenda, the Programme Committee agreed that the established rules and practices in 
this respect should be applied as heretofore, with the understanding, however, that in 
submitting the draft provisional agenda of the Health Assembly for the Board

1

 s consideration 
the Director-General would draw attention to such subject(s) as could justifiably be 
allocated in advance to Committee B , particularly when these might not fall clearly within 
the terms of reference of either main committee• 

Technical Discussions 

13• In order to enable the Health Assembly to deal with its work earlier in the session than 

heretofore a member of the Board had suggested that one possibility for adjusting the 

schedule would be to defer Technical Discussions until the second week. 

14。 The Programme Committee recalled that a comprehensive study of all aspects of the 
Technical Discussions had been presented to the Board in January 1984 (reproduced in Annex 3 
to document EB73/1984/REG/1) . It had been pointed out in the study that as the Technical 
Discussions took place while the Health Assembly itself was in session they could in fact be 



scheduled on any of the working days of the Assembly. In this respect, it had been proposed 
during the Board's discussion that the Technical Discussions should be deferred to the end of 
the Health Assembly. However, it had been argued in reply that this would probably mean that 
fewer delegates would participate and would make it impossible for the results of the 
Technical Discussions to be reported to the current session of the Health Assembly, which 
would reduce their intended impact. It seemed, therefore, that to schedule the 
one-and-a-half days of Technical Discussions towards the end of the first week, as in the 
past, was a useful practice. The study al§o contained numerous suggestions for possible 
changes in the organization of the Technical Discussions. One of these was aimed at 
providing more time than heretofore for the preparation during the first week of the Health 
Assembly of feedback through oral and written reports on the Technical Discussions. For this 
reason the resolution recommended by the Board and adopted by the Thirty-seventh World Health 
Assembly in May 1984 (WHA37.21) inter alia requested the Director-General in future years to 
try out experimentally alternative arrangements for the organization, scheduling and methods 
of work of the Technical Discussions, as indicated in his report. Such experimentation took 
place at the Thirty-ninth World Health Assembly (1986) when the Technical Discussions were 
held for the first time in the morning of Wednesday, Thursday and Friday of the first week 
rather than all day Friday and Saturday morning as in the past• This experiment appeared to 
meet with the general satisfaction of participants. In view of the foregoing, and bearing in 
mind that the Health Assembly had repeatedly^- reiterated its wish to hold the Technical 
Discussions during the first week of its sessions, the Committee agreed that the existing 
practice in this respect should not be changed• 

Draft resolutions 

15• Another suggestion made by a member of the Board was to introduce the requirement that 
all draft resolutions of the Health Assembly must be submitted by the end of the first week 
of the session so that delegates would have the whole of the second week to consider items 
already tabled. The Programme Committee agreed that the late introduction during the Health 
Assembly of draft resolutions involving important policy matters caused a number of 
problems. This situation tended to give rise to undesirable pressures and did not provide 
delegates with adequate time to reflect on the substance of such draft resolutions or 
undertake the consultations with each other or with their governments that were sometimes 
required. Consequently, the Committee decided to recommend to the Board that it propose to 
the Health Assembly that the Rules of Procedure be amended so that all draft resolutions of 
the Health Assembly must be submitted not later than the end of the first week of the 
session, thus allowing delegates adequate time to consider them. The amended Rule would read 
as follows: 

Rule 52 

Replace the second and third sentences by the following: 

"Except as may be decided otherwise by the Health Assembly, no proposal shall be 
discussed or put to the vote at any meeting of the Health Assembly unless copies of it 
have been circulated to all delegations at least two days previously and, in the case of 
a draft resolution, unless the text has been handed to the Director-General within six 
days from the day of the opening of the session. The President may, however, permit the 
discussion and consideration of amendments, even though they have not been circulated." 

Referral of resolutions and issues to regional committees for prior review 

16. The suggestion had been made by a member of the Board that more stress should be placed 
on the involvement of the regional organizations in resolving issues at that level or at 
least in working towards some form of consensus before they were taken up at the global 
level. The Programme Committee recalled that on several previous occasions the Board and the 
Health Assembly had considered the problems which arose when resolutions were introduced by 
delegates to the Health Assembly on programme matters and other important issues which had 
not been previously examined by either the Executive Board or the regional committees• In 
operative paragraph 1(8) of resolution WHA33Л7 the Thirty-third World Health Assembly (1980) 
decided "to improve further the Health Assembly's work methods and in particular to consider 
carefully the practicability of resolutions and other policies before adopting them, and to 
promote greater initiative by the regional committees in proposing resolutions to the Health 
Assembly". In operative paragraph 3(1) of the same resolution the Health Assembly urged the 

1

 See resolutions WHA26.1 (1973)， WHA28.69 (1975), WHA31.1 (1978), WHA35.1 (1982). 



regional committees "to take a more active part in the work of the Organization and to submit 
to the Executive Board their recommendat ions and concrete proposals on matters of regional 
and global interest". Finally, the Thirty-fifth World Health Assembly (1982), on the 
recommendation of the Executive Board, in operative paragraph 4 of resolution WHA35.1 
requested the Director-General "whenever he considers it in the best interest of the 
Organization and its Member States, to draw the attention of the Health Assembly to the 
possibility of deferring its consideration of proposed draft resolutions and policy issues 
involving matters of regional interest, which have not yet been reviewed by the regional 
committees, until their views and recommendations are available to the Health Assembly" • 

17. In view of the foregoing, the Programme Committee concluded that the decisions 
previously taken by the Health Assembly ensured an enhanced participation of the regional 
committees in the work of the Organization. 

Politicization of the Health Assembly 

18. In referring to the work of Committee В of the Health Assembly a representative of the 
Executive Board at the Thirty-ninth World Health Assembly had stated that the overt 
politicization of the Organization had again made its presence felt under certain agenda 
items and that a solution to this problem simply must be found. In this connection a member 
of the Board had considered that discussions of political issues could not be avoided while 
war and political problems continued to exist, and he had therefore suggested that a third 
main committee of the Health Assembly might be established for the discussion of political 
issues• 

19. The Programme Committee recalled that the 1982 Working Group had considered ways and 
means to overcome the problems associated with the introduction in the Health Assembly of 
certain types of resolutions, including some that had substantial political implications 
which were more suitable for other intergovernmental bodies of the United Nations system. 
The Group had felt that it would always remain possible for the Director-General, as the 
Secretary of the Assembly, or the chairman of either of the main committees to refer 
unforeseen or critical procedural situations relating to draft resolutions to the officers of 
the Assembly for their advice and good offices, or if necessary and feasible to the General 
Committee, a function of which was to "facilitate the orderly dispatch of the business of the 
session", in accordance with Rule 33(h) of the Rules of Procedure. This had subsequently 
been reflected in the draft resolution recommended by the Group. The Executive Board had 
concluded that it would be possible to cope with these types of situations if the existing 
procedural devices for dealing with them were more widely used. The Committee welcomed the 
assurance by the Director-General that he already used such a mechanism and would continue to 
do so. It also agreed with his view that the work of the Organization would best be promoted 
by the exercise of restraint and a spirit of goodwill on the part of delegates of all Member 
States. 

20. With regard to the suggestion that the Health Assembly might establish a third committee 
for the discussion of political issues, the Programme Committee did not recommend such an 
arrangement, particularly as this would not only entail logistical problems and cost 
increases for the Assembly, but would also serve to encourage and institutionalize the 
politicization of its work. 

Conclusion 

21 • In the light of its consideration of this matter the Programme Committee concluded that 
the 1982 Working Group had thoroughly examined a wide range of issues relating to the method 
of work of the Health Assembly and that the great majority of its recommendations had been 
accepted by the Board and the Health Assembly. In addition the Committee had reviewed a 
limited number of new suggestions for further changes in the method of work of the Health 
Assembly and had formulated its recommedations to the Board in this respect. Consequently, 
the Committee agreed that it would be neither necessary nor advisable to set up a new working 
group on the method of work of the Health Assembly at the present time, and decided to 
commend the recommendat ions contained in this report to the Board. 



STATUS OF COLLECTION OF ASSESSED CONTRIBUTIONS 
AND STATUS OF ADVANCES TO THE WORKING CAPITAL F U N D

1 

Report by the Director-General 

[EB79/22 - 13 January 1987] 
Introduction 

1. At the request of the Executive Board at its seventy-fifth session in January 1985，the 
Director-General submitted to the Board at its seventy-seventh session a comprehensive report 
on the status of collection of assessed contributions and status of advances to the Working 
Capital Fund^ covering the 10-year period up to January 1986. The Board expressed deep 
concern at the continuing deterioration in the pattern of payment of contributions by Member 
States and recommended a resolution for adoption by the Thirty-ninth World Health Assembly. 
This was approved by the Health Assembly on 12 May 1986

3

 and was transmitted by the 
Director-General to all Member States on 20 June 1986 as an enclosure to the letter of 
notification of the revised 1987 instalment of contribution for the financial period 
1986-1987. On 30 September 1986 the Director-General again transmitted the text of this 
resolution to all Member States which had not by that time settled in full their 
contributions for 1986 and prior years. 

Historical analysis of the pattern of payment of contributions 

2. The following table lists, in percentage terms, the rate of collection by year-end of 
assessed current year contributions for the effective working budget over the 10-year period 
1977 to 1986: 

Rate of collection of contributions 

due in current year in respect of the 
effective working budget (%) 

31 December 1977 92.98 
31 December 1978 96.34 
31 December 1979 98.04 
31 December 1980 94.42 
31 December 1981 85.49 
31 December 1982 94.07 
31 December 1983 94.92 
31 December 1984 93.88 

31 December 1985 90.90 
31 December 1986 72.18 

3. The rate of collection of contributions at year-end for the effective working budget -
72.18% as at 31 December 1986 - is the lowest since 1950. The resulting unprecedented 
shortfall of US$ 67 453 606, or 27.82% of assessed contributions, has given rise to the need 
for provisional programme budget implementation reductions in the amount of US$ 35 000 000 in 
1986-1987, as outlined in document EB79/4 before the Board — 

4 . The following table, also covering the period 1977 to 1986, lists the number of Members 
which, by year-end, had fully paid, partly paid or made no payment towards assessed current 
year contributions for the effective working budget : 
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 See resolution EB79.R21. 
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Document EB77/1986/REC/1, Annex 7. 
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Resolution WHA39.3. • 
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See Part II， Annex 1 (p. 220). 



Payment status of Members in respect 
of current year contributions Co the 
effective working budget 

Number of Number of 

Members Members Number of Total 
which had which had Members number 
paid contri- paid contri- which had of 
butions in butions in made no Members 

full part payment 

31 December 1977 108 24 16 148 
31 December 1978 106 23 19 148 
31 December 1979 114 15 20 149 
31 December 1980 97 41 11 149 
31 December 1981 102 24 27 153 
31 December 1982 84 28 42 154 

31 December 1983 86 23 45 154 
31 December 1984 84 25 49 158 
31 December 1985 83 27 48 158 

31 December 1986 83 36 45 164 

5. The above indicates a continuing trend in the decreasing number of Member States which 
pay their contributions in full by year-end and the increasing number of Member States which 
make only partial payments towards their current year contributions by year-end. It is 
incumbent upon all Member States to pay their contributions by 1 January of the year in which 
they are due in accordance with Financial Regulation 5.6. However, the 25 largest 
contributing Member States are currently collectively assessed at approximately 90% in the 
WHO scale of assessments, and delays in payment on their part naturally have a substantially 
greater impact on the finances and work programme of the Organization than delays on the part 
of the remaining M e m b e r s . 

6 . Annexed to this document is a statement showing the status of collection of annual 
contributions and of advances to the Working Capital Fund at 31 December 1986.1 

Conclusions 

7 . In the Director-General
1

 s comprehensive report on this subject to the seventy-seventh 
session of the Executive Board in January 1986，his concluding remarks were as follows:^ 

"The Working Capital Fund was established to cover temporary cash deficits. In 
recent years, despite increased delays in the payment of contributions by Member States, 
these cash deficits have not arisen. This has been due primarily to the savings 
accruing during the financial period as a result of favourable rates of exchange. These 
exceptional circumstances may not prevail in the foreseeable future. Thus it may become 
necessary to borrow cash not only from the Working Capital Fund but also from other 
internal cash resources. If the past delays in the payment of contributions were to 
continue in the future, these internal cash resources would not be able to meet the 
various demands placed on them. The only positive way of ensuring sound financing for 
the Organization is for Member States to pay their assessed contributions promptly.

1 1 

8 . Iri order to provide an incentive for Members to effect early payment of contributions, 
and in line with the recommendation of the Joint Inspection Unit on cash management, the 
Director-General has given serious consideration to introducing a scheme whereby 
appropriations of casual income to help finance the regular budget and thus reduce 
assessments on Member States should be apportioned among the Members in accordance with a 
formula which takes account not only of the scale of assessments but also of the dates and 
amounts of the payments of assessed contributions made by Member States in each year of a 
preceding two-year period. This is the subject of a separate report by the 
Director-General^ which will be discussed under provisional agenda item 20.4, and on which 
the Director-General seeks the guidance of the Executive Board. 

Not reproduced in this volume. 
2

 Document EB77/1986/REC/1, p . 126. 

3 See Annex 13. 



PRINCIPLES GOVERNING RELATIONS BETWEEN THE WORLD HEALTH ORGANIZATION 

AND NONGOVERNMENTAL ORGANIZATIONS
1 

Introduction 

1.1 As stated in Article 2 of the Constitution, one of the main functions of the World 
Health Organization (WHO) is to act as the directing and coordinating authority on 
international health work. In support of this function, and in accordance with Article 71 of 
the Constitution, WHO may make suitable arrangements for consultation and cooperation with 
nongovernmental organizations (NGOs) in carrying out its international health w o r k . 

1.2 WHO should, in relation to N G O s , act in conformity with any relevant resolutions of the 

General Assembly or Economic and Social Council of the United Nations. 

1.3 The objectives of WHO'S collaboration with NGOs are to promote the policies, strategies 
and programmes derived from the decisions of the Organization's governing bodies； to 
collaborate with regard to various WHO programmes in jointly agreed activities to implement 
these strategies; and to play an appropriate role in ensuring the harmonizing of 
intersectoral interests among the various sectoral bodies concerned in a country, regional or 
global setting. 

2. Types of relations at the global level and their development 

2.1 WHO recognizes only one category of formal relations, known as official relations, with 
those NGOs which meet the criteria described in these Principles. All other contacts, 
including working relations, are considered to be of an informal character. 

2.2 The establishment of relations with NGOs shall be an evolving process proceeding through 

a number of separate stages as described in the following paragraphs, 

2.3 First contacts with an NGO in order to create mutual understanding and assist in 
developing mutual interests frequently take the form of exchanges of information and 
reciprocal participation in technical meetings. This type of informal contact may continue 
on an ad hoc basis, without time limit and without written agreement. However, the 
definition of the broad objectives of collaboration and the possibility of enlarging its 
scope to include specific joint activities in line with the particular expertise of the 
nongovernmental organization are also explored at this stage. 

2.4 When a number of specific joint activities have been identified, collaboration may be 
taken a stage further by proceeding to a period (usually two years) of working relations 
entered into by an exchange of letters. Such letters set out the agreed basis for the 
collaboration, indicating details of the activities to be undertaken during the period, 
providing an estimate of the resources to be supplied by WHO and the N G O , and naming focal 
points in the NGO and in WHO (designated technical officer). A joint assessment of the 
outcome of the collaboration thus planned is undertaken at the end of the period of working 
relations by the parties concerned, including also consideration of the future relationship. 
This may result； in the continuation of the working relations for a further period; in an 
application for admission into official relations with WHO from an international N G O , for 
examination by the Executive Board, should there be a number of activities which might form 
the basis of a long-term and closer relationship with WHO； or in a decision that there is no 
scope for further contacts in the foreseeable future. This arrangement for consultation and 
cooperation with NGOs is considered as informal. 

2.5 The Executive Board shall be responsible for deciding on the admission of NGOs into 

official relations with W H O . 

1

 See resolution EB79.R22. 



3. Criteria for the admission of NGOs into official relations with WHO 

3.1 The main area of competence of the NGO shall fall within the purview of WHO. Its aims 
and activities shall be in conformity with the spirit, purposes and principles of the 
Constitution of W H O , shall centre on development work in health or health-related fields, and 
shall be free from concerns which are primarily of a commercial or profit-making nature. The 
major part of its activities shall be relevant to and have a bearing on the implementation of 
the health-for-all strategies as envisaged in the Global Strategy for Health for All by the 
Year 2000 and the WHO General Programme of Work covering a Specific Period. 

3.2 The NGO shall normally be international in its structure and/or scope, and shall 
represent a substantial proportion of the persons globally organized for the purpose of 
participating in the particular field of interest in which it operates. When there are 
several international NGOs with similar areas of interest, they may form a joint committee or 
other body authorized to act for the group as a whole. 

3.3 The NGO shall have a constitution or similar basic document, an established 
headquarters, a directing or governing body, an administrative structure at various levels of 
action, and authority to speak for its members through its authorized representatives. Its 
members shall exercise voting rights in relation to its policies or action. 

3.4 T h u s , organizations eligible for admission into official relations with WHO include 
various types of international NGOs with a federated structure (made up of national or 
regional groups or having individual members from different countries), foundations that 
raise resources for health development activities in different parts of the world, and 
similar bodies promoting international health. 

3.5 In exceptional cases a national organization, whether or not affiliated to an 
international N G O , may be considered for admission into official relations, in consultation 
with and subject to the recommendations of the WHO Regional Director and the Member State 
involved. Such a national organization (or a number of national organizations working under 
a federated (umbrella) structure) shall be eligible for admission provided that : the major 
part of its activities and resources are directed towards international health and related 
work; it has developed a programme of collaborative activities with WHO as indicated in 
paragraph 2.4; and its activities offer appropriate experience upon which WHO may wish to 
draw. 

3.6 There shall normally have been at least two years of successfully completed working 
relations, as described in paragraph 2.4, prior to an application for admission into official 
relations. 

4 . Procedure for admitting NGOs into official relations with WHO 

4.1 Applications should normally reach WHO headquarters not later than the end of the month 
of July in order to be considered by the Executive Board in January of the following year. 
They shall specify a structured plan for collaborative activities agreed upon by the 
organization and WHO. Applications from national organizations shall contain the 
endorsements of the WHO Regional Director and the Government of the Member State concerned. 
Applications should normally be transmitted to Board members by the Secretariat two months in 
advance of the session at which they will be considered. 

4.2 During its January session the Board's Standing Committee on Nongovernmental 
Organizations, composed of five members, shall consider applications submitted by NGOs, 
voluntarily or by invitation, and shall make recommendations to the Board; it may invite any 
such organization to speak before it in connection with the organization

1

s application. 
Should the applicant organization be considered not to meet the established criteria, and 
bearing in mind the desirability of ensuring a valuable continuing partnership based on 
defined objectives and evidenced by a record of successful past collaboration and a framework 
for future collaborative activities, the Standing Committee may recommend postponement of 
consideration or rejection of an application. 

4.3 The Board, after considering the recommendations of the Standing Committee, shall decide 
whether an organization is to be admitted into official relations with WHO. A re-application 
from an NGO shall not normally be considered until two years have elapsed since the Board's 
decision on the original application. 



4.4 The Director-General shall inform each organization of the Board
1

 s decision on its 

application. He shall maintain a list of the organizations admitted into official relations, 

and this list and any amendments thereto shall be circulated to the Members of W H O . 

4.5 A plan for collaboration based on mutually agreed objectives and outlining activities 
for the coming three-year period shall form the basis of official relations between WHO and 
the N G O . This plan shall be transmitted also to the WHO regional offices to encourage closer 
collaboration at regional level as appropriate. 

4.6 The Board, through its Standing Committee on Nongovernmental Organizations, shall review 
collaboration with each NGO every three years and shall determine the desirability of 
maintaining official relations. The Board's review shall be spread over a three-year p e r i o d , 
one-third of the NGOs in official relations being reviewed each year. 

4.7 The Board may discontinue official relations if it considers that such relations are no 
longer appropriate or necessary in the light of changing programmes or other circumstances. 
Similarly, the Board may suspend or discontinue official relations if an organization no 
longer meets the criteria that applied at the time of the establishment of such relations, or 
fails to fulfil its part in the agreed programme of collaboration. 

5. Relations with NGOs at the regional arid national levels^ 

5.1 Regional or national NGOs affiliated to international NGOs in official relations with W H O 

These NGOs a r e , by definition, in official relations with the WHO regional office(s). 
They shall develop and implement a programme of collaboration with the regional and national 
levels of WHO to ensure implementation of health-for-all strategies at the country level. 

5.2 Regional and national NGOs for which there is no international NGO 

The regional office concerned may establish working relations with these organizations, 

subject to consultation between the Regional Director and the Director-General of W H O . A 

programme of activities developed and implemented as described in paragraph 2.4 would be 

essential. 

5.3 Regional or national NGOs affiliated to international NGOs not in official relations 

with WHO ““ 

In order that WHO may promote and support the formation of strong international NGOs in 
the various technical fields, the regional office concerned may establish working relations 
with the above-mentioned regional or national organizations, subject to consultation between 
the Regional Director and the Director-General of W H O . Such working relations shall be based 
on a programme of activities developed and implemented as described in paragraph 2,4. 

6. Privileges conferred on NGOs by relationship with WHO 

6.1 The privileges conferred by official relationship shall include: 

(i) the right to appoint a representative to participate, without right of v o t e , in 
WHO'S meetings or in those of the committees and conferences convened under its 
authority, on the following conditions: 

whenever the Health Assembly, or a committee or conference convened under WHO'S 
authority, discusses an item in which a related NGO is particularly interested, 
that N G O , at the invitation of the chairman of the meeting or on his acceding to a 
request from the organization, shall be entitled to make a statement of an 
expository nature, and m a y , with the consent of the meeting, be invited by the 
chairman to m a k e , in the course of the discussion of the item before the m e e t i n g , 
an additional statement for purposes of clarification; 

1

 Before working relations are established between WHO and a national N G O , and before 

a programme of collaboration with such an organization is agreed, appropriate measures will 

be taken to consult the Government concerned in accordance with Article 71 of the WHO 

Constitution. 



(ii) access to non-confidential documentation and such other documentation as the 
Director-General may see fit to make available through such special distribution 
facilities as WHO may establish; 

(iii) the right to submit a memorandum to the Director-General, who would determine the 
nature and scope of the circulation. 

6.2 In the event of a memorandum being submitted which the Director-General considers might 
be placed on the agenda of the Health Assembly, such memorandum shall be placed before the 
Executive Board for possible inclusion in the agenda of the Assembly. 

6.3 Privileges similar to those stated above shall normally be accorded to national/regional 
NGOs having working relations with WHO regional offices, in accordance with section 5, as 
determined by the Regional Directors in consultation with the regional committees. 

6.4 A national organization which is affiliated to an international NGO covering the same 
subject on an international basis shall normally present its views through its government or 
through the international NGO to which it is affiliated, unless other arrangements are made 
in view of its particular relationship with WHO. 

7. Responsibilities of NGOs in their relationship with WHO 

7.1 NGOs shall be responsible for implementing the mutually agreed programme of 
collaboration and shall inform WHO as soon as possible if for any reason they are unable to 
fulfil their part of the agreement. 

7.2 NGOs shall utilize the opportunities available to them through their normal work to 

disseminate information on WHO policies and programmes. 

7.3 NGOs shall collaborate individually or collectively in WHO programmes to further 

health-for-all goals. 

7.4 NGOs shall individually or collectively collaborate with the Member States where their 
activities are based in the implementation of the national/regional/global health-for-all 
strategies. 



THE CODEX ALIMENTARIÜS COMMISSION
1 

Report by the Director-General 

[EB79/33 - 20 November 1986] 

In response to a request made by a member of the Executive Board, 
this report gives information on the nature and activities of the Codex 
Alimentarius Commission, an intergovernmental body established in 1962 to 
implement the Joint FAO/WHO Food Standards Programme and whose dual 
objective is the protection of consumers

1

 health and the facilitation of 
international trade in food• It is an intersectoral and multidisciplinary 
programme, involving many areas besides the health sector. In many 
countries, however, the health sector is not as closely involved in the 
programme as would be desirable• The Board might therefore wish to 
consider how the participation of the health sector could be increased, 
and how to take greater advantage of the work of the Commission, 

INTRODUCTION 

1. The Codex Alimentarius Commission was established in 1962 to implement the Joint FAO/WHO 
Food Standards Programme. This programme was set up at that time following increased 
worldwide interest in reducing non-tariff barriers to international food trade and in 
safeguarding the health of the consumer. This interest resulted in recommendations by the 
eleventh session of the FAO Conference and the twenty-ninth session of the Executive Board of 
WHO to establish the above programme, the purpose of which is to protect the health of 
consumers and to ensure fair practices in the food trade； to promote coordination of all 
work on food standards undertaken by international governmental and nongovernmental 
organizations； to determine priorities and initiate and guide the preparation of draft 
standards through and with the aid of appropriate organizations； to finalize standards and, 
after adoption by the Commission, to publish them in the Codex alimentarius^ as either 
regional or worldwide standards. 

2. The Commission is served by a joint FAO/WHO secretariat based at FAO in Rome, with the 
exception of the WHO Joint Secretary in Geneva. The work of the secretariat consists of 
planning and organizing, in collaboration with member countries, the meetings of the various 
Codex committees, organizing the meetings of the Executive Committee and the sessions of the 
Commission, producing the voluminous documentation required for the meetings, and scientific 
work in connection with the process of international food standardization. 

3. Funds initially came from voluntary contributions, particularly from the food and food 
chemical industries, but it quickly became clear that the degree of interest shown by 
governments warranted support from the regular budgets of both Organizations. From 1966 
onwards, this support was established for the joint secretariat, with a cost-sharing 
arrangement whereby FAO and WHO provide 75% and 25% respectively of the annual budget. FAO 
also provides additional substantial support largely in the shape of internal translation and 
printing of Codex documents. 

1

 See resolution EB79.R24. 

2 The Codex alimentarius is a collection of internationally adopted food standards 
presented in a uniform manner. It also includes provisions of an advisory nature in the form 
of codes of practice, guidelines and other recommended measures to assist in achieving the 
purposes of the Codex alimentarius. The publication of the Codex alimentarius is intended to 
guide and promote the elaboration and establishment of definitions arid requirements for 
foods, to assist in their harmonization and, in doing so, to facilitate international trade. 



Codex committees dealing with general subject matters, such as food hygiene and 
labelling； and 

(3) Coordinating committees dealing with regional matters: these are four in number, 
and are known as the Regional Coordinating Committees for Africa, Asia, Europe, and 
Latin America and the Caribbean. 

The subsidiary bodies of the Commission, with indication of the host government, are 

listed in Appendix 2 . 

CODEX STANDARDS, CODES AND GUIDELINES 

6. Almost 200 international standards have been developed and adopted for individual food 
commodities. These are published as volumes of the Codex alimentarius

э
 and the work is still 

going on. A number of general standards
э
 as distinct from the commodity standards, have also 

been developed, such as those for the labelling of prepackaged foods, and the labelling of 
food additives when sold as such. These are also published as volumes of the 
Codex alimentarius, 

7. Maximum limits for pesticide residues in foods，known as "maximum residue limits
1 1 

(MRLs), are being developed for a wide range of chemical compounds in many food commodities. 
These limits are published as a volume of the Codex alimentarias. Like the standards, they 
are submitted to governments for acceptance after adoption by the Commission. 

8. Maximum levels for contaminants in foods _ principally heavy metals - have been 
established in Codex standards for various foods. These levels have now been amalgamated 
into one volume of the Codex alimentarius for easy reference. This list is not exhaustive, 
and w i l l be supplemented as further Codex standards are adopted and as work on environmental 
contaminants continues• 

9 . In the same w a y , maximum levels for food additives appear in many of the standards and 
have been published separately as a volume of the Codex alimentarius. Again, this list is 
not exhaustive and will be supplemented in the light of future work. As well as maximum 
levels for food additives, the Commiss ion has developed other general principles and 
guidelines in this area, which form part of the same volume« 

10. Codes of hygienic/technological practice have been developed for a wide range of food 
commodities, along with a Code of general principles of food hygiene. Unlike the standards 
and maximum limits for pesticide residues, these codes of practice are not subject to the 
acceptance procedure (see paragraph 13 below) but are sent to governments as recommendations 
of the Commission. They are advisory in nature, and how they are used is the decision of the 
member countries. These codes have also been published in the Codex alimentarius， and a 
number of further codes are still in the process of being developed (for example, on 
salvaging of damaged canned products, on pre-cooked and cooked meals in mass catering， and on 
production and processing of spices). 

11. A Code of practice for the operation of radiation facilities used for the treatment of 
foods has also been adopted by the Coinmission and published, together with the Codex general 
standard for irradiated foods， in a volume of the Codex alimentarius. 

1 2 . A Code of ethics for international trade in food has been developed and sent to 
governments for implementation in consideration of the fact that many countries, particularly 
in the developing world, do not yet have adequate food control infrastructures to protect 

4 . Individual member governments host and fund sessions of most Codex committees (see 
paragraph 5 below) • Member governments are responsible for costs incurred iri participating 
in the work of the Commission. The joint FAO/ШО budget for the work therefore remains low, 
as most of the expenses are borne by its member countries. 

5• The Commission has established 27 subsidiary bodies, known in the main as Codex 
committees. All these bodies are intergovernmental in character, and most of them are hosted 
and chaired by member governments which have elected to undertake this responsibility at 
their own expense. The subsidiary bodies can be divided into three broad groups as follows: 

(1) Codex committees dealing with specific food commodities； 

(2) 
food 



consumers against health risks in food and against fraud. Its objective is to establish 
standards of ethical conduct for the use of all those engaged in international trade in food 
or responsible for regulating it• 

ACCEPTANCE OF CODEX STANDARDS AND "MAXIMUM RESIDUE LIMITS
1 1 

13• There are several methods by which governments may accept Codex standards and maximum 
limits for pesticide residues (MRLs), which have been developed over a period of years• 
Under the General Principles of the Codex alimentarius, governments may accept them in one of 
three ways: full acceptance; target acceptance; and acceptance with specified deviations 
(or limited acceptance in the case of MRLs). The meaning of each type of acceptance and the 
obligations which governments assume as a consequence of acceptance are too lengthy to go 
into here, but are explained in the Sixth Edition of the Procedural Manual of the Coramission. 

14. Acceptance, or other utilization, of Codex standards and MRLs is important, as they are 
the result of a wide measure of international agreement and cooperation evolved over a period 
of years. They are compatible with the norms considered by FAO arid WHO as best guaranteeing 
the protection of the health of consumers and the facilitation of international trade in 
foods• The Codex secretariat publishes at intervals "summaries of acceptance" for Codex 
standards and MRLs• 

HEALTH PROTECTION ASPECTS OF THE WORK OF THE COMMISSION 

15, These aspects are mainly dealt with in connection with the work on food additives, 
pesticide residues, veterinary drug residues and other contaminants, food hygiene, food 
irradiation, nutritional requirements, labelling, and various recommendations concerning 
foods for special dietary uses. Once a technological need has been established, the 
appropriate Codex committees ensure that there is no known health risk involved before 
endorsing the use of a substance or practice. In this context, the appropriate Codex 
committees rely to a large degree on the advice of FAO/WHO scientific bodies such as the 
Joint FAO/WHO Expert Committee on Food Additives, the joint FAO/WHO meetings on pesticide 
residues, the Joint FAO/IAEA/WHO Expert Committee on the Wholesomeness of Irradiated Food, 
and the expert consultations and working groups on microbiological criteria for foods. 

BENEFITS DERIVED FROM THE WORK OF THE COMMISSION 

16, Internationally agreed standards and codes of practice, when implemented, contribute 

positively to consumer protection in the following ways: 

(1) combating food spoilage through proper handling, storage, processing, packaging and 
transport procedures and various methods of food preservation. These methods include 
simple processes such as drying and salting, as well as more advanced technology such as 
canning, freezing and irradiation; 

(2) minimizing foodborne diseases caused by biological and chemical contamination; 

(3) controlling adulteration, misrepresentation and fraudulent practices； 

(4) assuring adequate nutrient composition and availability in foods; 

(5) providing important information to consumers on product ingredients, shelf-life, 
nutrients and handling practices. 

17. In addition, the Commission and its subsidiary bodies offer an international forum to 
promote mutual understanding among countries on matters related to health, safety and 
environmental problems, attended by national representatives and experts of widely differing 
disciplines and backgrounds such as nutritionists and sanitary engineers, toxicologists and 
legal experts, microbiologists and marketing personnel. Moreover, the results of expensive 
and highly specialized scientific investigations are made freely available to all countries, 
which is of particular benefit to those countries which do not have the means of carrying out 
such work themselves• 

18. There are a number of measures that the Commission can take to aid its member countries 
in their food safety work 一 also at the level of primary health care. This may principally 
take the form of encouraging member countries, through the Codex regional coordinating 



committees, to establish adequate food safety/food control programmes which include the 
participation of primary health care workers and the involvement of individuals, families and 
communities. The Commission has requested the coordinating committees to monitor progress in 
this direction in their respective regions. It is anticipated that a formal monitoring 
process may encourage member countries to enhance national efforts and technical cooperation 
in food safety. 

19. International standardization can ensure improvement in technical communication and 
mutual understanding; the facilitation of international exchange of safe foods； the removal 
of technical barriers to trade； the transfer of scientific information; the protection of 
products and consumer confidence； and the assurance of safe, sound and wholesome foods in 
international commerce. 

UTILIZATION OF CODEX STANDARDS AND RECOMMENDATIONS BY MEMBER COUNTRIES 

20. As indicated in paragraph 14 above, the Codex secretariat monitors the acceptance of 
Codex standards and publishes the results periodically in a "summary of acceptances". 
Although steady progress continues to be made as regards the receipt of acceptances, some 
countries still have difficulties in accepting the standards. The reasons for this are 
manifold and complex and are engaging the attention of the Commission, Several countries 
which have difficulty in notifying formal acceptance of standards have indicated that they 
are prepared to permit entry of products in conformity with the standards. This is very 
useful because it helps to facilitate international trade and is a recognition that products 
in conformity with Codex standards are essentially wholesome and safe foods. Two case 
studies - one in Brazil and the other in the USA - have been initiated with a view to 
assessing the effects and benefits of Codex standards for these countries. A report on these 
two studies will be put before the seventeenth session of the Commission in July 1987 • 

21. The major factors inhibiting some countries from notifying acceptance and implementation 
of standards include the following: 

(1) Policy or legal constraints : existing food laws may be unsuitably framed for the 
incorporation of Codex standards； or they may not be updated with sufficient regularity 
to ensure the incorporation of newly adopted standards； or problems may be encountered 
with the format and content of Codex standards• Many countries, therefore, have to 
adjust their national legislation before they can indicate any form of acceptance. This 
necessarily takes time and resources. 

(2) Lack of facilities : countries may find themselves without the necessary financial 
or technical infrastructure to assess the significance of Codex standards for the 
purpose of implementation and incorporation into food legislation. 

(3) Lack of awareness of the benefits to be derived from Codex recommendations. 

22. Codex recommended international codes of hygienic/technological practice, which are not 
subject to any formal acceptance procedure but are offered in the form of advice to member 
countries, have been quite useful to some； further information on their utilization is being 
developed. A request to member countries was put out by the Codex secretariat in February 
1985 for information on how the codes of practice were used by national regulatory 
authorities and by industry. Although only a small number of responses were received, they 
were all very positive. At the sixteenth session of the Commission in July 1985, a number of 
other countries stressed the importance they attached to the codes. The Commission agreed 
that countries should be encouraged to embark upon case studies of the effect of the codes in 
improving commodity distribution systems. Reports on utilization of the codes should be 
reviewed by the Codex regional coordinating committees. 

23• There is increasing evidence of the use of Codex standards and codes of practice in 
trade contracts even in countries which have not formally accepted Codex standards. This 
shows their growing significance as an important and authoritative reference source for 
trading and consumer protection purposes. Moreover, reports from some member countries to 
sessions of the Commission and the regional coordinating committees make it clear that the 
Codex codes of practice are widely used for the drafting of national codes of practice. It 
should not be assumed, however, that all Codex member countries are making sufficient use of 
the Codex material, although there is certainly evidence that difficulties are being 
addressed and overcome, and that governments are changing their laws and practices to be able 



to respond positively to Codex recommendations• It would also not be realistic to measure 

the success of the Codex programme simply in terms of the numbers of full acceptances 

received by the secretariat, although full acceptance will remain the aim. Encouragement 

from the WHO Executive Board for countries to make fuller use of Codex material could play a 

crucial role in furthering the work of the Commission, 

FUTURE DIRECTION OF THE WORK OF THE COMMISSION 

24. It is likely that the majority of the Codex commodity committees will complete their 
work in the current decade and be adjourned sine die. The seven Codex general subject 
committees, however, have activities which will require their continuation, and the regional 
coordinating committees will continue to meet annually or biennially according to p r a c t i c e . 

25. A number of possible new areas for international standardization include tropical fresh 
fruits and vegetables, chilled foods and alcoholic beverages. It will be for the Commission 
to decide whether or not to undertake work in these areas• The latest Codex general subject 
committee, on residues of veterinary drugs in foods, established in 1985， has only just begun 
its extensive task. Work on methods of sampling is also still in the early stages and may 
require the establishment of a separate Codex committee, on sampling, to expedite progress. 
Further work is expected on the nutritional aspects of the Commission
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s activities, in the 
framework of the Codex committee on foods for special dietary uses. Greater emphasis should 
be laid on food safety, particularly through the means of the regional coordinating 
committees. High priority also has to be given to the establishment of a new Codex committee 
dealing with environmental contaminants (including radionuclides and mycotoxins)• 

26. Last but not least, the Codex Alimentarius Commission will have to continue and 
intensify its efforts to promote greater acceptance and implementation by countries of Codex 
standards, maximum residue limits, and other recommendations, and in making better known 
throughout the United Nations system and the world in general its aims and objectives. 



MEMBERSHIP OF THE CODEX ALIMENTARIUS COMMISSION1 

Africa 

Algeria 
Benin 
Botswana 
Burkino Faso 
Burundi 
Cameroon 
Cape Verde 
Central African 

Republic 
Chad 
Congo 
Côte dfIvoire 
Egypt 
Ethiopia 
Gabon 
Gambia 
Ghana 
Guinea 
Guinea-Bissau 
Kenya 
Lesotho 
Liberia 
Libyan Arab 

Jamahiriya 
Madagascar 
Malawi 
Mauritius 
Morocco 
Mozambique 
Nigeria 
Senegal 
Seychelles 
Sierra Leone 
Sudan 
Swaziland 
Togo 
Tunisia 
Uganda 
United Republic 

of Tanzania 
Zaire 
Zambia 
Zimbabwe 

Asia Europe Latin America 

Bahrain Austria Argentina 
Bangladesh Belgium Barbados 
Burma Bulgaria Bolivia 
China Cyprus Brazil 
Democratic Kampuchea Czechoslovakia Chile 
Democratic People's Denmark Colombia 
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REPORT OF THE JOINT INSPECTION UNIT ON CASH MANAGEMENT IN THE UNITED NATIONS AND 
FOUR SPECIALIZED AGENCIES (FAO, ILO, UNESCO, WHO)

1 

Report by the Director-General 

[EB79/34 Add.1 - 13 November 1986] 

1 • Introduction 

1.1 The Director-General is pleased to transmit to the Executive Board a report on cash 
management in the United Nations and four specialized agencies (FAO, ILO, UNESCO, WHO), 
prepared by the United Nations Joint Inspection Unit•^ 

1.2 This report has been considered by the Administrative Committee on Coordination (ACC) 
and has also been thoroughly examined by the Director-General with particular reference to 
the cash management practices and procedures of WHO. The Director-General concurs with the 
comments of ACC, which reflect the system-wide response to the report. He believes that he 
should inform the Executive Board in more detail on this particular subject and provide his 
observations on the applicability of the report and its recommendations to the specific 
situation in W H O . The comments and observations of ACC and the Director-General on the 
report as a whole and on each of its 11 recommendations are therefore reported below 

in extenso. 

2• General comments on the report 

ACC 

2.1 The comments which follow have been the subject of discuss ion within the framework of 
the Administrative Committee on Coordination, and reflect the common position of the 
organizations to which the report was addressed, namely the United Nations and four 
specialized agencies (FAO, ILO, UNESCO and WHO). Certain other organizations, not 
specifically addressed in the report, participated in the preparation of the comments, and 
wish to be associated with them, in so far as they are applicable to the organizations 
concerned. It is understood that, in accordance with established practice, the executive 
heads of the organizations addressed in the report will also provide their governing bodies 
with their own observations on the report and the recommendations contained therein. 

2.2 The report of the Joint Inspection Unit on cash management in the United Nations and 
four specialized agencies comes at a time when issues related to effective cash management 
are receiving high priority attention throughout the organizations of the United Nations 
system. Accordingly, the executive heads welcome the report, which contains a very complete 
analysis of the cash management functions in the organizations. They are impressed with the 
professional approach taken by the Inspector and are pleased to note the generally positive 
conclusions he has reached. 

2.3 It is apparent from the report that the problems faced by cash managers in each of the 
organizations reviewed are substantially the same. The Inspector has analysed these problems 
carefully, and has concluded that, although each organization handles its cash resources 
rather well, there are a number of areas with scope for improvement. These are addressed in 
the recommendations calling for strengthened cash management and closer cooperation among 
organizations. The executive heads generally endorse the approach taken by the Inspector, 

1

 See decision EB79(11). 

2 Cash management in the United Nations and four specialized agencies (FAO, ILO, 
UNESCO, WHO). Document JIU/REP/86/6, Geneva, 1986. 



noting his comment that the weaknesses identified do not detract from the overall quality of 
performance. As instrumentalities for money management become increasingly sophisticated, it 
is important that techniques of management, including computerization and inter-agency 
consultation and cooperation, be kept under close review, having regard to the needs of each 
organization and the costs arid benefits involved. The report of the Inspector is a valuable 
instrument in this regard. 

2.4 The report also addresses issues relating to the receipt of resources, including the 
collection of assessed contributions, which have been a matter of concern to the 
organizations for many years. While the recommendations on these issues are addressed to 
Member States, the executive heads wish to record their general agreement with them, since 
they are made with a view to improving the flow of cash. 

Director-General
1

 s comments 

2 • 5 This report is welcomed by the Director-General, and he is pleased to note the generally 
positive statements made in it concerning cash management in the United Nations and four 
specialized agencies, including WHO• He concurs with the Inspector

1

 s general conclusion, 
stated in paragraph 111 of the report, that the monies entrusted to the various agencies are 
managed not only with due respect for the general principles of money management laid down in 
financial regulations, rules, policies and procedures, but with a sense of integrity and 
professionalism as would duly be expected from well-trained, experienced and dedicated 
staff. The Director-General has rioted that the Inspector has been impressed by the 
"commendable degree of tenacity" with which the secretariats attempt to collect assessed and 
voluntary contributions in what is almost a losing battle against the payment performance of 
some Member States. He has also noted with satisfaction that the Inspector gives high marks 
to the treasuries, in general, for their watchfulness over the assets placed in their care, 
both in terms of safeguarding them and making them grow. He agrees with the Inspector that 
there are weaknesses but that these do not blemish the overall quality of the performance. 

3• Comments and observations on specific recommendations 

Recommendation 1: The governments which have met all their financial obligations 
concerning the payment of contributions should benefit from any surpluses to be credited 
to them, proportionate to the scale of contributions and in accordance with the timing 
of their payment during the previous budgetary period (paragraph 32). 

ACC 

3.1 As noted by the Inspector, each organization has financial regulations specifying when 
assessed contributions are due and payable. The widespread disregard of these provisions by 
Member States has been a major factor contributing to the cash flow problems being 
experienced by most organizations. A number of governing bodies are presently considering 
the question of timely payment of assessed contributions, and consideration has been given to 
possible measures designed to improve the flow of cash. While there is a direct relationship 
between the amount of interest earned and the timing of payment in many organizations, it 
should be borne in mind that there are many other circumstances under which budgetary 
surpluses can arise that are not necessarily related to the timing of payments by Member 
States. The executive heads consider the recommendation of the Inspector to be an 
interesting proposal. Should it be endorsed by governing bodies, it would be necessary for 
most organizations to amend the provisions of their financial regulations relating to the 
disposition of budgetary surpluses. 

3.2 The organizations note that, while the recommendation relates exclusively to incentives 
to pay assessed contributions promptly, delays in payment of voluntary contributions also 
have a negative effect on cash flow in programmes funded from extrabudgetary sources• This 
aspect is addressed in paragraphs 33 to 36 of the Inspector

1

 s report. 

Director-General
1

 s comments 

3.3 In recent years, WHO, like other organizations in the United Nations system, has 
experienced considerable delays in payment by Member States of assessed contributions to the 
regular budget. This has been a matter of great concern since it prejudices the ability of 
the Organization to implement the programme budgets adopted by the World Health Assembly. 
Moreover, the practice of apportioning casual income among Member States in the same 
proportion as the scale of assessments, without making any distinction between those Members 



which pay early and those which pay late, favours the late-paying Member States. Not only do 
such Members have the use of the unpaid assessment, while those that pay on time lose 
interest they could have earned, but also the Organization

1

s interest earnings are reduced 
and, as a consequence, assessments on all Member States, early and late payers alike, are 
increased. The Health Assembly has each year urged all Member States to pay their 
contributions as and when they fall due, but this has generally had little effect on the 
timing of payment of contributions by Member States. 

3.4 The Director-General agrees with Che Inspector that imposing penalties on governments 
which delay payment may be inappropriate and counterproductive in some instances; he also 
foresees difficulties in enforcing the payment of interest charges and considers that unless 
charging of interest were to become common-system policy it is unlikely that it could be 
success fully introduced. He concurs with the Inspector that an incentive scheme similar to 
those now being considered in FAO and ICAO might prove to be a more effective approach. In 
WHO appropriations of casual income to help finance the regular budget and thus reduce 
assessments on Member States are now apportioned among Member States in accordance with the 
scale of assessments applicable to the financial period covered by the programme budget 
Within the context of the WHO budgetary and financial management system an incentive scheme 
as envisaged by the Inspector and as being considered by FAO and IС AO would imply that 
appropriations of casual income to help finance the regular budget and thus reduce 
assessments on Member States should be apportioned among the Members in accordance with a 
formula which takes account not only of the scale of assessments but also of the dates and 
amounts of the payments of assessed contributions made by Member States in each year of a 
preceding two-year period. Adoption of such a scheme might require amendment of the 
Financial Regulations. 

3.5 If the Executive Board should agree to the principle of such a scheme, the 
Director-General would develop and submit to the Fortieth World Health Assembly (May 1987) a 
detailed scheme which could conceivably become effective as from the financial period 
1990-1991 on the basis of Members

1

 payment records for assessed contributions due for the 
years 1987 and 1988 and the casual income earned during these two years. If it is felt that 
this would not be appropriate in view of the fact that at the time of the expected adoption 
of the scheme in May 1987 almost one-fourth of the base period (1987 and 1988) will already 
have expired, it would be possible to apply the scheme, as a transitional measure, only 
partially in 1990-1991

5
 i.e., half of the total amount of casual income appropriated to 

finance the regular budget for the financial period 1990-1991 would be deducted from the 
gross budget prior to the application of the WHO scale of assessment, as is the current 
practice, and the remaining half of the casual income appropriated would be apportioned among 
Member States in accordance with the above-mentioned incentive formula on the basis of 
Members

1

 payment records for assessed contributions in respect of the year 1988 only. 
Alternatively, if the Executive Board should wish to examine the detailed scheme before it is 
considered by the World Health Assembly, the Director-General could submit it to the 
Executive Board at its eighty-first session (January 1988) for transmission to and approval 
by the Forty-first World Health Assembly (May 1988). If this course of action should be 
adopted, the scheme would become fully effective only as from the financial period 1992-1993, 
based on the record of Members

1

 payments of assessed contributions and the casual income 
earned in Che years 1989 and 1990. 

3.6 The Director-General would appreciate the guidance of the Executive Board on this matter. 

Recommendation 2: All governments should inform the treasuries concerned in advance 
about the time， amount and method of forthcoming payments (paragraph 58)• 

ACC 

3.7 While this recommendation is addressed to governments, the executive heads fully endorse 
it, since reliable information on expected contributions is vital• The organizations confirm 
that they regularly seek information of this kind； however, experience has shown that many 
governments either have not responded to requests to provide the required information, or 
have not made their payments at the time indicated. As a result, treasuries have had to 
implement their short-term investment policies prudently， giving primary regard to 
contributions actually received. Advance information on likely amounts and dates of payment 
is an important element in cash management, since treasuries can function much more 
effectively when they are in a position to estimate their short-term resource positions with 
confidence. The cooperation of Member States would be of great benefit in this regard. 



Director-General 1 s comments 

3.8 The Director-General agrees with this recommendation, which is addressed to 
governments. He intends to include a request for information about the time, amount and 
method of forthcoming payments in communications sent by the Organization to governments 
relating to the payment of contributions. 

Recommendation 3: Organizations should, independently or in collaboration with their 
bankers, develop a programme to produce the automated bank reconciliation of their major 
bank accounts (paragraph 42). 

ACC 

3.9 Paragraph 42 of the Inspector
1

 s report, from which this recommendation is drawn, 
reflects the thoroughness with which this aspect of cash management has been addressed• The 
organizations view the Inspector1 s findings with considerable interest, since they provide a 
useful survey of current agency practice• Those organizations that use automated methods of 
bank reconciliation do so only in those accounts that have a large number of transactions of 
a relatively simple nature. While several organizations feel their present manual methods to 
be cost-effective, they have expressed interest in following developments in those 
organizations that are introducing automated methods. 

Director-General 1 s comments 

3.10 Whilst the Director-General agrees in principle with this recommendation, it has to be 
borne in mind that some 75 active current accounts out of a total 137 are held in various 
countries and currencies for which the utilization of an automated bank reconciliation 
service is neither available nor feasible. 

3.11 As regards the major bank accounts which are managed by headquarters and located in 
Europe and North America, these are relatively easy to reconcile manually. 

3.12 The necessity of having one electronic system for each bank concerned would require 
additional expenditure which would probably not be fully compensated by the saving in staff 
time. WHO will nevertheless continue to follow very closely new developments in this field. 

Recommendation 4: Organizations should, more frequently, review their bank accounts 
systematically so as to close inactive accounts (paragraph 43). 

ACC 

3.13 In some organizations, the review of bank accounts has taken place on an ad hoc basis. 
The organizations see merit in performing these reviews more systematically and, accordingly, 
will implement the recommendation of the Inspector, as appropriate to their circumstances. 

Director-General 1 s comments 

3.14 Reviews of the Organization
1

 s accounts have so far been made on an ad hoc basis in order 
to с lose inactive accounts. In line with the recommendation it is now intended Co undertake 
such reviews annually so as to maintain only the strict minimum number of accounts• 

Recommendation 5: FAO and ILO, which maintain large petty cash funds to make payments 
to staff members, experts and delegates, should arrange for a greater number of these 
payments to be made by the banks on the premises and thus reduce such petty cash funds 
to the absolute minimum (paragraph 45). 

ACC 

3.15 FAO and ILO agree in concept with this recommendation but wish to emphasize that both 
organizations periodically review the type and amount of imprest fund transactions to 
determine whether changes should be made in the light of conditions at the time. 

Director-General's comments 

3.16 In WHO the recommended arrangement was put into effect some 10 years ago. 



Recommendation 6: The organizations which have not established investment advisory 
committees should do so (paragraph 56, Table)• 

ACC 

3.17 The need for investment advisory committees is related to the amount of money involved, 
the duration of the investments and the availability of investment advice. For longer-range 
investments, involving large amounts of m o n e y , periodic policy reviews are very valuable. 
But in those cases where the amounts involved are not large, or where investments are 
generally made on a short-term basis, the need for periodic policy advice is less pressing, 
especially in those locations where highly professional investment advice is widely available 
on an informal b a s i s . H o w e v e r , in the light of the Inspector

1

 s recommendation, those 
organizations without formal advisory mechanisms will keep the situation under review to 
determine whether alternative arrangements would be beneficial. 

Director-General's comments 

3.18 This recommendation does not apply to W H O , which, as indicated in the table on page 14 
of the r e p o r t , has had an "advisory investment committee" since 1971 and an "internal 
investment review group" since 1977. 

Recommendation 7: Organizations should attempt to improve their ability to forecast 
their cash position by: 

(i) introducing a system, preferably computerized, which would facilitate the gathering 
of financial data by programme managers on past expenditure patterns and current and 
future needs (paragraphs 59-62， 88)； and 

(ii) introducing a monitoring procedure which would compare, for management review and 
d e c i s i o n , its cash flow forecasts with the actual cash flow for the period under review 
(paragraph 6 3 ) . 

ACC 

3.19 The executive heads regard the ability to forecast cash flow as basic to efficient cash 
m a n a g e m e n t . At times of financial crisis, this factor becomes critical. By far the most 
important element in any cash forecasting process is the organization

1

s ability to project 
the timing of the receipt of contributions from Member States and other contributors, since 
this is the area in w h i c h , traditionally, the greatest uncertainty reigns. As indicated in 
the response to recommendations 1 and 2 • . • , delayed and uncertain collections have 
contributed to cash flow problems in most organizations. Advance information on the timing 
and amount of payments of contributions by Member States is therefore very important. 

3 • 20 Forecasting expenditures, as noted by the Inspector, comes more directly under the 
control of the organizations. In the regular budget, a certain continuity can be 
a n t i c i p a t e d . However, in the case of extrabudgetary funds where patterns and trends are less 
easily forecast, there should be a flow of information between programme managers and money 
managers on actual and projected expenditures. 

3.21 As regards monitoring of actual experience, the organizations are aware of the need for 
timely internal reporting and analysis of financial data to give early warning of trends, 
especially in times of financial difficulty. It is anticipated that more attention will need 
to be given in this area• 

Director-General
1

 s comments 

3.22 W H O
1

 s present capability to forecast its cash position, based on past expenditure 
patterns as adjusted for all known and expected future changes, is adequate for investment 
planning p u r p o s e s . The development and operation of a computerized cash flow projection 
system would take a large amount of staff time without commensurable benefits, particularly 
if it were to collate information gathered from programme managers unfamiliar with financial 
and monetary trends and apt to be overly optimistic about programme delivery. Treasury 
re-evaluates its expenditure forecast every six months and intends to increase the frequency 
of this process in the future. However, it should also be pointed out that the Accounts unit 
reviews the cash position at the end of every month in the light of consolidated headquarters 
and regional accounts• 



Recommendation 8: The Consultative Committee on Administrative Questions (Financial and 
Budgetary Questions) should take the initiative to establish a standardized method of 
calculation of investment returns in order to make information on the investment 
performance of the organizations comparable (paragraph 77). 

ACC 

3 • 23 In paragraph 76 of his report, the Inspector has outlined many variables that could 
affect the rate of return on investments. These include the currency and country of 
placement, amounts and types of investment, timing and duration of placement and prevailing 
market conditions. The organizations also consider that safety of investment, although not 
mentioned by the Inspector, is a crucial factor. Indeed, safety should and must be the 
primary consideration in all investments, even at the risk of a lower return. 
Notwithstanding these variables, the organizations consider that it would be interesting to 
develop some methodology for calculation and comparison of investment return. The 
Consultative Committee on Administrative Questions will study the feasibility of introducing 
a standardized system of measurement of investment return and will consider whether the 
results so derived would be of practical value on an interorganization basis. This would be 
one of a number of steps being taken to improve communications among treasuries through 
exchanges of views on matters of common interest. In view of the variables mentioned above, 
however, the organizations question the value of comparative reporting to governments on 
investment performance, since such reports may well tend to be more misleading than 
informative. 

Director-General
1

 s comments 

3.24 The Director—General agrees with the recommendation and will support it in CCAQ(FB). 

Recommendation 9: Treasuries should have apppropriate technical equipment in accordance 
with their specific needs• The United Nations (Headquarters and Geneva Office) is 
particularly affected and should take appropriate measures promptly. The matter should 
be given high priority by administrations when programme budgets are prepared 
(paragraphs 80-85). 

ACC 

3.25 The dynamic nature of financial markets makes it highly desirable that organizations 
have easy and timely access to information on investment opportunities. External and 
internal communication and electronic computing facilities all have a major role to play in 
this regard. However, the extent to which organizations equip themselves to take advantage 
of the opportunities available will be governed in large measure by the scale of the 
investment activity in each organization and by the availability of budgetary resources to 
enhance existing systems. 

Director-General's comments 

3.26 Communication systems : The WHO Treasury does not need a direct long-distance telephone 
line since very efficient service is obtained through the switchboard operators and no time 
is wasted by the person responsible for placing the telephone calls. 

3.27 Information systems for financial markets : The Treasury avails itself of the Reuter 
Financial Service and is fully satisfied with the information obtained on line. As more 
information has become available through the Service, it has proved to be of real value to 
the Organization. 

3.28 Electronic banking system; In order to expedite the flow of information between banks 
and the WHO Treasury, it was agreed to use on a trial basis an electronic banking system. 
However, it now appears that such a system does not fully meet the requirements of the 
Organization. Moreover, it may become necessary to have a separate system for each bank (or 
at least each major bank), and the related expenses would probably far exceed any possible 
saving in staff time. 

3.29 Other sources of information: The Director-General agrees that there is a need for 
timely information about the creditworthiness and stability of banks. He fully relies on the 
advice given on this subject by the Advisory Investment Committee, which includes three 
leading bankers and meets regularly twice a year. 



Recommendation 10: Every organization should develop a fully computerized treasury 
information system to be used in an interactive and on-line manner (paragraphs 88 and 
101). 

ACC 

3.30 Same comment as for Recommendation 9 . 

Director-General's comments 

3.31 As indicated in paragraph 91 of the report, the WHO Treasury
1

 s computerized system is 
presently undergoing further development despite budgetary constraints. The mainframe 
computer-processing is being complemented by microcomputer-based applications. 

Recommendation 11: The centralization of cash management should not be considered for 
the time being (paragraph 109)• 

ACC 

3.32 This recommendation follows a very useful discussion by the Inspector on the nature and 
scope of inter-agency consultation and cooperation on cash management questions. The 
executive heads consider that the arguments made by the Inspector against the centralization 
of cash management are particularly persuasive• At the same time, they are convinced of the 
importance of inter-agency consultation and cooperation on cash management. This subject is 
already on the agenda of the Consultative Committee on Administrative Questions (Financial 
and Budgetary Questions)• As a result of these discussions, the organizations are confident 
that the range of informal cooperative activities can be extended. 

Director-General
1

 s comments 

3.33 The Director-General concurs with this recommendation. In his view, the arguments 
presented in paragraph 106 against centralization of cash management outweigh by far the 
arguments for a centralized system in paragraph 105. 

4 . Suggested action by the Board 

4.1 The Director-General recalls that it is incumbent upon him to submit his comments on the 
Joint Inspection Unit reports presented to the Board to the Secretary-General of the United 
Nations for transmission to the Economic and Social Council through its Committee for 
Programme and Coordination, the External Auditor of the World Health Organization, and the 
Chairman of the Joint Inspection Unit. 

4.2 The Executive Board may wish to include this report in the decision it may take in 
relation to the reports discussed in document EB79/34. The Board may also wish to decide 
whether and, if so, how, the Director-General should proceed with the preparation of the 
proposed incentive scheme referred to in the Director-General

1

 s observation with respect to 
Recommendation 1 of the report. 



RELATIONS WITH NONGOVERNMENTAL ORGANIZATIONS
1 

At its sixty-first session, in January 1978, the Executive Board decided (resolution 
EB61.R38) to spread its triennial review of nongovernmental organizations in official 
relations with WHO over the three-year period, reviewing one-third of the organizations each 
year. The following 41 nongovernmental organizations were accordingly reviewed by the 
Standing Committee on Nongovernmental Organizations at its meeting on 14 January 1987• 

Biométrie Society 
Commonwealth Medical Association 
nter-American Association of Sanitary and 
Environmental Engineering 

nternational Association for Child and 
Adolescent Psychiatry and Allied 
Professions 

nternational Association of Environmental 
Mutagen Societies 

nternational Association of Medical 
Laboratory Technologists 

nternational Association for Suicide 

Prevention 

nternational Association on Water 
Pollution Research and Control 

nternational Astronautical Federation 
nternational Brain Research Organization 
nternational Committee for 
Standardization in Haematology 

nternational Council on Alcohol and 
Addictions 

nternational Council for Laboratory 
Animal Science 

nternational Federation of Clinical 
Chemistry 

nternational Federation for Housing and 
Planning 

nternational Federation for Medical and 
Biological Engineering 

International Federation of Multiple 
Sclerosis Societies 

International Federation of Pharmaceutical 
Manufacturers Associations 

International League against Epilepsy 
International Pharmaceutical Federation 
Internat ional Society of Biometeorology 
International Society of Blood Transfusion 
International Society of Endocrinology 
International Society of Hematology 
International Society for the Study of 

Behavioural Development 
International Sociological Association 
Internat ional Solid Wastes and Public 

Cleansing Association 
International Union for Child Welfare 
International Union for Conservation of 

Nature and Natural Resources 
International Union of Local Authorities 
International Union of Pharmacology 
International Union of Pure and Applied 

Chemistry 
Internat ional Water Supply Association 
Joint Commission on International Aspects 

of Mental Retardation 
World Federation of Associations of 

Clinical Toxicology Centers and Poison 
Control Centers 

World Federation of Hemophilia 
World Federation for Mental Health 
World Federation of Neurology 
World Federation of Neurosurgical Societies 
World Federation of Proprietary Medicine 

Manufacturers 
World Psychiatric Association 

1

 See decision EB79(13) and resolution EB79.R23. 



WORKERS
1

 HEALTH
1 

Progress report by the Director-General 

[EB79/5 - 21 October 1986] 

This report was submitted to the Thirty-ninth World Health 
Assembly (May 1986) in accordance with resolution WHA33.31, which 
requested the Director-General to submit progress reports on workers

1 

health. That Health Assembly postponed consideration of the report 
to a future Assembly. It describes the health problems of workers in 
the underserved sectors, which are still considerable, in many 
developing countries. It also describes the organizational patterns 
of workers

1

 health services at the national level in different parts 
of the world and gives examples of the successes in introducing 
workers

1

 health as a component of primary health care in several 
developing countries, and the shortages of such care in many others. 
It proposes possible approaches, based on recent experience in 
workers

1

 health, to ensure coverage of all workers, including those 
in the underprivileged sectors, and to improve the control of 
occupational and other work-related diseases. A brief account is 
given of the potential of WHO in promoting workers 1 health programmes 
in the rapidly industrializing countries. A list of the guidelines 
and other texts on workers

1

 health produced by WHO in the period 
1980-1986 is appended. 

The Executive Board is requested to consider the present state 
of workers

1

 health in many developing countries and to make 
appropriate recommendations to the Health Assembly on WHO

1

 s future 
work in this field. 
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INTRODUCTION 

The overall objective of the programme on workers
1

 health as stated in the Seventh 
General Programme of Work, 1984-1989, is to "support the continuous evolution and adaptation 
of technologies and approaches aimed at protecting and promoting the health of ••• workers" 
and controlling occupational health risks• 

Since the adoption by the Thirty-third World Health Assembly of the programme of action 
on workers

1

 health in its resolution WHA33.31 (1980), a good deal of technological progress 
in this field has been achieved by the Organization. The programme of action has almost been 
implemented； and the medium-term programme of the Seventh General Programme of Work is 
progressing satisfactorily. At present, there are 38 WHO collaborating centres for 
occupational health in 32 countries. They carry out a wide variety of functions in research 
and development, exchange of information, education and training and the development of 
guidelines, and they provide leadership in workers 1 health in collaboration with WHO. Their 
geographic distribution, however, does not completely fulfil one of the main targets of the 
Seventh General Programme of Work; in developing countries at present there are only 15. 
However, there are good working relations between WHO and many new centres, e.g., in 
Argentina, Bahrain, Botswana, Burma, Iraq, Kenya, Kuwait, Nigeria and Tunisia, with a view to 
their designation as collaborating centres• 

The programme has also succeeded in evaluating the types and magnitude of workers
1 

health problems in several developing countries. Field investigations of these problems have 
been under way in the last two years in 15 countries. Regional seminars have been organized 
on the integration of workers

1

 health in primary health care in South-East Asia (1984)，the 
Americas (1984 and 1985), Europe (1985) and the Eastern Mediterranean (1986), aimed to 
identify workers

1

 health problems in participating countries and proposing various activities 
to solve problems and to promote workers

1

 health. Many of the programme
1

 s scientific and 
technological achievements have been remarkably effective. They are described in the reports 
of the Director-General on the work of WHO in 1982-1983 and 1984-1985, but in particular some 
activities have demonstrated their impact in several countries: W H O

1

s programme on 
health-based occupational exposure limits has produced recommendations by expert committees 
and study groups on commonly used heavy metals, solvents, pesticides, vegetable dusts, 
respiratory irritants, and mineral dusts (silica and coal)•^ The report of an expert 
committee on identification and control of work-related diseases, which gave new and broader 
scope to occupational health, has also been published.2 These recommendations have been 
used by industrialized and developing countries in producing their own occupational hygiene 
standards• An operational guide on early detection of occupational neurotoxicity was 
recently used for training in an international course in Milan, Italy. A second edition of 
the International Medical Guide for Ships is in press, as are guidelines on the early 
detection of occupational diseases; psychosocial factors at work and their relation to 

1

 See WHO Technical Report Series, Nos. 647 (1980), 664 (1981)， 677 (1982), 
684 (1983), 707 (1984), and 734 (1986). 

2

 WHO Technical Report Series, No, 714, 1985. 



health； control technology in various industries； teaching of occupational epidemiology; 
occupational health in agriculture； health of miners; and occupational health of working 
w o m e n . Special risk factors of children at work were the subject of a WHO study group in 
December 1985• A monograph on prevention of neurotoxic illness in working populations is 
also in p r e s s . Much of the work has been possible thanks to technical and financial 
contributions from WHO collaborating centres for occupational health. A scientific meeting 
was organized in 1986 at WHO headquarters, Geneva, on occupational health aspects in the use 
of visual display terminals for a review on the subject, following repeated requests from 
several institutions in various parts of the world. More recently, a working group finalized 
a review of occupational hazards to reproductive functions. A list of WHO publications on 
occupational health is appended• 

It appears that many developing countries have not as yet paid much attention to the 
need for integrating workers' health in their primary health care systems. If they do not 
take urgent and vigorous action they may meet problems in the overall efforts towards health 
for all and it may result in farther deterioration of the health of working populations in 
several countries， particularly in the underserved sectors; in small-scale industries, 
agriculture, construction, mining and several other groups, which often constitute the 
majority of the labour force in most of the developing countries. 

The importance of a healthy workforce in any country cannot be overemphasized. Primary 
health care calls for the extension of services to people where they live and work, and the 
health-for-all goals call for a socially and economically productive population. Special 
attention and a renewed commitment have to be given to workers' health. Health Assembly 
resolutions call for the integration of occupational health in national health services, 
giving a high priority to workers

1

 health, and paying special attention to underserved 
working populations and to vulnerable working groups，1 and request the study of different 
examples of the role of various ministries in the field of occupational health. 

This report outlines the experience gained by WHO over several years in carrying out 
feasibility studies of primary health care in the workplace, and proposes methods for 
integrating workers

1

 health in the health service infrastructure. 

PART 1. CONDITIONS OF HEALTH OF WORKING PEOPLE 

1 • W o r k， h e a l t h and disease 

"Work-related diseases
1 1

^ is a broad term that encompasses "occupational diseases
1 1

, 
which have traditionally been recognized to have a clearly established cause and effect, 
i.e., the closest relationship to specific work hazards. Work-related ill-health however 
covers a wider spectrum; in several health problems the work environment plays a role of 
varying m a g n i t u d e . For example, in chronic obstructive pulmonary disease, the risk factors 
include certain types of pollutants at work， smoking, general environmental pollution and 
individual susceptibility. 

W o r k e r s
1

 health problems vary from one part of the world to another, and the patterns of 
work and productivity are changing. Industrialized countries are increasingly depending on 
full mechanization and automation in production. The labour force is consequently shifting 
from industrial production to services and commerce. This is associated with a change of 
structure of the labour force as a whole, and particularly with the employment of more women, 
and the health problems are also changing, with the main emphasis on the need for ergonomics 
and on occupational psychosocial factors• Developing countries are moving from manual labour 
to semi-mechanization and mechanization in the major productive sectors, such as 
m a n u f a c t u r i n g , mining and agriculture• 

1

 Resolution W H A 2 9 . 5 7 . 
2

 Resolution W H A 3 3 . 3 1 , 

3 
See WHO Technical Report Series, N o . 714， 1985. 



The underserved sectors in developing countries are the main concern of this report• 
Their health problems are serious and appear to be increasing because the development of 
industry, with many health hazards, is more rapid than any corresponding efforts in 
preventive health care. 

2• Occupational and other work-related diseases 

Occupational-disease reporting is very limited in most countries and it is sometimes 
non-existent. The following account is mainly based on epidemiological surveys, often 
coordinated by WHO, and on reports prepared by WHO collaborating centres for occupational 
health. It indicates that occupational diseases are usually more frequent than commonly 
thought. 

Occupational respiratory diseases 

(1) Silicosis in mining, quarrying, construction and other dusty occupations affects 
large numbers of workers； e.g., more than 7000 compensable cases of silicosis were found in 
the tin mines in Bolivia in 1984， a prevalence of 7.6%. In the Republic of Korea, 

4107 cases, or 3.5% of exposed workers, were established silicotics. Silicosis affected up 
to 43.3% of the gold miners in eastern Egypt in 1985. The newly designated WHO collaborating 
centre for occupational health in Viet Nam reported 1738 compensable cases of silicosis in 
1985, but the base population was not known. In a recent study in India, silicosis was found 
to affect 30,4% of the workers engaged in lead and zinc mining. In the mines in China, 3.5% 
of miners and 5.5% of métallurgie workers were silicotics. 

(2) Coal miners
1

 pneumoconiosis is an important cause of disability and mortality. It 
affected up to 15% of all coal miners in Colombia, and 8.3% of 34 000 miners examined in 1984 
in the Republic of Korea. It is also highly prevalent in the coal mines in China (where a 
prevalence of 43% was reported in one study) and in India, with 18.8% affected. 

(3) Byssinosis is commonly found in cotton-producing and processing countries. In 
recent studies in Egypt its prevalence was found to range from 12.5% to 30% among cotton 
workers； in Colombia, 28% of textile workers were affected； and in Sudan, prevalence was 
26% in cotton-ginning• 

(4) Relatively high rates of hypersensitivity pneumonitis due to bagasse dust have been 
reported in Colombia, where 12,1% of exposed workers were affected, and chronic obstructive 
pulmonary disease was found in 50% of grain grinders. 

(5) Asbestosis has also been reported in a number of field surveys in China, Colombia, 
Egypt, India, Singapore and Thailand, In one of these countries, the prevalence rate among 
some 550 workers was 25%. 

Neurotoxic illness 

(1) Lead absorption and poisoning is reported to be highly prevalent according to 
recent investigations in Chile, Colombia, Egypt, Peru, Philippines, Sudan and Thailand. In 
one study in Colombia, it was found to affect up to 70% of exposed workers; and in Peru, 23% 
or more. 

(2) Mercury poisoning still occurs; in Nicaragua 56 cases were diagnosed among 

152 exposed workers (37%) in 1983• In China, 1659 cases were reported in one study, 

(3) Pesticides take a heavy toll in terms of morbidity and mortality in many 
countries• Thousands of cases of occupational intoxication occur annually in many parts of 
the world. In 1981 and 1982 more than a thousand people died of pesticide intoxication in 
Sri Lanka with many more thousands of cases of acute toxicity. In Brazil, 6200 cases of 
poisoning were reported in 1981， representing 5.6% of a group of workers in agriculture• 
There are also several reports from Colombia, El Salvador, Guatemala, Mexico, Thailand and 
Venezuela. 



Hearing loss due to noise 

This is one of the major occupational health problems in almost all developing 
countries• For example, 23% of 40 000 exposed workers in Ecuador in 1982 were reported to 
have occupational hearing loss (loss of more than 30 dBA)； a prevalence of occupational 
deafness varying from 42.4% to 70% among exposed workers was reported in Colombia in 1981; 
in the Republic of Korea 2307 cases, representing 1.7% of the population at risk，were 
reported in 1984; Singapore reported 606 cases in 1984; in Thailand， 10% of textile workers 
in weaving had different degrees of hearing impairment; Chile reported 23% prevalence, and 
4% of the cases were compensable； and in Egypt, the prevalence among workers exposed to 
noise in weaving was 67% of more than 30 000 workers examined. 

In a collective report from Indonesia, Malaysia, Philippines, Republic of Korea, 
Singapore, Sri Lanka， and Thailand, six major work-related diseases were emphasized and 
occupational hearing loss was common to all of the countries； the other diseases were 
silicosis， occupational dermatitis, decompression illness, and psychosomatic illness due to 
work stress, and there were cases of poisoning by metals and solvents• 

Occupational skin diseases 

These affect hundreds of thousands of workers in the Third World. Prevalence rates 
ranging from 17% to 86% of working populations at risk were reported by Brazil in 1984• In 
C o l o m b i a , in 1983, contact dermatitis occurred in 17.7% of the workers exposed to allergenic 
materials in various industries• 

Occupational cancer 

Despite the long latent period of cancer coupled with the lack of recording of exposures 
encountered by workers to potential carcinogens, a communication from Sudan to WHO in 1985 
reported 73 cases of occupational cancer of the skin. 

Other work-related health problems 

These include； 

- i n f e c t i o u s and parasitic diseases contracted in agricultural work; 

~ diseases of the gastrointestinal tract and the liver, probably from combined exposure 
to solvents and parasitic diseases； 

“psychosomatic disturbances, including alcohol arid drug abuse, associated with 
adaptation syndromes in migration to urban areas, new types of work in industry, 
monotonous tasks in assembly lines, overload with long hours of work at low pay, with 
a global estimate of 5% to 10% of all working people; 

- d i s e a s e s of the locomotor system, including low back pain and shoulder-neck pain 
syndromes， relating to multiple factors including load-carrying with inadequate 
observance of ergonomie principles, weak musculature, rheumatic predisposition and 
spinal abnormalities； 

- h y p e r t e n s i o n , which has a proven relation to stress at work, including heavy work-load 
and responsibility, monotonous tasks and shift work. In the USA this condition 
affects an average of 20% of exposed workers. 

3 . Occupational injuries due to accidents 

In spite of the fact that occupational accidents are easy to recognize, and can be 
classified and reported in a standardized manner, annual statistics suffer from a lack of 
consistency. Such accidents represent a high risk in many occupations, particularly in 
m i n i n g , mechanized agriculture, construction and manufacturing industries. It is estimated 
that there are 32.7 million occupational injuries in the world each year, with some 
146 000 deaths• Most of the reports, however, are in absolute numbers, representing mainly 
registered industries and much less the underserved working population (Table 1). 



TABLE 1. OCCUPATIONAL INJURIES DUE TO ACCIDENTS (1983)
1 

Country Total number 
reported 

Mortality 
(number) 

Mortality rate 
(per thousand 

injuries) 

Colombia 52 383 283 5 4 

Egypt 63 188 255 4 0 
Finland 108 321 95 0 5 
Hungary 122 141 596 4 8 
Malaysia (Peninsular) 114 239 451 3 9 
Republic of Korea 156 972 1 452 9 3 
Spain 491 666 957 1 9 
Thailand 34 928 346 9 9 
United States of America 2 185 800 3 090 1 4 
Zimbabwe 15 906 141 8 9 

1

 Source: ILO Yearbook of Labour Statistics (1985). 

From the above review of the health and safety problems of working populations -
although it is by no means comprehensive - it appears that work-related diseases and injuries 
are of serious magnitude• 

4 . Occupational sectors particularly at risk (underserved) 

Agricultural workers constitute the overwhelming majority of the labour force in many 
developing countries• In the absence of specific workers

1

 health care, they are increasingly 
affected by pesticide toxicity, zoonotic diseases, accidents and occupational respiratory 
diseases due to vegetable and other natural dusts. 

Small-scale industries represent the overwhelming majority of manufacturing workplaces 
in the world. It has been shown in WHO-sponsored investigations that workers employed in 
these industries suffer from many types of diseases. Working conditions are generally poor, 
sanitary provisions are often lacking, medical and first-aid facilities are frequently 
non-existent, hours of work are long, wages are low and workers

1

 experience in safety matters 
is limited. The workers are in most instances covered neither by labour protective services 
nor by public health care. 

Maritime workers constitute several occupational groups: seafarers, deep-sea fishermen, 
dock workers, ship-repairmen and divers. Most of the developing maritime countries do not 
have health care facilities for maritime workers. This results in the occurrence arid 
spreading of diseases they acquire during long periods of seafaring arid protracted stay in 
various countries. A recent comparative study of the health status of Polish seamen over a 
10-year period (1974-1984) by the WHO collaborating centre for health of seafarers, Gdynia, 
Poland, showed the following; 

TABLE 2. PREVALENCE OF VARIOUS DISEASES AMONG POLISH SEAMEN (1974 AND 1984)
1 

Prevalence rate (%) 

Diseases 
1974 1984 

Diseases of musculoskeletal system 8.20 14.80 

Gastro-duodenal ulcer 2.80 6.90 
Hypertensive heart disease 4.60 9.30 
Cancer and malignancies 0.07 0.28 
Infections and parasitic diseases 0.03 0.35 
Urinary and sexually transmitted 

diseases 2.80 6.66 

1

 Base population 12 000 in 1984. 



Construction workers are usually in unstable occupations exposed to several health and 
safety hazards• Very few studies are available on this sector in developing countries• The 
workers are known to suffer from a high incidence of accidents and a high prevalence of 
occupational and work-related diseases， particularly affecting the musculoskeletal system. 

Child labour: in a recent review by a WHO Study Group on Special Risk Factors of 
Children at Work (December 1985) and according to the ILO Yearbook of Labour Statistics, 
1985，it was found that the rate of employment of economically active workers between 10 and 
14 years of age for a group of countries was as follows: 

TABLE 3. CHILD LABOUR IN COUNTRIES REVIEWED 

Country Year Number in the 
10-14 age-group 

Rate 
(% employed) 

Bangladesh 1981 6 000 000 52.0 

Ethiopia 1980 1 600 000 42.1 
Haiti 1982 138 000 24.0 

Indonesia 1980 1 900 000 11.1 
Mexico 1980 1 100 000 12.1 
Pakistan 1981 2 100 000 20.4 
Paraguay 1982 45 000 11.8 
Portugal 1982 85 000 9.3 

Senegal 1983 382 000 50.1 
Syrian Arab Republic 1983 41 000 2.9 

Many are employed in hazardous occupations such as mining, construction, foundry 
operations and manufacturing industries, where they suffer from serious health problems as 
w e l l as being deprived of opportunities for education and normal growth. When they work in 
commerce and trade and certain sedentary occupations in order to increase the family income 
they may acquire some skills without such great risk. In some countries, child labour may be 
a social necessity resulting from general poverty and the large numbers competing for limited 
educational facilities. 

Housewives: a special request was made by members of the Executive Board to include an 
account of the occupational health of housewives whose work is commonly not gainful 
employment and who have thus traditionally been considered beyond the competence of 
occupational health care services. Limited information is available• However, there is 
evidence that housewives are increasingly exposed to chemicals used in the household and 
which cause toxic effects, including dermatitis• They are also exposed to accidents. In 
many instances their duties are physically and mentally undemanding or unrewarding, and in 
one study, they complained more of various health problems than women who combined 
housewives

1

 duties with employment: in rewarding jobs. Programmes for their health education, 
increased physical activity, improved life-style, particularly diet, and their engagement in 
sociocultural work would increase satisfaction and reduce the risk of injury or disease。 
More research is needed in this area. 

PART 2. ORGANIZATIONAL PATTERNS OF NATIONAL OCCUPATIONAL HEALTH SERVICES 

The historical evolution of occupational health is different from that of public health, 
starting from the Industrial Revolution. The organizational patterns of occupational health 
at national level differ around the world. Workers

1

 health care in the workplace is well 
established and depends on team-work involving several disciplines, particularly physicians, 
n u r s e s , h y g i e n i s t s , psychologists and ergonomists. Large-scale industries in industrialized 
countries often enjoy such services. However, many of the large-scale and medium-sized 
industries have medical units which are mainly engaged in therapeutic care， paying little 
attention to p r e v e n t i o n . 



Governments have an important role to play in workers
1

 health and safety. The 
traditional primary responsibility of governments from the time of the Industrial Revolution 
is legislative. Legislation is enforced by inspectors of workplaces to ensure compliance 
with the occupational safety and health provisions. Legislative and administrative systems 
were adopted by many developing countries, mainly in the nineteenth century. 

When developing countries became independent, such legislation became obsolete and 
required updating. Many of these countries were keen to develop more modern methods but had 
no specialists in occupational health to identify the needs and find solutions. 

Gradually, however, many of the developing countries introduced substantial changes, 
updating and improving their workers' health programmes. A wide variety of systems are 
followed at the governmental level in workers

1

 health. These systems may be classified for 
the purpose of this report into three main categories: 

(1) traditional patterns； 
(2) traditional patterns with additional systems; 
(3) new systematically planned programmes» 

1• Traditional pattern 

The traditional pattern depends mainly on the enactment of occupational safety and 
health legislation and the establishment of an inspectorate of factories under the ministries 
of labour. This legislation requires the employers/owners of workplaces to control safety 
and health hazards• Non-compliance may lead to penalization: a fine, or in some cases, 
after repeated warnings, closure of the workshop. This system works effectively under 
certain circumstances: 

(1) there are enough inspectors to cope with the number of workplaces (when the latter 
increases considerably, and particularly with more small workplaces, the effectiveness 
of legislation and inspection diminishes)； 

(2) the penalty in case of non-compliance is serious enough to be effective (many of 
the countries that inherited this system made the maximum penalty a small fine)； 

(3) safety and health hazards are easy for inspectors to detect (many of the new 
industrial processes use a variety of chemicals which require for their detection 
special knowledge in industrial hygiene and equipment which they often do not possess) • 

Industrialization in developing countries introduced new health hazards for workers 
which in many instances extended to the community. Many trials to update legislation and 
train inspectors in developing countries met with demonstrable success in reducing specific 
occupational diseases and injuries, for example in Singapore. 

Inspection of the workplace can detect, estimate and help control the specific physical 
and chemical hazards causing specific occupational diseases. With the broadening of the 
scope of occupational health and the necessity of controlling other, more generally 
work-related diseases, the effectiveness of legislative action becomes questionable. 
Multifactorial work-related diseases are usually controllable through a broad approach 
including attention to ergonomics, psychosocial influences, the workers

1

 life-style and 
individual susceptibility• 

Legislative patterns required the establishment of workmen's compensation systems which 
may be operated by the ministry of labour. Each such system covers a list of compensable 
occupational diseases, but that list may not always be the same as the list of notifiable 
occupational diseases used by the factory inspectorate. 

2• Traditional pattern with additional systems 

Ministries of labour in several developing countries, finding that sole dependence on 
legislation and inspection may not be sufficient, assumed additional functions, including the 
encouragement of workers

1

 and employers
1

 safety education and the development of institutions 
for the training of inspectors.and for assistance to industry in the design of control 
measures• These improvements should be encouraged and supported. 



Ministries of health in an increasing number of developing countries became interested 
in w o r k e r s

1

 health during the last three decades； (1) they created new occupational health 
units ； (2) in some instances they took over some of the institutions and/or functions for 
workers

1

 health from the labour ministries; (3) they introduced occupational health in their 
sanitary c o d e s , which are enforced by health inspectors； (4) they trained health inspectors 
arid factory physicians; and (5) they responded to complaints about occupational health and 
safety hazards from workers and labour unions, visiting the workplaces and providing advisory 
services on control m e a s u r e s . 

Social security schemes came into operation in many countries, particularly in Latin 
A m e r i c a . They provide medical care to insured workers in cases of illness or injury; they 
cover payment of wages during illness; they pay compensation for occupational injury with 
partial or total disability； they undertake rehabilitation of the disabled; and they cover 
the costs of funerals of those who die in the exercise of their employment• Social security 
institutions are usually wealthy； usually in large and medium-sized industries they collect 
a fixed percentage of the wages of workers from the insured employers, and receive a 
contribution from the workers• Their coverage of the working populations varies but in 
almost all instances excludes small industries and agriculture. To reduce the risks against 
which compensation or costs of medical care are paid, many of the social security systems 
h a v e occupational safety and health units which inspect the insured industries. They also 
have their own lists of notifiable and compensable occupational diseases• 

H e a l t h insurance programmes are sometimes separate from social security. Some of them 
come under the supervision of the minister of health; others are private. Insurance is 
usually required by law. The system provides medical care to workers, and sometimes also 
covers pre-employment and periodic health examinations. However, in many developing 
countries adopting various combinations of the above systems

y
 the small-scale industries, 

home industries, agricultural workers, small m i n e s , quarries and construction sites are 
frequently left without adequate attention or control. Yet they occupy a substantial 
proportion of the labour force and of workplaces, and represent a large part of overall 
industrial production, 

3• N e w systematically planned programmes 

T h e s e programmes have generally been designed and planned in a systematic manner 
depending on the needs in the countries concerned and the special importance they give to 
w o r k e r s

1

 h e a l t h . Examples in developing countries exist in Burma, Cuba, Sudan and Thailand. 
Most of them have been developed with W H O

1

s technical cooperation, Finland and Poland are 
among the many industrial countries with well-developed workers

1

 health programmes; they are 
cited here as examples of different socio-political systems. The characteristics in common 
to all or most are the following; 

(1) they aim to cover all the working population in different occupational sectors and 
in small, medium and large industries ； some have succeeded and some are on their way to 
complete coverage; 

(2) they aim to deliver preventive health care in the workplace, including preventive 
occupational m e d i c i n e , industrial h y g i e n e , safety measures, ergonomics, workers

1 

education, etc•； they are at different stages of development in meeting this aim; they 
may also provide medical care and rehabilitation; 

(3) they give special attention to workers
1

 health as a whole and do not restrict their 

concern to specific occupational diseases or different lists of such diseases. 

In B u r m a the health services in workplaces, including the physicians， are under the 
direct supervision of the Division of Occupational Health in the Ministry of Health, and 
provide comprehensive health care coverage to all workers. The Ministry of Labour has an 
inspectorate of safety and hygiene which cooperates very closely with the Ministry of 
H e a l t h . Social security, providing medical care to sick workers in hospitals and 
p o l y c l i n i c s , ensures wide coverage of the workers in various sectors. There is a recently 
established occupational hygiene laboratory in a new industrial district near Rangoon. 



In Cuba the Ministry of Health is fully in charge of occupational health and safety. It 
delegates this responsibility to the National Institute of Occupational Health, which has 
branches in all the provinces. iÇ-reventive health care is extended to all workers in all 
sectors. Inspection of workplaces for health and safety hazards i;s carried out by sanitary 
inspectors together with representatives of labour unions. Factory

 v
physicians have been 

appointed !>y the Ministry of Health ^ v e n in small ifactories. They receive training in 
occupational health from the National [Institute of (Occupational Health. Trained health 
assistants are in charge of primary b ^ X t h care in ^ r i c u l t u r e including prevention of 
accidents and control of toxicity of p ^ t i c i d e s . 

In Sudan the Department of Occupational Health ia ^h^e Ministry of health carries out 
^¿de-ranging activities including the operation of health (.centres in all productive areas. 
These centres provide first-level primary occupational health care. The Department produces 
guidelines, grains primary ^health care anH first-aid workers and carries out workers

1

 health 
education programmes• 

In Thailand, ¿following mass poisoning by manganese in a dry-cell battery plant, the 
Ministry of Health ..conducted а с r 05 s -^se с t i oria 1 study of small ana medium 一 s 5 zed industries, 
identified rheir prdblems and recommended their control. The Ministry has extended its 
primary health care parogrammes to the small industries, developed a support and referral unit 
in one industrial district (Samut Prakhan) , the ^Occupational Health Ceiatre. The Ministry

1

 s 
Division of Occupational Health developed curricula and a series of training courses for 
primary bealth care workers in the small factories. A fully-fledged course in industrial 
hygiene has been established in Mahidol University, produciiitg a cadre of industrial hygiene 
scientists and engineers for complete coverage of industries and other workplaces. The 
primary health eare system is expanding to other areas and sectors including agriculture in 
rural areas• 

In Finland workers
1

 health has been a part of primary health care since 1972. In 
industrial plants health and safety supervision is a collaborative effort of employers and 
workers. In the workplaces employing more than 10 workers, one of the workers is elected to 
supervise occupational health care. In médium (more than 20 workers) and large industries, 
this responsibility is delegated to a joint committee of occupational health and safety 
located in every working unit; both the employer and workers are represented. This 
committee participâtes in the inspection of the workplace, follows the implementation of 
occupational health measures and makes proposals to the employer. There are acts for 
compensation of injuries and diseases• Employers must use the advisory services of 
occupational health professionals. These advisory services are provided by medical personnel 
who survey the workplace; they advise 011 occupational health education of workers, on 
different types of health examination, on surveillance of the work performance of partially 
disabled employees, and on first-aid readiness. Preventive health examinations and other 
occupational health services are delivered by one of the following: (1) the municipal health 
centres, which have occupational health functions; (2) the occupational health units in 
large establishments； or (3) the occupational health stations located between several small 
factories. Even individual self-employed workers or farmers are able to obtain occupational 
health care in the nearest municipal health centre. The inspection of workplaces is carried 
out by health authorities, who ensure adequacy of occupational medical services and control 
of work-related diseases； and by the labour protection authorities, who ensure environmental 
safety and hygiene. The two bodies exchange information and cooperate with each other. 
Workers

1

 health education is one of the major functions in occupational health. The 
Institute of Occupational Health in Finland is one of the most advanced in the world; it 
carries out wide-ranging programmes in occupational health services, research and training, 
and develops guidelines 111 different operational fields. It has several regional centres in 
different parts of the country. 

In Poland workers
1

 health in all occupational groups is a public health responsibility 
and the workers themselves play an active part in organizatIon. Occupational health 
polyclinics carry out medical examinations, supervise the working environment and deliver 
full-scale ambulatory services, preventive and curative. In workplaces employing more than 
100 workers industrial health service clinics have been organized. For small workplaces 
specialized units providing preventive health services are available. In large farming 
estates special health service centres are organized. Small farming units and individual 
agricultural workers are covered by the nearest rural health centre; there are about 3000 
such centres• The remaining working population is taken care of by the general health 
services, which include specific occupational health functions. Social security is provided 



by law. Official inspection services for occupational hygiene and safety are empowered to 
operate in workplaces• In large production enterprises occupational safety and hygiene 
services are provided by engineers and technicians. Voluntary inspection by trained workers 
is also a feature of the system. There are several research and training institutions in 
occupational hygiene, occupational safety and labour protection under the Ministry of Labour, 
and a National Institute in Occupational Health, in -Üod^, under the Ministry of Health, which 
has several departments of research in toxicology, physical factors, psychology and 
ergonomics, together with a referral polyclinic and hospital. The cíational Institute is a 
WHO collaborating centre for occupational health. 

PART 3 . APPROACHES TO WORKERS
1

 HEALTH WITHIN PRIMARY HEALTH CARE 

1 • Practical experience 

Applying primary health care to workers is an appropriate manner to ensure protection 
arid promotion of their health at work. This is not a theoretical assumption, but is based on 
practical experience. Healtu care personnel in workplaces should continually keep abreast of 
the dynamic changes in industrial plant operations and processes. In addition to health 
examinations of workers on placement, supervision of occupational hygiene and safety 
measures

5
 it is essential to develop workers

1

 and employers
1

 active participation in health 
care, through health education. The WHO Expert Committee on Identification arid Control of 
Work-related Diseases at its meeting in November-December 1983^ recognised that workers' 
life-styles have an important influence on their health, and recommended that measures should 
be undertaken in the workplaces aiming at cessation of smoking, appropriate diet, control of 
drug abuse, and encouragement of physical activity. Ergonomics and psychosocial factors are 
becoming increasingly important in all work establishments. 

Health care in workplaces even in small industries, when the responsibility is shared by 
the workers and primary health care workers, realizes the fundamental aims of accessibility 
and relevance to their needs, as well as of self-reliance. 

2. The primary health care worker 

Primary health care workers at different levels might include an elected worker trained 
for specific functions, as well as professionals such as factory physicians trained in 
occupational health. The levels would depend on the size of the workplace, the health 
hazards encountered and the availability of personnel• 

The functions of primary health care workers in workplaces have been identified by WHO 
consultations at headquarters,^ and in two regional seminars, in the South-East Asia and 
European Regions.^ Several countries are carrying out feasibility studies with WHO

1

 s 
cooperation and are developing training programmes for these workers. A typical example of 
primary health care workers operating in small factories exists in Thailand. Their duties 
are: (1) to survey the workplace from time to time to identify potential health and safety 
risks; (2) to detect any health problems of workers by following up their complaints and/or 
by simple observation, and determine whether such problems may be work-related； (3) to refer 
cases of illness and injury to the nearest health care unit after providing essential first 
aid; (4) to communicate knowledge and experience acquired in training to other fellow 
workers; (5) to record the action taken. Operational research by WHO in several developing 
countries including Bahrain, Botswana, Sudan and Thailand has shown that when the workplaces 
are very small, e.g., with less than 10 workers, or when the workers are self-employed, they 
should maintain contact with the community primary health care workers or units, for example 
in the district health centres. 

Primary health care should be available to every person in the community. Volunteer 
primary health care workers in the community (for example, in Thailand) are usually engaged 
in some type of work to earn their living, which gives them an opportunity to learn about the 
relation of work to health. They should be trained for essential intervention to save lives 

1

 See WHO Technical Report Series, N o . 714， 1985. 
2

 See document WHO/OCH/82.2. 
3

 See documents SEA/Occ.Hlth/29 (1984) and ICP/OCH/OOl (1985). 



in emergencies when, for example, an agricultural worker suffers intoxication by pesticides, 
a serious accident, or an asthmatic attack from inhalation of allergenic aerosols. It was 
also found that primary health care workers in small workplaces can perform primary health 
care duties in the community after working hours. 

3. District health centres 

Several trials are under way, ror example in Chile, Colombia, Cuba, Sierra Leone, Sudan 
and Thailand, and soon in Ethiopia, to include specific aspects of workers

1

 health in the 
daily work of district health centres. The degree to which the health centres would deal 
with workers' Viealth would depend on their location and the concentration of workers or 
workplaces in the vicinity. Target working populations would be those in small industries, 
construction or agriculture having no health and safety personnel. Ths centres should 
encourage the training of primary health care workers to provide essential health care in 
those workplaces and deal with accidents• Suspected work-related cases referred by primary 
health care workers should be properly diagnosed, and the place of work should be supervised 
with a view to controlling specific hazards and avoiding the occurrence of other cases. They 
should map the various workplaces in the area under their jurisdiction, and maintain a record 
of operations and potential health hazards in each. Employers should normally cover the 
costs or subscribe to regular occupational health services provided by the centres. 

4. Workers
1

 health centres on industrial estates 

In many developing countries industrial estates or districts have been established, 
grouping in one area large numbers of small and medium -sized factories. Medical services on 
many of these estates are provided either by privately organized groups of medical 
practitioners, or by general physicians hired on a part-time basis for one or several of the 
workplaces• Neither method satisfies the requirements of preventive occupational health; 
each generally provides therapeutic or palliative care without occupational hygiene and 
safety measures for the detection and control of hazards, and without keeping good records of 
the health problems prevailing. Industrial units pay substantial sums for these services. 
National health services are in a position to replace them by developing, on a cooperative 
basis involving the employers, less costly but fully dedicated workers

1

 health centres 
covering the full spectrum of preventive and therapeutic care for the workers in these 
industrial districts. Good examples are the Occupational Health Centre in Samut Prakhan, an 
industrial area in the south of Bangkok, Thailand, and the privately organized centres in the 
Republic of Korea. 

5. Central workers
1

 health units 

A central unit should be maintained in the national health service. It may have the 
following functions: 

(1) to carry out initial surveys evaluating the types and magnitude of health problems 
of working people in various sectors and regions as the first step in starting a 
programme; 

(2) to decide on the level of involvement of district health centres and supervise 
their performance; 

(3) to assess the quality of services of the health units in large industries; 

(4) to collaborate with social security or health insurance programmes, if a n y , in 

preventive health action; 

(5) to collaborate with ministries of labour in supervising the workplaces from the 

health standpoint and exchange data with that ministry； 

(6) depending on the capacity of the unit, i.e., if it is a department or an institute, 
to train primary health care workers, health officers at the district levels, nurses and 
other workers' health personnel; 

(7) to carry out research, both epidemiological and methodological, depending on the 
specific needs in the country; 



(8) to operate a nation-wide standard reporting зу̂Щт-

Central workers
1

 health units exist in the ministries oí health оr the tnationa 1 hea;lth 
services infrastructure of many developing countries. The ,u$iits should be ^acouraged and 
provided with basic facilities, field equipment 2nd laboratarmies. Some of have already 
become fully-fledged institutions of occupational health with «ci de-rang i ng fv^—t ions in 
research, services and training. 

6. Gos.t-ef fectiveness 

One $>f the questions that faces a programme to introduce workers' health in primary 
health care systems is its cost - whether it can be afforded ib y developing countries. T^e 
following points should be considered. 

(1) District health centres receive many .workers seeking treatment for various diseases 
of which at least some are ш>гк-related. In a survey of a number

 t
of such centres in 

several developing countries, it was found that up to 30% of the people visiting the 
centres for nnedlcal care a>re workers employed in small-scale factories, agriculture and 
other occupations. The physicians in the centres do not take any occupational history 
or consider the possibility that the diseases may recur as long as the causative factors 
remain unabated in the workplaces. What is required now from these health centres is 
that they change their methods and gradually build up preventive services for workers

1 

health to minimize the repetition of visits of sick workers. The cost of curative care 
for large numbers of sick workers is already borne by national facilities including 
hospitals and polyclinics. 

(2) Many small and medium-sized industries employ physicians to visit workplaces for 
some hours once or twice a week. This type of service is at its best palliative

9
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among other things to transfer the workers with illness or injury for treatment in 
governmental institutions. With the creation of workers' health care in governmenta1 
health centres these workplaces may be able to dispense with the more costly and less 
effective part-time services of general practitioners, and subscribe instead to workers' 
health services in the public health centres. 

(3) There are examples of community health centres that provide care for workers 
charging a fee for their services from the employers • In such cases the health centres 
could cover the costs of equipment and laboratories, and the training of primary health 
care workers in workplaces. 

7. Coordination with other governmental institutions 

The programme proposed above does not overlap with or encroach upon any existing systems 
in the labour ministries or social security. It primarily protects the health of 
underprivileged workers who would not otherwise receive any such protection. Inspection by 
labour authorities would strengthen the power of the programme for preventive measures• 
Social security will continue to provide for medical care and can always participate in the 
prevention of diseases and injuries which is the first priority. 

The primary health care approach should be applied in implementing whatever workers * 
health programmes may be adopted by social security or other insurance systems. Ministries 
of health are the central body responsible for mobilizing the resources in ministries of 
labour and social security so that they work together for health for all. 

The proposed system for workers
1

 health needs supporting legislation to determine the 
primary health care functions and to ensure compliance of the various private services with 
the principles of primary health care. 

8. The role of WHO 

The workers
1

 health programme of the Organization should aim at resolving many of the 
extensive health problems of working people in the world. For several years WHO has 
cooperated with Member States in many primary health care programmes for workers

1

 health. 



WHO can promote this cooperation at the request of countries in order to help in accelerating 

measures to give working people primary health care coverage and in eradicating occupational 

diseases, which are all preventable. WHO'S cooperation may include： 

(1) identification of workers
1

 health problems in different occupational sectors, 
including the small-scale industries and other underserved sectors, to assist in the 
planning and implementation of preventive health care; 

(2) training of personnel in occupational health, industrial hygiene arid occupational 
health nursing, to facilitate the establishment of units for workers

1

 health in 
ministries of health and in universities； 

(3) development of training programmes and courses at different levels, including those 
for primary health care workers, safety supervisors and health professionals 
(postgraduate training)； 

(4) development of educational material for workers in different occupations to 
instruct themselves in health protection and promotion, and of basic training manuals 
for primary health care workers in the community and in places of employment； 

(5) development of guidelines on occupational health and safety reporting systems and 
collection of base-line information on the health status of working people to serve as a 
reference in the monitoring and evaluation of the national workers

1

 health programme； 

(6) provision of consultancy services to assist in developing various components of 
workers

1

 health programmes (occupational medicine, hygiene, ergonomics and safety) , in 
controlling outstanding workers' health problems and in establishing health care 
functions, units and institutions； 

(7) preparation and testing of guidelines on supporting legislation for primary health 
care for the working population, with the support of appropriate WHO programmes； 

(8) development of guidelines and manuals in various occupational health fields, 
including control technology and exposure limits, early detection of work-related 
diseases, biological and environmental monitoring, the application of ergonomics in 
various occupational sectors, and identification, monitoring and control of adverse 
psychosocial factors at work; 

(9) provision of models for health promotion in the workplace, active participation in 
their implementation, and development of self-reliance among workers together with a 
healthy life-style; 

(10) research in areas of vital importance, such as health hazards affecting 
reproductive functions, neurotoxicity, psychosocial occupational health, work-related 
diseases and their control, and ergonomics; 

(11) international and regional exchange of knowledge and experience through a growing 
network of WHO collaborating centres； 

(12) follow-up of changes in workers' health trends associated with mechanization and 
automation and the eventual changes in the formation and structure of the work force in 
various countries, and the adaptation of workers

f

 health systems and standards 
accordingly. 

All the above measures are being implemented or are being proposed for inclusion in 
WHO'S Eighth General Programme of Work. The countries are invited to use their Organization 
in the most effective manner. 

9. Cooperation with ILO and other United Nations organizations and with nongovernmental 
organizations 

The Organization continued its dialogue with ILO and other United Nations organizations 
with a view to developing mechanisms of coordination and strengthening cooperation in 



workers
1

 health. The ILO General Conference, in 1985, adopted a Convention (No. 161) and a 
Recommendation (No. 171) on "Occupational Health Services".^ WHO had submitted a policy 
document, which was issued by ILO, on the principles and policies laid down by the World 
Health Assembly in workers' health. Many of the policies that WHO has adopted for many years 
were reiterated in both the ILO Convention and the Recommendation. For example, Article 9 of 
Convention 161 states that "occupational health services should be multidisciplinary" • The 
same Article calls for "adequate cooperation and coordination between occupational health 
services and other bodies concerned with the provision of health services". In 

Recommendation 171, Article 24 states that "occupational health services might 
collaborate with health authorities within the framework of health programmes"• Article 25 
calls upon "occupational health services" to make use of "primary health care service ••• to 
undertake or to participate in • • • treatment of workers • • • and of victims of occupational 
accidents". 

Furthermore, the Organization cooperated with ILO in studying different examples of the 
role of various ministries in the field of occupational health. Both ILO and WHO followed 
similar methods in collating information on the systems followed by different countries in 
the organization of occupational health services at the national level. UNEP has signalled 
its readiness to participate in financing a joint ILO/WHO meeting to prepare a single 
document containing these examples. 

In addition, ILO and WHO have a number of joint field projects and they participate in 
each other's technical meetings. 

In 1982, the Organization convened an inter-agency meeting on guidelines on occupational 
health for the establishment and operation of specific industries, bringing together 
representatives from IAEA, UNEP, ILO, UNIDO and the World Bank. That meeting decided that 
WHO should develop guidelines on control technology for new industries in developing 
countries. Such guidelines have since been developed on the establishment and operation of 
pesticides formulation plants, the iron and steel industry, and the ceramics industry, from 
the health and safety standpoint. These guidelines are of great value in countries
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industrial development, and work on them should therefore continue. 

Collaboration with nongovernmental organizations has also been at its optimum. Two 
examples could be cited. The first was the International Conference on Primary Health Care 
for Working Populations in Developing Countries, held in Kuala Lumpur, Malaysia, in 1984, 
which was jointly organized with the International Commission on Occupational Health.^ A 
second example was the joint ILO/WHO/International Ergonomics Association^ meeting on 
ergonomics in developing countries convened in Jakarta, Indonesia, in November 1985, which 
produced guidelines on the subject. A third is the International Conference on Occupational 
Health in Agriculture (August 1987), to be organized jointly by the Government of Hungary, 
the International Association of Agricultural Medicine and Rural Health,^ and WHO. 

1 ILO Convention 161 and Recommendation 171 concerning occupational health services, 
adopted by the Conference at its seventy-first session, Geneva, 26 June 1985. 

2 
Nongovernmental organization in official relations with WHO. 



Appendix 

Guidelines and other texts on workers‘ health 
produced by WHO, 1980-1986 

1. Sales publications (Geneva) 

- Recommended health-based limits in occupational exposure to heavy metals• WHO 
Technical Report Series, N o . 647, 1980. 

- Health effects of combined exposures in the work environment. WHO Technical Report 
Series, No. 662, 1981. 

一 Education and training in occupational health, safety and ergonomics. WHO Technical 
Report Series, No. 663, 1981. 

- Recommended health-based limits in occupational exposure to selected organic 
solvents, WHO Technical Report Series, N o . 664, 1981. 

- Recommended health-based limits in occupational exposure to pesticides. WHO 
Technical Report Series, N o . 677, 1982. 

- Recommended health-based occupational exposure limits for selected vegetable dusts. 
WHO Technical Report Series, N o . 684, 1983. 

- Recommended health-based occupational exposure limits for respiratory irritants. WHO 
Technical Report Series, N o . 707, 198A. 

- Identification and control of work-related diseases• WHO Technical Report Series, 
No, 714, 1985. 

- S a f e use of pesticides. WHO Technical Report Series, N o . 720, 1985. 
一 Recommended health-based limits in occupational exposure to selected mineral dusts 

(silica, coal). WHO Technical Report Series, N o . 734, 1986. 
- Evaluation of exposure to airborne particles in the work environment. WHO Offset 

Publication N o . 80, 1984. 
- Early detection of occupational diseases. 1986. 
- Volumes in the WHO Environmental Health Criteria series. 

2• Documents available from Office of Occupational Health, WHO 

- Respiratory diseases resulting from occupational exposure to vegetable dusts -
pathogenesis, early detection and control. Unpublished document 0СН/80.1. 

- Workshop on occupational health care in agriculture. Unpublished document 
OCH/80.3. 

- Health education of migrant workers. Unpublished document OCH/80.4. 
- Psychosocial factors and health of migrant workers. Unpublished document 

0CH/80.5. 
- Environmental health criteria on vegetable dusts; dusts causing byssinosis. 

Unpublished document OCH/81.1. 
- Review on occupational health services in small industries in developing countries. 

Unpublished document WH0/0CH/82.1. 
- Microclimate of the cabs of self-propelled agricultural machines and its effect on 

workers. Unpublished document OCH/82.1. 
- Joint IL0/WH0 Committee on the Health of Seafarers： sixth report. Unpublished 

document OCH/81.2. 
- P r i m a r y health care and working populations. Unpublished document WHO/OCH/82.2. 
- Psychophysiological aspects of monotonous work. Unpublished document WHO/OCH/83.1. 
- Cardiovascular diseases in various occupational groups: a review of the Soviet 

literature. Unpublished document OCH/83.1. 
- W o r k oil visual display units: risks for health. Unpublished document WH0/0CH/83.2. 
一 The application of ergonomics in developing countries. Unpublished document 

WHO/OCH/83.3. 

- Psychosocial factors in injury prevention. Unpublished document 0CH/83.4. 
- Occupational health research in WHO: needs and opportunities. Unpublished 

document ACMR25/83.17. 
- Psychosocial factors and health: monitoring the psychosocial work environment and 

workers
1

 health. Unpublished document OCH/84.1. 



- Psychosocial factors at work; recognition and control. Joint ILO/WHO Committee on 

Occupational Health, ninth session. Document JCOH/1984/D.6(Rev.). 

3 . Sales publications in press 

- International medical guide for ships (2nd edition). 
- Psychosocial factors at work and their relation to health. 

4 . Other texts in preparation 

- Prevention of neurotoxic illness in working populations, 

- Teaching of occupational epidemiology. 
- Guidelines on the selection and use of direct-reading instruments. 
- Control technology in the formulation of pesticides, 
- Control technology in the iron and steel industry. 

- Operational guide in the application of the WHO neurobehavioural core test battery. 
- Occupational health aspects in the use of visual display terminals. 
- Health workers in agriculture. 
- Respiratory diseases related to vegetable and other natural dusts, 
- Miners' health. 
- Occupational hazards to reproductive functions• 
- Training manual oil workers

1

 health for the primary health worker. 
- Evaluation and control of noise in the work environment. 
一 Occupational health technology in the ceramics industry, 
- Simplified analytical methods for some airborne contaminant s. 
~ Special risk factors of children at work. 

5. Sales publications (Regional Office for Europe) 

- The environmental health officer in an industrial society• EURO Reports and 

Studies, N o , 29， 1980. 
- Health aspects of wellbeing in working places. EURO Reports and Studies, N o . 31， 

1980. 
- E v a l u a t i o n of occupational health and industrial hygiene services. EURO Reports and 

Studies, N o . 56, 1982. 
- Training of occupational health personnel. EURO Reports and Studies, N o . 58, 1982. 
- Delayed arid chronic effects of chemicals in the workplace. EURO Reports and Studies, 

N o . 64, 1982. 
- Women and occupational health risks. EURO Reports arid Studies, N o . 76, 1983. 
- O c c u p a t i o n a l hazards in hospitals. EURO Reports and Studies, No. 80， 1983. 
- Occupational health aspects of construction work. EURO Reports and Studies, N o . 86, 

1983. 

- Health policy implications of unemployment. 1985. 
- Epidemiology of occupational health. WHO Regional Publications, European Series, 

N o . 20, 1986. 

6 . Publications by the Regional Office for the Americas 

- Occupational toxicology. 
- Training and education on occupational medicine. 
- Services for underserved working populations. 



HUMAN ORGAN TRANSPLANTATION
1 

Report by the Director-General 

[EB79/8 - 3 December 1986] 

In the course of the Thirty-ninth World Health Assembly, a number of 
countries submitted a draft resolution on human organ transplants, 
including related ethical issues. It was agreed that before the Health 
Assembly dealt with the matter the Executive Board should consider it at 
its seventy-ninth session. The following document has been prepared 
accordingly. 

Kidney, heart, liver and pancreas transplants are covered in this 
report, but the well-established surgical practices of bone, bone marrow, 
corneal, and skin transplants have not been included because of their 
widespread use and public acceptance. The question of cost analysis is 
briefly discussed, as well as some of the ethical issues on which policy 
decisions are required. 

I . INTRODUCTION 

1. Human organ transplantation began with a series of experimental studies at the beginning 
of this century. Alexis Carrel was awarded the Nobel Prize in 1912 for his pioneering work 
in this field. Clinical application became feasible and practical when long-terra allograft 
survival^ was achieved in recipients treated with immunosuppressive agents. The 
immunologic basis for allograft rejection was established by Sir Peter Medawar who won the 
Nobel Prize for his work in 1960. The art and science of immunosuppression remains an 
important ingredient for the success of organ transplantation in extending the lives of 
patients with end-stage diseases. 

2. In 1954 the first successful kidney transplant was performed between identical twins by 
Joseph Murray and associates. The human liver was replaced by Dr Thomas Starzl in 1963 and 
in 1966 the first pancreas transplant was performed by Kelly and associates, Dr Christian 
Barnard reported in 1967 about the first human heart transplant• These reports gave rise to 
an initial enthusiastic wave of organ transplants that was not sustained because of 
discouraging clinical results. Advances in immunosuppressive therapy, better surgical 
methods including microvascular anastomosis, organ procurement， preservation techniques and 
post-operative surgical care regimens during the last 10 years have had a major impact on 
both safety and efficacy of organ transplantation. Now kidney transplantation is a standard 
treatment for irreversible renal failure and heart and liver transplantation are accepted 
methods for treating end-stage diseases of these organs. Yet many questions related to the 
appropriate direction and priority of specific areas in clinical organ transplantation remain 
unanswered. The "experimental treatment" label having been removed from heart, liver and 
pancreas transplants can no longer be used as a reason for withholding these techniques. 
However, ethical and economic issues related to this type of advanced technology cannot be 
ignored. Medical history shows that, as soon as a new effective method of treatment is 
developed, it is difficult to deny its use when needed; efficacious methods to prevent 

1 Report presented under agenda item 7.2. The Director-General acknowledges with 
appreciation the scientific contribution to the preparation of this document of 

Ingvar Karlberg and Tore Scherstén, Department of Surgery I , University of Goteborg, Sweden. 

2 Survival with a graft or transplant from ail individual of the same species but 

disparate genotype. 



premature death and enhance the quality of life, such as organ transplantation, are used 

until better technology can replace them, confronting society with a number of social, 

economic, m e d i c a l , political and ethical questions• 

I I . KIDNEY TRANSPLANTATION 

3• End-stage renal disease occurs in Europe and North America with an annual incidence of 
approximately 70 cases per million population, and the number treated by renal transplant 
varies in the different countries of these regions from 15 to 45 per million, thus meeting 
about half the theoretical need, 

4 . T h e survival rate for transplant recipients nowadays exceeds that for patients treated 
with renal dialysis. Transplant patients also achieve a degree of rehabilitation and a 
quality of life that are attainable with no other form of therapy. The results depend upon 
many factors such as selection and preparation of recipient and donor, surgical technique, 
and immunosuppression to prevent graft rejection. 

Incidence and etiology of end-stage renal disease 

5• Among the major forms of end-stage renal disease for which renal transplant is 

considered are both hereditary and acquired conditions. 

6• Three types of hereditary renal diseases may be encountered. Polycystic disease is an 
autosomal dominant trait, but recessive and sporadic forms have been described. The renal 
architecture is distorted by cysts of varying size and the kidneys may be grossly affected 
leading to renal failure in the fourth to sixth decade of life. Other organs， mainly the 
liver, can also be affected, which may influence the outcome of renal replacement• The 
medullary cystic kidney, which is a form of microcystic disease, is more rapidly destructive, 
causing renal failure in the first to second decade of life. Another hereditary disease is 
A l p o r t
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 s disease, which is a familial disorder associated with a structural abnormality of 
the glomerular basement membrane• This abnormality results in glomerulosclerosis and 
interstitial fibrosis• This is a predominantly autosomal dominant disease occurring more 
frequently in m a l e s . The disease is also associated with neurosensory deafness, ocular 
defects and hypothyroidism. The renal insufficiency develops usually in the second to fourth 

decade in males and in the third to sixth decade in females• 

7• Among the acquired diseases glomerulonephritis is the most common cause of renal 
failure, accounting for approximately 25% to 30% of patients who require renal replacement. 
Secondary glomerulonephritis may occur in metabolic disorders and certain forms of collagen 
vascular disease, including systemic lupus erythematosus, polyarteritis nodosa and W e g e n e r

1

s 
granulomatosis. Tubulo-interstitial diseases such as chronic pyelonephritis, reflux 
nephropathy and analgesic or other drug-induced nephropathy are also common causes of 
end—stage renal disease. 

8 . A variety of metabolic disorders may lead to chronic renal failure. Diabetes mellitus 
is the most common among these and accounts for between 5% and 30% of all patients accepted 
for active treatment• Other metabolic disorders leading to severe renal dysfunction are 
primary oxalosis with a progressive oxalate accumulation in the kidney resulting in 
interstitial fibrosis. Cystinosis, Fabry 1 s disease and amyloidosis are other forms. 
Atherosclerosis with glomerulosclerosis can also be considered as a metabolic disorder 
leading to renal failure in a substantial number of patients. 

Selection of recipient 

9. The recent improvements in transplantation surgery have been paralleled by a gradual 
widening of the indications for kidney transplantation. The majority of patients presenting 
with renal failure are considered suitable candidates• Complicating diseases such as 
diabetes have decreased in importance as an eliminating factor for transplantation. 
Infection and malignancy, however, are still considered as contraindications to 
transplantation until they are controlled by appropriate treatment. Patients who are 
adequately treated for renal malignancy or cancer at other sites than the kidney may be 
considered for a transplant after a tumour-free period of one-and-a-ha1f to two years. 
H o w e v e r , metastatic disease or an incomplete treatment of primary tumour constitutes absolute 
contraindications to transplantation. 



10. The initial assessment of the patient considered for a transplant is the determination 
of ABO blood group and HLA-typing at А, В, (C) and DR loci. Cytotoxic antibodies may also be 
measured using a panel of T- and B-lymphocytes to determine the degree of presensitization. 

11. Non-donor-specific blood transfusion, i.e. transfusion with blood-group-compatible blood 
which has not been obtained from the specific kidney donor, has been shown to have a 
beneficial effect on graft survival in patients receiving conventional immunosuppression. 
There is now evidence to indicate a similar effect in patients receiving cyclosporin (CsA)• 
The transfusion appears to attenuate the immune response to the graft, perhaps by generation 
of suppressor cells or anti-idiotypic antibodies• Most transplant centres today have adopted 
the requirement of between 2 and 5 units before the patient is accepted for the transplant. 
Blood transfusion is, however, associated with some risks. Acquired immunodeficiency 
syndrome (AIDS) may be transmitted from antibody-negative carriers who have been recently 
infected. Post-transfusion hepatitis

5
 usually non-A, non-B hepatitis, and cytomegalovirus 

(CMV) infections occur. However, active or passive immunization against CMV infection during 
the pre-transplant may make the patient less susceptible to this serious complication after 
the transplant while under an immunosuppressive regime. Induction of anti-HLA antibodies may 
give an increased risk of rejection after the transplant. It seems possible that the use of 
stored blood or simultaneous immunosuppression may reduce the incidence of sensitization 
without jeopardizing the beneficial effect• 

Selection of kidney donor 

12. In most centres 60% to 90% of the transplants are based on cadaveric donation. The use 
of living donors varies from country to country. The reasons for using living donors are; 
(1) increased graft survival rate, (2) shortage of cadaveric organs for transplants, (3) the 
possibility it offers for arranging transplantation soon after the clinical decision has been 
taken, obviating the disabling chronic dialysis treatment• 

13• The selection of the living donor is based on clinical, immunological and emotional 
criteria. Contraindications for donation are hypertension, diabetes, infectious and 
malignant disease• ABO-compatibility between donor and recipient is still considered 
essential. Although the one-year survival rate with transplants in HLA-identical siblings is 
between 95% arid 98%， rates of 80% to 90% may now be obtained between genetically unrelated, 
HLA- inc omp a t ib 1 e subjects with the use of modern immunosuppression. The donor must always be 
emotionally stable and highly motivated for the donation. 

14. When a cadaveric kidney is available the selection of the recipient is normally based on 
ABO-compatibility and a negative cross-match against donor T-cells. In some transplantation 
centres different immunological assays are employed to increase the sensitivity of the 
cross-match, including the anti-globulin-enhanced microcytotoxicity assay, 
complement-dependent cytotoxicity assay, and lymphocyte-mediated cytotoxicity assay. The 
clinical need and the donor-recipient histocompatibility are the most important factors for 
the final selection. 

Immunosuppression 

15. The major immunosuppressive drugs employed in renal transplantation are corticosteroids, 
azathioprine, cyclosporin and antilymphocyte antibodies. Cyclosporin (CsA) is a new 
immunosuppressant of fungal origin. It is derived from the fungi Cylindrocarpon lucidum and 
Tolypocladium inflatum* The active compound is a hydrophobic cyclic peptide. The most 
likely site of action for CsA is at the level of the helper T lymphocyte. Interleukin-2 
(IL-2) production is markedly reduced in a primary one-way mixed lymphocyte culture or 
mitogen-stimulated lymphocyte cultures. The molecular basis of IL-2 suppression appears to 
be at the level of gene transcription. Suppression of antibody response and influence on 
secondary immune responses in vivo can all be explained by this proposed model for drug 
action. 

16. CsA is hydrophobic and accumulates in lipid stores. It is only metabolized by the liver 
and the metabolism is influenced by several factors. There is no linear relationship between 
the dose of CsA administered and the blood levels of CsA itself or its metabolites. Hence, 
monitoring of the drug and possible metabolite levels is important to maintain a therapeutic 
and non-toxic concentration in,vivo. Nephrotoxicity and hepatotoxicity can be observed at 
all times in connection with high blood concentrations• 



Graft rejections 

1 7 . Three forms of rejection are recognized; hyperacute, acute and chronic rejection. 
These types may b e distinguished according to the mechanism of injury, histological 
appearance and clinical presentation. 

18. Hyperacute r e j e c t i o n . The presence of pre-formed antibodies to donor antigens at the 
time of transplant may lead to hyperacute rejection 一 rapid or immediate destruction of the 
graft• The graft function ceases within the first hours. The patient may have fever with 
leukocytosis and thrombocytopenia• Fibrin and split products appear in blood or urine 
indicating active fibrin deposition. Blood flow studies with the use of radioisotopic 
techniques have revealed a rapid and marked deterioration in flow. In histopathological 
terms there is an intense engorgement of glomerular arid peritubular capillaries with clumping 
of red cells and p l a t e l e t s . There is obvious tubular necrosis with thrombosis of small 
vessels and fibrinoid necrosis of the w a l l . This form of rejection is usually refractory to 
treatment• Intensive plasmapheresis has been employed to reduce rejection activity, but no 
controlled studies h a v e proved the value of this treatment, 

1 9 . A c u t e rejection occurs in 30% to 50% of patients following transplantation with 
cadaveric d o n o r s . It occurs most frequently during the first month. The clinical picture of 
this rejection is a functional deterioration over 2 to 4 days accompanied by a fall in 
urinary volume and mild hypertension. Fever may occur but is often absent due to the 
intmunosuppressive therapy, which tends to reduce most clinical signs of inflammation. Graft 
tenderness and leukocytosis are unusual. Microscopically there is identified interstitial 
oedema and focal infiltration of lymphocytes, plasma cells and monocytes. In the glomerular 
capillaries the endothelial cells are swollen, and this may also be the case in arterioles, 
indicating a more severe progressive lesion. The most common treatment is pulses of Cortisol 
given intravenous ly daily for 3 to 4 days in a total dose of 1 to 3 grams and is generally 
successful in reversing up to 75% to 80% of acute rejection episodes. A n t i lymphocyte 
globulin (ALG) and antithymocyte globulin (ATG) have also been used either alone or in 
combination with intravenous methylprednisolone. This treatment may prove effective in 
steroid-resistant r e j e c t i o n . Monoclonal antibodies have been introduced recently. One of 
them, ОКТЗ-antibody, has been most extensively evaluated and is highly effective, reversing 
acute rejection in m o s t cases• The use of this antibody is associated with complications -
systemic reactions, fever, chills and bronchospasm. 

2 0 . Chronic rejection generally occurs more than six months after the transplant. This is 
associated with a progressive deterioration in graft function, hypertension and mild 
p r o t e i n u r i a . The patient has no fever, leukocytosis or thrombocytopenia. The blood flow is 
normal on isotopic scan, but functional analysis shows a gradual loss of function over a 
period of m o n t h s , even y e a r s . The graft is occasionally oedematous and has a cortical 
p a l l o r , interstitial fibrosis and thickening of the intralobular and arcuate vessels. No 
specific treatment is available for this type of rejection and it seems to be refractory to 
t h e r a p y . High doses of methylprednisolone have been used with temporary effect. 

Results 

2 1 . A t most large transplant centres the one-year survival rate is expected to be about 90% 
after cadaveric renal transplant and about 97% to 98% after a transplant from a living family 
d o n o r . The results improved after the introduction of CsA，but it is not expected that the 
overall rate w i l l further improve. However, the dominant cause of death may change from 
infection to cardiovascular complications as doses of steroids are reduced and more elderly 
high-risk patients receive transplants• The side-effects of the long-term use of 
c o r t i c o s t e r o i d s , including osteoporosis and glucose intolerance, are well described. The use 
of CsA in transplant patients is associated with the development of moderate arterial 
h y p e r t e n s i o n , the m e c h a n i s m of which is unclear. Most centres also at present report a 60% 
to 70% survival rate after cadaveric kidney transplant and about 80% to 85% survival after 
transplant from living family donors• A n improvement in graft survival rates is expected in 
the near future with the gradual introduction of more specific and improved immunosuppressive 
t r e a t m e n t s . 

I I I . HEART TRANSPLANTATION 

22• Great advances in clinical application of the heart transplant have been made during the 

past d e c a d e . This procedure is now an established treatment in patients suffering from 



end-stage heart disease with a poor prognosis for survival beyond 6 to 12 months. There are 
now 80 centres in the United States of America performing heart transplants, and about 30 in 
Europe. 

Selection of recipient 

23. Indications for a heart transplant are end-stage heart failure due to coronary artery 
disease with left ventricular dysfunction, idiopathic cardiomyopathy, and previously treated 
valvular heart disease associated with congestive heart failure. The patient should be 
considered for a heart transplant before severe cachexia or serious hepatic and renal 
dysfunctions develop. Left ventricular ejection fraction of less than 20%, history of 
rapidly declining functional ability as well as need for an increase in doses of diuretics 
and the presence of ventricular arrhythmias are all indicative of poor prognosis• 

24. Contraindications to the transplant are relative and include marked elevation of 
pulmonary vascular resistance, active infection, recent pulmonary infarction, diabetes 
mellitus requiring insulin treatment, severe obesity, symptom-giving peripheral vascular 
disease, significant renal disease, malignancy, and psychosocial abnormalities that would 
prohibit rehabilitation after the transplant• Age limitations for recipients are continually 
debated, A few transplant centres are meeting the challenge with neonates or young 
children. Upper age limits for recipients of cardiac transplants range from 50 to 60 years 
at various transplant centres. 

Selection of donor heart 

25. Donors should be between 15 and 35 years of age for males and possibly between 15 and 45 
for females with normal heart function as defined by electrocardiogram, physiologic 
performance, physical examination and history. Contraindications include bacterial or viral 
sepsis, malignancy, primary heart disease, systemic disease involving the heart and chronic 
hypertension. The donor and recipient should probably be ABO-compatible and must be 
reasonably comparable in terms of body weight. 

Inmiunosuppres s ion 

26• Immunosuppressive regimens do not differ in principle from those used after kidney 
transplantation. Most centres employ three agents: cyclosporin (CsA), azathioprine, and 
prednisone. For the diagnosis of rejection a right heart catheterization and right 
endocardial biopsies are performed weekly during the first four weeks following 
transplantation, and more frequently during periods of rejection. Mild rejection is common 
and warrants no treatment if stable. Moderate rejection with suboptimal CsA levels may 
respond to adjustment of the dosage of CsA. Evidence of myocyte damage indicates treatment 
with intravenous steroids over a 24- to 72-hour period followed by a new cardiac biopsy. If 
there is no clinical or histological response, antithymocyte globulin (ATG) is given. 

Complications 

27, Complications other than rejection are numerous in the late post-operative period. 
Infections remain the most frequent cause of death in transplant recipients. The development 
of premature and rapidly progressive forms of coronary artery disease in the cardiac 
allograft is not uncommon， being detectable in almost 40% of transplant recipients within 
2 to 3 years. The disease leads to all the consequences of ordinary coronary artery disease, 
such as myocardial infarction and congestive heart failure. However, it is not associated 
with angina pectoris, because of the lack of afferent reinnervation of the graft. 

Results 

28. Actuarial survival rates after transplantation in the CsA era average 80% at one year 
and 65% at two years• The transplanted heart remains denervated and is therefore not under 
the usual direct neural control of the autonomic nerve system. The heart rate in response to 
dynamic exercise tends to be slower than normal and not to achieve peak levels during maximal 
exercise as high as those of normal controls. Cardiac output also tends to be lower than 
expected both at rest and during dynamic exercise. Despite these limited cardiac responses 
to maximal or peak exercise, very few long-term survivors have their activities limited by 
cardiopulmonary symptoms. Rehabilitation, defined as patients

1

 ability to live and function 
as they did before their illness, has been achieved in over 85% of the long-term survivors. 



H e n c e , the heart transplant offers an excellent chance of long-term survival and functional 
rehabilitation for the carefully selected patient with end-stage heart disease. 

I V . LIVER TRANSPLANTATION 

2 9 . In June 1983 a "consensus development conference" on liver transplantation was held by 
the National Institutes of Health, U S A . The conference concluded that liver transplantation 
can be considered as an established therapy for a variety of end-stage liver diseases in both 
adults and children. The improved success rate during recent years has resulted in 
acceptance of transplantation as the treatment of choice for nearly all causes of severe 
liver failure. 

3 0 . Liver transplantation is considered as one of the most difficult and demanding 
procedures in surgery• Therefore the procedure cannot be performed as an individual effort. 
A n absolute requirement is commitment of the operating team, sophisticated ancillary support 
services, blood-banking facilities, intensive care unit personnel and other medical 
specializations• 

Selection of recipient 

31 • The precise indications and timing of transplantation remain uncertain in many forms of 
liver disease• Candidates for transplants are all patients with irreversible chronic liver 
disease that resists other forms of conventional medical therapy. In adults the main 
indications are: primary biliary cirrhosis, chronic active hepatitis, cryptogenic cirrhosis, 
secondary biliary cirrhosis, primary sclerosing cholangitis and metabolic disorders such as 
Wilson's disease, protoporphyria, haemochrornatosis and type II hyperlipoproteinaemia 
(homozygous type)• Other indications are primary hepatocellular carcinoma and Budd Chiari

1

 s 
syndrome• 

3 2 . Many transplantation surgeons have asked whether patients with primary liver malignancy 
should receive transplants. These patients are usually excellent candidates for operation 
with a very good early survival prognosis. However, recurrence of cancer within the first 
1 or 2 years of liver transplantation is frequent, resulting in high mortality among 
patients. There are a few exceptions to the generally bad prognosis in this group of 
patients receiving transplants. Patients who have received transplants for primary liver 
cancer incidental to other causes of liver failure (cirrhosis, tyrosinaemia) and patients 
with fibrolamellar variant of hepatocellular cancer have generally a better prognosis than 
other cancer patients. 

33. Most transplant surgeons are reluctant to operate on patients with alcoholic cirrhosis• 
The main reason is the difficulty in determining which of those patients have a truly 
reformed life-style when there is a long list of candidates who are "better risks" for 
surgery• 

3 4 . In children the main indications for liver transplant are: biliary atresia, congenital 
biliary cirrhosis, congenital hepatic fibrosis and metabolic disorders, such as 
alpha-l-antitrypsin deficiency, tyros inaemia, galactosaemia，glycogen storage disease arid 
Byler
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 s disease (familial cholestasis)• 

35. Absolute contraindications for liver transplant are situations in which the operation is 
made technically very difficult or is very likely to be fatal, primary malignant disease 
outside the hepatobiliary system or metastatic hepatobiliary malignancy, alcoholism, advanced 
cardiopulmonary or renal disease, severe hypoxaemia due to intrapulmonary shunts, sepsis 
outside the hepatobiliary system and hepatitis В ê  antigen-positive liver disease. Relative 
contraindications include portal vein thrombosis, multiple prior abdominal operations and 
ages greater than 55 years• The need for liver transplant, calculated from incidence figures 
for diseases that constitute an indication for such transplants, amounts to 20 to 30 per 
million population in the United States of America and Europe. 

36• The timing of the liver transplant operation is difficult and critical. The patient 
should receive the transplant before the disease reaches the terminal stage. 

Selection of donor liver 

3 7 . The selection of donor organ should be based primarily on appropriately matched liver 
size and ABO blood type. The viability of the donor liver should be ascertained before the 
final decision is taken. The liver is sensitive to ischaemia and donors who have had 



prolonged hypotension (blood pressure under 80 mmHg) or cardiac arrest are usually not 
accepted. Extracerebral malignancy or infections are absolute contraindications for 
donation. Abdominal or direct hepatic trauma is a relative contraindication to accepting a 
donor liver• Increased levels of transaminases in serum may indicate an hepatic injury. 
However, a small elevation of liver enzyme levels does not compromise the outcome of the 
transplantation. There are no well-designed studies giving criteria for cut-off points for 
rejection or acceptance of a liver donation on this basis• 

Immunosuppression 

38. In liver transplantation, as in kidney transplantation, the combination of cyclosporin 
(CsA) and prednisone is the most commonly used immunosuppression regimen. The liver graft 
appears to be less vigorous in inducing rejection phenomenon than the kidney. This view is 
based largely on animal experiments and remains to be further studied in man. The most 
important side-effect of CsA in liver transplants is nephrotoxicity. The hepatotoxicity of 
CsA, which is not a major problem in heart and kidney transplantation, may be a source of 
confusion in liver transplantation. It usually expresses itself as hyperbi1irubinaemia, 
which must be differentiated from other causes, e.g., rejection. 

Complications 

39. In the period immediately after the transplantation ischaemic graft failure, acute 
rejections and technical problems with the vascular and biliary anastomoses represent the 
most common complications. High-dose corticosteroid therapy may mask or delay the onset of 
symptoms» 

40. The diagnosis of rejection is difficult. All patterns of graft deterioration are 
non-specific and several alternative causes have to be considered - ischaemic injury, biliary 
obstruction, viral hepatitis, drug toxicity, sepsis and bile leakage. 

41. Chronic rejection can occur at any time after transplantation and cannot be reversed 
with inrniunosuppressive therapy. This type of rejection is characterized by rapid 
disappearance of the interlobular bile ducts associated with a dense portal infiltrate of 
large mononuclear cells and central lobular cholestasis. Retransplantation is the only 
method for the patient
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 s survival. 

Results 

42. Overall survival rates after liver transplantation vary from centre to centre and depend 
mainly on the selection of patients. Starzl and associates have divided their survival 
statistics into the pre-CsA arid post-CsA era. In the post-CsA category the overall one-year 
survival rate was 69.7%, with better results in children than in adults. Calne and Neuberger 
reported (1983) an overall 23.8% survival rate beyond one year in a series of more than 
200 patients. Current one-year survival rates are greater than 50%, and this improvement may 
be attributed to inclusion of more paediatric patients in the series. A rule governing 
selection of patients for short-term and long-term results of transplantation is difficult to 
determine. Along with improvement in the results of transplantation there is increased 
justification for avoidance of less effective, alternative surgical treatment and for earlier 
referral of patients to transplant centres. There are no good methods for predicting outcome 
based on risk. Therefore most transplant surgeons select patients for liver transplantation 
according to urgency rather than by risk evaluation, 

43. The shortage of donor organs, particularly in the child population, constitutes a severe 
impediment to widespread use of liver transplantation as the treatment for end-stage liver 
diseases. The need to match the graft to the recipient amplifies this problem. 
Transplantation of a reduced liver graft (only the left lobe or the left lateral segment of 
the liver) may be one way to overcome, at least partly, this problem. Further research and 
better knowledge of the controlling mechanisms of liver regeneration, and the possibilities 
for inhibiting or stimulating regeneration, are needed before this technique can be generally 
recommended. 

V . PANCREAS TRANSPLANTATION 

44. Pancreas transplantation as treatment for severe diabetes mellitus has been debated 
vigorously during recent years. In most centres pancreas transplantation has been limited to 
patients whose secondary complications of diabetes are more serious than the potential 



side-effects of anti-rejection therapy. It is difficult to define the criteria, but patients 
who need or already have had a kidney transplant and are consequently dependent on 
immunosuppressive therapy are the most obvious candidates. Besides this group, diabetic 
patients who have impaired counter-regulatory mechanisms with risk of hypoglycaemic reactions 
while on insulin therapy regimens, can also be considered possible candidates. It has to be 
emphasized that convincing evidence has not been presented that a pancreas transplant will 
limit or prohibit the development of secondary complications to diabetes. 

45• In a few centres with a very aggressive attitude to pancreas transplantation the success 
rate has improved, and long-term graft function with normal or near-normal glucose metabolism 
has been sustained in several patients. 

46. Islet or islet-cell transplantation has been proposed as an alternative to pancreas 
transplantation. However, clinical attempts with islet allografts have not yet succeeded, 
although a relatively high success rate can be achieved in experimental animals. At this 
time the future of clinical islet transplantation remains uncertain. 

4 7 . In conclusion, pancreas transplantation has not yet defended its place as ail effective 
treatment for human diabetes. This treatment must still be reserved for a few centres with 
research programmes concerning diabetes. 

V I . COST ANALYSIS OF TRANSPLANTATION 

4 8 . Many analytical methods are available for estimating the economic effects of treatment 
modalities 一 everything from sophisticated computer analysis systems to assessments of costs 
and benefits, and educated guesses• The terms "cost-benefit analysis" (CBA) and 
"cost-effectiveness analysis
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 (CEA) refer to two techniques for comparing the positive and 
negative consequences of alternative ways of utilizing resources• The principal difference 
between these two methods is that cost-benefit analysis estimates all costs and benefits in 
monetary terms, while cost-effectiveness analysis presents a unit of measurement to identify 
the costs associated with reaching a particular pre-defined goal. Neither CBA nor CEA is 
free of conceptual and analytical problems• The greatest disadvantage of CBA is the 
necessity for both human lives and quality of life to be valued in monetary terms. In the 
cost-effectiveness analysis only the cost of the procedure in question requires evaluation in 
monetary units. Since the goals of health care are to mitigate and cure so as to ensure 
survival and good quality of life for the patients, the most commonly used unit for 
measurement in CEA is the "cost per added year of life", possibly adjusted for life quality, 

4 9 . Estimates of economic effects are complex and should identify both direct and indirect 
costs• Direct costs related to transplantation include examining and preparing the patient, 
handling organs for transplants, transport, transplantation, post-operative care, and 
treating possible complications, necessitating readmissiom Additional direct costs include 
pharmaceuticals, particularly immunosuppressive agents and antibiotics. Indirect costs 
include, for example, the value of lost and/or gained employment. Also, the economic impact 
on the family and public social agencies should be estimated. A balancing of "cost per added 
year of life" arid quality of life is difficult and is never more than a rough estimate. The 
quality of life has more than one dimension. The objective indicators for quality include 
functional ability, ability to work, and health status. Subjective indicators include 
well-being, psychological effect and satisfaction with life. 

5 0 . Most studies of cost-effectiveness of solid organ transplantation are based on data that 
are insufficient for precise estimates to be made• Therefore, available estimates must be 
considered as rather speculative. However, estimated costs for kidney transplantation in 
different countries vary from US$ 25 000 to US$ 50 000， with an average of US求 35 000; the 
"cost per added year of life" with functioning graft has been estimated at US$ 12 000 to 
US东 15 000

e
 The corresponding figures for heart transplantation are US东 55 000 to 

US$ 120 000， with an average of US$ 90 000; the "cost per added year of life" will be 
Usé 20 000 to US$ 25 000. It is, however, necessary also to "cost" the care of the end-stage 
patient in the absence of a transplant• Maintenance haeraodialysis, as an example, is 
estimated to cost US东 25 000 to US$ 30 000 per year, and the patient with end-stage cardiac 
disease costs as much as US$ 5000 to US$ 7000 per month. 

51. If advances in management of the patient and organ preservation in the near future 
further improve transplantation results, this will mean a reduction in the cost for 
successful transplantation. If genuine breakthroughs in transplantation results occur, 
m e d i c a l , social and economic gains will be made. 



VII. ETHICAL ISSUES 

52. Transplantation surgery now and in the future requires ethical decisions based on 
discussions among politicians, physicians, ethicists, psychiatrists, religious leaders, 
jurists and the general public• One dilemma in transplantation surgery is the controversy 
over what constitutes death. Still we lack well defined and uniform criteria for death. The 
absence of heart-beat and of spontaneous respiration are the traditional criteria. "Brain 
death

11

 and its criteria have created considerable controversy and are not universally 
accepted or applied. For several reasons, therefore, there is an urgent need for well 
defined and uniform criteria to allow physicians to make the determination of death more 
readily. The potential for organ donation should certainly not be the deciding factor. It 
seems reasonable that the determination of death should be made by a physician who will not 
participate in any phase of the transplantation procedure. The determination of death before 
discontinuing life support systems enhances the preservation of potential transplant organs• 
Well defined death criteria would reduce the enormous pressure on families who at present 
have to consent to the withdrawal of life support systems from a patient who is "brain-dead", 
particularly since the question of organ donation will be discussed after the determination 
of death instead of before, as is now the case in many countries. 

53• A special problem is the consent for organ donation. The gap between supply and demand 
has widened in most countries where organ transplantation is practised. Under ideal 
circumstances consent should be given by the donor. It has been tried with donor cards or 
"living wills"• This method requires massive publicity efforts to achieve a high rate of 
public participation in carrying donor cards or signing living wills. An alternative method 
of consent is the "presumed consent" or "contracting out". This system means a consent for 
organ donation unless the deceased person had signed a card prohibiting donation. This 
system has been criticized because of the ethical risks and its possible abuses. 

54. Another problem in kidney and pancreas transplantation is organ donation by living 
donors. Which family member should be asked to donate? In a recent survey it has been 
reported that if a parent is to give the kidney 85% of the family felt that the mother should 
do so. Age and the ability to understand the nature of the procedure, its complications and 
potential risks to the donor and also the potential benefit to the recipient are important 
factors to consider before obtaining informed consent. 

55. During recent years there has been much discussion about buying and selling organs. 
There has been general opposition to remunerated organ donation. The crucial question is 
whether a person "owns" his or her body and may therefore sell a body part• Most authors in 
this field have agreed that selling an organ is immoral but that it would not be immoral to 
compensate a living donor for his personal expenses during the period of preparation, and for 
the operation and post-operative recovery period. In the United States of America this issue 
was resolved in 1984 by passage of the National Organ Transplantation Act, which contains a 
provision prohibiting the purchase of human organs for use in transplantation. 

56. Discussion of ethical concerns helps to clarify issues and to sensitize doctors, policy 
makers and the general public to difficult questions in the practice of transplantation. 
These concerns have an important but not exclusive place in influencing the choice of 
direction for future developments. Moreover, ethical judgements are often made 
retrospectively when things have gone wrong. Risks of an operative procedure with a 
successful outcome are usually not debated and questioned, although some harm will inevitably 
ensue along with some benefit; this is the price of technical progress, 

57. The criteria for dialysis and renal transplantation have been expanded and costs have 
escalated dramatically in recent years. This means an ethical burden on doctors to justify 
denying these procedures to patients who have little likelihood of recovering. The moral 
argument can be raised that one should never withhold potential beneficial treatment from any 
patient. However, an equally strong moral argument can be made for not increasing or 
prolonging suffering. Another point is that the costs of medical care seem to continue to a 
point where standard medical care is jeopardized because of the efforts in high technology 
medicine. Each society has to decide what procedures are justified and for whom. 

58. The ability to prolong life by new methods in treating diseases has resulted in an 
increasing awareness of quality of life. In transplant surgery this has been particularly 
obvious because of its intensive medical care and follow-up as well as its high costs. There 



is a need for psychological support to deal with these questions in the transplantation 
team. This plays a major role in guiding patients through the recovery phase and assisting 
the families of recipients. 

V I I I . CONCLUDING REMARKS 

59. Organ transplantation offers a good treatment to patients with end-stage vital organ 
diseases as measured in years of survival and rehabilitation. There are still plenty of 
unresolved questions, and there is room for improvement• Rejection is still one of the most 
serious complications• It seems reasonable, in view of the explosion today in molecular 
biology, to anticipate that in the future we will have available specific immunosuppression 
with few or no side-effects. It seems appropriate to predict that future advances in 
transplantation will be the result of joint attack by immunology and surgery, as well as 
other scientific disciplines• 

60. The dream of artificial organs to replace the heart, liver or kidney seems doubtfully 
attainable in the foreseeable future in view of the unique metabolic functions of these 
organs. To exemplify its complexity, recent research has shown that the heart is the source 
of a peptide - atriopeptine - which is vasoactive and has salt-and-water regulatory actions• 
Most likely, the metabolic feedback functions between organs cannot be accomplished in the 
present state of knowledge by any man-made construction. If this holds true, organ 
transplantation is likely to remain an evolving technology for many years to come. 



PREVENTION OF DEAFNESS AND HEARING IMPAIRMENT
1 

Report by the Director-General 

[EB79/10 - 22 October 1986] 

In response to resolution WHA38.19 the Director-General submitted to the Thirty-ninth 
World Health Assembly a report assessing the extent, causes and consequences of hearing 
impairment, and making proposals for strengthening measures for prevention and treatment• 

The Thirty-ninth World Health Assembly decided to postpone consideration of this 
subject, and the Director-General is therefore submitting the report to the Executive Board 
(see Appendix), together with the following summary of the action undertaken meanwhile: 

1. Since 1 August 1986 matters concerning the prevention of deafness and hearing impairment 
are being dealt with by the Rehabilitation Unit at headquarters and by designated medical 
officers at all regional offices. 

2. A number of countries have already requested WHO cooperation for programmes related to 
the prevention of deafness and hearing impairment. In response, some regional offices have 
allocated funds for activities to be undertaken during the budget periods 1986-1987 and 
1988-1989. 

3. Preliminary contacts have been made in order to establish a network of collaborating 
centres• The role of such centres is to set up research and development programmes； to 
promote action at the community level with a view to setting up preventive programmes linked 
to primary health care； to initiate training of manpower at all levels for preventive 
otology, management and intermediate level staff who will eventually be engaged in the 
programmes at community level• 

4 . An Expert Advisory Panel on the Prevention of Deafness and Hearing Impairment has been 
set up. 

5. A fund-raising drive has been started in order to locate extrabudgetary funds for the 
staff needed at headquarters, and to provide funding for field projects (including those 
undertaken by collaborating centres)• 

6. Contacts with nongovernmental organizations in official or working relations with WHO 
have been strengthened in order to promote the programme and mobilize the resources needed 
for its implementation-

1 Report presented under agenda item 7.2• 



Appendix 

Report by the Director-General to the Thirty-ninth World Health Assembly 

[A39/14 - 27 March 1986] 

In response to resolution WHA38.19, the Director-General submits 
to the Thirty-ninth World Health Assembly this report assessing the 
extent, causes and consequences of hearing impairment and making 
proposals for strengthening measures for prevention and treatment• 

Although hearing impairment is common, little effort has been 
made in developing countries to prevent this condition. It is 
estimated that perhaps as much as 50% of the current hearing 
impairment in these countries could be totally avoided, or its 
consequences significantly reduced, by the application of appropriate 
measures for primary and secondary prevention. Such prevention 
should - whenever feasible and appropriate - be introduced as an 
integral part of the health services to be implemented in the context 
of the strategy for health for all. 

This report begins with proposals for the definition of various 
grades of impairment, based on performance testing and not, as in the 
past, on audiometer screening. Five grades of impairment are 
proposed and defined. 

All the prevalence estimates in this report relate to persons 
over the age of three years and are based on hearing performance 
surveys• The number of people with profound and severe bilateral 
hearing impairment is estimated at some 12 million and those with 
moderate impairment at about 30 million, the total estimate being 
42 million. Due to increases in the world population and also 
changes in its age structure, the overall prevalence can be expected 
to be about 57 million by the year 2000. These figures are 
approximate, as the data basis is insufficient. 

Proposals are made for a future approach on how to strengthen 
efforts to diagnose hearing impairment in developing countries. 

A comprehensive list has been drawn up of all the common causes 
of hearing impairment, followed by a detailed review as to what can 
be done to reduce their incidence by primary and secondary 
prevention. In this review curative treatment of otitis media 
emerges as a priority. Congenital deafness, the most serious of all 
hearing impairments, could be reduced by rubella immunization and 
iodization in areas of endemic goitre. Genetic counselling could 
prevent congenital deafness, but may be difficult to implement. A 
reduction of the noise levels in industry and traffic would help to 
decrease acquired hearing impairment, and provision of hearing aids 
could compensate for the hearing loss in a large number of people 
with severe and moderate hearing difficulties. 

A short review of the availability of services leads to the 
conclusion that in developing countries there is a serious lack of 
services at all levels to implement a hearing impairment prevention 
programme• 

Finally, specific plans of action are proposed for the remaining 
period of the Seventh General Programme of Work (1986-1989) together 
with an estimate of the budget requirements for their implementation. 



I. INTRODUCTION 

I. Deafness and hearing impairment are common throughout the world. There are now about 
42 million persons (over the age of three years) with profound, severe or moderate hearing 
impairment, and this number will increase to some 57 million by the year 2000. The victims 
face many devastating and - to a large extent - unrecognized health and social problems• It 
seems probable that deaf infants arid children have higher mortality rates than other 
children.^ Eveil a period of temporary hearing impairment - for example, for six months -
during early childhood will often lead to delayed development. Deaf and seriously 
hearing-impaired children rarely receive any schooling in developing countries. It has been 
estimated that in India only 1.5% of deaf children receive education. Some countries have 
an even lower proportion of deaf children attending school, or may have no facilities at all. 

2• Even people with only moderately impaired hearing have difficulties in finding 
employment, and the economic situation of such persons and their families is extremely poor. 
Their social contacts are also very limited, as people with normal hearing seldom make an 
effort to try any means of communication with them. Thus, people with impaired hearing are a 
seriously underprivileged group. Action to provide rehabilitation - a subject not covered by 
this report - should be given higher priority, especially in developing countries. 

3• Prevention of hearing impairment consists - as will be further discussed below - of a 
number of interventions. Although most developed countries and some developing countries 
have taken action in the direction of better prevention, more such action is needed. 

II. DEFINITIONS 

4
e
 After a review of the present set of definitions,^ it is proposed that, instead of 

keeping a terminology based on audiometric measurements, it would be better - especially in 
countries which do not yet have general access to audiometric technology - to base the 
definitions on bilateral hearing performance tests. There are several options for such 
tests. Based on proposals from several experts, a new set of definitions is suggested (see 
Table 1) with five different grades of impairment, four of which relate to bilateral hearing 
impairment and one to unilateral hearing impairment. These grades have been translated into 
comparable audiometric values, as shown in the Table. 

5, It is proposed that for grade 5, both the terms "profound hearing impairment" and 
"deafness"^ be used. The two other groups of concern consist of those with severe 
(grade 4) arid moderate (grade 3) hearing impairment. It should also be explained that 
grades 1 and 2 do not always present a continuum. In some situations a person with grade 1 
impairment hears less well than a person with grade 2 hearing loss. 

6. It may also be useful to consider what is meant by the term "disabling hearing 
impairment". The grade of disability does not always correspond to the grade of impairment. 
First of all, an impairment may be partly offset by the use of a hearing aid, which certainly 
decreases the disabling effect. Furthermore, environmental arid social factors play an 
important role. For example, a child with a grade 2 impairment, who goes to school in a 
class of 60 pupils, in surroundings with a high degree of background noise, may almost be 
totally unable to hear the teacher• On the other hand, an elderly person with the same grade 
of impairment, who lives in a small and quiet household, may have no problems in coping with 

1 In some circumstances, these children are neglected by their parents. They become 
malnourished and have a tendency to acquire infectious diseases, such as gastroenteritis. 
Such infection is associated with high mortality. 

2 Prevention of deafness among children: report on an intercountry workshop held in 
New Delhi, 29 March - 2 April 1982. New Delhi, World Health Organization, 1982 (WHO document 
SEA/NCD/13). 

3 International classification of impairments，disabilities, and handicaps: a manual 
of classification relating to the consequences of disease. Geneva, World Health Organiza-
tion, 1980. 

“ The term "deafness" should be used only for persons with grade 5 hearing impairment, 
and it is proposed that the terras "deaf and dumb" and "deaf mute

1 1

 should be dropped, as they 
are based oil mistaken assumptions regarding the character of deafness. 



daily life and in communicating. Regardless of such factors, grade 4 and grade 5 impairment 
are inevitably associated with a high degree of disability. 

7 . Hearing impairment may also be combined with other impairments, such as vision and 
locomotion difficulties； the resulting total disability can be very substantial, even if the 
grade of hearing impairment is low. 

TABLE 1. GRADES OF HEARING IMPAIRMENT
1 

(testing without the use of a hearing aid) 

Performance Impairment grade 
Corresponding audiornetrie 

ISO value* 

Unable to hear any spoken 
words in either ear 

5 
Profound bilateral hearing 
impairment (deafness) 

81 dB or more 

Able to hear some words if 

shouted in the better ear 

4 

Severe bilateral hearing 
impairment 

61-80 dB 

Able to hear words shouted 
at a distance of three 
metres 

3 
Moderate bilateral hearing 
impairment 

41-60 dB 

Some difficulty hearing, 
but can usually hear words 
spoken in a normal voice 

2 

Slight bilateral hearing 
impairment 

26-40 dB 

Hearing problems with one 

ear only 

1 

Unilateral hearing 
impairment 

Better ear 
normal value 
(25 dB or better) 

No hearing problem 0 
No impairment 

Both ears normal 
(25 dB or better) 

* 
Average hearing threshold for the better ear at 500, 1000 and 2000 Hz 

tested without a hearing aid (unamplified hearing)• 

I I I . PREVALENCE OF HEARING IMPAIRMENT 

Developed countries 

8. On the basis of the above set of definitions arid of the data provided by the most 
thorough survey of hearing impairment, based on performance tests, undertaken in a 
developed country, the prevalence of hearing impairment in those countries among the 
population over three years of age can be calculated with relative accuracy. 

A different grading system was proposed by the International Organization for 
Standardization in 1970: ISO R389. That system is not compatible with the one proposed 
a b o v e . The ISO system is based on audiometry testing; as this technique is currently not 
feasible in developing countries, a system based on hearing performance is suggested. ISO 
recommends five different levels of bilateral impairment; above, four such levels are 
proposed. The prevalence figures in the text that follows are based on performance testing, 
not on audiometry. 

2

 Persons with impaired hearing: United States 一 1971， Vital and Health Statistics, 
data from the National Health Survey, Series 10， N o . 101， United States Department of Health, 
Education and W e l f a r e . 



9. The prevalence in the United States of America projected for the 1985 population 
(1115 million) of the developed countries gives an estimated total of about 15.7 m i l l i o n 
people with hearing impairment grades 3, 4 and 5 (Table 2(a))• Of these, about 4.5 m i l l i o n 
would have a profound or severe bilateral hearing impairment. The numbers may be expected to 
rise in the future: of the 1200 million people in developed countries in the year 2000， 
5.6 million are expected to have profound or severe hearing impairment, and 13.5 m i l l i o n 
moderate hearing impairment• 

TABLE 2(a) . ESTIMATED PREVALENCE OF HEARING IMPAIRMENT IN DEVELOPED C O U N T R I E S
1 

(population over three years of age) 

Age 
Total 

population 
(millions) 
1985 2000 

Population with impairment 

Age 
Total 

population 
(millions) 
1985 2000 

9 
Percentage 

1985 
(millions) 

2000 
(millions) 

Age 
Total 

population 
(millions) 
1985 2000 

grade 5 + 4 grade 3 grade 5 + 4 grade 3 grade 5 + 4 grade 3 

3-14 
15-44 
45-64 
65+ 

206 
522 
257 
130 

207 
541 
295 
166 

0.073 
0.075 
0.323 
2.455 

0.188 
0.219 
1.008 
5.416 

0.150 
0.392 
0.830 
3.192 

0.387 
1.143 
2.591 
7.041 

0.151 

0.406 

0.953 

4.075 

0.389 

1.185 

2.974 

8.991 

1 115 1 209 
4.564 11.162 5.585 13.539 

1 115 1 209 

15.726 19.124 

Developing countries 

10. There are no similar data for developing countries• The above-mentioned prevalences for 
various grades of hearing impairment, adjusted for differences in population age-structure 
between developed and developing countries, give the estimates shown in Table 2(b). 

11. The prevalence in the United States of America projected for the 1985 population of the 
developing countries gives an estimated total of 25.9 million people with hearing impairment 
grades 3, 4 and 5 (Table 2(b)). Of these, 7.2 million would have a severe or profound 
hearing impairment and 18.6 million a moderate one. By the year 2000 these prevalences are 
expected to rise to some 10.7 million and 27.2 million respectively. 

All countries 

12• On the assumption that the above are moderate estimates of the prevalence of hearing 
impairment, the total prevalence in all countries (both developing and developed) can be 
estimated as shown in Table 2(c)• 

13. It thus appears that, in 1985， there are about 41.6 million people with impaired 
hearing, in 11.8 million of whom it is severe or profound, and in 29.8 million m o d e r a t e . By 
the year 2000 these prevalences will have risen to about 16,3 million and 40.7 m i l l i o n , 
respectively, or a total of about 57 million. On this basis, it is suggested that, until 
more reliable evidence has been produced, the above estimates could be used to indicate the 
size of the global population at present (1985) having hearing impairment.^ 

1 Population data source: Demographic indicators of countries: estimates and 
projections as assessed in 1980. New Y o r k , United Nations, 1982• 

n . . . 
Persons with impaired hearing: United States - 1971, Vital and Health Statistics, 

data from the National Health Survey, Series 10, N o . 101, United States Department of H e a l t h , 
Education and Welfare. 

3 A review of some international estimates has been undertaken by M . E • McCavitt, 
(International survey of deafness and services to deaf people. Proceedings of the World 
Federation of the Deaf, Washington, D C , 1 9 7 5 . ) ~ — 

A survey giving, inter alia， percentages of people aged 60 and above who report hearing 
problems has been published by the World Health Organization (Heikkinen, E., W a t e r s , W . E . & 
Brzezinski, Z . J ” ed. The elderly in eleven countries: a sociomedical survey. Public 
Health in Europe，No. 21, Copenhagen，World Health Organization, 1983)• ~ ~ ~ ~ 



Age 

Total 
population 
(millions) 
1985 2000 

Population with impairment1 

Age 

Total 
population 
(millions) 
1985 2000 

Percentage 
1985 

(millions) 
2000 

(millions) 
Age 

Total 
population 
(millions) 
1985 2000 

grade 5 + 4 grade 3 grade 5 + 4 grade 3 grade 5 + 4 grade 3 

3-14 
15-44 
45-64 
65+ 

h-
1 
M 

M 
О
 

Ul
 

LO
 

N3
 0
0 
U1
 U
l 

1 230 
2 306 

693 
237 

0.073 
0.075 
0.323 
2.455 

0.188 
0.219 
1.008 
5.416 

0.771 
1.256 
1.512 
3.732 

1.985 
3.668 
4.717 
8.232 

0.920 
1.729 
2.238 
5.794 

2.369 
5.050 
6.985 

12.782 

3 330 4 466 7.271 18.602 10.681 27.186 3 330 4 466 

25.873 37.867 

TABLE 2(c). ESTIMATED PREVALENCE OF HEARING IMPAIRMENT - ALL COUNTRIES 

(population over three years of age) 

Hearing impairment 
(grade) 

Population with impairment 
Hearing impairment 

(grade) 
1985 

(millions) 
2000 

(millions) 

5 + 4 

3 

11.835 

29.764 

16.266 

40.725 

41.599 56.991 

14• The figures above are a moderate estimate; the incidence of hearing impairment is most 
probably higher in developing than in developed countries, a main factor being the much 
higher incidence of otitis in these countries. On the other hand, the prevalence rates may 
be reduced by the fact that many children with impaired hearing die from diarrhoea, 
pneumonia/bronchiolitis and other diseases combined with malnutrition. Thus the numbers are 
likely to be revised when the results of accurate sample surveys become available. 

15 • It is of fundamental importance that such sample surveys should be carried out in as 
many countries as possible to find out the extent of the problem and also to highlight the 
urgency of preventive action. Furthermore, such research will also make it possible to plan 

1 As in the previous table for the developed countries, the data of the United States 
study are here projected for the total population of developing countries. The much greater 
increase foreseen for 2000 is due to differences and trends in population size and age 
distribution. 



for rehabilitation of persons with hearing impairment, an action badly needed in many 
developing countries. The studies should include research on the mortality rate of infants 
and children with hearing impairment of grades 4 and 5. 

IV. DIAGNOSIS OF HEARING IMPAIRMENT 

16. In the industrialized countries, a number of simple screening tests are widely used 
(e.g., for testing of infants and children, in schools, at examinations of recruits for the 
armed forces, etc.). If screening tests give any indication of a hearing impairment, an ear 
examination and then an audiometric test normally follow. If these examinations confirm a 
suspicion of a chronic impairment, the person would be referred to appropriate specialists. 
It should be pointed out that screening tests for children under three years of age are not 
very accurate. It is therefore urgent, in developed as well as developing countries, to 
undertake efforts to increase their validity. 

17. A similar approach could be set up within the health services of all developing 
countries. It should be understood that what is proposed is an ideal example for a long-term 
solution; meanwhile countries will adjust the diagnostic services to what is feasible in 
their environment• Also it must be recognized that to diagnose is only meaningful if there 
is a possibility for subsequent corrective action of a curative or rehabilitative nature• 

18. Developing countries are now in the process of setting up primary health care delivery 
systems and the appropriate referral level services. The technology for diagnosing hearing 
impairment should - at an appropriate phase - be included in existing health services using a 
non-specialized "horizontal" approach, recognizing the fact that the specialized services may 
still take many years to develop. The following proposals are made. 

Level 1: Community (village, block, etc.) 

Population about 500-5000 

At this level people will normally receive essential services from a primary health 
care worker, based in the community. This worker should be taught how to apply simple 
screening tests to detect hearing impairment in children and adults. It is recommended 
that all children undergo the first routine test before the age of two years and the 
second just before they reach school age• Further tests could be given on a regular 
basis to older children and adolescents and should, in any case, be administered to all 
who complain about their hearing, or ear discharge, pain, persistent headache, vertigo 
or tinnitus, as well as to infants and children belonging to high-risk groups (low birth 
weight and certain other conditions at birth)• 

There are several useful descriptions of how simple screening tests can be carried 
out.l The first diagnosis of a hearing impairment in an infant is often made by the 
mother. Public information campaigns might contribute to early identification of 
hearing impairment. The screening of a child under three years of age is - as already 
indicated 一 more difficult than screening at later ages. The health worker needs more 
experience when screening infants of this age than when screening older children. 

When a health worker identifies any person with possible hearing impairment, a 
referral should be made to the next level. 

Level 2: Health centre 
Population about 5000-10 000 

At this level there may or may not be a physician in attendance. If there is no 
physician, the referrals from the health worker for diagnosis of hearing impairment may 
be sent to a medical assistant, a nurse, or a rehabilitation assistant, for example. 

Also at this level hearing ability could be tested with a tuning fork and possibly, 
later on, with a low-cost audiometer (see paragraph 21(2)). Ear examinations to exclude 
wax and foreign bodies should, if possible, be made with a simple otoscope. 

1 Helander, E ” Mendis, P . & Nelson, G . Training disabled people in the community« 
(WHO document RHB/83.1(1983)), pp. 33-37； Nolan, M . N . & Tucker, I . G . The hearing impaired 
child and the family. London, Souvenir Press (E. & A.) Ltd., 1981, pp. 35-70. 



Level 3； The first-line hospital 

Population about 10 000-50 000 

This has one or more, mainly non-specialized, physicians. Here audiometric 
examinations could be carried out, when a low-cost audiometer can be provided. A 
simplified audiometer is now undergoing testing in several countries. Whenever a 
hearing impairment is diagnosed, the physician should be able to ascertain most of the 
causes of such impairment• However, when necessary, referrals to level 4 should be 
considered. 

Level 4: The specialized services 
Population over 50 000 (usually much more) 

Here there would ideally be a physician trained in ear, nose and throat diseases 
and a professional staff member with some experience in audiology (e.g., an audiological 
assistant)• At this level it should be possible to further diagnose the cause of the 
hearing impairment, and make an assessment of excessive noise in the environment• 

19• The above outline is only one model and many alternatives are possible, e.g., mobile 
consultants or test vans from level 4 could visit first-line hospitals and other hospitals 
which do not have access to a specialist• Also, simple, low-cost audiometry could be used at 
level 2 and not only at levels 3 and 4 . 

20
e
 It should be noted that better screening and diagnosis is of importance also in 

identifying reasons for speech difficulties other than those due to hearing impairment； 
e.g., those caused by mental retardation, autism, multiple handicaps, etc• 

21 • The following studies and research could provide useful information on how to proceed 
while developing diagnostic services aimed at detecting hearing impairment. 

(1) The reliability of screening programmes could be assessed. The present procedures 
are based on questions to informants (e.g., heads of households) and their answers• 
Simple performance tests would be preferable and could be given to everybody, and not 
only to household members whom the informant has identified as having a hearing 
impairment• The cost-effectiveness of such improved screening could be studied. 

(2) A model of a simple, low-cost audiometer exists already. This and others could be 
field-tested. Then the most useful field audiometer (or audiometers) could be 
manufactured. It is estimated that a suitable audiometer, including rechargeable 
battery, could be mass-produced at about US由 30, A manual should be developed in 
several languages, describing screening procedures and the use of the simple 
audiometer. A booklet is needed to describe its technical maintenance and repair. 

(3) A manual on the use of an otoscope for diagnostic and therapeutic procedures could 
be produced• It should then be field-tested and made available in several languages. 

V . CAUSES OF HEARING IMPAIRMENT 

22. There is a large body of information regarding the causes of hearing impairment in 
developed countries• In most developing countries such information is scarce. 

23. Below is a list of the common causes of hearing impairment (in random order); 

(1) Genetic factors: symptoms may be present already at birth or appear later iri life, 
e.g., in the case of otosclerosis• 

(2) Malformations, e.g., absence of outer ear, of ear canal， of ossicles. 

(3) Certain diseases of the mother during pregnancy, e.g., rubella, cytomegalovirus. 

Perinatal factors, anoxia, traumatic brain damage, jaundice, rhesus 
incompatability， prematurity. 



(6) Other infectious diseases, e.g•， meningitis, measles, viral encephalitides, mumps, 
varicella/zoster, Lassa fever, malaria, and herpes type 2 virus and cytomegalovirus 
infections. 

(7) Excessive noise, especially if it occurs over an extended period of time. 

(8) Trauma, e.g., brain concussion, haemorrhage, laceration. 

(9) Meniere
1

s disease. 

(10) Tumours that compress the auditory nerve, e.g., acoustic neurinoma, 

neurofibromatosis• 

(11) Cerebrovascular disease (stroke)• 

(12) Aging (presbycousis). 

(13) Ototoxic drugs, e.g., antibiotics (streptomycin, gentaraicin, amikacin, tobramycin, 

neomycin, etc.), analgesics (salicylates), antipyretics, diuretics, quinine• 

(14) Nutritional factors, e.g., goitre, kwashiorkor, cassava eating (causing chronic 
cyanide poisoning)• 

(15) Other diseases or conditions that an otologist can diagnose, e.g., tinnitus. 

24. Epidemiological research should be undertaken to improve the data basis. As local 
conditions vary greatly, such research should be set up in several countries of each 
geographical region. 

VI. PREVENTION OF HEARING IMPAIRMENT 

25. In considering a possible approach to the prevention of hearing impairment, the 
definitions of disability prevention used in the WHO programme and policy for disability 
prevention and rehabilitation apply.^ 

Primary prevention includes the action aimed at preventing the impairment from occurring 
(e.g.,immunization against rubella and other preventable diseases, genetic counselling, 
accident prevention, hearing conservation programme in the workplace, etc.)• 

Secondary prevention includes action to be taken once the impairment is present, either 
to cure a disease (e.g., otitis media)； or to stop its progress (e.g., 
streptomycin-induced hearing impairment)； or to reverse the damage to the hearing 
(e.g., by ear surgery)； or to compensate for a hearing impairment (e.g., by a hearing 
aid or sound amplification in rooms, etc. ) • 

Tertiary prevention includes rehabilitation, such as special education in communication, 
provision of an interpreter, provision of a job, improved social integration to diminish 
the handicapping social, economic and psychological consequences of the hearing 
impairment • 

26. Table 3 summarizes the most important risk factors and their estimated importance, and 
gives examples of some primary and secondary prevention. (Tertiary prevention is not dealt 
with in this report. ) It lists 15 causes of hearing impairment. An attempt has been made to 
quantify the importance of each by ranging it in one of three classes. The most important 
(***) are genetic factors, otitis media and aging (presbycousis)• Moderate contributors (**) 
include diseases in pregnancy, such as rubella, perinatal factors, other infections (such as 
meningitis and Ménière

1

s disease). Other causes are estimated to contribute on a small scale 
only. 

27• In the interpretation of this table the priorities associated with the impact of a 
hearing impairment on an individual have to be taken into account. For instance, 
rubella-caused deafness in an infant is a lifelong and very serious disabling condition. It 

WHO document A29/INF.DOC./1, 1976. 



is therefore more urgent to direct preventive action to this cause of hearing impairment than 
to prevent conditions which cause moderate hearing impairment only, and do so later in life. 

28• The following comments are offered regarding preventive measures in the order in which 

the causes appear in Table 3 . 

(1) Genetic factors, Genetic factors are most likely to cause hearing impairment in 
populations with a high rate of consanguineous marriage.1 It is estimated that above half 
of all deafness (grade 5 impairment) among children is of genetic ^rigin. Although much 
epidemiological information is available from developed countries, there is not enough 
about the situation in developing countries• Therefore, support for such research should be 
considered. But it must be remembered, in this connection, that a number of attempts have 
been made in the past to explore genetic conditions causing other serious disability, such as 
blindness, and it has proved difficult to implement programmes aimed at prevention of 
genetically caused disabilities• In the present situation great caution is needed where 
genetic counselling is concerned. There are many examples of persons having non-genetic 
hearing impairment being prevented from marrying, or counselled to have no children, or 
sterilized. Genetic relationships, especially in recessive cases, are seldom simple, and 
unjustified intervention has caused a lot of psychological trauma. 

(2) Malformations• These are rare and may sometimes be corrected by surgery. 

(3) and (4) Certain diseases of the mother during pregnancy and perinatal factors, The risk 
of hearing impairment should be taken into consideration in all maternal and child health 
programmes• 

Rubella infection in pregnant women is known to cause grade 4 or grade 5 hearing 
impairment in a proportion of the infants. There are at present three main approaches in 
rubella immunization. The first aims at individual protection of women throughout their 
childbearing period and is based on immunization of girls aged 10-14 years with one dose of 
monovalent rubella vaccine. This strategy is not believed to diminish the circulation of the 
wild v i r u s . The second approach is intended to interrupt transmission of the rubella virus 
in young children, thus reducing the possibility of exposure of susceptible pregnant women, 
and requires immunization of all children at 15 months of age with combined 
measles-mumps-rubella vaccine (MMR) • The third scheme is a compromise programme, which is 
based on immunization of all children with two doses of M M R , one at 18 months and another at 
12 years of a g e . 

WHO has not so far formulated a recommendation on which strategy to follow. 
Industrialized countries in general have adopted a number of rubella immunization programmes 
and this has led to a considerable reduction of hearing impairment at birth. However, iri the 
case of the developing countries, very little action has been taken. The Expanded Programme 
on Immunization is primarily targeted at children under one year of age and does not include 
rubella. 

Further epidemiological studies will have to be carried out in several developing 
countries before a strategy for rubella immunization can be decided upon. Immunological 
research is also needed to find out the age at which most children and/or adolescents have 
the disease, the duration of immunity that results from primary infection, etc. Further, 
should such studies confirm that rubella is a factor causing hearing impairment to the same 
degree in developing countries as in developed ones, it is recommended that governments and 
primary health care services should seriously consider a programme of rubella immunization. 

With regard to perinatal factors, it should be borne in mind that hearing impairment may 
be prevented by safe delivery, prevention arid management of neonatal jaundice and management 
of acute respiratory infection. Early detection 一 which would help to prevent some of the 
consequences of hearing impairment during infancy and childhood 一 should be included in the 
routine screening programmes of children under five years of age. 

1 Kapur， G . P . Deafness. In Wilson, J., ed., Disability prevention; The global 

challenge, Oxford University Press, 1983. 
о 

Fraser, G . R . Profound childhood deafness, J. M e d . Genet*, 1964, pp. 1-118. 



TABLE 3. CAUSES OF HEARING IMPAIRMENT, THEIR RELATIVE IMPORTANCE AND SOME 
POSSIBLE HEALTH SYSTEM, OR OTHER, FIRST- AND SECOND-LEVEL PREVENTION 

Cause Importance^- Examples of prevention 

(1) primary (2) secondary 

Health care delivery 
system 

.. Genetic factors 

2. Malformations 

3. Certain diseases 
of the mother 
during pregnancy 

4 . Perinatal factors 

5. Otitis media 

6. Other 

infections 

1• Noise 

8. Trauma 

9• Ménière
1

s disease 

10. Tumours 

11. Cerebrovascular 

disease 

12. Aging . 
(presbycousis) 

13. Drugs 

14. Nutrition 

-k-k 

-k-k-k 

•k-k 

•k�k"k 

(1) Genetic counsellingj 

public education 

(2) Surgery 

(1) Improved care of pregnant 
women; rubella 
immunization 

(1) Improved care during 
pregnancy and at birth 

(1) Identification of 
children at risk; 

(2) Antibiotic treatment 

(2) Surgery 

(2) Surgery 

(1) Stroke prevention in 

groups at risk; public 
information 

(1) Avoidance of such drugs 

(2) Close supervision of 
patients treated with 
causative drugs 

(1) Iodization; nutritional 
programmes； public 
education 

Primary health care; 
referral health services； 
school health education; 
information services 

Referral health services 

Primary health care; 

school health services 

Primary health care; 
referral health services 

Primary health care 

(1) Immunization against 
meningitis, measles, mumps 

(1) Reduction of noise levels 
in industry and transport； 
use of protection against 
noise 

(1) Accident prevention; 

public education 
(2) Surgery 

Primary health care 

Legislation; hearing 
conservation programme； 
inspection of machines, 
vehicles and aircraft 

Information channels 

Referral health services 

Referral health services 

Referral health services 

Primary health care; 
information channels 

Primary health care; 

referral health services 

Public health legislation; 
information channels 

15. Other 

1 This estimate of importance relates to the quantified data: 
*** denotes the cause of a high proportion of cases of hearing impairment； 
** a moderate proportion; and 
* a low proportion. 



(5) Otitis media. Acute otitis media is one of the most common infections in infancy and 
childhood in all countries. Most children over one year of age have probably had at least one 
episode of otitis media and many children will have had three or more infections. Recurrent 
and chronic otitis media in infancy and early childhood may have long-term effects on the 
development of speech, language and cognitive functions. It is the most important cause of 
conductive hearing impairment in young people in developing countries. 

Primary prevention could be made possible if more were known about high-risk children. 
Among factors to consider are: quality of housing (over-crowded homes cause more 
cross-infections among children), lack of hygiene, malnutrition, and limited access to health 
care services• An inverse relationship between socioeconomic status and the risk of developing 
otitis media has been reported in many studies giving support to the commonly quoted expression 
that "the running ear is the heritage of the poor". 

Epidemiological studies of otitis media in developed countries have shown that bacteria 
are present in middle ear exudates in about two-thirds of children having this disease, and 
this proportion is likely to be higher in developing countries. The most prevalent agents are 
Streptococcus pneumoniae and Haemophilus influenzae. 

The present consensus is that secondary prevention of hearing impairment caused by otitis 
media includes antibiotic treatment• Although oral penicillin is given as a standard treatment 
in some countries, this treatment does not provide the concentration needed to eliminate 
H . influenzae from middle ear fluid. The drugs currently preferred are either ampieillin 
(amoxycillin) or cotrimoxazole. 

The primary health care services of developing countries should provide the facilities for 
the diagnosis and antibiotic treatment of otitis media in infants and children, in whom this 
infection is easy to diagnose if the eardrum is perforated and there is ear discharge. In 
imperforated otitis, otoscopio examination is necessary. In older children clinical 
recognition is facilitated when the child can say that the ear is painful. The use of the 
otoscope cannot be taught to community health workers and health staff with less than three 
years

1

 formal training; thus the otoscope is not an appropriate technology for the most 
peripheral services of primary health care in developing countries. There is a clear need for 
research and development of appropriate technology for easy application by non-doctors to 
identify the presence of imperforated acute otitis media in infants and young children at the 
community level of primary health care. 

In children with chronic ear discharge the use of antibiotics is controversial; a useful 
treatment is aural toilet four times a day with absorbent clean paper or cloth rolled into a 
wick, repeated for several days until the drainage stops• Antihistamines and vasoconstrictors 
are ineffective in both acute and chronic otitis media. 

In some patients with chronic otitis media, surgical intervention is needed. In some 
countries this has been done through what are known as "ear-camps"• They consist of ad hoc 
surgery services set up for a few days or weeks in an urban or rural area, where there is no 
specialist in ear, nose and throat diseases. Usually a number of highly complex operations are 
carried out: eardrum and other reconstructive surgery, cholesteatoma removal, drainage, etc. 

Opinions regarding ear-camps differ; some specialists advocate their use on an extended 
basis, others are more critical and indicate that the ear camp approach does not sufficiently 
take into consideration the need for follow-up of patients to ensure the success of the 
intervent ion. Highly sophisticated technology (e.g., for microsurgery) needs to be used, and 
there is almost no possibility of delegating any of the intervent ions to less specialized 
staff. In these arid other aspects, ear-camps differ from eye-camps• 

In the absence of a consensus, ear-camps cannot at the present time be recommended as a 
technology to provide specialized ear surgery. Only after further studies would it be possible 
to evaluate their effectiveness. For the time being, there is agreement to recommend use of 
the traditional referral system approach, and strengthen it with decentralization to the 
first-line hospital of some of the more common and less complex ear surgery. Further studies 
of innovative efforts to improve provision of ear surgery, on a decentralized basis, should be 
given high priority. 

(6) Meningitis. Immunizations should be carried out in geographical areas where meningitis is 
endemic• There is now a low-cost vaccine against meningitis A and С, and a new vaccine against 
meningitis В is expected in the near future. Epidemiological studies should be undertaken 



involving the age groups at highest risk. Furthermore, to avoid hearing impairment resulting 
from meningococcal and pneumonococcal infections, early treatment should always be instituted. 

(7) Excessive noise. Occupational exposure to intensive noise is encountered in a wide 
variety of industrial and mining processes, e.g., in the textile industry, particularly 
spinning and weaving, machine operations； in stone crushing plants; in use of powered 
machinery, such as trucks and tractors， and the use of drills in construction, tunnelling and 
mining• 

Hearing loss due to noise is considered one of the most common work-related diseases• It 
is irreversible involving auditory nerve deafness and damage to the organ of Corti in the inner 
ear. It occurs after prolonged exposure to intensive noise (above 85 dB)• It is not uncommon 
to find 25% or more of workers exposed to noise having a moderate or severe occupational 
hearing impairment• However, at present there is no standard occupational disease reporting 
system； figures are based on epidemiological surveys by occupational health institutions. 
More work is needed to develop a full understanding of the incidence of this cause of hearing 
impairment and its consequences• 

Regarding prevention, it might be mentioned that the occupational exposure limit adopted 
by a number of countries for noise is 85 dB. 

Preventive measures include mainly the following; 

(a) control at the source of noise - for example, by padding or suspension of noisy 
machinery and use of mufflers for exhaust gases under pressure; 

(b) environmental control, primarily by enclosure of the source and utilization of 
noise-absorbing material on the walls； 

(c) periodic audiometry of the workers exposed to noise for the early detection of 
hearing impairment before a level of complete deafness is reached. In pre-employment 
medical examinations, workers susceptible to noise, such as those with a history of 
diabetes, arterial hypertension, otitis media infection and meningitis, should be 
excluded or very carefully observed in exposure to intensive noise at work, 

(8)， （9)， （10) and (11) Trauma, Ménière
1

s disease, tumours and cerebrovascular disease^ 

These are rare causes of hearing impairment and should be dealt with by the preventive measures 

appropriate to the disease or condition. 

(12) Aging• Not much is known about the natural failure of hearing with advancing age 
(presbycousis) in developing countries. It is known, for instance, that, in the case of 
age-related eye disease such as cataract, the disease appears among much younger people in 
developing countries than in industrialized countries. Whether this is related to premature 
aging or to other environmental factors is debatable. 

Presbycousis - a major cause of hearing impairment - can sometimes be ameliorated by the 
use of hearing aids• Such aids are, however, very expensive. It is technically feasible to 
manufacture hearing aids costing US$ 10 or less. Once these are available, and there is 
appropriate technical staff to handle adjustments and repairs, and supply batteries, etc•， a 
high proportion of the elderly in developing countries could benefit. Hearing aids are now 
worn by 2% to 5% of the population in developed countries and there is reason to believe that 
such aids are needed by a similar proportion of people in developing countries. 

It should be pointed out that the use of hearing aids is not restricted to cases of 
presbycousis, even if this is the most common reason. Most people with hearing impairment 
(except some of those who have sensoneural deafness) can be helped by such aids• Thus the 
manufacture of a low-cost aid is of utmost importance. 

(13) Drugs. Drugs which frequently cause hearing impairment should be used with caution.1 
Some of these drugs are included in the recommended WHO Model List of Essential Drugs, and it 
would be desirable to substitute others for them. If there is no alternative, the greatest 
care should be taken to monitor side-effects• 

1 A survey of ototoxic drugs appears in Paparella, M . M . & Shumrick， D . A . , ed. 
Otolaryngology, 2nd ed., Philadelphia, W . B . Saunders, 1980， pp. 1804-1827, 



The best known example of a drug with toxic effects on hearing is streptomycin. It is 
used either daily, during the first two months of treatment, or twice a week, for a year, in 
what is known as the "intermittent" therapy for tuberculosis. The risk of hearing impairment 
is greatly diminished when low (although effective) doses are prescribed. The usual 
therapeutic dosage in adults is 15 mg/kg body weight in both daily and intermittent treatment• 
However, a total dose of 1 g per day in adults under 60 years of age, and of 0.75 g in older 
persons should never be exceeded• In children the dosage could be up to 20 mg/kg body weight• 
Streptomycin should not be given to persons with insufficient renal function. WHO manuals on 
tuberculosis stress the necessity of keeping the dosage within these levels to avoid hearing 
impairment. 

(14) Nutrition. In the geographical areas where goitre is endemic, hearing impairment is 
common, often in association with cretinism and mental retardation. Preventive action has 
been taken in many such areas - mainly by iodization of commercially distributed salt• In the 
future these efforts need to be strengthened. 

(15) Other causes. There are a number of other causes of hearing impairment, such as smoking 
and exposure to toxic agents. In tinnitus-associated hearing impairment a variety of factors 
may be involved; most specialists doubt that effective intervention is possible in the 
majority of such cases. 

29. In short, some hearing impairment is preventable - especially the severe forms (grades 4 
and 5) appearing at birth or during childhood. Other hearing impairment is reversible or may 
be compensated for. It seems theoretically possible that perhaps as much as 50% of the 
incidence of hearing impairment in developing countries could be totally avoided or its 
consequences significantly reduced by prevention. In practice, however, to prevent, reverse or 
compensate for hearing impairment requires a multifaceted approach including the setting-up of 
many programmes in several sectors, which is likely to take a long time• The level of 
reduction theoretically possible will not be obtained by any short-term action; it requires a 
long period of well-planned and methodical work. 

30. One of the reasons why action has not been undertaken in some developing countries is the 
lack of public awareness of this widespread disability and its grave consequences. Information 
campaigns, public education and strengthening of organizations of hearing-impaired people may-
contribute to increased awareness. 

31 • Another reason is the lack of appropriate and reliable information regarding many of the 
epidemiological aspects, the effectiveness and feasibility of various preventive measures, and 
insufficient development of technology. It is urgent that steps be taken to rectify these 
shortcomings, especially to assess the potential effect of some preventive measures. 

V I I . AVAILABILITY OF SERVICES 

32• Better prevention and treatment of the various conditions leading to hearing impairment 
depends to some extent on the availability of specialists and specialized services• 
Specialists are needed to train staff at peripheral levels, to supervise services, and to act 
as mobile consultants (whether in ear-camps or as regular visitors to level 3 health 
facilities)• 

33. Specialists in ear, nose and throat diseases are today not available in sufficient 
numbers• A recent study of the six countries of the Association of South-East Asian Nations 
(Brunei Darussalam, Indonesia, Malaysia, Philippines, Singapore and Thailand) showed that these 
countries had one such specialist to 520 000 population. 1 

3 4 . Table 4，showing the proportion of hospital beds for ear, nose and throat diseases in 
selected countries, reveals the large differences in availability of ENT services between 
countries. It should be noted that there are a large number of developing countries for which 
statistics are not available; in some cases this absence of data can be interpreted as meaning 
that ENT hospital beds are quantitatively negligible. 

35• If the above facts serve to emphasize that services at health care level 4 are 
insufficient, the same point can be made as regards availability of services at levels 1, 2 

1 Prasanuk, S . (paper presented at the XVII International Congress of Audiology, 
Santa Barbara, U S A , 1984). 



and 3; health staff in general - who are responsible for treatment of ear conditions - are 
too few to provide the care needed for an effective programme of prevention of hearing 
impairment• 

36. Means of strengthening the manpower training should be developed, though it may be 
justified in some countries first to carry out the research and studies proposed above. This 
research will serve to clarify the requisite policies and practical action for primary and 
secondary prevention, and especially what can be done by auxiliary personnel• 

TABLE 4 . EAR, NOSE AND THROAT (ENT) HOSPITAL BEDS 
IN SELECTED COUNTRIES (1979-1981)

1 

Country ENT beds (per 
million inhabitants) 

Czechoslovakia 290 

Sweden 164 
Qatar 130 
Algeria 47 
Greece 38 

Singapore 31 
Jordan 16 
Pakistan 10 
Sudan 2.3 
Viet Nam 2.3 
Oman 1.7 
Malaysia 0.6 
Peru 0.4 

37. Rehabilitation programmes for children with severe or profound hearing impairment are 
insufficient in developing countries• Adults with acquired hearing problems are also 
underserved. It may be estimated that in developing countries only a very small percentage 
of those in need receive adequate care. This considerably aggravates the condition and 
exacerbates the social and economic consequences for the individual, the family and the 
community. 

38. WHO has developed a simple effective rehabilitation technology, which is now being 
applied in about 30 countries. Using this technology health workers at level 1 can implement 
a programme for the rehabilitation of people with a hearing impairment• This community-based 
programme needs to be strengthened and included in primary health care services everywhere. 

VIII. COUNTRY INFORMATION 

39. By the end of February 1986 about 30 countries had provided WHO with information 
regarding their ongoing programmes related to the prevention of deafness and hearing 
impairment• A number of countries have given examples of prevalence figures showing the 
extent of hearing impairment and its causes. Descriptions have also been received of the 
type of preventive activities that are already undertaken or planned. 

40. It is very difficult to draw any conclusions from this incomplete information. It seems 
desirable to give more attention to formulating and analysing the problem country by 
country. The situation is so diverse that great care has to be taken to individualize future 
programmes of national action. 

1 Based on official statistics published in the World Health Statistics Annual, 
Geneva, World Health Organization, 1983. Separate statistics on ENT beds are available for 
45 countries. 



41. Also it is obviously not possible to develop any set of comprehensive and specific 
suggestions for national act ion in most areas 一 such as how to treat otitis media, genetic 
counselling, protection against high levels of noise, provision of hearing aids； there is 
insufficient scientific background, the cost implications are unknown, or the country 
policies and priorities differ, 

4 2 . The first conclusion regarding the country information is that many countries have 
already embarked on valid and effective programmes； these programmes should continue and be 
strengthened so that all populations can eventually be protected against hearing impairment. 
The second conclusion is that countries should cooperate in order to develop better and more 
appropriate approaches in areas where a consensus on technology and/or type of delivery 
system is lacking• 

IX. INFORMATION FROM NONGOVERNMENTAL ORGANIZATIONS 

4 3 . About ten such organizations have provided WHO with information on their present 
activities and suggested activities for the future. Few of these organizations seem to have 
any activities in developing countries, but many have mentioned plans to set up research, 
manpower training programmes, work on technology, and possibly participate in efforts to 
provide prevention, such as rubella vaccination, etc• 

X . PROPOSALS FOR STRENGTHENING MEASURES FOR THE PREVENTION AND TREATMENT - OF DEAFNESS AND 
HEARING IMPAIRMENT 

4 4 . Programme objective 

To decrease the incidence and consequences of hearing impairment, especially in the 
profound and severe forms• 

45• General approach 

To develop and include in the health and other public 
effective technologies aimed at the prevention of deafness 

services in 
and hearing 

all countries 
impairment• Emphasis 

should be given to the services provided at the primary health care level. 

4 6 . Specific action needed 

(1) Governments to： 

(i) support and strengthen studies and research in order to secure reliable data 
regarding the frequency and causes of hearing impairment and an assessment of the 
probable effectiveness of preventive, therapeutic and rehabilitative action; 

(ii) undertake information and public education campaigns to raise people
1

 s awareness 

of hearing impairment and its health and social consequences； 

(iii) initiate and maintain action aimed at reducing the incidence and 
consequences of hearing impairment, eventually providing full population 
coverage, especially regarding treatment of curable hearing impairment, 
immunization against diseases causing such impairment, genetic counselling, 
reduction of noise levels in the industry and transport sectors and supportive 
legislation; 

(iv) cooperate with WHO and nongovernmental organizations in order to develop better 
prevention of hearing impairment； 

(v) encourage the involvement of organizations of the hearing-impaired in prevention 
and rehabilitation. 

(2) WHO to： 

(i) provide standards regarding terminology; 

(ii) conduct technical working groups, which could formulate guidelines regarding 
policies, strategies and plans for preventive action, general approaches and 
specific technology service delivery systems and evaluation; 



(iv) contribute to better information and encourage action to reduce the incidence and 
consequences of deafness and hearing impairment by the widest possible 
publication of the facts and the urgency of actions； 

(V) cooperate with governments requesting programmes aimed at the prevention of 

deafness and hearing impairment; 

(vi) cooperate with intergovernmental organizations of the United Nations system arid 
nongovernmental organizations wishing to further programmes for the prevention of 
deafness and hearing impairment. 

(3) Nongovernmental organizations of the hearing-impaired to: 

(i) strengthen their efforts to organize people with hearing impairments at the 
coramunity and national levels; 

(ii) seek a more active role in advising governments and authorities on the desirable 
actions and priorities for prevention, treatment and rehabilitation of hearing 
impairment and on interventions to decrease associated environmental factors; 

(iii) increase the information - and the awareness - of the public on the causes and 
consequences of hearing impairment for the individual and society; 

(iv) cooperate with governments, WHO and other organizations of the United Nations 
system and with other nongovernmental organizations, in order to initiate, 
develop, strengthen and maintain all the action required to achieve a reduction 
of the impact of hearing impairment. 

(4) Other nongovernmental organizations to: 

(i) undertake and support studies and research for the development of improved 
programmes for the prevention of deafness and hearing impairment, along the lines 
suggested; 

(ii) undertake and support action to implement country programmes, including the 
training of manpower at all levels； 

(iii) inform the public on the various aspects of hearing impairment and its 

prevention; 

(iv) cooperate with governments and other organizations, including WHO, in the action 
required to implement an effective programme for the prevention of deafness and 
hearing impairment. 

47. Specific proposals for the period 1986-1989 

Pending the provision of funds, the Organization might take the following action; 

(1) Global and interregional activities: 

(i) establishment of a new panel of experts for the prevention of deafness and 

hearing impairment； 

(ii) convening of a scientific group to recommend policies, strategies, 
approaches, research projects on technology and delivery systems and 
evaluation criteria; 

(iii) development of a medium-term programme and detailed action plans for 
the remaining part of the Seventh General Programme of Work and for the 
period of the Eighth; 

(iv) establishment, in conjunction with the regional offices, of a network of 
collaborating centres which could design, implement and evaluate educational 
programmes for various levels of health personnel involved; participation 



in or conduct of research programmes； clearing house activities for 
information; development, testing and evaluation of audiometers, otoscopes 
and hearing aids, etc•； 

(V) convening of a meeting with nongovernmental organizations and donor agencies 
to encourage such organizations to set up, increase and provide funding for 
the prevention of deafness and hearing impairment in developing countries; 

(vi) continued encouragement and coordination of the various regional and country 
activities• 

(2) Regional activities: 

(i) stimulation and coordination of activities within countries of the region; 

(ii) allocation of funds for research; 

(iii) holding of regional semiiiairs to raise the awareness of the inipoirtance 
of prevention, to discuss guidelines for country-level activities and to 
translate such guidelines into practical action in the countries of each 
region in the context of health for all. 

(3) Country-level activities: 

(i) through WHO programme coordinators who would discuss the matter with 
ministries of health, the survey of ongoing activities using a standard 
questionnaire (to be prepared on a global basis), reporting back to regional 
offices and WHO headquarters； 

(ii) encouragement of efforts to include delivery of the relevant care through 
health services, as part of primary health care, and through programmes in 
other sectors; 

(iii) channelling of reports on research projects to regional offices and 
to donors• 

X I . TRENDS FOR THE EIGHTH GENERAL PROGRAMME OF WORK 

48. Research on the prevention of deafness and hearing impairment is at least 10 years 
behind similar research in the area of prevention of blindness. Efforts should therefore be 
made to retrieve lost time as a matter of urgency. It may be possible to propose more 
appropriate and effective technologies by about 1992, and to start implementing larger-scale 
service delivery in the context of health for all by about 1993• Priority would be given to 
those services which are likely to have the greatest impact on the largest number of people. 

4 9 . Tentative targets for the year 2000 may include, for example, reduction of the incidence 
of congenital deafness by 20%； reduction of hearing impairment caused by otitis media by 
30%; and the provision of hearing aids to 30% of those needing such aids in developing 
countries• It is too early, however, to say whether such targets are realistic• 

50. The achievement of these or similar targets will call for concentrated research efforts 
during the period of the Eighth General Programme of Work, and the establishment of a 
management system to monitor the development of the programme and evaluate whether or not 
targets are met. 

XII. COST IMPLICATIONS 

51. There is no regular budget provision for a programme on the prevention of deafness and 
hearing impairment, and so, in order to make such a programme operational, extrabudgetary 
funding is required. Needs at global level have been estimated at a minimum of US$ 205 000 
for each of the two financial periods up to the end of the Seventh General Programme of Work 
(1986-1987 and 1988-1989) in order to give the programme a better possibility of developing 
the full-scale efforts needed. 
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REPORT OF THE EXECUTIVE BOARD ON ITS REVIEW OF THE 
PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1988-1989 

[EB79/42 - 22 January 1987] 

INTRODUCTION 

1* In accordance with established practice the Executive Board
1

 s report to the World Health 
Assembly on its review of the proposed programme budget for 1988-1989 has been prepared in a 
format designed to focus attention on significant programme and financial policy matters• 
Thus it aims to highlight those major policy issues which, in the Board's opinion, call for 
particular consideration by the Health Assembly in reviewing the proposed programme budget 
for 1988-1989. The report therefore addresses itself essentially to specific issues and has 
been structured as follows: 

I• General Policy Matters 一 Major global and regional policy issues emerging from the 
discussion of part I of the Director-General

1

 s Introduction to the proposed 
programme budget (document РВ/88-89, pages xii to xxxiv)• 

II. Programme Policy Matters - Major individual programme policy and strategy issues, 
presented under the headings of the broad categories of programmes of the Seventh 
General Programme of Work, including issues relating to resource allocations 
(document PB/88-89, pages 43 to 284)• 

III• Budgetary and Financial Policy Matters - Major budgetary and financial issues 
emerging from the discussion of part II of the Director-General

1

s Introduction to 
the proposed programme budget, including budget level and draft Appropriation 
Resolution for 1988-1989 (document PB/88-89, pages xxxiv to xl and 21 to 27). 

2. In view of an expected shortfall in income for the regular budget for 1986-1987， and 
possibly for 1988-1989, due to the non-receipt of a large proportion of assessed 
contributions, the Director-General has had to submit to the Board, together with the 
proposed programme budget for 1988-1989, another document (Annex 1),^ which outlines 
certain provisional and contingent programme budget implementation reductions in the two 
bienniums. As reflected throughout the present report, the Board has taken account of this 
document in its review of the proposed programme budget for 1988-1989. 

3. The Board hopes that the report in its present format will continue to assist the Health 
Assembly in focusing its review of the proposed programme budget on questions considered to 
be of major importance. The Board丨s detailed discussion of the proposed programme budget for 
1988-1989 is reflected in the summary records of its seventy-ninth session in January 1987. 

I. G E N E R A L P O L I C Y M A T T E R S 

4 . The Executive Board suggests that delegates to the Fortieth World Health Assembly should 

pay particular attention to the Director-General's Introduction, which outlines major policy 

and programme matters for 1988-1989 and raises for debate critical issues for the 

Organization
1

s future. 

5. The Board recognizes that the Organization is facing issues of unprecedented difficulty, 
stemming from a huge expected shortfall in income from assessed contributions in the 
1986-1987 and 1988-1989 bienniums. This is all the more tragic as it is occurring at a 
particularly important stage in WHO

1

 s efforts to achieve health for all by the year 2000. 

1

 See p. 220. 
2

 See document EB79/1987/REC/2. 



6 . The Board unanimously endorses the eight principal objectives for 1988-1989, as outlined 
in paragraph 34 of the Introduction. It believes that these objectives are realistic and 
appropriate and will help to focus the Organization

1

 s work even further on the mainstream of 
support of strategies for health for all. 

7. Very grave concern for the Organization
1

s financial future was expressed by the Board. 
There is unanimous agreement among Board members that the severe liquidity crisis facing the 
Organization should not be construed as a confidence crisis - the deep concern expressed by 
the Director-General in his Introduction. W H O

1

s history reflects its ability to react 
effectively and rapidly to new challenges; this was understood and appreciated by Member 
States. In fact, the evaluation of the Strategy for Health for All by the Year 2000 in 1986 
has revealed the extent to which all countries, developing and industrialized alike, are 
benefiting from the Strategy and WHO's effort towards its implementation. The Board, 
therefore, believes that the present difficult situation results from a delay by several 
Member States, especially one major contributor, in paying the assessed contributions 
incumbent on them under the Constitution, as well as from the unanticipated and substantial 
fluctuations in currency exchange rates• 

8. The Board fully supports the Director-General
1

 s criticisms of the way in which WHO is 
being unfairly victimized because it belongs to the United Nations family. It deplores the 
fact that it is precisely WHO

1

 s display of fiscal responsibility in the past that has led to 
its budget being struck so severely, on the false assumption that it is able to absorb 
further fiscal shocks• Victimization for a good record of fiscal management is, at best, a 
surprising and puzzling form of tribute• 

9. The Board realizes that the United Nations system consists of a loose, extended family, 
the capacity of whose members to manage their affairs and their relationship to the United 
Nations varies considerably. Their contribution to the wellbeing of mankind also varies. 
The Board is convinced that WHO rates highly in all these respects, as was indicated in a 
poll of senior diplomats' views oil the different members of the United Nations family 
conducted by UNITAR a few years ago, in which WHO came out on top. The Organization has 
consistently faced the hard facts of economic life, particularly in recent years, by adopting 
a series of standstill budgets in real terms, thereby showing a keen sense of fiscal 
responsibility. Its accomplishments speak for themselves 一 for example, the eradication of 
smallpox and the very conception and propagation of the policy and strategy for health for 
all. Moreover, WHO has a tradition of self-criticism, having often taken action on its own 
initiative leading to improvements in economy and efficiency. Successive reports by the 
Director-General, including the proposed programme budget document under review, bear witness 
to that fact• For many such reasons, therefore, the Board feels strongly that WHO should be 
judged on its merits, and not be subjected to sweeping slashes across the board that affect 
the United Nations family wholesale. 

10. The Board considered various ways of overcoming the adverse financial situation. One 
approach might be to reduce W H O

1

s budget, but ultimately that approach would lead to 
strangulation of the Organization

1

s programmes. Another potential solution is for those 
countries that faithfully honour their financial obligations towards WHO to increase their 
contributions, to cover the deficits caused by countries that default on their obligations. 
However, such a solution cannot be envisaged, as it would merely lead to more countries 
abandoning their obligations in the hope that they would be bailed out by other Member 
States. Another partial solution might be an increase of voluntary contributions to WHO. 
The danger here is that such contributions, which in all probability would be made to 
particular programmes, might distort priorities for the implementation of the Global Strategy 
for Health for All by the Year 2000. One comment was that, if the arms race could be halted, 
funds would be liberated for health and socioeconomic improvements. 

11. The Board sees no magic solution to the adverse financial situation. It therefore 
wishes to convey to the Health Assembly its deep concern regarding the effects of unilateral 
action in breach of international obligations and the serious impact of such breaches for the 
financing of W H O . If Member States in dire economic straits cannot afford to pay their 
contributions, the Executive Board and the Health Assembly have a record of tolerance and 
understanding towards countries that have fallen on hard times. The economic plight of many 
of the developing countries is well appreciated. Nevertheless, the prompt payment of 
assessed contributions is not a gift but a duty; Member States have set their goals 
collectively and are duty-bound to honour their commitments. 



12. In harsh economic times it becomes more than ever before essential to improve further 
the management of W H O

1

s technical cooperation, to ensure the optimal use of W H O
1

s scarce 
resources. The Board appreciates the efforts of the Director-General w h o , in a spirit of 
continuing self-criticism, has presented some sobering findings in the light of the three 
years' experience in the implement at ion of the Seventh General Programme of Work covering the 
period 1984-1989. 

13• The Board is disturbed to find that there is still some misunderstanding regarding the 
nature of WHO, at least in some Member States, which regard WHO as yet another donor agency• 
It regrets particularly the inadequate compliance with resolution WHA33.17 reported by the 
Director-General• By that resolution, the Thirty-third World Health Assembly (1980) decided 
to concentrate the Organization

1

s activities over the coming decades on support to strategies 
for health for all, and requested the Director-General and the Regional Directors to respond 
favourably to governments

1

 requests only if these conform to the collectively-agreed policies 
of the Organization. This also adversely affected the implementation of the regional 
programme budget policies aimed at ensuring the optimal use of WHO'S resources, particularly 
at country level, prepared by the regional committees in accordance with resolution EB75.R7• 

14• The Board calls the attention of the Health Assembly to the sad fact that, if 
governments continue to flout the resolutions of the Health Assembly and the Executive B o a r d , 
there can be little guarantee that other measures, such as instituting regional programme 
budget policies, and financial audits in policy and programme terms, would fare any b e t t e r . 
As regards improving the management of technical cooperation, the Board agrees that, in this 
area at least, remedial action should be within reach of the Organization and its Member 
States. It is the responsibility of the Regional Directors to ensure that W H O

1

s resources 
for technical cooperation are put to optimum use within Member States, that such support is 
directed at the strengthening of the health infrastructure of developing countries in 
particular, and that manpower development and the allocation of fellowships are in line with 
regional health strategies• 

15. The attention of the Health Assembly is drawn to a number of options for remedial action 
put forward by the Director-General for debate, as set out in paragraphs 23 to 33 of his 
Introduction. Some of these options clearly have far-reaching implications, for example, the 
allocation of funds to countries based on the degree of compliance of each country with W H O

1

 s 
policies and programmes, and the correct use by them of WHO resources. The Board recommends 
that careful study be made of the Director-General

1

 s proposals for remedying the situation. 

16. The Board adopted resolution EB79.R7 on the management of W H O
1

s resources.1 In that 
resolution the Board recommended to the Fortieth World Health Assembly that it should request 
the regional committees to review the Director-General

1

s Introduction to the proposed 
programme budget for 1988-1989, as well as the Executive Board's comments thereon, and report 
on the outcomes of their deliberations to the Board, so that it can review the action taken 
by the regional committees and report thereon to the Forty-first World Health Assembly in 
May 1988. 

17 • The Board also adopted resolution EB79.R9 on cooperation in programme budgeting.^ In 
that resolution it requested the Director-General, inter alia, to submit programme budget 
proposals that provide for a zero budget growth in real terms for the foreseeable future, to 
make explicit the factors leading to cost increases, to absorb such increases to the m a x i m u m 
extent possible and to continue his efforts in seeking extrabudgetary funds• The Board 
entrusted its Programme Committee with the task of reviewing, arid making recommendations to 
the Director-General on, his proposed guidance to all levels of the Organization regarding 
the development of the next biennial programme budget proposals, and on the global and 
interregional components of each proposed programme budget. The Board decided to make 
recommendations to the Health Assembly on proposed programme budgets that are the result of a 
cooperative process aimed at reaching consensus* It decided that such a cooperative process 
should be followed by its Programme Committee in making recommendations to the 
Director-General regarding programme budget proposals and requested the regional committees 
to review regional programme budget proposals in a harmonious spirit of cooperation aimed at 
arriving at a consensus on their recommendations to the Director-General• Finally, the Board 
strongly urged Member States to discharge punctually and in full the financial obligations 
incumbent upon them as Members of W H O . 

1 See p . 7 . 
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I I . P R O G R A M M E P O L I C Y M A T T E R S 

(a) D i r e c t i o n , coordination and management 

18. The Board notes that, in order to make the best possible use of scarce resources, 
budgetary decreases in real terms in 1988-1989， resulting from the shortening of sessions, 
are proposed under programmes 1.1 (World Health Assembly) and 1.2 (Executive Board). 

19. The Board appreciates the fact that programme 2.2 (Director-General
1

s and Regional 
D i r e c t o r s

1

 Development Programme) is a vital part of the programme budget. Over the past 
years it has conferred a valuable flexibility for financing many innovative activities, 
enabling the Organization to respond to major policy changes and to meet urgent and 
unforeseeable health p r o b l e m s , including those identified by the Executive Board. The Board 
r e a l i z e s , therefore, that the contingent programme implementation reduction in the overall 
allocation for the Programme (US$ 2 500 000 in 1988-1989 for the global component) is bound 
to diminish severely the Organization

1

 s capacity to respond to unforeseen requests and events 
with the same degree of flexibility as in the past. Noting a substantial increase in the 
p r o v i s i o n for this programme in the European Region, compared with the other regions, the 
Board has requested the Regional Director to discuss the allocation in relation to the global 
and other regional programmes at the 1987 session of the Regional Committee for Europe• 

2 0 . The Board notes that the substantial increase for the African Region under programme 2.3 
(General programme development) reflects a shift in funds within the overall budgetary 
allocation for the R e g i o n . The increase covers the establishment of the health development 
teams which are based at three new subregional health development offices; they will become 
fully operational during the biennium. It is hoped that, through these teams, WHO'S 
collaborative programmes in the Region will be strengthened and that a rapid response to 
M e m b e r States' needs can b e assured• 

2 1 . Regarding programme 2.4 (External coordination for health and social development)， the 
Board notes with satisfaction that the programme on Emergency preparedness and management 
aims at effectively coordinating global and regional activities, to ensure an integrated 
effort by the Organization in its response to the needs of Member States• 

(b) Health system infrastructure 

2 2 . The Board emphasizes the particular importance of the programmes under Health system 
infrastructure， which address key issues for strengthening health systems based on primary 
h e a l t h c a r e , and would not favour budgetary decreases in these programmes. 

23• The Board notes that the contingent programme budget implementation reduction in 
p r o g r a m m e 3.1 (Health situation and trend assessment) is considerably higher than the average 
reductions in other p r o g r a m m e s . In view of the continuing importance of effective health 
information support to M e m b e r States and the need for training in epidemiology, the Board 
recommends t h a t , when the financial position of the Organization improves, the restoration of 
funds to programme 3.1 should receive appropriate priority. It notes with appreciation that 
publication of the WHO Weekly Epidemiological Record，which is a tool valued by all 
governments and health officials, will not be adversely affected by the planned reductions. 
H o w e v e r , the Board was informed that the policy for the sale and distribution of the 
O r g a n i z a t i o n

1

 s publications is under review, with the aim of instituting economies. While 
governments will continue to receive the Weekly Epidemiological Record free of charge, it is 
envisaged t h a t , in future, this and other WHO periodicals will be distributed on subscription 
to those institutions in the more affluent countries that can afford to pay for them, due 
account being taken of cases of h a r d s h i p . The Board is reassured to learn that provision is 
being m a d e by WHO to help Member States to achieve a smooth transition in moving from 
reporting on the basis of the Ninth Revision of the International Classification of Diseases 
to reporting on the basis of the Tenth R e v i s i o n . 

24• The Board recalled that the experiment to use nationals as WHO programme coordinators in 
countries in lieu of international staff had been evaluated in 1985 and had been abandoned in 
the interest of ensuring the best possible use of WHO resources at country level. In that 
c o n t e x t , the Board notes that under programme 3.2 (Managerial process for national health 
d e v e l o p m e n t ) the substantial increase in provisions in the African Region is due to the costs 
incurred in converting the posts from national to international WHO representation. These 
budgetary increases have all been offset by decreases within existing resources for technical 
cooperation at country level• 



25. The Board recalled that when it had examined the proposed programme budget for the 
period 1986-1987 it had recommended programme 3.3 (Health systems research) to the Health 
Assembly for additional funding from the Director-General

1

 s Development Programme for 
intensified action at country level. The Board endorses the proposed direction of the 
programme. It agrees that, in strengthening national capabilities in health systems 
research, emphasis should be placed on the wide application of methods, including those 
related to the behavioural sciences and the human ecological approach. The Board is 
concerned to note that many decision-makers are still inadequately aware of the potential of 
this tool for improving the organization and management of national health systems and for 
reducing costs. There is a need for "success stories" in this area to be made more widely 
known. The Board emphasizes that many other programmes have a health systems research 
component which frequently cannot be isolated from the specific programmes; this accounts, 
in part, for the variation in the resources reflected in the budgetary table. 

26. The Board welcomes the emphasis being given under programme 4 (Organization of health 
systems based on primary health care) to the role of intersectoral cooperation in primary 
health care and to the contribution that can be made by ministries other than the ministry of 
health. Improvement in the quality of life through primary health care can be achieved only 
by the concerted action of all social sectors involved and the participation of the community» 

27. Another key to the success of primary health care lies in the establishment of 
we11-functioning district health systems. This implies improved planning, good management 
and operational procedures, including administrative and financial decentralization, and the 
identification and training of intermediate-level leaders and managers. The Board strongly 
endorses the Organization's activities aimed at strengthening national action in this field. 
Noting that it is predicted that by the year 2000 about 50% of the world

1

s population will 
live in cities, the Board underlines the need for increased attention and creativity in 
relation to primary health care in urban districts• 

28. The credibility of health systems based on primary health care depends largely on the 
quality of the services provided and on the effective functioning of the entire referral 
system. The Board believes that the role of hospitals requires reappraisal, to determine how 
they can provide more effective support to all levels of the health care system, within the 
context of primary health care. This would also contribute to the more equitable 
distribution and effective use of the often scarce human and financial resources available 
for health care. 

29. The effective functioning of health systems based on primary health care requires the 
deployment of appropriately trained and motivated health personnel. Recognizing the frequent 
divergence in the policies governing the development of the health infrastructure and those 
for health manpower development, the Board endorses the strengthening of WHO activities in 
the integration of health systems arid manpower development under programme 5 (Health 
manpower)• In addition, much remains to be done to convert all health personnel to the 
concepts of primary health care and the Board recommends that the Organization support 
national efforts to focus on relevant undergraduate and postgraduate training• 

30. Health manpower research is an integral part of health systems research and contributes 
to identifying solutions adapted to local circumstances and resources, and problems related 
to training, deployment and career development for health personnel. Although some countries 
still face an acute shortage of health manpower, the Board expresses concern at the 
over-production in other countries of certain categories of health personnel, in particular, 
physicians； this creates both economic and human problems. The Board underlines the need 
for WHO action to support countries in redressing the present and future imbalance in 
numbers, types and quality of health personnel； it adopted resolution EB79.R16.1 

31. The Board expresses concern at the slow implementation of the WHO policy on fellowships, 
set out in resolution EB71.R6， and notes that a report on progress will be presented to the 
Board by no later than its January 1989 session. In the meantime, the Board strongly urges 
the full application of the recommendations contained in the resolution. 

32. The Board reaffirms the essential role that information and education for health can 
play in stimulating the community action necessary for achieving health for all. In that 
respect, the Board welcomes tha increased attention to the health education of children and 

See p . 14• 



young people under programme 6 (Public information and education for health)， which will call 
for innovative approaches involving all sectors concerned. More effective use of the media 
to convey priority health messages, including those related to life-styles and healthy 
behaviour, will help to promote awareness of WHO*s role in international health work, thereby 
enhancing the O r g a n i z a t i o n

1

s public image• 

(c) Health science and technology 一 health promotion and care 

3 3 . Noting that there continues to be a serious lack of research capacity in many developing 
countries, the Board emphasizes the importance of activities for the strengthening of 
national institutions under programme 7 (Research promotion and development). Collaborating 
centres play a vital role in both research promotion and the exchange of information and 
technology, and the Board draws attention to the desirability of increasing the number of 
such centres in developing countries. The recently formulated global health research 
strategy provides useful guidance to Member States for the development of national research 
plans in support of their health-for-all strategies• 

3 4 . The Board is aware of the general improvement in nutritional status throughout the 
w o r l d , but notes that food shortage in both quantitative and qualitative terms remains a 
problem in many a r e a s . At the same time it expresses concern at the progressive decline in 
the use of indigenous foods in favour of imported foods that are not only costly but often of 
lower nutritional value• In that perspective, the Board endorses the activities in nutrition 
education being undertaken by programme 8.1 (Nutrition)• Since nutritional habits are formed 
at a young age, children are a prime target for such education, in particular through the 
efforts of their teachers and the m e d i a . In view of the intersectoral action required at all 
levels in the area of nutrition and the role of nutrition in strengthening primary health 
c a r e , the Board encourages the introduction of training in nutrition into the curricula of a 
number of disciplines. The Board notes with satisfaction the stimulation that the Joint 
WHO/UNICEF Nutrition Support Programme continues to provide to the development of national 
programmes through the strengthening of national capacities. Emphasizing the need to ensure 
that populations receive sufficient fluoride, the Board notes that such action could, in 
appropriate instances, b e integrated with the activities of programmes addressing iodine 
d e f i c i e n c y . 

3 5 . Under programme 8,2 (Oral health) the Board notes with satisfaction the increasing 
development of oral health care as part of primary health care. In that connection, the 
Board stresses the need to reorient the training of oral health personnel from a curative 
approach to that of community-based prevention. Recalling resolution WHA38.31, the Board 
warmly supports the development of a partnership between the International Dental Federation 
and W H O , further information on which will be provided to the Fortieth World Health A s s e m b l y , 

3 6 . The Regional Office for Europe has been entrusted with responsibility for certain global 
p r o g r a m m e s , such as 8.3 (Accident prevention) and 9.4 (Health of the elderly), with a view to 
maximizing resources through the unified management of regional and global activities. Until 
1986-1987 the funds for the global and interregional activities of the two programmes 
appeared in the budgetary tables separately from those for the regional and intercountry 
activities of the E u r o p e a n R e g i o n . The Board notes that for 1988-1989 the funds shown up to 
1986-1987 as global and interregional are transferred to the regional and intercountry level 
of the European R e g i o n . However, the resources in question remain destined for global and 
interregional action, for the benefit of all regions. The extensive collaboration with 
nongovernmental organizations under programme 8.3, as a means of overcoming budgetary 
constraints, was comme tided, 

37. With regard to programme 8.3 (Accident prevention), the Board notes that the network of 
W H O collaborating centres in the European R e g i o n , which has proved to be a valuable resource 
to c o u n t r i e s , w i l l be expanded to include institutions in the developing countries. The aim 
w i l l b e to help to identify appropriate community approaches to both domestic and road 
traffic accidents, particularly in the developing countries. The Board endorses the 
continued priority given to the prevention of accidents to children. It particularly 
emphasizes the need to help Member States to find ways of reducing the number of cases of 
children suffering from b u r n s . The Board also considers that further study in children and 
adults of the psychological and psychosocial factors in accidents, including risk-taking 
b e h a v i o u r , may help to identify preventive strategies. 

3 8 . T h e Board expresses strong support for the objectives of programme 9.1 (Maternal and 
child h e a l t h , including family planning)« Recognizing that access to integrated maternal and 



child health/family planning programmes remains a major problem in many countries, the Board 
emphasizes the need to extend coverage, particularly in remote areas, through primary health 
care. It remains convinced that the continuation of vertical services, still frequently 
observed, continues to hamper the delivery of broad-based, integrated maternal and child 
health/family planning programmes in many countries. The Board hopes that W H O

1

s emphasis on 
the strengthening of district health systems will help Member States to accelerate the 
integration and coordination of services• 

39. The Board is greatly concerned at the present levels of maternal morbidity and mortality 
in many parts of the world, and deplores the fact that they are not generally seen to be a 
serious problem. It is aware that abortion is among the leading causes of maternal death and 
that, consequently, WHO advocates the importance of family planning аз a preventive 
strategy. The Board also underlines the interrelationship that exists between a mother's 
health and nutritional status and the birth-weight of her infant, and thus its chances of 
survival. While the most basic facilities to improve perinatal health are still not 
available in certain countries, there may be a need in some of the more affluent countries to 
maintain a critical approach to perinatal interventions• 

40• The Board appreciates the emphasis placed on adolescent health and the promotion of 
responsible parenthood in that target group. It stresses the importance of widening the 
educational opportunities for young girls so that they may improve their status in society. 
The Board was informed that traditional practices affecting the health of women and children, 
including female circumcision, were receiving attention. The continuing good collaboration 
with United Nations agencies, such as UNFPA and UNICEF, and especially the planned 
intensification of collaboration with nongovernmental organizations, were recognized to be 
effective means of stretching the limited resources of the programme. 

41. The Board endorses the activities under programme 9.2 (Human reproduction research) and 
the continuing emphasis placed on the strengthening of national research capacities and on 
the extension of the network of collaborating institutions. The Board appreciates the 
progress made in research and development in this field, and notes that, in the area of 
research on sterility, attention is being given to the role played by sexually transmitted 
diseases. The Board was informed that a newsletter will shortly be made widely available in 
order to disseminate information on the safety and efficacy of existing fertility regulators. 

4 2 . In considering programme 9•3 (Workers
1

 health)，the Board took account of, and commends 
to the Health Assembly, the Director-General

1

s progress report on workers
1

 health,1 The 
Board is pleased to note the progress made in the integration of occupational health concerns 
and technologies into health systems based on primary health care. The Board approves the 
comprehensive approach adopted by the programme, which includes prevention arid socioeconomic 
factors as well as technical issues. It endorses the continued attention to underserved 
agricultural, migrant and adolescent workers. The support that employers and trade unions 
can provide to workers' health programmes has not yet been fully exploited; the Board 
recommends that Member States themselves take steps to alert employers and employees 
regarding their particular responsibilities. 

4 3 . Regarding programme 10 (Protection and promotion of mental health), the Board realizes 
that the influence of psychosocial factors in health and human development is becoming 
increasingly recognized by Member States• It stresses the importance of mental health and 
behavioural factors in relation to both communicable and noneonmiunicable diseases, as well as 
the role of psychosocial factors in health care. The Board commends the report of the 
Director-General on action in respect of international conventions on narcotic drugs and 
psychotropic substances,^ It acknowledges the improved procedures and criteria for the 
selection of substances for future review by the WHO Expert Committee on Drug Dependence, 
which will be used in preparation for forthcoming meetings of the Expert Committee, and notes 
the standardization of the documentation supporting WHO recommendations to the United Nations 
Commission on Narcotic Drugs• The Board considers it desirable to emphasize WHO

1

 s policies 
at the forthcoming United Nations International Conference oil Drug Abuse and Illicit 
Trafficking. 

1 See Part I, Annex 15. 
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4 4 • Re-emphasizing the fundamental importance of programme 11 (Promotion of environmental 
h e a l t h ) for public h e a l t h , as an essential element of primary health care, the Board 
acknowledges close collaboration between the major social and economic sectors to be the key 
to the development of an environment conducive to health. 

45• Regarding programme 11.1 (Community water supply and sanitation), the Board considers 
W H O ' S role in mobilizing and coordinating external resources in support of national 
programmes to be particularly important, in view of the present unfavourable economic climate 
and the relatively high cost of water supply and sanitation in most countries. In that 
r e s p e c t , the Board notes with satisfaction the emphasis given to the identification of 
appropriate low-cost technology and the continuing efforts related to training, particularly 
in the field of sanitary engineering. The dissemination of information designed for the 
g e n e r a l p u b l i c , as w e l l as for specific audiences, is vital to maintain tVie шотпбпйиш of the 
Internat ional Drinking Water Supply and Sanitation Decade (1981-1990) and to reinforce 
c o m m u n i t y p a r t i c i p a t i o n . 

4 6 . In the light of the daunting problems resulting from the rapid world-wide rate of 
u r b a n i z a t i o n , the Board considers that programme 11.2 (Environmental health in rural and 
u r b a n development and housing) will grow steadily in importance. Accordingly, it notes with 
satisfaction the increased budgetary provisions and the gradual build-up of activities under 
that p r o g r a m m e . In the current Internat ional Year of Shelter for the Homeless, the Board 
expresses concern at the growing number of slum settlements and the inadequacy of - and in 
some instances decline in ~ community services， particularly sanitation, in large cities and 
u r b a n a r e a s . In that connection, the Board was informed that effective working relations 
h a v e b e e n established with certain bodies of the United Nations, such as the United Nations 
E n v i r o n m e n t Programme and the United Nations Centre for Human Settlements. 

4 7 . The Board notes that under programme 11.3 (Control of environmental health hazards) the 
g l o b a l and interregional budgetary provisions are divided almost equally between Health risk 
assessment of potentially toxic chemicals and Control of environmental health hazards> The 
Board endorses the activities related to the risk assessment of potentially toxic chemicals 
and notes that the WHO/ILO/UNEP-sponsored International Programme on Chemical Safety is 
growing in importance as a mechanism for international cooperation in that field. The Board 
expresses its appreciation of WHO'S dynamic and creative efforts in relation to the public 
h e a l t h aspects of radiation hazards, and particularly the work of the Regional Office for 
E u r o p e . 1 The Board considers that WHO should continue to play a leading role in this 
f i e l d , and accordingly welcomes the increased emphasis given to radiation protection and, 
particularly， to the strengthening of national capabilities, and the rapid collection, 
compilation arid dissemination of information on radioactivity in the environment. It notes 
w i t h interest that W H O is considering formally acceding to the conventions on emergency 
assistance in the case of a nuclear accident or radiological emergency, and on early 
n o t i f i c a t i o n of a nuclear accident, adopted on 26 September 1986 by the General Conference of 
I A E A , 

48• Under programme 11.4 (Food safety), the Board believes that WHO has an important role to 
play in stimulating action by national authorities, the food industry, trade and consumers, 
to b r i n g about appropriate public health action. The Board recognizes that cost benefits, 
although not immediate, w i l l result from such action. 

4 9 . Regarding programme 12.1 (Clinical， laboratory and radiological technology for health 
systems based on primary health care)， the Board notes with satisfaction the continuing 
collaboration between WHO and the relevant nongovernmental organizations in the production 
and field testing of handbooks on essential anaesthetic, obstetrical, gynaecological and 
surgical procedures• The subject of blood and blood products was extensively reviewed by the 
P r o g r a m m e Committee of the Board at its eleventh session (October 1986)，on the basis of the 
report by the Director-General on blood and blood products• As highlighted by its 
P r o g r a m m e C o m m i t t e e , the Board recognizes the magnitude of the technological, managerial and 
financial c h a l l e n g e s , particularly acute in many developing countries, in ensuring the timely 
and adequate supply of safe blood and blood products. Despite biotechnological advances, 
blood products derived from human sources will remain the mainstay of transfusion services 
for a number of years to c o m e . The Board recommends the regular updating of information on 

1

 A s described in document EB79/INF.DOC./1, 
9 
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technological developments and further study of the world situation. In this regard, the 

attention of the Health Assembly is drawn to resolution EB79.R1.^ 

50. The Board also commends to the attention of the Health Assembly the Director-General
1

s 
report on human organ transplantation, which clearly summarizes the relevant technical and 
ethical issues.^ The Board, in considering the need to allay public concern regarding 
organ transplantation, believes that due consideration should be given to cultural and social 
factors in the development of clear criteria on issues related to human organ 
transplantation, such as the determination of death. The Board considers that， for the 
present, the role of WHO should be limited to gathering information on developments in this 
rapidly evolving area and to following the situation in countries. It requests that it be 
informed of any significant developments as and when appropriate, although it realizes that 
further action by WHO could only be envisaged if additional financial resources were made 
available. 

51. In reviewing programme 12.3 (Drug and vaccine quality, safety and efficacy), the Board 
took account of the Director-General

1

 s report on the use of alcohol in medicines.^ It 
commends this excellent overview to the attention of the Health Assembly. The Board 
acknowledges the issue of social and cultural acceptability of the use of alcohol in 
medicines and is concerned over the number of pharmaceutical products available on 
prescription or "over the counter" that contain alcohol. More data are needed to determine 
the levels of risk, for different population groups, of alcohol in medicines even at low 
concentration. Research is also needed on the safety of products that could be used as 
alternatives to alcohol. The Board adopted resolution EB79»R17 on the use of alcohol in 
medicines 

52. In considering programme 12.5 (Rehabilitation)
9
 the Board acknowledges the role of the 

family in community-based rehabilitation programmes and recognizes that, with evolving 
community and family structures, alternative and additional support may be needed. Regarding 
the Director-General

1

s report on the prevention of deafness and hearing impairment,^ the 
Board realizes that epidemiological data are still needed from developing countries to 
facilitate the establishment and implementation of deafness control programmes at the 
community level. The potential of vaccination to prevent certain forms of deafness, such as 
those resulting from rubella, requires investigation. Studies are also needed on the role of 
antibiotics in both the prevention and causation of deafness• The Board notes that 
inexpensive diagnostic equipment is becoming available for use at the district level. It is 
concerned by the fact that the data suggest that deaf infants and children have a higher 
mortality rate than other children; and that similar differentials appear to exist among 
children with other handicaps. 

(d) Health science and technology 一 disease prevention and control 

53. The Board continues to attribute high priority to programme 13•1 (Immunization) and 
commends WHO

1

 s efforts in that area through the Expanded Programme on Immunization (EPI)• 
Noting that currently available technology is adequate to reach the 1990 EPI goal, the Board 
emphasizes, nonetheless, that a steady acceleration of national and international efforts and 
commitments will be required in many countries to achieve that goal. Wider coverage and the 
sustained delivery of integrated immunization programmes will depend on the development of 
adequate health system infrastructures within countries• In turn, the evaluation of 
immunization activities, leading to improved performance of health workers and services, will 
contribute to the strengthening of primary health care. The Board recognizes the importance 
of paying closer attention to reducing the drop-out rates in immunization schedules and to 
ensuring the coverage of disadvantaged populations in urban areas. It expresses concern at 
the considerable decrease in provisions at regional and intercountry level under the 
programme for 1988-1989, It is, however, reassured to note that the main constraints to 
progress remain essentially managerial and organizational, rather than financial. The Board 
commends the continuing close collaboration with UNICEF in support of EPI and acknowledges 
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the support provided by multilateral arid bilateral donors for the development and operation 
of national programmes. 

54• Regarding programme 13.3 (Malaria)，the Board acknowledges the fact that the overall 
world malaria situation continues to be a major cause for public health concern. It 
recognizes that, while malaria research under programme 13.5 (Tropical disease research) 
continues to advance towards the development of malaria vaccines，such a tool is unlikely to 
be available for widespread use in the foreseeable future. Nevertheless, the Board was 
informed that the malaria situation could improve if new approaches to present control 
methods were adopted. In that context, the Board draws attention to the significant 
(eighteenth) report of the WHO Expert Committee on Malaria"^" which, for the first time, 
elaborates approaches for the implementation of antimalaria action as part of primary health 
care. The Board also notes the need to strengthen the training of medical entomologists, in 
collaboration with programme 13.2 (Disease vector control). 

55• The Board endorses the general strategy, under programme 13.4 (Parasitic diseases), for 
the control of major parasitic infections, which is based on the application of 
disease-specific technologies through health systems based on primary health care. It notes 
with concern that the level of regular budget resources is significantly decreased at both 
country and regional and intercountry level for 1988-1989， compared with 1986-1987, 
particularly in the African Region; it may be below the requirements of the programme, in 
particular for the control of human trypanosomiasis in Africa. 

56. In considering programme 13.6 (Diarrhoeal diseases)， the Board had before it the 
Director-General

1

 s progress report on the diarrhoeal diseases control programme,^ The 
Board emphasizes that the goal of national control programmes should be the sustained 
reduction of diarrhoeal diseases through prevention based on community participation and 
coordinated multisectoral action, within the framework of primary health care. It notes the 
reduction in mortality from diarrhoeal diseases， especially in children in developing 
countries, resulting from the use of oral rehydration therapy. 

57. The Board realizes that some health personnel and medical staff are sometimes reluctant 
to use oral rehydration therapy because of a mistaken belief that it is not an effective 
therapy, or that it may readily cause complications. As a result, many children receive 
inappropriate antibiotic therapy or unnecessary hospital treatment. The Board considers it 
essential to include teaching on the prevention and proper management of diarrhoea, including 
indications for the use of oral rehydration therapy and drugs, in the curricula of all health 
workers. 

58. The Board realizes that, in most countries, oral rehydration salts are considered an 
essential drug and, as such，are distributed to the public through the same channels as other 
essential drugs. It notes that, while that contributes to quality control, it may create the 
risk of oral rehydration salts not being widely distributed or available at the periphery. 
In acknowledging the complementary role of home-made solutions, the Board emphasizes the need 
to ensure that these are appropriate and easily prepared accurately. With regard to 
traditional practices arid therapies, further research is needed into their mechanisms of 
action and their effectiveness. The Board's conclusions on the programme policy relating to 
diarrhoeal diseases are reflected in the draft resolution submitted to the Health Assembly 
(see resolution EB79.R8).

3 

59. Under programme 13.8 (Tuberculosis)， the Board notes that, despite the overall decline 
in the risk of infection from and in the incidence of tuberculosis in industrialized 
countries, certain population groups, such as socially deprived groups, remain especially 
vulnerable. The Board was informed that, according to present knowledge, the revaccination 
of children in developing countries at the age of 10 or 11 years did not seem to provide 
additional protection. Countries should therefore continue to concentrate their efforts on 
ensuring the vaccination of all infants. 

60. Regarding programme 13.9 (Leprosy)，the Board acknowledges the improvements that have 
been achieved in the quality of leprosy treatment using the WHO-recommended multidrug therapy 
through primary health care. It emphasizes, however, that health care workers, particularly 

1

 WHO Technical Report Series, N o . 735, 1986. 
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at the periphery, need to be trained to administer it effectively, and believes that the 
exchange of information and country experience will bring further awareness and use of that 
approach. The first trial of an antileprosy vaccine has been completed; the vaccine has 
been shown to be safe, although it will take a number of years to obtain conclusive evidence 
of its protective effect. 

61. Under programme 13.13 (Other communicable disease prevention and control activities)， 
the Board is unanimous in expressing the deepest concern at the magnitude and gravity of the 
threat posed to all Member States by acquired immunodeficiency syndrome (AIDS)• Not only 
does AIDS represent a major barrier to the attainment of health for all, but its 
implications, in terms of human suffering and costs for health services, are devastating. 
Since the age-group that at present appears to be the most vulnerable to AIDS represents the 
work-force of a country, the impact of the disease, if it is not successfully contained, will 
ultimately impair national economic production and development, particularly in the less 
affluent countries. Recognizing that AIDS respects no geographical boundaries, the Board 
urges that all polemic on the origin of the disease cease, and that the utmost priority be 
given to implementing appropriate preventive and control measures• 

62. The Board stresses the importance of W H O
1

s role as a neutral and expert authority in 
guiding and coordinating relevant international efforts and resources• It fully supports the 
priority accorded by WHO to what it believes to constitute an unprecedented challenge to the 
international health community, and it commends the Organization for its rapid and resolute 
response. Nevertheless, it emphasizes that WHO resources should not be diverted from other 
priority health concerns, such as immunization, malaria, diarrhoeal disease control, or 
smoking and health. 

63. In the light of the present difficult economic situation, the Board considers that major 
scientific research efforts should remain the responsibility of the more highly developed and 
affluent countries, which have already made considerable progress, rather than engaging the 
more limited human and financial resources of the developing countries. Recognizing the 
acute problems facing the developing countries in terms of infrastructure, manpower and 
resources, it stresses the urgent need to strengthen national capabilities and provide 
affordable and appropriate diagnostic technology, especially test kits. 

64. In drawing attention to the problems related to case management, in particular to the 
high costs and the need for specialized and terminal care, the Board stresses the importance 
of adequate information and education for national authorities, health workers and the 
general public. 

65. The Board endorses the strategy adopted by W H O , which emphasizes prevention through 
education of the public, and the organizational structure of the proposed special programme. 
It considers centralized direction and management to be necessary in this global crisis 
situation. In view of the complexity and sensitivity of the issue, the Board believes that 
it has an important role to play in closely monitoring the evolution of the situation. 

66. The Board greatly benefited from clear and informative oral presentations on the 
subject, and took note of the excellent synopsis of available data on human immunodeficiency 
virus (HIV), AIDS and the activities planned and undertaken by W H O . It was informed that 
126 Member States are now reporting to WHO on AIDS cases and HIV infections, and realizes 
that this willingness to report reflects a significant evolution in attitudes, which augurs 
well for the establishment of adequate global surveillance. 

67• The Board stresses the importance of Member States
1

 receiving reliable and valid 
information to enable them to take appropriate and effective action. Thus, in expressing its 
appreciation for the efforts already made by W H O , the Board underlines the importance of 
WHO

1

 s continuing role as an international clearing-house for information on all matters 
relating to AIDS. 

68. The Board expresses concern at the continuing misrepresentation of facts by the m e d i a , 
which frequently sustains the already too prevalent fears and prejudices surrounding the 
disease - one example being unfounded fear of the risks associated with international 
travel. As a result, fear and ignorance adversely affect the attitude of the public, thereby 
increasing the suffering of those infected by the disease and hampering their care. 

1
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Accordingly, the Board considers that the health professions should play a greater role in 
explaining the complexities and boundaries of present knowledge, including what is known 
regarding transmission of the disease, both to the media and to the general public. 

69. The Board expresses its full support for the importance given in programme 13.15 
(Cancer) to the prevention and early diagnosis of cancer and to the action necessary for that 
purpose on the part of governments, the general public and all sectors concerned. It 
believes that WHO

1

 s role in stimulating intersectoral action is of paramount importance. 

70. On the subject of research, the Board is aware of the valuable work being undertaken by 
the International Agency for Research on Cancer (IARC), including the evaluation of 
environmental carcinogenic risk factors. It notes the effective collaboration between WHO 
and IARC, as well as the close cooperation maintained by the two agencies with 
nongovernmental organizations, in particular the International Union against Cancer, on such 
issues as cancer research, pain control and health education. 

71. Cancer is among the three main causes of death world-wide in both developed and 
developing countries- The increases in cancer incidence and mortality are related in part to 
the increase in the average age of the population and an improvement in the control of other 
major health problems. The Board also recognizes the relationship between nutrition, 
environmental factors and life-styles and certain cancers, and draws attention to the fact 
that approximately one-third of all cancers could be prevented in the light of current 
knowledge. Similarly, a further one-third of all cases could be cured if detected at a 
sufficiently early stage and if adequate therapy were provided. 

72. The prevalence of cardiovascular diseases remains high in developed countries and the 
impact is increasing in developing countries. The Board emphasizes the importance of 
prevention as described in the statement for programme 13•16 (Cardiovascular diseases) and, 
in the same way as for other none ommun i с ab 1 e diseases, the role of community-based action. 
The Board also recognizes the importance of life-style factors in the causation of 
cardiovascular diseases• It believes that particular attention should be paid to prophylaxis 
and to the thorough evaluation of the epidemiological factors. In that connection, the Board 
was informed that the research project on the multinational monitoring of trends and 
determinants in cardiovascular diseases (MONICA) had already yielded valuable epidemiological 
information, and that existing MONICA centres in countries were contributing to the 
evaluation of the effectiveness of national cardiovascular disease strategies and control 
programmes. 

73• Recognizing the interrelationship between many of the causal factors involved, the Board 
is pleased to note the stimulus provided by programme 13•17 (Other noneommuniсable disease 
prevention and control activities) to the development of an integrated programme for 
community health in noneommunicable diseases, aiming at the prevention and control of those 
diseases in response to resolution WHA38.30. The Board notes with satisfaction the increased 
prominence given to activities related to smoking and health. Recalling that in the proposed 
Eighth General Programme of Work there will be a separate programme entitled "Tobacco or 
health", the Board recommends that this functional change be introduced as soon as possible 
in order to attract extrabudgetary resources• The Board reiterates its belief that 
intersectoral action is the most effective approach to the control of tobacco use and 
stresses the role of WHO in stimulating and supporting such action at national level. The 
Board warmly endorses the steps being taken by the Director-General and the Regional 
Directors, in consultation with their staff associations, to ban smoking on WHO premises• It 
further suggests that, during the Health Assembly, greater provision be made for non-smokers 
in the lounges and restaurants, 

(e) Prog ranime support 

74. The Board strongly supports programme 14 (Health information support) and stresses the 
importance of valid and relevant information reaching all levels in countries. It draws 
attention to the lack of literature related to health system infrastructure and management 
issues in many teaching and research institutions. With regard to the new library and health 
literature centre in the African Region, the Board was informed that it was planned to 
establish a regional information network linking the centre to the recently appointed WHO 
information and documentât ion officers in countries. 



(f) Contingent programme budget implementation reductions 

75. In examining the individual programme policy and strategy issues contained in the 
proposed programme budget for 1988-1989， the Board took note of the possible impact of 
programme budget implementation reductions, in the total amount of US$ 50 million, planned by 
the Director-General in the event of the non-receipt of a large proportion of the assessed 
contributions for 1988-1989 (see Annex 1).^ In the light of comments by the Board, the 
distribution of programme budget implementation reductions planned for 1988-1989 between the 
regions and global and interregional activities was amended by the Director-General (see 
Annex 2).^ 

(g) Adjustments in resource allocation 

76. In the light of the overall uncertainties surrounding the implementation of the 
programme budget for 1988-1989 recommended by the Board, some doubts were expressed about the 
utility of identifying activities for additional funding from programme 2.2 
(Director-General

1

 s and Regional Directors
1

 Development Programme). 

77. Nevertheless, after examining the proposed programme budget for 1988-1989, the Board 
recommends to the Health Assembly for additional funding from the Director-General

1

s 
Development Programme; (a) programme 4 (Organization of health systems based on primary 
health care) in support of sound infrastructure development in Member States； and 
(b) programme 13.1 (Immunization) with a view to achieving the goal of providing immunization 
to all children of the world by 1990. In addition, the Board recommends to the 
Director-General and the Regional Director for Africa that, within the context of the 
Director-General

1

s and Regional Directors
1

 Development Programme, they should keep under 
careful review any need to support, in 1988-1989， programme areas of priority concern in the 
African Region. 

III. B U D G E T A R Y A N D F I N A N C I A L P O L I C Y M A T T E R S 

(a) Budgetary policy 

78. The proposed programme budget for 1988-1989, in the amount of US$ 636 900 000, 
considered by the Executive Board, continues to adhere to the policy of no real growth in 
budgetary terms. It nevertheless provides for a real increase of 1.06% at country level, 
made possible by effecting corresponding real decreases at regional and intercountry, as well 
as global and interregional, level. 

79. The difference of US$ 93 600 000 between the approved appropriations of US$ 543 300 000 
for the financial period 1986-1987 and the effective working budget level of US$ 636 900 000 
proposed for 1988-1989 represents an increase of 1 7

e
2 3 % . That increase is due to statutory 

cost increases and inflationary cost increases (+7.62%), and increases due to revised 
budgetary rates of exchange (+9.72%), partly offset by a decrease in real terms (-0.11%). 

80. The proportion of the budget allocated to the regions represents 66.82% of the total 
1988-1989 budget. The Board notes that, whereas global and interregional activities, 
including the Health Assembly arid the Executive Board, accounted for 44% of the budget in 
1976, they account for only 33.18% of the proposed programme budget for 1988-1989. 

81. The proposed allocation of resources among the five appropriation sections is: Health 
system infrastructure, 31.77%; Health promotion and care, 18.08%; Disease prevention arid 
control, 14.33%; Direction, coordination and management, 12.29%; and Programme support, 
23.53%. 

82. Programme support includes both the administrative support services and health 
information support (comprising publication, health literature and translation services). 
Administrative support services, comprising personnel, general administration and services, 
budget and finance, and equipment and supplies for Member States, represent only 17.48% of 
the effective working budget• When related to activities financed from both the regular 
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budget and extrabudgetary sources the cost of the administrative support services represents 
only 12.49% of the total estimates under all sources of funds in 1988-1989. 

83• Not least among the uncertainties in planning today for health programmes in 1988-1989 
are the fluctuating exchange rates. The higher budgetary rate of exchange of 
2.50 Swiss francs to one US dollar used for 1986-1987, compared with 1.65 Swiss francs to one 
US dollar proposed for 1988-1989, and the proposed different rates for five major regional 
office currencies, have the effect of increasing costs by 9.72% over the effective working 
budget level for 1986-1987. 

84. In that connection, the Board notes that the approved programme budgets for 1982-1983, 

1984-1985 and 1986-1987 reflected decreases in a cumulative amount of US$ 87 439 700 
(USÍ 18 986 100 for 1982—1983， US$ 29 009 900 for 1984—1985 and US$ 39 443 700 for 1986-1987) 
as the result of adjustments for favourable rates of exchange, compared with the increase of 
US$ 52 805 800 in the proposed programme budget for 1988-1989 resulting from adjustments for 
unfavourable rates of exchange• 

85. The Board recognizes that an increase of 31.44% in the assessments on Members for 
1988-1989 is due to the exceptional circumstances currently prevailing. In fact, if it were 
not for an anticipated shortfall in the receipt of contributions, the Director-General would 
find it possible to recommend the appropriation of US$ 47 million to help to reduce the 
assessments on Members. If that were to be the case, the increase in assessments for 

1988-1989, compared with 1986-1987， would be 21.68%. That increase in assessments would be 
due mainly to currency adjustments resulting from the fall in the exchange value of the 
US dollar, amount ing to about US$ 53 million, or 9.72%, over the level of the 1986—1987 
budget. However, it should be remembered that for the last three bienniums the increase in 
assessments was exceptionally small (4.02% for 1982—1983, 4.71% for 1984-1985 and 4.54% for 
1986-1987) largely because of favourable exchange adjustments. It is therefore important to 
consider the increases in assessments over a longer period of the currency exchange cycle in 
order to obtain a view of what the average rate of increase has been over the years• 

86. Questions were raised about the calculation of cost increases, particularly at regional 
level, and the hope was expressed that the methodology for calculating those increases would 
continue to be kept under review. 

87. It was noted that the programme budget proposals did not take into account a reduction 
in costs amounting to US$ 2 920 000 resulting from the adjustment in the scale of pensionable 
rémunérât ion adopted by the United Nations General Assembly in December 1986 - subsequent to 
the publication of document PB/88-89. 

(b) Casual income 

88. Following discussions on the amount of casual income available at the end of 1986 and 
its possible use, the Director-General, in an attempt to reconcile the various points of view 
expressed by members of the Board, proposed that; 

(i) the effective working budget level be reduced by US东 2 920 000，representing 
savings resulting from the decision by the United Nations General Assembly on the level 
of pensionable remuneration for professional and higher level staff, and 

(ii) casual income in the amount of US求 25 000 000 be appropriated to reduce the 
contributions of Members in the first year of the bienniun 1988-1989. 

89. In agreeing on the Director-General
1

s proposal, the Board realizes that a further review 
by the Board of the financial situation will be necessary in January 1988. If sufficient 
arrears of contributions are received by the end of 1987, the Director-General will recommend 
that an additional amount, representing the difference between casual income actually 
available at the end of 1986 and the amount of US东 25 000 000 applied to reduce contributions 
in the first year of the biennium, be applied to reduce contributions in the second year of 
the biennium. That additional amount is currently estimated at US$ 22 000 000. On the other 
hand, should the critical financial situation persist, the Board will have to decide, in 
January 1988, on the steps which will need to be taken to meet the shortfall in financial 
resources. 

90. In view of the very sharp fall of the exchange value of the US dollar in relation to the 
Swiss franc and some of the major regional office currencies, the Board exceptionally 



recommends an increase of ÜSÍ 10 000 000, to a total of US$ 41 000 000, in the amount 
authorized to be charged against casual income to reduce the adverse effects of currency 
fluctuations on the programme budget for 1986-1987. It adopted resolution EB79.R2.^ 

91. The Board also recommends to the Fortieth World Health Assembly the extension to 
1988-1989 of the casual income facility whereby the Director-General is (a) authorized to 
charge against casual income the net additional costs up to US$ 31 000 000, and (b) requested 
to transfer to casual income the net savings resulting from differences between the WHO 
budgetary rates of exchange and the United Nations/WHO accounting rates of exchange with 
respect to the relationship between the US dollar and the CFA franc, the Danish krone, the 
Egyptian pound, the Indian rupee, the Philippine peso and the Swiss franc. The Board adopted 
resolution EB79.R3.

2 

(c) Scale of assessments 

92. In accordance with the principles laid down by the Health Assembly, the scale of 
assessments in WHO follows as closely as possible the latest available scale applicable in 
the United Nations, modified to reflect differences in membership. The WHO proposed scale 
for 1988-1989 is in fact the same as the scale adopted at the Thirty-ninth World Health 
Assembly^ for the year 1987, i.e., the second year of the biennium 1986-1987. 

93. As a consequence, and taking into account the proposal of the Director-General in 
paragraph 88 above, the increase for 1988-1989 in contributions from Members will be 
US$ 123 470 000, or 25.64%, over the contributions assessed for 1986-1987. However, the 
increase in contributions for Members for 1988 over 1987 will be only 20.45% owing to the 
application of the entire amount of US$ 25 000 000 of casual income to the first annual 
instalment of the assessed contribution due from Members. A revised statement showing the 
computation of contributions to the 1988-1989 regular budget is contained in Annex 

(d) Budget level and Appropriât ion Resolution 

94. In the light of its review of the proposed programme budget for the financial period 
1988-1989, the Board endorses the Director-General

1

s proposal for an effective working budget 
level of US$ 633 980 000, representing an increase of 16.69% over the approved 1986-1987 
effective working budget level; it adopted resolution EB79.R4.^ The relationship between 
the proposed total regular budget, assessments and effective working budget is shown in 
Annex 4.6 

1

 See p . 3. 

2 See p
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^ See p« 5. 
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ANNEX 1 

PROGRAMME BUDGET IMPLEMENTATION REDUCTIONS IN 1986-1987 AND 1988-1989 

Report by the Director-General 

[EB79/4 - 19 November 1986] 

Introduction 

1. In view of an expected shortfall in income for the regular budget for 1986-1987, and 
possibly for 1988-1989, due to the non-receipt of a large proportion of assessed 
contributions, the Director-General, as the chief technical and administrative officer of the 
World Health Organization, feels duty bound to take certain provisional and contingent 
economy measures in order to avoid a situation in which the Organization would not be able to 
meet its financial obligations. The provisional measures already taken with respect to the 
biennium 1986-1987 and the contingency measures planned for the biennium 1988-1989 are 
described below. 

Financial period 1986-1987 

2 . O n the basis of all the information, official and unofficial, that he had been able to 
obtain, the Director-General had estimated in the early part of 1986 that the shortfall in 
contributions in the financial period 1986-1987 might well be in the neighbourhood of 

US$ 35 million. For lack of more precise information this estimate had to be taken as a 
planning figure. In view of this estimated shortfall in the payment of assessed 
contributions for the approved 1986-1987 programme budget and the resulting inability of the 
Organization either to implement in full approved programmes or to meet its financial 
obligations, the Director-General was prompted in March 1986 by considerations of prudent 
financial management to withdraw provisionally US$ 35 million on a pro rata basis from the 
global and interregional programmes, as well as from the regional programmes, and transfer 
these funds to a reserve account• Appendix 1 indicates the breakdown of this withdrawal of 
US$ 35 million between global and interregional programmes and the programmes in the 
respective regions and, for each region, between regional and intercountry activities and 
country activities. 

3 . A s will be seen from Appendix 1，the largest part of these withdrawals - US$ 11 100 000, 
or almost one-third of the total - has been from global and interregional activities, 
although these activities had already been significantly reduced as a consequence of 
resolution WHA29.48. The implementation of that resolution, the Board will recall, had 
resulted in the abolition of a total of 337 posts, or nearly 25%, at the global and 
interregional level over the period 1978-1981, and in the transfer of millions of dollars 
from that level to intercountry and country activities. Appendix 3 indicates that the 
withdrawal of USÍ 11 100 000 from the global and interregional level in 1986-1987 will affect 
all programmes, although in different proportions, and will in certain cases result in a 
considerable reduction, deferment or slow-down of activities of importance to Member States. 

4» At the regional level the Regional Directors have made very serious efforts to restrict 
to an absolute minimum the impact at the country level of the nearly US$ 24 million in 
reductions that have been apportioned to the regions on a pro rata basis• However, they have 
found that there is a limit to the reductions that they can make at the regional office and 
in intercountry activities without impairing the essential function of these activities, 
namely, to service and support W H O

1

s technical cooperation activities at the country level. 
Consequently, as the affected countries have already been informed by the regional offices, 
reductions in country programmes in 1986-1987 became inevitable. The Director-General deeply 
regrets that these reductions at country as well as regional and intercountry levels will be 
felt severely by some Member States most in need, but he knows of no other way out of this 
dilemma - reducing activities or facing insolvency - which the present financial situation 
imposes on the Organization. The Regional Directors, in consultation with Member States in 
their respective regions, will continue to apply the required reductions in W H O

1

s technical 
cooperation activities with Member States in a flexible manner in order to protect, to the 
extent possible, activities of the highest priority and relevance in relation to national 
health development• A t their 1987 sessions the regional committees will be informed in 
detail of reductions in activities which have been found necessary in their respective 
regions• 



5. It is possible that the estimate of a shortfall of US$ 35 million in assessed 
contributions in 1986-1987 will turn out to have been too pessimistic. If that should be the 
case and the shortfall should ultimately be less than US$ 35 million, the difference will be 
restored to programmes at the earliest opportunity, with preferential treatment being given, 
to the extent possible, to those that suffered most from the earlier reductions. 
Unfortunately, however, at the date of writing (November 1986) there are indications that the 
shortfall during the biennium may be much larger than US$ 35 million. If that should be the 
case, and since it would not be possible to make further programme reductions without 
seriously impairing the Organization

1

s ability to be of service to its Members in many 
programme areas of the utmost importance to them, other measures will have to be taken to 
meet such an additional shortfall. The Director-General

1

s proposals in this respect are 
outlined in other documents before the Board. 

Financial period 1988-1989 

6. At present, in the absence of any indications to the contrary, it has to be assumed that 
the financial crisis will not be over by 1988 or even by 1989. Since lower budgetary 
exchange rates of the US dollar and other cost increases are reflected in a higher budget 
level and consequently larger contributions, it must also be assumed that the shortfall in 
assessed contributions in the financial period 1988-1989 may be even greater than in the 
financial period 1986-1987. Therefore, in the interests of prudent management of the 
Organization

1

s financial resources, the Director-General has prepared a contingency plan of 
programme budget implementation reductions for the financial period 1988-1989 based on the 
hypothesis of a shortfall in assessed contributions of the order of US$ 50 million. The 
programme budget implementation reductions included in the contingency plan for 1988-1989 
have been, like those for 1986-1987, apportioned among all organizational levels. Appendix 2 
indicates the breakdown of the contingent reductions of US$ 50 million between global and 
interregional programmes and the programmes in the regions, and, for each region, between 
regional and intercountry activities and country activities. 

7. During the first half of 1987 the Regional Directors will be consulting the national 
authorities with a view to determining which WHO activities planned for 1988-1989 at the 
regional and intercountry level as well as the country level will have to be modified, 
reduced or eliminated in order to meet the financial targets of the contingency plan. The 
Regional Directors will report in detail on the results of these consultations to the 
regional committees in 1987. 

8. As to the activities at global and interregional level included in the proposed 
programme budget for 1988-1989, the Director-General has already reviewed them in detail with 
a view to determining which activities could be adjusted, reduced or eliminated in order to 
meet the global and interregional target of US$ 15.7 million of the contingency plan. 
Appendix 3 lists the programme reductions at global and interregional level which would be 
made if it should become necessary to implement the contingency plan for 1988-1989. 

六 * * 

9. The Executive Board is invited to take note of and, if it so wishes, comment on the 
provisional programme budget implementation reductions for 1986-1987 and the contingent 
programme budget implementation reductions planned for 1988-1989• 



2
2
2
 

PROVISIONAL PROGRAMME BUDGET IMPLEMENTATION REDUCTIONS IN 1986-1987 

Approved budget 

1986-1987 

Reductions in implementation 
Approved budget 

1986-1987 Regional and 
intercountry 

Country 
Total 

reductions 

US去 %1 US东 %1 %1 

The Regions: 

Africa 98 884 000 2 827 000 6.77 3 552 000 6 .22 6 379 000 6.45 

The Americas 57 856 000 2 247 900 6.89 1 479 100 5 .86 3 727 000 6.44 

South-East Asia 68 908 000 1 758 000 9.76 2 680 000 5 .27 4 438 000 6.44 

Europe 32 242 600 2 079 000 6.92 - 2 079 000 6.45 

Eastern Mediterranean .. 62 240 400 1 867 400 8.10 2 140 600 5 .46 4 008 000 6.44 

Western Pacific 50 758 000 1 587 000 7.09 1 682 000 5 .93 3 269 000 6.44 

Subtotal - Regions 370 889 000 12 366 300 7.37 11 533 700 5 .68 23 900 000 6.44 

Global and interregional 172 411 000 11 100 000 6.44 

TOTAL 5A3 300 000 35 000 000 6.44 

Percentages of allocations. 



Appendix 2 

PROGRAMME BUDGET IMPLEMENTATION REDUCTIONS PLANNED FOR 1988-1989
1 

Proposed budget 
1988-1989 

Reductions in implementation 
Proposed budget 

1988-1989 Regional and 
intercountry 

Country 
Total 

reductions 

usi %2 %2 US东 %2 

The Regions: 

Africa 114 828 ООО 3 920 ООО 7. 84 5 200 ООО 8.02 9 120 ООО 7.94 

The Americas 62 971 ООО 2 916 ООО 8. 57 2 47А ООО 8.55 5 390 ООО 8.56 

South-East Asia 77 004 ООО 2 081 800 10. 82 4 303 200 7.45 6 385 ООО 8.29 

Europe 39 559 ООО 2 735 700 7. 36 204 300 8.56 2 940 ООО 7.43 

Eastern Mediterranean .. 66 032 ООО 400 ООО 1 . 85 5 350 ООО 12.06 5 750 ООО 8.71 

Western Pacific 55 742 ООО 1 967 700 8. 38 2 717 300 8.43 4 685 ООО 8.40 

Subtotal - Regions 416 136 ООО 14 021 200 7.56 20 248 800 8.78 34 270 ООО 8.24 

Global and interregional 220 764 ООО 15 730 ООО 7.13 

TOTAL 636 900 ООО 50 ООО ООО 7.85 

1 The distribution of reductions was subsequently amended and is shown in Annex 2 (p. 237). 

Percentages of allocations. 
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PROVISIONAL AND CONTINGENT PROGRAMME BUDGET IMPLEMENTATION REDUCTIONS IN 1986-1987 AND 1988-1989 
(GLOBAL AND INTERREGIONAL ACTIVITIES) 

Programme and activity 
Project 
number 

Approved PB/86-87 Proposed PB/88-89 

Man-years/ 
months 

Amount 
Man-years/ 

months 
Amount 

1.1 World Health Assembly 

一 World Health Assembly: 
-reduction in duration 
一 reduction in servicing staff 

WHA 917 

Total 

1.2 Executive Board 

Executive Board: 
-reduction in 
-reduction in 

2.1 Executive management 

duration 
servicing staff 

EXB 917 

Total 

Assistant Director-General 
Medical Officer 
Technical Officer 
Administrative Officer 
Technical Assistant 
Personal Assistant 
Secretary 

Duty travel, consultants, short-term staff 

EXM 902 2/0 
2/0 
4/0 
0/10 
2/0 
1/0 
3/0 

s
 и

 

210 000 
404 400 

614 400 

135 000 
370 700 

505 700 

167 000 
167 000 
334 000 
70 000 
88 800 
44 400 

108 000 

97 700 

1 076 900 

2/0 
2/0 
4/0 
2/0 
2/0 
2/0 
4/0 

s
 и

 

411 400 

411 400 

358 900 

358 900 

152 000 
152 000 
304 000 
100 300 
89 600 
89 600 

149 000 

103 700 

1 140 200 
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Approved PB/86--87 Proposed PB/88-89 

Programme and activity 
Project 
number 

Man-years/ 
months 

Amount 
Man-years/ 

months 
Amount 

2.2 Director-General's and Regional Directors' 
Development Programme 

US系 

-birector-General's Development Programme DGP 001 500 000 2 500 000 

2.3 General programme development 

-Informatic systems support 
- S t a f f development and training 
- D u t y travel, consultants 

GPD 
GPD 
GPD 

903 
906 
003/902 

227 

26 

000 

700 

227 
66 
29 

000 
000 
500 

Total 253 700 322 500 

2.4 External coordination for health and 
social development 

-External Relations Officer 
- J o i n t UNICEF/WHO support to implementation 

of primary health care 
- D u t y travel, consultants, short-term staff 

COR 902 

COR 019 
COR 055/059 

902 

2/0 167 

50 

000 

400 

4/0 304 

64 

60 

000 

200 

300 

Total 217 400 428 500 

3.1 Health situation and trend assessment 

-Associate Director 
-Statistician 
- M e d i c a l Officer 
-Technical Assistant 
- D u t y travel, consultants, short-term staff 

HST 902 

HST 064/071 
072/073 
902 

1/0 

0/9 

83 

63 

73 

500 

000 

400 

2/0 
4/0 
2/0 
1/11 

152 
304 
152 
71 

66 

000 
000 
000 
300 

500 

Total 219 900 745 800 
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Programme and activity 
Project 
number 

Approved PB/86-87 

Man-years/ 
months 

Amount 

Proposed PB/88-89 

Man-years/ 
months 

Amount 

3.2 Managerial process for national health 
development 

- M e d i c a l Officer 
-Assistant 
- D u t y travel, consultants, short-term staff 

Total 

3.3 Health systems research 

- D u t y travel, consultants 

3.4 Health legislation 

一 Duty travel, short-term staff 

4. Organization of health systems based on 
primary health care 

-Scientist 
- Medical Officer 
- M e d i c a l Officer 
- S t u d y Group on Intersectoral Action 

for Health (cancellation) 
- S t u d y Group on Primary Health Care at 

the Community Level (cancellation) 
- S t u d y Group on Primary Health Care in 

Urban Areas (cancellation) 
- H e a l t h systems support to primary health 

care with emphasis on the intermediate level 
-National health systems organization and 

development 

MPN 902 

MPN 001 

HSR 044 

HLE 902 

PHC 902 

PHC 007 

PHC 072 

PHC 073 

PHC 096 

PHC 052 

PHC 061 

1/6 
0/1 
5/6 

$
 

s
 и

 

13 700 

13 700 

6 800 

3 200 

126 
7 

469 

31 

31 

000 
000 
000 

A00 

400 

2/0 
1/0 

2/0 
2/0 
6/0 

$
 

s
 и

 

152 000 
44 800 
12 000 

208 800 

7 500 

3 400 

152 
152 
456 

000 
000 
000 

42 

30 

30 

000 

000 

000 
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Programme and activity 
Project 
number 

Approved PB/86-87 

Man-years/ 
months 

Amount 

Proposed PB/88-89 

Man-years/ 
months 

Amount 

6. 

Organization of health systems based on 
primary health care (continued) 

-Interregional Seminar on Coverage 
Extension (cancellation) 

-Interregional Consultation on Monitoring 
the Organization and Functioning of 
District Health Systems (cancellation) 

~ Research and development to support 

strategies for Health for All 
一 Duty travel, consultants, short-term 

staff 

Total 

Health manpower 

- M e d i c a l Officer 
-Secretary 
- D u t y travel, consultants 

Total 

Public information and education for health 

-Information Officer 

- W o r l d Health magazine (reduction in format) 
- D u t y travel, consultants, short-term staff 

PHC 097 

PHC 098 

PHC 010 
PHC 007/060 

902 

HMD 902 

HMD 004/005 
007/902 

IEH 
IEH 
IEH 

902 
903 
902 

1/2 

$
 

s
 и

 

200 000 

136 700 

1 001 500 

98 000 

54 500 

152 500 

79 000 
71 500 

150 500 

4/0 
4/0 

2/0 

$
 

s
 и

 

41 400 

75 000 

300 000 

98 200 

376 600 

304 000 
119 000 

20 300 

443 300 

152 000 
83 600 
74 300 

309 900 
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Approved PB/86-87 Proposed PB/88-89 

Programme and activity 
Project 

number 
Man-years/ 

months 
Amount 

Man-years/ 

months 
Amount 

usi US$ 

Research promotion and development 

一 Administrative Officer 

- D u t y travel, consultants 

RPD 902 

RPD 017/902 
一 

15 200 

1/7 119 700 
10 700 

Total 15 200 130 400 

Nutrition 

一 Medical Officer 
- D u t y travel, consultants 

NUT 902 
NUT 063/080 

i/o 83 500 2/0 152 000 
11 500 

Total 83 500 163 500 

Oral health 

- D u t y travel, consultants, short-term staff 0RH 002 - 25 600 

Maternal and child health, including family 
planning 

- D u t y travel, consultants, short-term 
staff 

MCH 019/056 
902 51 800 67 200 

Human reproduction research 

一 Duty travel, consultants HRP 902 2 900 2 900 

Workers
1

 health 

- M e d i c a l Officer 
一 Short-term staff 

OCH 902 
OCH 038 

902 2 500 

1/10 138 600 

500 

Total 2 500 139 100 

8.1 

8 . 2 



Programme and activity 
Project 
number 

Approved PB/86-87 

Man-years/ 
months 

Amount 

Proposed PB/88-89 

Man-years/ 
months 

Amount 

10.1 Psychosocial factors in the promotion 
of,health and human development 

- D u t y travel, consultants, short-term staff 

10.2 Prevention and control of alcohol 
and drug abuse 

- M e d i c a l Officer 
- D u t y travel, consultants 
- E x p e r t Committee on Drug Dependence 

(reduction to one meeting in lieu 
of two scheduled for 1988-1989) 

Total 

10.3 Prevention and treatment of mental and 
neurological disorders 

- D u t y travel, consultants 

11.1 Community water supply and sanitation 

-Sanitary Engineer 
-Administrative Assistant 
-Clerk-Stenographer 
- D u t y travel, consultants, short-term 

staff 

PSF 002/902 

ADA 902 
ADA 001/019 

ADA 402 

MND 001 

CWS 902 

CWS 055/056 
057/058 
060/902 

2/0 

2/0 

$
 

s
 и

 

40 200 

167 000 
3 900 

170 900 

19 000 

58 000 

88 900 

146 900 

2/0 

3/4 
2/0 
2/0 

s
 и

 

28 800 

152 
6 

000 
800 

45 700 

20A 500 

8 700 

252 
89 
59 

000 
600 
500 

68 300 

469 400 
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Programme and activity 
Project 
number 

Approved PB/86-87 Proposed PB/88-89 

Man-years/ 
months 

Amount 
Man-years/ 

months 
Amount 

11.2 Environmental health in rural and urban 
development and housing 

- D u t y travel, consultants 

11.3 Control of environmental health hazards 

- D u t y travel, 
staff 

consultants, short-term 

11. ' Food Safety 

- D u t y travel, consultants 

12.1 Clinical, laboratory and radiological 
technology for health systems based 
on primary health care 

-Director 
- M e d i c a l Officer 
- D u t y travel, consultants, short-term 

staff 

RUD 004/005 
006 

CEH 201/202 
203/204 
301/302 
305/312 

FOS 001/050 
051/054 
056/057 
059 

CLR 902 

CLR 054/902 

Total 

0/7 
2/0 

$
 

s
 и

 

10 600 

22 900 

27 900 

49 000 
167 000 

70 700 

286 700 

2/0 
2/0 

$
 

s
 и

 

6 400 

22 800 

14 000 

152 
152 

000 
000 

69 900 

373 900 
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Programme and activity 
Project 
number 

Approved PB/86-87 

Man-years/ 
months 

Amount 

Proposed PB/88-89 

Man-years/ 
months 

Amount 

12.2 Essential drugs and vaccines 

- Duty travel, consultants 

12.3 Drug and vaccine quality, safety and 
efficacy 

- D u t y travel, consultants, short-term 
staff 

12.4 Traditional medicine 

- D u t y travel, consultants, short-terra 
staff 

12.5 Rehabilitation 

- D u t y travel, consultants, short-term 
staff 

13.1 Immunization 

Assistance to national research and 
training centres 

Duty travel, consultants 

EDV 010/902 

DSE 024/027 
035 

TRM 902 

RHB 001/040 

EPI 010 
EPI 902 

Total 

s
 и

 

25 100 

32 100 

15 100 

5 300 

10 000 
63 400 

73 000 

s
 и

 

26 200 

62 600 

18 900 

15 300 

117 000 
67 100 

184 100 
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PROVISIONAL AND CONTINGENT PROGRAMME BUDGET IMPLEMENTATION REDUCTIONS IN 1986-1987 AND 1988-1989 

(GLOBAL AND INTERREGIONAL ACTIVITIES) (continued) 

Approved PB/86-•87 Proposed PB/88-89 

Programme and activity 
Project 
number 

Man-years/ 

months 
Amount 

Man-years/ 

months 
Amount 

usi 

13.2 Disease vector control 

一 Scientist 
-Entomologist 

一 Sanitary Engineer/Scientist 
-Secretary 
一 Duty travel, consultants, short-term 

staff 

VBC 902 

VBC 076/078 
079/902 

I/o 83 

50 

500 

000 

2/0 
2/0 
1/11 
4/0 

152 
152 
1A4 
119 

49 

000 
000 
900 
000 

000 

Total 133 500 616 900 

13.3 Malaria 

一 Medical Officer 
- D u t y travel, consultants, short-term staff 

MAL 902 
MAL 002/902 

1/5 119 
35 

000 
100 

2/0 152 
37 

000 
300 

Total 154 000 189 300 

13.4 Parasitic diseases 

- D u t y travel, consultants PDP 024/902 18 400 31 200 

13.6 Diarrhoeal diseases 

一 Diarrhoeal diseases control programme CDD 999 19 400 40 000 

13.7 Acute respiratory infections 

- D u t y travel, consultants ARI 005 16 900 13 000 

13.8 Tuberculosis 

一 Consultants TUB 030 4 400 1 100 



Programme and activity 
Project 
number 

Approved PB/86-87 

Man-years/ 
months 

Amount 

Proposed PB/88-89 

Man-years/ 
months 

Amount 

13.9 Leprosy 

一 Duty travel, consultants 

13.10 Zoonoses 

- F o o d Hygienist 
-Secretary 
- D u t y travel, consultants 

Total 

13.11 Sexually transmitted diseases 

一 Duty travel, consultants, short-term staff 

13.12 Smallpox eradication surveillance 

- D u t y travel, consultants 

13.13 Other communicable disease prevention and 
control activities 

- D u t y travel, consultants, short-term 

staff 

13.14 Blindness 

- D u t y travel, consultants, short-term 
staff 

LEP 002/060 

VPH 902 

VPH 079 

VDT 011/012 

SME 026 

CDS 049/050 
051/052 
902 

PBL 004/005 

2/0 
2/0 

•
$
 

s
 и

 

10 100 

167 000 
71 600 

238 600 

10 300 

4 800 

74 300 

38 200 

2/0 
2/0 

s
 и

 

12 700 

152 000 
74 500 
10 000 

236 500 

111 100 

45 500 
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Programme and activity 
Project 
number 

Approved PB/86-87 

Mail-years/ 
months 

Amount 

Proposed PB/88-89 

Man-years/ 
months 

Amount 

13.15 Cancer 

Duty travel, consultants 

13.16 Cardiovascular diseases 

- D u t y travel, consultants, short-term 
staff 

13.17 Other noncommunicable disease prevention 
and control activities 

一 Duty travel, consultants, short-term 
staff 

14. Health information support 

- E d i t o r (WHO Chronicle) 
一 Technical Officer (Library) 
一 Assistant (Library) 
-Consultation on biomedical information 

(cancellation for 1988-1989) 
- S e v e n t h Report on the World Health 

Situation (reduction in number of 
translations of regional volumes) 

- W H O Chronicle (suspension in 1987, 1988 

~ a n d 1 9 8 9 ) ~ 
- W o r l d Health Forum (reduction in pages) 
一 Bulletin of the World Health Organization 

(reduction in pages) 

CAN 037/080 

CVD 005/040 
048/067 
068/083 

NCD 001/005 
011/012 
021/022 
026/902 

HBI 902 

HBI 001 

HBI 006 
HBI 913/914 

915 

1/5 
0/8 
1/6 

$
 

s
 и

 

11 700 

9 200 

66 600 

119 
56 
53 

000 
000 
800 

6 400 

562 

369 

000 

500 

2/0 
2/0 
2/0 

s
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27 000 

8 400 

87 100 

152 
152 
74 

000 
000 
500 

33 600 

618 
82 

000 
700 

43 500 
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Programme and activity 
Project 
number 

Approved PB/86-87 

Man-years/ 
months 

Amount 

Proposed PB/88-89 

Man-years/ 
months 

Amount 

$
 

s
 и

 
14. Health information support (continued) 

一 WHO Offset Publications (suspension in 
~ 1 9 8 8 and 1989) 

- P u b l i c Health Papers (suspension in 1988 
and 1 9 8 9 K 

一 Monographs and nonserial publications 
(reduction in the number of issues) 

- W o r l d Health Statistics Annual (reduction in 

the number of pages) 
- W o r l d Health Statistics Quarterly (reduction 

in the number of pages) 
-Technical Report Series (reduction in the 

number of issues) 
-Contractual services (reduction) 
-Purchase of books for WHO library (reduction) 
- D u t y travel, consultants, short-term 

staff (reduction) 

Total 

15.1 Personnel 

一 Short一term staff 

HBI 913/914 
915 

HBI 924 

HBI 902 

PER 902 

527 200 

111 400 

1 805 300 

3 000 

287 

244 

141 

300 

900 

000 

123 000 

106 
377 
20 

000 
900 
000 

66 500 

2 522 900 

4 300 
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Programme and activitiy 
Project 

number 

Approved PB/86-87 

Man-years/ 
months 

Amount 

Proposed PB/88-89 

Man-years/ 
months 

Amount 

15.2 General administration and services 

一 Administrative Officer 
一 Interpreter 
- C o m m o n services: 

- O f f i c e services 
-Building management 

一 Duty travel, consultants, short-terra 
staff 

Total 

15.3 Budget and finance 

一 Duty travel, consultants 

15.4 Equipment and supplies for Member States 

一 Supply Officer 
-Short-term staff 

Total 

Sub-total 

Amount withdrawn from salary allotments to correct 
computation error in approved PB/86-87 in respect of 
average cost factor for professional staff 

GRAND TOTAL 

PGS 902 

PGS 917 
PGS 918 

PGS 902 

BFI 902 

SUP 902 1/0 

$
 

s
 и

 

1 685 400 

11 100 000 

А
ф
 

s
 и

 

- 2/0 152 000 

- 1/0 76 000 

710 000 884 100 

150 000 187 000 

79 300 85 400 

939 300 1 384 500 

21 900 22 500 

83 500 2/0 152 000 

2 900 2 900 

86 400 154 900 

9 414 600 15 730 000 

15 730 000 
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ANNEX 2 

REALLOCATED PROGRAMME BUDGET IMPLEMENTATION REDUCTIONS 

PLANNED FOR 1988-1989
1 

[EB79/INF.DOC./6 - 21 January 1987] 

Proposed budget 
1988-1989 

Reduction in implementation 
2 

The Regions： 

Africa 

The Americas 

South-East Asia 

Europe 

Eastern Mediterranean,•• 

Western Pacific 

Subtotal - Regions 

Global and interregional 

TOTAL 

US US 

114 198 000 

62 631 000 

76 704 000 

39 379 000 

65 782 000 

55 422 000 

9 005 000 

4 940 000 

6 050 000 

3 105 000 

5 190 000 

4 370 000 

414 116 000 32 660 000 

% of allocation 

7.89 

7.89 

7.89 

7.88 

7.89 

7.88 

219 864 000 17 340 000 ,89 

633 980 000 50 000 000 '.89 

1 This table indicates the reductions planned for 1988-1989 as reallocated by the 
Director-General in the light of the Board

1

s comments. 

2 Reallocation between regional and intercountry activities and country activities to 
be determined by the Regional Directors. 



ANNEX 3 

STATEMENT SHOWING THE COMPUTATION OF CONTRIBUTIONS 
TO THE 1988-1989 REGULAR BUDGET 

, «-i 汽 Less credit from Net Payable Payai Members and Scale Gross - _ , . „. „ A . . . », , L L Tax Equalization contributions in in A s s o c l a t e M e m b e r s percentage assessments F u n d f o r 1 9
8 8 - 1 9 8 9 1 9 8 8 1 9 8 丨 

US右 US Í US东 US $ US东 

Afghanistan .01 67 640 5 900 61 740 29 595 32 145 
Albania .01 67 640 5 900 61 740 29 595 32 145 
Algeria • 14 946 940 82 600 864 340 414 310 450 030 
Angola .01 67 640 5 900 61 740 29 595 32 145 
Antigua and Barbuda .01 67 640 5 900 61 740 29 595 32 145 
Argentina .61 4 125 980 359 900 3 766 080 1 805 230 1 960 850 
Australia 1.63 11 025 150 961 700 10 063 450 4 823 795 5 239 655 
Austria • 72 4 870 000 424 800 4 445 200 2 130 750 2 314 450 
Bahamas .01 67 640 5 900 61 740 29 595 32 1A5 
Bahrain .02 135 280 11 800 123 480 59 190 64 290 
Bangladesh .02 135 280 11 800 123 480 59 190 64 290 
Barbados • 01 67 640 5 900 61 740 29 595 32 145 
Belgium 1.16 7 846 120 684 400 7 161 720 3 432 885 3 728 835 
Benin • 01 67 640 5 900 61 740 29 595 32 145 
Bhutan • 01 67 640 5 900 61 740 29 595 32 145 
Bolivia .01 67 640 5 900 61 740 29 595 32 145 
Botswana .01 67 640 5 900 61 740 29 595 32 145 
Brazil 1.37 9 266 540 808 300 8 458 240 4 054 360 4 403 880 
Brunei Darussalam .04 270 550 23 600 246 950 118 370 128 580 
Bulgaria • 16 1 082 220 94 400 987 820 473 500 514 320 
Burkina Faso .01 67 640 5 900 61 740 29 595 32 145 
Burma .01 67 640 5 900 61 740 29 595 32 145 
Burundi • 01 67 640 5 900 61 740 29 595 32 145 
Byelorussian Soviet Socialist 

Republic .33 2 232 080 194 700 2 037 380 976 590 1 060 790 
Cameroon .01 67 640 5 900 61 740 29 595 32 145 
Canada 3.00 20 291 680 1 743 000 18 548 680 8 891 645 9 657 035 
Cape Verde .01 67 640 5 900 61 740 29 595 32 145 
Central African Republic • 01 67 640 5 900 61 740 29 595 32 145 
Chad .01 67 640 5 900 61 740 29 595 32 145 
Chile .07 473 470 41 300 432 170 207 155 225 015 
China • 77 5 208 200 454 300 A 753 900 2 278 725 2 475 175 
Colombia .13 879 310 76 700 802 610 384 725 417 885 
Comoros .01 67 640 5 900 61 740 29 595 32 145 
Congo .01 67 640 (49 100) 116 740 57 095 59 645 
Cook Islands • 01 67 640 5 900 61 740 29 595 32 145 
Costa Rica .02 135 280 11 800 123 480 59 190 64 290 
Côte d'Ivoire .02 135 280 11 800 123 480 59 190 64 290 
Cuba .09 608 750 53 100 555 650 266 345 289 305 
Cyprus .02 135 280 11 800 123 480 59 190 64 290 
Czechoslovakia .69 4 667 090 407 100 4 259 990 2 041 975 2 218 015 
Democratic Kampuchea .01 67 640 5 900 61 740 29 595 32 145 
Democratic People's Republic 

of Korea .05 338 190 29 500 308 690 147 965 160 725 
Democratic Yemen .01 67 640 (23 100) 90 740 44 095 46 645 
Denmark .71 4 802 360 418 900 4 383 460 2 101 155 2 282 305 
Djibouti .01 67 640 5 900 61 740 29 595 32 145 
Dominica .01 67 640 5 900 61 740 29 595 32 145 
Dominican Republic • 03 202 920 17 700 185 220 88 785 96 435 
Ecuador .03 202 920 17 700 185 220 88 785 96 435 
Egypt .07 473 470 41 300 432 170 207 155 225 015 
El Salvador .01 67 640 5 900 61 740 29 595 32 145 
Equatorial Guinea .01 67 640 5 900 61 740 29 595 32 145 
Ethiopia • 01 67 640 5 900 61 740 29 595 32 145 
Fiji • 01 67 640 5 900 61 740 29 595 32 145 
Finland .49 3 314 310 289 100 3 025 210 1 450 100 1 575 110 
France 6.25 42 274 340 2 306 500 39 967 840 19 186 640 20 781 200 
Gabon .03 202 920 17 700 185 220 88 785 96 435 
Gambia .01 67 640 5 900 61 740 29 595 32 145 
German Democratic Republic 1.30 8 793 060 767 000 8 026 060 3 847 195 4 178 865 
Germany, Federal Republic of .... 8.10 54 787 550 4 779 000 50 008 550 23 971 000 26 037 550 
Ghana .01 67 640 5 900 61 740 29 595 32 145 
Greece .43 2 908 470 253 700 2 654 770 1 272 530 1 382 240 
Grenada .01 67 640 5 900 61 740 29 595 32 145 
Guatemala • 02 135 280 11 800 123 480 59 190 64 290 
Guinea .01 67 640 5 900 61 740 29 595 32 145 
Guinea-Bissau .01 67 640 5 900 61 740 29 595 32 145 
Guyana .01 67 640 5 900 61 740 29 595 32 145 
Haiti .01 67 640 5 900 61 740 29 595 32 145 
Honduras .01 67 640 5 900 61 740 29 595 32 145 
Hungary • 21 1 420 420 123 900 1 296 520 621 470 675 050 
Iceland • 03 202 920 17 700 185 220 88 785 96 435 
India .34 2 299 720 200 600 2 099 120 1 006 185 1 092 935 
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ndonesia 
ran (Islamic Republic of) 

Jordan 
Kenya 
Kiribati 
Kuwait 
Lao People's Democratic Republic. 
Lebanon 
Lesotho 
Liberia 
Libyan Arab Jamahiriya 
Luxembourg 
Madagascar 
Malawi 
Malaysia 
Maldives 
Mali 
Malta 
Mauritania 
Mauritius 
Mexico 
Monaco 
Mongolia 
Morocco 
Mozambique 
Namibia 
Nepal 
Netherlands 
New Zealand 
Nicaragua 
Niger 
Nigeria 
Norway 

Pakistan 
Panama 
Papua New Guinea 
Paraguay 
Peru 
Philippines 
Poland 
Portugal 
Qatar 
Republic of Korea 
Romania 
Rwanda 
Saint Christopher and Nevis .... 
Saint Lucia 
Saint Vincent and the Grenadines 
Samoa 
San Marino 
Sao Tome and Principe 
Saudi Arabia 
Senegal 
Seychelles 
Sierra Leone 
Singapore 
Solomon Islands 
Somalia 
South Africa 
Spain 
Sri Lanka 
Sudan 
Suriname 
Swaziland 
Sweden 
Switzerland 
Syrian Arab Republic 
Thailand 
Togo 
Tonga 

STATEMENT SHOWING THE COMPUTATION OF CONTRIBUTIONS 
TO THE 1988-1989 REGULAR BUDGET (continued) 

„ , , p i „ Less credit from Net Payable Payable Members and Scale Gross „ , . t. *•.!_“•» . . 
л , “ - L Tax Equalization contributions in in Associate Members percentage assessments 4
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STATEMENT SHOWING ГНЕ COMPUTATION OF CONTRIBUTIONS 
TO THE 1988-1989 REGULAR BUDGET (continued) 

Members and 
Associate Members 

Scale 
percentage 

Gross 
assessments 

Less credit from 
Tax Equalization 

Fund 

Net 
contributions 
for 1988-1989 

Payable 
in 
1988 

Payable 
in 

1989 

US东 US ！ US $ US t US $ 

Trinidad and Tobago 04 270 550 23 600 246 950 118 370 128 580 
Tunisia 03 202 920 17 700 185 220 88 785 96 435 
Turkey 33 2 232 080 194 700 2 037 380 976 590 1 060 790 
Uganda 01 67 640 5 900 61 740 29 595 32 145 
Ukrainian Soviet Socialist 

Republic 1 25 8 454 850 737 500 7 717 350 3 699 230 4 018 120 
Union of Soviet Socialist 

Republics 10 01 67 706 600 5 905 900 61 800 700 29 623 435 32 177 265 
United Arab Emirates 18 1 217 500 106 200 1 111 300 532 690 578 610 
United Kingdom of Great Britain 

and Northern Ireland 4 77 32 263 780 2 814 300 29 449 480 14 116 260 15 333 220 
United Republic of Tanzania 01 67 640 2 900 64 740 31 095 33 645 
United States of America 25 00 169 097 370 13 220 000 155 877 370 74 749 580 81 127 790 
Uruguay 04 270 550 23 600 246 950 118 370 128 580 
Vanuatu 01 67 640 5 900 61 740 29 595 32 145 
Venezuela 59 3 990 700 348 100 3 642 600 1 746 040 1 896 560 
Viet Nam 01 67 640 5 900 61 740 29 595 32 145 
Yemen 01 67 640 5 900 61 740 29 595 32 145 
Yugoslavia 45 3 043 750 265 500 2 778 250 1 331 720 1 446 530 
Zaire 01 67 640 5 900 61 740 29 595 32 145 
Zambia 01 67 640 5 900 61 740 29 595 32 145 
Zimbabwe 02 135 280 11 800 123 480 59 190 64 290 

Totals 100 00 676 389 500 55 975 000 620 414 500 297 450 850 322 963 650 



1. Total budget 

2. Deduction (as per item 8 below) 

3. Assessments on Members 

4. Less : . 

Credits from Tax Equalization Fund 

(a) 

5. Contributions from Members “ 

6 • Less : 

(i) Estimated tax reimbursements payable from the Tax Equalization Fund 
. . (b) 

(ii) Amount of Undistributed Reserve 

7. Contributions for effective working budget 

8. Add: 

(i) Reimbursement of programme support costs by the United Nations Development 

Programme in the estimated amount of 

(ii) Casual income 

9. Total effective working budget 

1986-1987 1988-1989 

US $ US ？ 

605 252 100 705 389 500 

61 790 000 29 000 000 

543 462 100 676 389 500 

48 6A9 000 55 975 000 

494 813 100 620 414 500 

3 351 000 3 025 000 

9 952 100 12 409 500 

481 510 000 604 980 000(
c

) 

5 000 000 4 000 000 

56 790"000 25 000 000 

543 300 000 633 980 ООО 

See Annex 3 ” 

(b) The Undistributed Reserve equals the amount of the net assessments on inactive Members (the Byelorussian SSR and the Ukrainian SSR) and on 

South Africa. 

(
C

) Representing an increase over 1986-1987 of US$ 123 470 000， or 25.64%. 
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(Numerals bearing the symbol "EB79.R.," refer to resolutions； numerals alone 

in parentheses refer to decisions) 

Page 

Alcohol, in medicines (EB79.R17) 15 
Americas, appointment of the Regional 

Director (EB79.R5) 7 
Appropriation Resolution for 1988-1989 

(EB79.R4) 5 
Assistant Directors-General, salaries 

and allowances (EB79.R10) 11 

Bernard Foundation Prize, Léon (5) 25 
Biométrie Society (13) 27 
Blood and blood products ( E B 7 9 . R 1 )… 3 
Budget, see Programme budget 

Cash management (11) 26 
Casual income (EB79.R2; EB79.R3; 

( I D ) 3 , 4 , 26 
Child Health Foundation Fellowship (8) 26 
Child Health Foundation Prize ( 7 ) . … 25 
Codex Alimentarius Commission 

(EB79.R24) 22 
Committee of the Executive Board to 

Consider Certain Financial Matters 
prior to the Fortieth World Health 
Assembly, appointment (EB79.R25) . 23 

Commonwealth Medical Association (13). 27 
Contributions, Members in arrears 

(EB79.R25; (2)) 23, 24 
status of collection ( E B 7 9 . R 2 1 ) .… 20 

Convention on the Law of Treaties 
between States and International 
Organizations or between 
International Organizations (4) 25 

Council for International 
Organizations of Medical Sciences, 
conference on health manpower 
(EB79.R16) 14 

Currency fluctuations, use of casual 
income to reduce adverse effects 
on programme budget (EB79.R2; 
EB79.R3) 3, 4 

Deputy Director-General, salary and 
allowances (EB79.R10) 11 

Diarrhoeal Diseases Control Programme 
(EB79.R8) 8 

Director-General, salary and 
allowances (EB79.R10) 11 

Eastern Mediterranean, appointment of 
the Regional Director (EB79.R6) " 7 

Page 

Eighth General Programme of Work, 
draft (EB79.R18) 16 

Executive Board, Committee to Consider 
Certain Financial Matters prior to 
the Fortieth World Health 
Assembly, appointment (EB79.R25) . 23 

eightieth session, date and place 

(15) 27 
Expert committee arid study group 

meetings, report (3) 24 

Financial Rules, confirmation of 
amendments (EB79.R15) 13 

Food Standards Programme, Joint 
FAO/WHO (EB79.R24) 22 

General Programme of Work, Eighth, 
draft (EB79.R18) 16 

Health Assembly, see World Health 
Assembly 

Health manpower development (EB79.R16) 14 
Homeless, Shelter for, International 

Year (EB79.R19) 17 

International Civil Service 
Commission, report (12) 27 

International Federation of Oto-Rhino-
Laryngological Societies 
(EB79.R23) 22 

International Medical Society of 
Paraplegia (EB79.R23) 22 

International Society of Dietetic 
including all Infant and Young 
Children Food Industries 
(EB79.R23) 22 

International Sociological 
Association (13) 27 

International Union for Child Welfare 
(EB79.R23) 22 

International Year of Shelter for the 
Homeless (EB79.R19) 17 

Joint Inspection Unit, reports (11) •• 26 

Law of Treaties between States and 
International Organizations, or 
between International 
Organizations, Convention on (4) • 25 

Léon Bernard Foundation Prize (5) •••• 25 



Page 

Management of WHO'S resources 
(EB79.R7) 7 

M a n p o w e r development (EB79.R16) 14 

Medicines, use of alcohol in 
(EB79.R17) 15 

N e t w o r k of Community—Oriented 
Educational Institutions for 
Health Sciences (EB79.R23) 22 

Nongovernmental organizations, 
principles governing relations 
with WHO (EB79.R22) 21 

relations with (EB79.R23; (13)) “ 22, 27 

Organization's structure, review (10). 26 
OXFAM (EB79.R23) 22 

Principles Governing Relations between 
W H O and Nongovernmental 
Organizations (EB79.R22) 21 

Programme budget, for 1986-1987 
(EB79.R2) 3 

for 1988-1989 (EB79.R3) 4 
see also Appropriation Resolution 

Programme budgeting, cooperation in 
(EB79.R9) 9 

Q u e n u m , Dr Comían A . A . , Prize (1) ••• 24 

R e a l Estate Fund (EB79.R14) 13 
Recruitment of international staff in 

WHO (EB79.R12) 12 
R e g i o n a l Director for the Americas, 

appointment (EB79.R5) 7 
R e g i o n a l Director for the Eastern 

Mediterranean, appointment 
(EB79.R6) 7 

R e g i o n a l D i r e c t o r s , salaries and 
allowances (EB79.R10) 11 

Resources of W H O , management (EB79.R7) 7 
Rules of Procedure of the Health 

A s s e m b l y , amendments to (EB79.R20) 18 

Page 

Salaries and allowances, for general 
service and professional staff 
(EB79.R11) 11 

for ungraded posts and the Director-
General (EB79.R10) 11 

Sasakawa Health Prize (9) 26 
Shelter for the Homeless, 

International Year (EB79.R19) 17 
Shousha Foundation, Dr A. T., 

Prize (6) 25 
Staff of WHO, international, 

recruitment (EB79.R12) 12 
proportion of posts occupied by 

women (EB79.R13) 12 
ungraded posts, salaries and 

allowances (EB79.R10) 11 
Staff Rules, confirmation of 

amendments (EB79.R11) 11 
Structure of the Organization, 

review (10) 26 
Study group and expert committee 

meetings, report (3) 24 

Treaties between States and 
International Organizations, or 
between International 
Organizations, Convention on the 
Law of (4) 25 

Women, participation in the work of 
WHO (EB79.R13) 12 

Working Capital Fund, status of 
advances (EB79.R21) 20 

World Health Assembly, Fortieth, 
provisional agenda and duration 

(14) 27 
method of work (EB79.R20) 18 
Rules of Procedure, amendments 

(EB79.R20) 18 
World Organization of the Scout 

Movement (EB79.R23) 22 


