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PREFACE 

The eighty-first session of the Executive Board was held at WHO headquarters, 
Geneva, from 11 to 20 January 1988. The proceedings are published in two volumes. The 
present volume contains the resolutions and decisions, and relevant annexes. 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 EB81/1988/REC/2. ^ 

1 The resolutions have been cross -referenced to the relevant sections of the WHO 
Handbook of Resolutions and Decisions, and both the resolutions and the decisions 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 

EB81.R1 Confirmation of amendments to the Staff Rules 

The Executive Board 

CONFIRMS in accordance with Staff Regulation 1 2 . t h e amendments to the Staff 
Rules which have been made by the Director-General with effect from 1 April 1987 
concerning the definition of terminal remuneration； with effect from 1 July 1987 
concerning the increase in financial incentive； with effect from 1 January 1988 
concerning (a) the restructuring of the assignment allowance and the payment of an 
enhanced assignment allowance resulting from the introduction of a mobility element, and 
(b) a change in the reimbursement of boarding costs in conjunction with the education 
grant； and with effect from 1 April 1988 concerning the rates of staff assessment. 

Hbk Res., Vol. Ill (1st ed.), 6.2.1 (Fourth meeting, 12 January 1988) 

о 
EB81.R2 Salaries and allowances for ungraded posts and the Director-General 

The Executive Board 
RECOMMENDS to the Forty-first World Health Assembly the adoption of the following 

resolution regarding salaries of staff in the ungraded posts and of the Director-General: 
The Forty-first 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. ESTABLISHES the salary for the posts of Assistant Directors-General and 
Regional Directors at US$ 95 100 per annum before staff assessment, resulting in a 
modified net salary of US$ 59 203 (d.ependency rate) or US$ 53 891 (single rate) \ 

2. ESTABLISHES the salary for the post of Deputy Director-General at US$ 106 769 
per annum before staff assessment, resulting in a modified net salary of US$ 65 320 
(dependency rate) or US$ 58 892 (single rate)； 

3. ESTABLISHES the salary for the Director-General at US$ 131 981 per annum before 
staff assessment, resulting in a modified net salary of US$ 78 430 (dependency rate) 
or US$ 69 178 (single rate)； 

4. DECIDES that these adjustments in remuneration shall be effective from 1 April 
1988. 

Hbk Res., Vol. Ill (1st ed.) 6.2.4.3 (Fourth meeting, 12 January 1988) 

1 WHO Basic Documents, 37th ed., 1988, p. 94. 
о 



EB81.R3 Real Estate Fund 

The Executive Board, 

Noting 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 1988 to 31 May 1989；1 

RECOMMENDS to the Forty-first World Health Assembly the adoption of the following 
resolution: 

The Forty-first World Health Assembly, 

Having considered resolution EB81.R3 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 1988 to 31 May 1989 ； 

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

1. AUTHORIZES the financing from the Real Estate Fund of the expenditures 
summarized in part III of the Director-General ‘ s report, and paragraphs 27 and 28 of 
the addendum to that report, at the estimated cost of US$ 386 250； 

2. AGREES in principle that the Regional Director for the Eastern Mediterranean 
pursue negotiations with the Egyptian authorities concerning the extension of the 
Regional Office building in Alexandria. 

Hbk Res., Vol. Ill (1st ed.), 6.1.7 (Fourth meeting, 12 January 1988) 

EB81.R4 Nomination for the post of Director-General 

The Executive Board 

1. NOMINATES Dr Hiroshi Nakaj ima for the post of Director-General of the World Health 
Organization, in accordance with Article 31 of the Constitution; 

2. SUBMITS this nomination to the Forty-first World Health Assembly. 

Hbk Res., Vol. II (1985), 6.2.10 (Eighth meeting, 14 January 1988) 

EB81.R5 Draft contract of the Director-General 

The Executive Board, 

In accordance with the requirements of Rule 109 of the Rules of Procedure of the 
Health Assembly; 

Q 
1. SUBMITS to the Forty-first World Health Assembly the draft contract establishing 
the terms and conditions of appointment of the Director-General； 

1 See Annex 2, part 1. 
о 

See Annex 2, part 2. 
The contract, when approved, will be reproduced in document WHA41/1988/REC/1. 



RESOLUTIONS AND DECISIONS 3 
2. RECOMMENDS to the Forty-first World Health Assembly the adoption of the following 
resolution: 

The Forty-first World Health Assembly, 

I 

Pursuant to Article 31 of the Constitution and Rule 109 of the Rules of 
Procedure of the Health Assembly; 

APPROVES the contract establishing the terms and conditions of appointment, 
salary and other emoluments for the post of Director-General; 

II 

Pursuant to Rule 112 of the Rules of Procedure of the Health Assembly; 

AUTHORIZES the President of the Forty-first World Health Assembly to sign this 
contract in the name of the Organization. 

Hbk Res., Vol. II (1985), 6.2.10 (Eighth meeting, 14 January 1988) 

EB81.R6 Special Programme of Research, Development and Research Training in Human 
Reproduction 

The Executive Board, 

Having considered the Director-General's progress report on the Special Programme of 
Research, Development and Research Training in Human Reproduction; 

1. THANKS the Director-General for his report； 

2. NOTES with satisfaction the progress made by the Special Programme； 

3. REQUESTS the Director-General to submit to the Executive Board in 1990, through its 
Programme Committee, the report on the third external evaluation of the Programme； 

4. RECOMMENDS to the Forty-first World Health Assembly the adoption of the following 
resolution: 

The Forty-first World Health Assembly, 

Having considered the Director-General‘s progress report on the Special 
Programme of Research, Development and Research Training in Human Reproduction; 

1. ENDORSES the policy guidelines outlined by the Director-General, with 
particular attention to the role of the Programme in: 

(a) the continued assessment of existing technologies and the acceleration of 
the development of new technologies in fertility regulation; 

(b) the building-up of national self-reliance in research on all aspects of 
human reproduction in developing countries to meet their specific needs in 
primary health care； 



(c) promoting scientific and technical cooperation between developed and 
developing countries, and between developing countries ； 

(d) coordination of the global research effort in the field of reproductive 
health; 

(e) promoting ethical practices in the field of human reproduction research to 
protect the health and rights of individuals in different social and cultural 
settings； 

2. REAFFIRMS the close relationship between family planning, health and 
development； 

3. EMPHASIZES the importance of ensuring the rapid and widespread application of 
the results of research supported by the Programme in countries' national health 
strategies and programmes； 

4. APPROVES the со- sponsorship of the Programme by the World Bank, the United 
Nations Development Programme and the United Nations Population Fund, as outlined in 
the report of the Director-General; 

5. URGES Member States to contribute, or to increase their contributions, to the 
Programme in order to accelerate the achievement of its objectives at the approved 
level. 

Hbk Res., Vol. II (1985) , 1.12.2 (Ninth meeting, 15 January 1988) 

EB81.R7 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; 

(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 Forty-first World Health Assembly, to be convened on 2 May 1988 ； 

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 Forty-first World Health Assembly the adoption of the following 
resolution: 



The Forty-first World Health Assembly, 

Noting with concern that as at 31 December 1987 : 

(a) the rate of collection in 1987 of current year contributions in respect of 
the effective working budget amounted to 78.47%, being the second-lowest rate 
since the year 1950； 

(b) only 88 Members had paid their current year contributions to the effective 
working budget in full, and 50 Members had made no payment towards their 
current year contributions； 

1. EXPRESSES concern at the alarming deterioration in the payment of 
contributions, which has had a deleterious effect on programme implementation and 
the financial situation during the current financial period; 

2. CALLS THE ATTENTION of all Members to 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, and to the 
importance of paying contributions as early as possible to enable the 
Director-General to implement the programme budget in an orderly manner； 

3. URGES Members that systematically make a practice of late payment of 
contributions to take whatever steps may be necessary to ensure earlier payment； 

4. REQUESTS the Director-General to draw the contents of this resolution to the 
attention of all Members. 

Hbk Res., Vol. Ill (1st ed.), 6.1.2.4 (Tenth meeting, 15 January 1988) 

EB81.R8 Members in arrears in the payment of their contributions to an extent which 
would justify invoking Article 7 of the Constitution: past experience and 
possible future action 

The Executive Board, 

Having considered the report of the Director-General on past experience and possible 
future action regarding Members in arrears in the payment of their contributions to an 
extent which would justify invoking Article 7 of the Constitution;1 

Being of the opinion that the Organization's practice concerning the suspension of 
voting rights in the case of failure to meet financial obligations should be improved so 
as to ensure, on the one hand, that such suspension is effectively decided in appropriate 
cases and, on the other hand, that the Member concerned is given a period of grace in 
which to remedy the situation; 

RECOMMENDS to the Forty-first World Health Assembly the adoption of the following 
resolution: 

The Forty-first World Health Assembly, 

Recalling previous resolutions of the Health Assembly concerning Members in 
arrears in the payment of their contributions to an extent which would justify 
invoking Article 7 of the Constitution and, in particular, resolutions WHA8.13, 
WHA16.20 (part II) and WHA37.7 (paragraph 4)； 

ADOPTS the following statement of the principles that it intends henceforth to 
follow: 

1 See Annex 5. 



APPLICATION OF ARTICLE 7 OF THE CONSTITUTION 
IN THE CASE OF FAILURE TO MEET FINANCIAL OBLIGATIONS 

1. Towards the end of the year preceding each Health Assembly, the Director-General 
will invite Members that will, unless corrective action is taken, be in arrears to 
an extent which would justify invoking Article 7 of the Constitution pursuant to 
resolution WHA8.13, to submit to the Executive Board a statement of their intentions 
as to the payment of arrears so that the Health Assembly, when it considers whether 
or not the right of vote of those Members is to be suspended, can make its decision 
on the basis of the statements of the Members and the recommendations of the 
Executive Board. 

2. Unless there are exceptional circumstances justifying a different measure, the 
Health Assembly will adopt a decision, by a two-thirds majority pursuant to Rule 72 
of the Rules of Procedure of the Health Assembly, under which the voting rights of a 
Member in arrears to the extent referred to in paragraph 1 above will be suspended 
as from the opening day of the following Health Assembly if at that time the Member 
is still in arrears to the extent referred to. If the Member is no longer in 
arrears to the said extent, the decision will lapse and the suspension will not take 
effect. Any suspension will be without prejudice to the right to request 
restoration pursuant to Article 7 of the Constitution. 

Hbk Res., Vol. Ill (1st ed.), 6.1.2.4 (Eleventh meeting, 18 January 1988) 

EB81.R9 Rational use of drugs1 

The Executive Board, 

Recalling resolutions WHA37.33 and WHA39.27 on the rational use of drugs； 

Having reviewed the report of its Ad Hoc Committee on Drug Policies concerning the 
Director-General‘s report on the implementation of WHO's revised drug strategy, aimed at 
ensuring the rational use of drugs； 

1. THANKS the Ad Hoc Committee and the Director-General for their reports； 

2. RECOMMENDS to the Forty-first World Health Assembly the adoption of the following 
resolution: 

The Forty-first World Health Assembly, 

Recalling resolutions WHA37.33 and WHA39.27 on the rational use of drugs； 

Having reviewed the report of the Executive Board on the implementation of 
WHO'S revised drug strategy, aimed at ensuring the rational use of drugs； 

1. NOTES with satisfaction that, in spite of severe financial constraints, the 
revised drug strategy is being carried out almost in its entirety, the 
implementation of the remaining components having been delayed solely due to lack of 
resources； 

2. CONGRATULATES all parties concerned that have fulfilled their responsibilities 
in compliance with resolution WHA39.27, and encourages them to continue to do so; 



3. INVITES bilateral agencies, multilateral agencies inside and outside the United 
Nations system, and voluntary organizations, to support developing countries in 
setting up and carrying out programmes aimed at ensuring the rational use of drugs, 
particularly essential drugs programmes, and thanks those that are already doing so; 

4. REQUESTS the Director-General: 

(1) to implement the remaining components of the revised drug strategy, 
seeking extrabudgetary resources in addition to those in the regular budget to 
this end; 

(2) to include in his biennial reports to the Health Assembly information on 
the implementation of the revised drug strategy, and to provide reports thereon 
to the Executive Board from time to time, as necessary. 

Hbk Res., Vol. Ill (1st ed.), 1.15.2 (Eleventh meeting, 18 January 1988) 

EB81.RIO Ethical criteria for medicinal drug promotion 

The Executive Board, 

Recalling resolutions WHA21.41 and WHA39.27; 

Having considered the report of its Ad Hoc Committee on Drug Policies'^ concerning 
the ethical criteria for medicinal drug promotion based on a draft prepared by an 
international group of experts； 

1. THANKS the international group of experts for its work; 

2. RECOMMENDS to the Forty-first World Health Assembly the adoption of the following 
resolution: 

The Forty-first World Health Assembly, 

Recalling resolutions WHA21.41 and WHA39.27; 

Having considered the report of the Executive Board concerning the ethical 
criteria for medicinal drug promotion based on a draft prepared by an international 
group of experts； 

Convinced that observance of ethical criteria for medicinal drug promotion by 
all parties concerned will contribute to a more rational use of drugs； 

1. THANKS the international group of experts for its work; 

2. ENDORSES the ethical criteria for medicinal drug promotion that are annexed to 
this resolution, on the understanding that they constitute general principles 
that could be adapted by goveirnnients üo countries' ciircunistances as appiropiríaüe to 
their political, economic, cultural, social, educational, scientific and technical 
situation, their national laws and regulations, disease profile, therapeutic 
traditions, and the level of development of their health system, and that they do 
not constitute legal obligations； 

1 See Annex 6. 



3. URGES Member States: 

(1) to take account of these ethical criteria in developing their own 
appropriate measures to ensure that medicinal drug promotion supports the aim 
of improving health care through the rational use of drugs ； 

(2) to monitor and enforce, where appropriate, the implementation of the 
measures they have developed; 

4. APPEALS to pharmaceutical manufacturers and distributors, the promotion 
industry, health personnel involved in the prescription, dispensing, supply and 
distribution of drugs, universities and other teaching institutions, professional 
associations, patient and consumer groups, the professional and general media 
(including publishers and editors of medical journals and related publications), and 
the public : 

(1) to use these criteria as appropriate to their spheres of competence, 
activity and responsibility; 

(2) to adopt measures based on these criteria as appropriate, and monitor and 
enforce their standards; 

5. REQUESTS the Director-General: 

(1) to ensure the wide dissemination of these criteria in all official 
languages； 

(2) to follow the practice of these criteria and to report to the Executive 
Board from time to time as appropriate. 

Hbk Res., Vol. Ill (1st ed.), 1.15.2 (Eleventh meeting, 18 January 1988) 

EB81.R11 Expression of appreciation to Dr Halfdan T. Mahler 

The Executive Board, 

In deep appreciation of the outstanding services rendered by Dr Halfdan T. Mahler to 
health and development the world over throughout his long career in the World Health 
Organization, and in particular as its Director-General from 1973 to 1988 ； 

RECOMMENDS to the Forty-first World Health Assembly the adoption of the following 
resolution: 

The Forty-first World Health Assembly, 

Expressing its profound gratitude to Dr Halfdan T. Mahler for his outstanding 
services to health and development the world over throughout his long career in the 
World Health Organization, and in particular as its Director-General from 1973 to 
1988; 

Paying tribute in particular to his personal qualities of integrity, sincerity 
and leadership, his wide knowledge of all aspects of health, and his deep emotional 
and moral commitment to WHO and everything it stands for ； 

Appreciating his staunch stand for the health of people everywhere, both for 
its humane value and for its contribution to social and economic development, and 
deeply moved by his empathy regarding the underprivileged, particularly the people 
of the developing countries； 



Sharing his moral conscience concerning the gap between those who have the 
means of promoting and maintaining their health and ensuring appropriate health care 
when necessary and those who do not have such means, and emphasizing his unceasing 
efforts throughout his life to close that gap and to inspire others to equal 
efforts； 

Considering that under his inspired leadership the World Health Organization 
has fulfilled more strongly than ever its constitutional role of directing and 
coordinating authority on international health work; 

DECLARES Dr Halfdan T. Mahler Director-General Emeritus of the World Health 
Organization as from the date of his retirement. 

Hbk Res., Vol. II (1985), 6.2.10 (Fourteenth meeting, 19 January 1988) 

EB81.R12 Incentive scheme to promote timely payment of assessed contributions by 
Members 

The Executive Board, 

Having rioted the report by the Director-General on an incentive scheme to promote 
timely payment of assessed contributions by Members ; 1 

RECOMMENDS the following resolution for adoption by the Forty-first World Health 
Assembly: 

The Forty-first World Health Assembly, 

Noting that in accordance with Financial Regulation 5.6 annual instalments of 
contributions are considered as due and payable in full as of the first day of the 
year to which they relate； 

Recalling the past efforts of the Health Assembly, the Executive Board and the 
Director-General to ensure timely payment of contributions； 

Noting the serious deterioration in the rate of payment of contributions in 
recent years； 

Having been informed of the Joint Inspection Unit's recommendation to the 
effect that 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; 

Agreeing that some incentive should be provided to Members to encourage them to 
advance the date of payment of their contributions； 

Considering that the proposals made by the Director-General and endorsed by the 
Executive Board for an incentive scheme to promote timely payment of assessed 
contributions by Members are appropriate in the context of WHO's financial 
mechanisms； 

1. DECIDES that an incentive scheme to promote timely payment of assessed 
contributions by Members to the Organization's regular budget as proposed by the 
Director-General and the Executive Board shall be effective as from the programme 



budget for 1992-1993, to be approved in 1991, based upon the record of Members' 
payments of assessed contributions in the years 1989 and 1990 and the record of the 
casual income earned in those two years and subjected to the scheme； 

2. DECIDES further that, pursuant to this incentive scheme and to the extent that 
casual income is appropriated to help finance the budget, the component of such 
casual income consisting of interest earned shall be apportioned among Members in 
the form of credits against their gross assessments in accordance with an S-curve 
formula which takes into account not only the scale of assessments but also the 
dates and amounts of the payments of assessed contributions made by Members in 
respect of and during each year of the two-year period prior to the year in which a 
programme budget is adopted; 

3. CONFIRMS that, as in the past, casual income exclusive of interest earned, 
which is appropriated to help finance the regular budget, will continue to be 
apportioned to Members in accordance with the WHO scale of assessments； 

4. DECIDES to amend the text of Financial Regulation 5.3 to read as follows : 

5.3 The Health Assembly shall adopt a total budget level and scale of 
assessments for the following financial period. The assessed contributions of 
Members based on the scale of assessments shall be divided, after applying 
credits due to Members in accordance with any financial incentive scheme that 
may be adopted by the Health Assembly, into two equal annual instalments, the 
first of which shall relate to the first year and the second of which shall 
relate to the second year of the financial period. In the first year of the 
financial period, the Health Assembly may decide to amend the scale of 
assessments to be applied to the second year of the financial period. 
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EB81.R13 Use of additional casual income to help finance the approved programme 
budget for 1988-19891 — ^ 一 ” ” 

The Executive Board, 

Noting the report of the Director-General proposing that an additional amount of 
US$ 13 961 000 of casual income available as at 31 December 1986 be appropriated to help 
finance the approved programme budget for 1988-1989； 

RECOMMENDS to the Forty-first World Health Assembly the adoption of the following 
resolution: 

The Forty-first World Health Assembly, 

Noting the proposal of the Director-General and the recommendation of the 
Executive Board regarding an additional appropriation of casual income available as 
at 31 December 1986; 

DECIDES to amend the Appropriation Resolution for the financial period 
1988-1989 (resolution WHA40.37) to read as follows: 

RESOLVES to appropriate for the financial period 1988-1989 an amount of 
US$ 705 103 200 as follows: 



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 
6. Transfer to Tax Equalization Fund 59 000 000 
7. Undistributed reserve 12 123 200 

Total 705 103 200 

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-General‘s and Regional 
Directors' 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 4 000 000 

(ii) casual income in the amount of 38 961 000 

42 961 000 

thus resulting in assessments on Members of US$ 662 142 200. Notwithstanding 
the provisions of Financial Regulation 5.3, a deduction of US$ 25 000 000 of 
casual income shall be applied to the first annual instalment of the assessed 
contributions due from Members and a deduction of US$ 13 961 000 of casual 
income shall be applied to the second 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 
their WHO emoluments shall be reduced by the estimated amounts of 
reimbursements to be made by the Organization. 

pay taxes on 
such tax 
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EB81.R14 WHCV s fortieth anniversary : finalization of plans for celebration 

The Executive Board, 

Having considered the report of the Director-General on WHO'S fortieth 
anniversary； 

Considering resolution WHA40.36 adopted by the Fortieth World Health Assembly on the 
subject, and especially operative paragraph 3； 

Taking note of the plans drawn up for the celebration during the Forty-first World 
Health Assembly of WHO's fortieth anniversary and the tenth anniversary of the 
Declaration of Alma-Ata； 

Recognizing that it would be inappropriate during these times of financial 
constraints to have lavish and costly celebrations； 

1. AGREES that the proposed plans be implemented with the utmost discretion, austerity 
and dignity, as befits the image of the Organization; 

2. CALLS UPON all Member States, nongovernmental organizations and organizations of 
health professionals to join in celebrating and acknowledging this important event in a 
positive and practical manner； 

3. RECOMMENDS that all activities undertaken to commemorate this event throughout the 
year be reported to the Director-General. 
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EB81.R15 Report of the World Commission on Environment and Development 

The Executive Board, 

Having considered the report of the World Commission on Environment and Development； 

RECOMMENDS to the Forty-first World Health Assembly the adoption of the following 
resolution: 

The Forty-first World Health Assembly, 

Welcoming the report of the World Commission on Environment and Development, 
entitled Our common future, and calling particular attention to its conclusions and 
recommendations as they relate to the mandate of WHO ； 

Noting United Nations General Assembly resolution 42/187 of 11 December 1987, 
transmitting to all governments and to the governing bodies of the organs, 
organizations and programmes of the United Nations system the report of the World 



Commission on Environment and Development, and inviting them to take account of the 
analysis and recommendations contained in the report in determining their policies 
and programmes； 

Noting further that, in the same resolution, the General Assembly called upon 
the governing bodies of the organs, organizations and programmes of the United 
Nations system to review their policies, programmes, budgets and activities aimed at 
contributing to sustainable development； 

1. REQUESTS the Director-General, the Executive Board and its Programme Committee, 
in preparing the programme budget for the biennium 1990-1991, to take into account 
the recommendations in the report of the World Commission on Environment and 
Development in all relevant programme areas, in order to contribute to sustainable 
development； 

2. FURTHER REQUESTS the Director-General to submit to the eighty-third session of 
the Executive Board a progress report on WHO's contribution to the international 
efforts towards sustainable development as a contribution to the report to be 
submitted to the forty-fourth session of the United Nations General Assembly in 
accordance with operative paragraph 18 of General Assembly resolution 42/187. 
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EB81.R16 Infant and young child nutrition 

The Executive Board, 

Having considered the report by the Director-General on infant and young child 
nutrition; 

1. THANKS the Director-General for his report; 

2. RECOMMENDS to the Forty-first World Health Assembly the adoption of the following 
resolution: 

The Forty-first World Health Assembly, 

Having considered the report by the Director-General on infant and young child 
nutrition; 

Recalling resolutions WHA33.32 and WHA39.28 on infant and young child feeding 
and nutrition, and resolutions WHA37.18 and WHA39.31 on the prevention and control 
of vitamin A deficiency and xerophthalmia, and of iodine deficiency disorders； 

Concerned at continuing decreasing breast-feeding trends in many countries, and 
committed to the identification and elimination of obstacles to breast-feeding； 

Aware that appropriate infant and young child nutrition could benefit from 
further broad national, community and family interventions； 

1. COMMENDS governments, women's organizations, professional associations, 
consumer and other nongovernmental groups, and the food industry for their efforts 
to promote appropriate infant and young child nutrition, and encourages them, in 
cooperation with WHO, to support national efforts for coordinated nutrition 
programmes and practical action at country level to improve the health and nutrition 
of women and children; 



2. URGES Member States: 

(1) to develop or enhance national nutrition programmes with the objective of 
improving the health and nutritional status of their populations, especially 
that of infants and young children; 

(2) to ensure practices and procedures, within their health care systems, that 
are consistent with the principles of the International Code of Marketing of 
Breast-milk Substitutes, if they have not already done so; 

3. REQUESTS the Director-General to continue to support Member States, through WHO 
regional offices and in collaboration with other agencies of the United Nations 
system, especially FAO and UNICEF: 

(1) in identifying and assessing the main nutrient and dietary problems, 
developing national strategies to deal with them, applying these strategies, 
and monitoring and evaluating their effectiveness ； 

(2) in establishing effective nutritional status surveillance systems in order 
to ensure that all the main variables which collectively determine nutritional 
status are properly addressed; 

(3) in compiling, analysing, managing and applying information that they have 
gathered on the nutritional status of their populations； 

(4) in monitoring, together with other maternal and child health indicators, 
changes in the prevalence and duration of breast-feeding； 

(5) in developing recommendations regarding diet, including timely 
complementary feeding and appropriate weaning practices, which are appropriate 
to national circumstances. 
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EB81.R17 Relations with nongovernmental organizations 

The Executive Board, 

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

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

International Federation of Hospital Engineering 
International Life Sciences Institute 
Collegium Internationale Neuro-Psychopharmacologicum 
International Association for the Study of Pain 
World Assembly of Youth 

2. DECIDES to discontinue official relations with the Biométrie Society, on the 
understanding that WHO would have contacts with the Society whenever relevant. 
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EB81.R18 Radionuclides in food: WHO guidelines for derived intervention levels 

The Executive Board, 

Having considered the report of the Director-General on the work of WHO on 
guidelines for derived intervention levels concerning radioactive contamination of 
food;1 一 

1. URGES the Director-General to continue to cooperate with FAO in developing uniform 
recommendations on maximum levels regarding radionuclides in food moving in international 
trade for consideration and adoption by the Codex Alimentarius Commission; 

2. RECOMMENDS to the Forty-first World Health Assembly the adoption of the following 
resolution: 

The Forty-first World Health Assembly, 

Having considered the report of the Director-General on the work of WHO on 
guidelines for derived intervention levels concerning radioactive contamination of 
food; 

Concerned by the potential hazards to health due to contamination of the food 
supply with radionuclides； 

Recognizing the problem that such contamination poses to international trade in 
food; 

Aware that the action undertaken by national authorities to protect the public 
following the serious nuclear accident in 1986 varied widely and caused considerable 
public confusion and concern; 

Noting that most developing countries lack the means necessary for evaluation 
and control of radionuclide contamination of their environment and foodstuffs； 

REQUESTS the.Director-General : 

(1) to continue to cooperate with Member States in the development and 
strengthening of national capabilities for the protection of public health 
following radioactive contamination of food supplies, including the development 
of derived intervention levels regarding radionuclides in food on the basis of 
the recommendations contained in the WHO guidelines, and the monitoring of food 
supplies； 

(2) to provide support through WHO collaborating centres to Member States in 
case of radiological emergencies and in the preparation of plans and procedures 
for dealing with such emergencies； 

(3) to intensify collaboration with other relevant international organizations 
and agencies, such as IAEA, FAO and UNEP, in establishing capabilities for the 
rapid exchange of information during emergencies and for radiation monitoring 
during normal and emergency conditions, and in harmonizing approaches to 
measure and control radioactive contamination for the protection of public 
health. 
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EB81.R19 Appointment of the Committee of the Executive Board to Consider Certain 
Financial Matters Prior to the Forty-first World Health Assembly 

The Executive Board, 

Considering the provisions of Financial Regulations 
the Director-General‘s final financial report, including 
report of the External Auditor； 

Considering that there will not be a session of the 
of completion of the final financial report and the date 
Forty-first World Health Assembly； 

1. ESTABLISHES a committee of the Executive Board, consisting of Dr A. Grech, 
Dr R. Hapsara, Dr Arabang P. Maruping and Professor J. R. Menchaca Montano, to meet on 
Monday, 2 May 1988，to act on behalf of the Board in carrying out the provisions of 
Financial Regulation 12.9 in respect of the Director-General‘s final financial report for 
the financial period 1986-1987 and the report(s) of the External Auditor for 1986-1987, 
and to consider the following matter on behalf of the Board prior to the Forty-first 
World Health Assembly: Members in arrears in the payment of their contributions to an 
extent which would justify invoking 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. 

11.3, 11.5 and 12.9 concerning 
the final accounts, and the 

Executive Board between the date 
of the convening of the 
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DECISIONS 

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

The Executive Board considered and took note of the Director-General ‘ s report"'" on 
the meetings of the following expert committees and study groups : the WHO Expert 
Committee on Onchocerciasis, third report; the WHO Expert Committee on Biological 
Standardization, thirty-seventh report; the Joint FAO/WHO Expert Committee on Food 
Additives, thirty-first report (Evaluation of certain food additives and 
contaminants)； the WHO Study Group on Hypertensive Disorders of Pregnancy；^ the 
WHO Study Group on the Rational Use of Diagnostic Imaging in Paediatrics；^ the WHO 
Study Group on Special Risk Factors of Children at Work; and the WHO Study Group on 
Biologicals (Acceptability of cell substrates for production of biologicals). It 
thanked those experts who had taken part in the meetings, and requested the 
Director-General to follow up the experts' recommendations, as appropriate, in the 
implementation of the Organization's programmes, bearing in mind the discussion in the 
Board. 

(First meeting, 11 January 1988) 

(2) Manner and schedule of reporting by the Director-General to the Executive Board and 
the Health Assembly on the work of WHO and progress in implementing the Global 
Strategy for Health for All 

The Executive Board considered the report of its Programme Committee on the manner 
and schedule of reporting by the Director-General to the Executive Board and the Health 
Assembly on the work of WHO and on progress in implementing the Global Strategy for 
Health for All. It took note of the complex schedule of reporting on a wide range of 
subjects; thanked the Programme Committee and the Secretariat for the information 
provided; and requested the Programme Committee to review the matter in greater depth at 
its thirteenth session, to be held during 1988, on the basis of the present discussion, 
and to present to the eighty-third session of the Board proposals for rationalization of 
the types and periodicity of reports that the Director-General is required to provide to 
the governing bodies. 

(First meeting, 11 January 1988) 
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(3) Effects on people's health of withholding medical supplies 

The Executive Board concurred with the observations put forward in the note by^the 
Director-General on the effects on people's health of withholding medical supplies. 
It requested the Director-General to take the necessary measures to ensure the provision 
of medical supplies to any Member State that has notified him that it is being deprived 
of such supplies by another Member State. If, in spite of his efforts, the 
Director-General cannot find a satisfactory solution, he should bring the matter to the 
attention of the Executive Board and the Health Assembly. 

(Third meeting, 12 January 1988) 

(4) Statement by the representative of the WHO Staff Associations 

The Executive Board considered and took note of the statement by the representative 
of the WHO Staff Associations. It expressed its warm appreciation to all staff 
members throughout the Organization who, in a period of financial crisis and sometimes 
difficult circumstances, had maintained the Organization's high international reputation 
through their hard work and dedication to the cause of world health. 

(Fifth meeting, 13 January 1988) 

(5) Conventions concerning nuclear accidents 

The Executive Board, having considered the report on the conventions concerning 
nuclear accidents,^ recommended to the Forty-first World Health Assembly that it adopt 
the following decision: The Forty-first World Health Assembly, having considered the 
Convention on Early Notification of a Nuclear Accident and the Convention on Assistance 
in the Case of a Nuclear Accident or Radiological Emergency, adopted in Vienna on 
26 September 1986, requests the Director-General to make the necessary arrangements for 
the Organization's accession to both Conventions, indicating - in accordance with Article 
12.5(c) and Article 14.5(c) of those Conventions, respectively - that WHO is competent to 
act as the directing and coordinating authority on international health work in matters 
covered by the Conventions, and to provide related assistance upon request or acceptance 
of governments. 

(Sixth meeting, 13 January 1988) 

(6) Reports of the Joint Inspection Unit 

The Executive Board, having considered the reports of the Joint Inspection Unit on 
"Cooperation between the United Nations and the League of Arab States" and "Field 
representation of organizations of the United Nations system: structure and 
coordination", thanked the Inspectors for their reports and expressed its agreement with 
the Director-General‘s comments thereon.^ It requested the Director-General to 
transmit his report, together with the Board's views and comments on the afore-mentioned 
reports, to the United Nations Secretary-General, the Chairman of the Joint Inspection 
Unit, and the members of the Administrative Committee on Coordination. 

(Sixth meeting, 13 January 1988) 
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(7) Report of the International Civil Service Commission 

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

(Sixth meeting, 13 January 1988) 

(8) 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 1988 to Dr Méropi 
Violaki-Paraskeva for her outstanding services in the field of social medicine. 

(Fourteenth meeting, 19 January 1988) 

(9) 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 1988 to Dr Hani A. Shammout 
for his outstanding contribution to the improvement of the health situation in the 
Eastern Mediterranean Region. 

(Fourteenth meeting, 19 January 1988) 

(10) Award of the Jacques Parisot Foundation Fellowship 

The Executive Board, after considering the report of the Jacques Parisot Foundation 
Committee, awarded the Jacques Parisot Foundation Fellowship for 1988 to 
Dr Yacoub Y. Al Mazroue. 

(Fourteenth meeting, 19 January 1988) 

(11) 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 1988 jointly to Dr Christian Aurenche 
and the Indonesian Family Welfare Movement (PKK) for their innovative work in health 
development. Of the total sum of US$ 100 000 available for the prize, the Board decided 
that Dr Aurenche should receive US$ 40 000 and the Indonesian Family Welfare Movement 
(PKK) US$ 60 000. 

(Fourteenth meeting, 19 January 1988) 

(12) Members in arrears in the payment of their contributions to an extent which would 
justify invoking 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 would justify 

1 Annexed to document EB81/38. 



invoking 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 Forty-first 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 and resolution 
EB81.R8. 

(Fourteenth meeting, 19 January 1988) 

(13) Changes in the programme budget for the financial period 1988-1989: 
Director-General's Development Programme 

The Executive Board noted the Director-General ' s report on changes in the programme 
budget for the financial period 1988-1989 with respect to global and interregional 
activities, and its Programme Committee's report thereon. The Board also noted the 
changes in regional programme budgets for 1988-1989 reported to it by the Regional 
Directors. 

(Fourteenth meeting, 19 January 1988) 

(14) Management of WHO's resources and review of the Organization's structure 
о 

The Executive Board, having reviewed the report of its Programme Committee on the 
management of WHO's resources and review of the Organization's structure, its Appendix, 
and the consolidated regional committee reports on the subject, endorsed the 
well-defined value system of the Organization. It urged the faithful implementation of 
resolutions WHA33.17 and WHA34.24, dealing respectively with the responsibility and 
accountability of each and every organ and level of the Organization, and with the 
meaning of WHO's international health work as mutually supporting coordination and 
technical cooperation. It also stressed the importance of carrying out the new 
managerial arrangements that are an integral part of the regional programme budget 
policies, as well as the global and regional financial audits in policy and programme 
terms. The Board requested its Programme Committee and the regional committees to 
continue their efforts, in collaboration with the Member States, to monitor and make 
optimal use of WHO's resources for the attainment of the goal of health for all by the 
year 2000, in the light of the Board's deliberations. 

(Fourteenth meeting, 19 January 1988) 

(15) A unified approach to staff management 

The Executive Board, having considered the Director-General's proposals regarding a 
unified approach to the selection and rotation of WHO representatives along the lines 
described in his report, ̂  requested the Director-General, in consultation with the 
Regional Directors, to work out the details of the criteria and procedures envisaged and 
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to make the new system operational as soon as possible on an experimental basis. The 
Board also requested the Director-General to evaluate in due course the effectiveness of 
the system, to report thereon to the Board and, if the experiment proves successful, to 
propose the extension of the system, with any adaptations that may be required, to other 
staff of WHO. ‘ 

(Fourteenth meeting, 19 January 1988) 

(16) Membership of the Committee on Nominations and of the General Committee of the 
Health Assembly 

The Executive Board, having considered a recommendation by the Regional Committee 
for the Western Pacific, decided that consideration should be given by the Health 
Assembly to increasing the number of members of the Committee on Nominations and the 
General Committee from 24 to 25, so that the number of members from the Western Pacific 
Region can be increased from two to three on each committee. 

(Fifteenth meeting, 20 January 1988) 

(17) Relations with nongovernmental organizations 

The Executive Board, having considered the report of its Standing Committee on 
Nongovernmental Organizations, decided to maintain official relations with 51 of the 
nongovernmental organizations reviewed at the current session, and expressed its 
appreciation for their valuable contribution to the work of WHO. With regard to the 
World Federation of Nuclear Medicine and Biology and the International Society of 
Chemotherapy, special efforts to stimulate the present limited collaboration should be 
made, and the results brought to the attention of the Board at the next review for those 
organizations, in 1991, so that a firm decision could be taken on whether official 
relations should be maintained or not. With regard to the World Confederation for 
Physical Therapy, the Board decided to defer its review of relations until its 
eighty-third session in January 1989, in order to enable the Secretariat to ascertain the 
facts concerning the policy of the World Confederation's member organization in South 
Africa, and to allow the World Confederation itself to take any action that might be 
necessary. 

(Fifteenth meeting, 20 January 1988) 

(18) Privileges of nongovernmental organizations in official relations with WHO 

The Executive Board, having considered the report of its Standing Committee on 
Nongovernmental Organizations,^ placed on record its appreciation of those 
nongovernmental organizations that are collaborating fruitfully with WHO. It noted with 
regret, however, that in recent years a few nongovernmental organizations in official 
relations with WHO have been behaving in ways inconsistent with the privileges accorded 
to them. The Board believed that such behaviour, by even a few errant nongovernmental 
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organizations, could gravely undermine the growing and valuable partnership between 
Member States, WHO and the nongovernmental organizations, and place in jeopardy the vital 
contributions that the vast majority of nongovernmental organizations are making as 
partners for the attainment of health for all by the year 2000. The Board accordingly 
decided that if a nongovernmental organization in official relations with WHO, or an 
affiliate of such a nongovernmental organization, behaves in a way which, in the opinion 
of any Member State or member of the Board, is inconsistent with the privileges accorded 
to nongovernmental organizations under section 6 of the Principles governing such 
relations, the Director-General, on receiving such a complaint in writing, should refer 
the matter to the Board on the first possible occasion, irrespective of whether or not 
relations with the nongovernmental organization in question are due for triennial review 
at the session; after giving the nongovernmental organization concerned a hearing if it 
so requests, the Board will review the status of official relations with it. 

(Fifteenth meeting, 20 January 1988) 

(19) Review of overall policy on collaboration with nongovernmental organizations 

The Executive Board thanked the Director-General for his triennial report reviewing 
the overall policy on collaboration with nongovernmental organizations, and commended 
the policy orientations aimed at strengthening communication and collaboration with 
nongovernmental organizations, particularly the tripartite country partnership of 
government, nongovernmental organizations and WHO in support of health for all. It urged 
continuing efforts to involve the expertise, vision and energy of nongovernmental 
organizations in the improvement of health worldwide. 

(Fifteenth meeting, 20 January 1988) 

(20) Provisional agenda for and duration of the Forty-first World Health Assembly 

The Executive Board approved the Director-General's proposals for the provisional 
agenda of the Forty-first World Health Assembly, as amended by the Board. Recalling 
its earlier decision that the Forty-first World Health Assembly should open at noon on 
Monday, 2 May 1988, and recalling also that in the approved programme budget for 
1988-1989 provision was made for Health Assembly sessions not to exceed two weeks each 
year, the Board decided that the Forty-first World Health Assembly should close no later 
than Friday, 13 May 1988. 

(Fifteenth meeting, 20 January 1988) 

(21) Date and place of the eighty-second session of the Executive Board 

The Executive Board decided that its eighty-second session should be convened on 
Monday, 16 May 1988, at WHO headquarters, Geneva, Switzerland. 

(Fifteenth meeting, 20 January 1988) 
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ANNEX 1 

CONFIRMATION OF AMENDMENTS TO THE STAFF RULES1 

1• Report by the Director-General 

[EB81/31 - 16 October 1987] 

Amendments to the Staff Rules made by the Director-General are 
submitted for confirmation by the Board in accordance with Staff 
Regulation 12.2.^ The 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 April 1987, 1 July 1987, or 
1 January 1988 as appropriate. 

1. Amendments considered necessary in the light of a decision 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 Definition of "terminal remuneration" 

As a further consequence of the United Nations General Assembly's decision to revise 
the staff assessment rates - already reported to the Executive Board at its seventy-ninth 
session - it was necessary to revise WHO'S definition of 11 terminal remuneration" 
contained in Staff Rule 310.4. The revision became effective 1 April 1987. Staff 
Rule 310.4 has been amended accordingly. 

2. Amendments considered necessary in the light of decisions taken by the International 
Civil Service Commission under Article 11 of its Statute 

2•1 Restructuring of the assignment allowance and introduction of a mobility element in 
the assignment allowance 

The International Civil Service Commission (ICSC), at its twenty-sixth session in 
July 1987, decided on one minor revision to the structure of the current assignment 
allowance. This eliminates the distinction between grade levels P.1/P.2 and P.3/P.4 
which applied only to official stations in North America and Europe. As a consequence, 
with effect from 1 January 1988, the levels of the allowance formerly payable to staff in 
these locations at the P.3 and P.4 grades are also payable at the P.1 and P.2 levels. 
Staff Rule 360.2.2 has been amended accordingly. 

At the same session, ICSC decided to increase the assignment allowance at official 
stations outside Europe and North America by introducing a mobility element. The 
allowance is thus increased for staff members who are deemed to be mobile and who meet 
certain eligibility criteria. These require that the staff member: 

(i) is serving at his or her second or subsequent official station; and 

(ii) has had five or more years of uninterrupted service with WHO or other 
organizations in the United Nations common system. 

1 See resolutions EB81.R1 and EB81.R2. 
2 WHO Basic Documents, 37th ed., 1988, p. 94. 



The enhanced assignment allowance is payable for up to four years for each 
assignment ； the period may be extended by one year if the staff member is required by 
the Organization to remain at the official station. 

The enhanced assignment allowance is to be introduced with effect from 
1 January 1988. ICSC has, however, also decided that the measures will be phased in such 
a way that staff members will receive the allowance only if they are working at their 
third or subsequent official station and have been there for less than four years or when 
they move to the second official station. 

A new section to Staff Rule 360, Staff Rule 360.4, has been introduced to reflect 
this change. The present Staff Rules 360.4 and 360.5 have accordingly been renumbered 
360.5 and 360.6. 

2•2 Financial incentive 

The financial incentive, 
designated official stations. 
with effect from 1 July 1987. 
been amended accordingly. 

3. Budgetary implications 

3.1 The change in the definition of "terminal remuneration" has no budgetary 
implications. 

3.2 It is estimated that the total additional cost in 1988 of restructuring the 
assignment allowance and of introducing the enhanced assignment allowance will be 
US$ 540 000. ‘ 

3.3 The changes in the levels of financial incentive are estimated to cost US$ 150 000 
in 1988. 

3.4 The additional costs of restructuring the assignment allowance, introducing the 
enhanced assignment allowance and increasing the financial incentive will be absorbed 
under the appropriate allotments. 

2• Supplementary report by the Director-General 

[EB81/31 Add.l - 8 January 1988] 

In the light of decisions taken by the United Nations General 
Assembly at its forty-second session, the Director-General has 
decided to make the following further changes in the Staff Rules. 
The effective dates of these changes are 1 April 1988 and 
1 January 1988 respectively. 

1. Revision of the rates of staff assessment for the professional and higher categories 

1.1 In order to enable the United Nations to replenish its Tax Equalization Fund the 
General Assembly has agreed to the recommendation of the International Civil Service 
Commission (ICSC) to revise the rates of staff assessment used in conjunction with 
determining gross base salaries for staff in the professional and higher categories. The 
revised rates are to be introduced with effect from 1 April 1988. 

1.2 As a result, changes are required to the schedules of staff assessment rates for 
professional and higher graded staff and of gross and net base salaries for professional 
and directors' posts. Amendments have been made to Staff Rules 330.1.1 and 330.2. 

introduced in 1980, is payable to staff members serving in 
ICSC has decided to increase the levels of the incentive 
The relevant Staff Rule, previously 360.4， now 360.5, has 



1.3 These are purely technical adjustments to the base salary levels； in effect the net 
levels at the dependency rate are not affected by the revisions； the net levels at the 
single rate are very slightly increased or decreased by between US$ 1 and US$ 20. 

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

2.1 As a further consequence of the revision of the rates of staff assessment, the 
Director-General proposes, in accordance with Staff Regulation 3.1,1 that the Executive 
Board recommend to the Health Assembly modifications in gross base salaries and the minor 
adjustments to the net salaries at the single rate for the Deputy Director-General, the 
Assistant Directors-General and the Regional Directors. 

2.2 A similar adjustment to the gross and net salary at the single rate for the 
Director-General is also required. 

2.3 These modifications would be effective from 1 April 1988. 

3. Education grant for staff members in designated official stations 

3.1 The General Assembly has accepted ICSC's recommendation to increase the existing 
education grant provisions for staff members serving at designated locations where 
educational facilities are not available or are deemed to be inadequate. The change will 
enable staff members stationed at such locations to claim reimbursement of 100% of the 
boarding costs of their children up to US$ 1500 per year as an amount additional to the 
present maximum grant of US$ 4500. 

3.2 Staff Rule 350.1 has been amended accordingly with effect from 1 January 1988. 

4• Long-service steps 

4.1 In 1985 ICSC made a proposal to the General Assembly to introduce one additional 
long-service step into the salary scales of professional staff. 

4.2 At the same time the Chairman of ICSC wrote to the Director-General about the 
harmonization of schemes for long-service steps in the organizations of the United 
Nations common system, and in effect suggested that WHO should replace its existing 
provisions with those proposed by ICSC for newly recruited staff members. 
Director-General agreed to make the appropriate changes in the Staff Rules 
the matter to the Executive Board at its seventy-seventh session. 

The 
and reported 

4.3 In the event, the United Nations General Assembly did not accept ICSC's 
recommendation, and the Director-General informed the Executive Board that he was 
therefore withdrawing his proposal. 

4.4 In 1987 ICSC, whilst acknowledging WHO's position with understanding, decided -
again in the interests of harmony - to reiterate its proposal to the United Nations to 
introduce one additional long-service step, and invited WHO and ILO (the organizations 
with their own long-service schemes) to apply a common practice. 

4.5 The General Assembly has reviewed the matter but has again not accepted ICSC's 
proposal. For the time being there is therefore no common practice on this matter in the 
United Nations system. The General Assembly has, however, requested ICSC to undertake a 
complete review of the United Nations salary system (including long-service steps) and to 
report in 1989. 

1 WHO Basic Documents, 37th ed., 1988, p. 91. 
2 Document EB77/1986/REC/1, Annex 4. 



4.6 As a consequence, the Director-General has decided not to change WHO'S existing 
provisions until this review is completed. 

5• Budgetary implications 

The only budgetary implications relate to the change in the education grant 
provisions, which are estimated to cost US$ 90 000 per annum and which will have to be 
absorbed in 1988-1989. 

310. DEFINITIONS 

310.4 "Terminal remuneration" is the figure used in the calculation of separation 
payments as set out in Rule 380.2. For staff in the general service category 
"terminal remuneration" is equivalent to pensionable remuneration. For staff in 
the professional and higher categories it is the figure defined by the 
Director-General on the basis of recommendations agreed to among the international 
organizations concerned. 

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 : 

Appendix 

TEXT OF THE AMENDED STAFF RULES 

[EB81/INF.D0C./1 - 16 October 1987 
and EB81/INF.D0C./1 Add.l - 8 January 1988] 

330.1.1 For professional and higher graded staff 

Amounts per year Assessment per cent 
Rate without 
dependants"^ 

310.5.1 and 310.5.2) 

Rate with 
dependants* 

(*as defined in Rules 

First US $ 15 000 
Next US $ 5 000 
Next US $ 5 000 
Next US $ 5 000 
Next US $ 5 000 
Next US $ 10 000 
Next US $ 10 000 
Next US $ 10 000 
Next US $ 15 000 
Next US $ 20 000 

13.0 
31.0 
34.0 
37.0 
39.0 
41.0 
43.0 
45.0 
46.0 
47.0 
48.0 

18.0 

34.6 
38.9 
42.2 
44.2 
46.6 
48.7 
50.6 
51.5 
54.3 
59.2 Remaining assessable payments 

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



STEPS 

Level II III IV VI VII VIII IX XI XII XIII 
US $ US $ US $ US $ US $ US $ US $ US $ US $ US $ US $ US $ US $ 

p-1 Gross 22 175 23 116 24 071 24 999 25 990 26 979 27 990 28 950 29 893 30 832 
Net D 17 936 18 557 19 187 19 800 20 424 21 047 21 684 22 289 22 883 23 458 
Net S 16 899 17 474 18 057 18 624 19 197 19 769 20 353 20 908 21 453 21 979 

P-2 Gross 29 563 30 611 31 663 32 721 33 785 34 840 35 937 37 022 38 118 39 215 40 294 
Net D 22 675 23 323 23 965 24 610 25 259 25 903 26 553 27 193 27 840 28 487 29 124 
Net S 21 262 21 856 22 443 23 033 23 627 24 216 24 805 25 385 25 970 26 556 27 132 

P-3 Gross 37 193 38 503 39 783 41 027 42 303 43 605 44 903 46 217 47 419 48 601 49 801 50 982 52 187 
Net D 27 294 28 067 28 822 29 556 30 309 31 077 31 843 32 594 33 279 33 953 34 637 35 310 35 997 
Net S 25 476 26 176 26 859 27 523 28 205 28 900 29 593 30 269 30 886 31 492 32 108 32 714 33 332 

P-4 Gross 46 236 47 647 49 061 50 463 51 894 53 249 54 594 55 976 57 443 58 929 60 361 61 741 
Net D 32 605 33 409 34 215 35 014 35 830 36 602 37 369 38 137 38 944 39 761 40 549 41 308 
Net S 30 279 31 003 31 728 32 448 33 182 33 877 34 567 35 257 35 982 36 716 37 423 38 105 

P-5 Gross 58 072 59 567 61 021 62 430 63 858 65 266 66 705 68 135 69 575 71 000 
Net D 39 290 40 112 40 912 41 687 42 472 43 244 44 021 44 793 45 571 46 340 
Net S 36 293 37 031 37 749 38 445 39 151 39 844 40 542 41 235 41 934 42 625 

Р-6/ Gross 65 668 67 505 69 318 71 142 72 950 74 729 76 457 
D-l Net D 43 461 44 453 45 432 46 417 47 393 48 354 49 287 

Net S 40 039 40 930 41 809 42 694 43 571 44 434 45 272 

D-2 Gross 76 677 78 594 80 541 82 550 
Net D 49 406 50 441 51 487 52 552 
Net S 45 378 46 308 47 237 48 155 

D - Rate applicable to staff members with a dependent spouse or dependent child. 
S - Rate applicable to staff members with no dependent spouse or dependent child. 
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350. EDUCATION GRANT 

350.1 An internationally recruited staff member shall be entitled to an education grant, 
except as indicated in Rule 350.3. The amount of the grant payable under this 
Rule shall be 75% of the education expenses actually incurred and admissible under 
Rule 350.2, not to exceed a total payment of US$ 4500 per child per year. For 
staff members at certain designated official stations, reimbursement of 100% of 
the expenses for boarding up to US$ 1500 per year per child is payable as an 
amount additional to the above-mentioned maximum grant of US$ 4500 per child per 
year. The rate of exchange to be applied for computing the amount to be 
reimbursed for expenses incurred in a currency other than the US dollar shall be 
the rate in force at 1 March 1983 or that in force at the date when reimbursement 
is made, whichever is the higher. 

360. ASSIGNMENT ALLOWANCE AND FINANCIAL INCENTIVE 

360.2.2 for official stations in North America and Europe (including those in 
Cyprus, Malta and Turkey north of the Bosphorus): 

P.l to P.4 1 425 1 800 

P.5 and above 1 650 2 100 

360.4 (New sub-section of Staff Rule 360) 

At official stations outside North America and Europe (see Staff Rule 360.2.1), 
the assignment allowance shall be enhanced by including a mobility element under 
the following conditions : 

360.4.1 The enhanced assignment allowance is payable to staff members who are 
serving at their second or subsequent official station; and have had 
five or more years of uninterrupted service with WHO or other United 
Nations organizations. 

360.4.2 The enhanced assignment allowance shall cease when a staff member has 
been at the same official station for four consecutive years. However, 
if the staff member is maintained at the same official station at the 
initiative of the Organization the payment of the enhanced allowance may 
be extended for a further period of one year. If the staff member is 
maintained at the same official station beyond five years, he shall not 
be eligible for the enhanced assignment allowance but shall be eligible 
for payment of the basic level of assignment allowance as defined in 
Staff Rule 360.2.1 for a further finite period not exceeding two years. 

The measures will be phased in in such a way that staff members will only 
receive the allowance if they are working at their third or subsequent official station 
and have been there for less than four years, or when they move to the second official 
station. 



360.4.3 The annual rates of the enhanced assignment allowance are : 

Grade 

P. 
P. 

to P.4 

and above 

Staff without dependants 
as defined in Rules 
310.5.1 and 310.5.2 

US$ 

4 500 

4 950 

Staff with dependants 
as defined in Rules 
310.5.1 and 310.5.2 

US$ 

7 200 

7 800 

360.5 (Formerly Staff Rule 360.4) 

A financial incentive shall be paid to the staff members defined in Rule 360.1 
serving at designated official stations in the form of a supplement to the 
assignment allowance, at the following annual rates : 

Level I official stations 

360.5. Staff without dependants 
US$ 2700. 

as defined in Rules 310.5.1 and 310.5.2: 

360.5. 

Level 

360.5. 

2 

II 

3 

Staff with dependants as defined in Rules 310.5.1 and 310.5.2: US$ 5400. 

official stations : 

Staff without dependants 
US$ 3600. 

as defined in Rules 310.5.1 and 310.5.2: 

360.5.4 Staff with dependants as defined in Rules 310.5.1 and 310.5.2: US$ 7200. 

Former Staff Rule 360.5 becomes Staff Rule 360.6. The text remains unchanged. 



ANNEX 2 

REAL ESTATE FUND1 

1. THE STATUS OF PROJECTS BEING FINANCED FROM THE FUND, AND 
ESTIMATED REQUIREMENTS FOR THE PERIOD 1 JUNE 1988 TO 31 MAY 1989 

Report by the Director-General 

[EB81/32 - 16 October 1987] 

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 1988 ； 

Part II lists the requirements for activities which it is proposed to finance from 
the Real Estate Fund for the period 1 June 1988 to 31 May 1989; 

Part III provides a summary of the estimated requirements of the Fund. 
2 . . Appendix 1 contains a table showing the estimated situation of the Fund as at 

31 December 1987, to which another table, showing obligations and expected obligations up 
to that date, is annexed.^ 

I. STATUS OF CURRENT PROJECTS UNDERTAKEN PRIOR TO 31 MAY 1988 

1• Regional Office for Africa 
1.1 The maintenance work on the roads immediately around the Regional Office building 
has now been completed and, subject to the settlement of final accounts, is expected to 
remain within the estimated amount of US$ 13 000. ̂  

1.2 Work has been completed on the roofs 
settlement of final bills the expenditure 
estimated amount of US$ 200 000. 

of the apartment blocks. Subject to the 
incurred is US$ 143 000, as compared with the 

1.3 As reported last year, the work on the resurfacing of the roads outside the 
periphery of the Regional Office has been completed. The final accounts have not yet 
been settled; however, the total cost is expected to remain within the estimated amount 
of US$ 100 ООО.5 

1 See resolution EB81.R3. 
2 See p. 37. 
3 
A further Appendix (p. 40) contains information provided orally to the Board in 

the course of its discussion. 
4 Document EB67/1981/REC/1, p. 141. 
5 Document EB71/1983/REC/1, p. 89. 



1.4 Minor work and the settlement of final accounts are still outstanding for the 
repairs to the roofs of villas C20 to C23 and D24 to D26. The project is not expected to 
exceed the estimated amount of US$ 136 000. 

1.5 The work on the extension of the Regional Office building has progressed well and 
the extension should be completed by the end of 1987. The cost of this project will not 
exceed the original local currency equivalent of the estimated amount of US$ 750 000. 

1.6 The replacement of the two older air-conditioning units in the Regional Office has 
been delayed due to some local problems regarding customs clearance. The estimated cost 
of the project, now expected to be completed by the end of 1987, will not exceed the 
original local currency equivalent of the estimated amount of US$ 320 000. 

1.7 The deteriorating security situation in the Djoué compound of the Regional Office 
and the easy accessibility of first floor apartment windows necessitate the installation 
of grills on all such windows. The total cost of this project, which has been estimated 
at US$ 22 000, is being financed from the Real Estate Fund in accordance with resolution 
WHA23.14. 

1.8 The water pressure in the apartments of the Djoué estate has been gradually 
deteriorating. The current situation is that many apartments are without water from the 
early morning to late afternoon. To resolve this situation a water pressure booster has 
to be installed. The total cost of this project, estimated at US$ 24 000, is being 
financed from the Real Estate Fund in accordance with resolution'WHA23.14. 

1.9 The construction in 1983 of a small WHO representative's office building and three 
staff houses in Malabo was financed from the Real Estate Fund. Climatic conditions have 
resulted in serious deterioration of these buildings. Urgent minimum repair work has 
been authorized for an amount of US$ 15 000, to be financed from the Real Estate Fund in 
accordance with resolution WHA23.14. 

2• Regional Office for the Americas/Pan American Sanitary Bureau (PASB) 

2.1 Work on the replacement of the granite façade of the PAHO/WHO building has been 
delayed owing to some problems with local suppliers, and should now be completed by the 
end of 1987. The total cost of this project has been reduced, and consequently WHO's 
financial participation (i.e. 25% of the cost) will now be US$ 52 500, as compared with 
the previously estimated amount of US$ 87 500.2 

2.2 The project for the renovation of the РАНО computer room has been delayed owing to 
difficulties encountered with local contractors. It is none the less expected to 
complete the project by the end of 1987 within the estimated cost of US$ 134 350, in 
which WHO's financial participation would be US$ 33 588. 

3. Regional Office for South-East Asia 

3.1 The work on the extension of the Regional Office has been completed and the final 
accounts settled at US$ 673 497, as compared with the estimated amount of US$ 675 000. 

3.2 The waterproofing of the roof of the Regional Office, for which a cost of 
US$ 100 000 was estimated, has yet to be started. 

1 Docviment EB73/1984/REC/1, p. 29. 
2 Document EB77/1986/REC/1, p. 110. 
3 Document EB79/1987/REC/1, p. 108. 
4 Document EB67/1981/REC/1, p. 142. 



4. Regional Office for the Eastern Mediterranean 

4.1 The replacement of the electrical wiring and distribution panels in the Regional 
Office is expected to be completed by the end of 1987. The cost will not exceed the 
estimated amount of US$ 75 000.1 

4.2 Work on the installation of false ceilings in the Regional Office, the cost of which 
was estimated at US$ 52 000, has not yet started. 

5• Regional Office for the Western Pacific 

5.1 The installation of the new telephone exchange and auxiliary equipment has been 
completed. Subject to the settlement of final bills the expenditure incurred is 
US$ 295 668, as compared with the estimated amount of US$ 350 000. 

6• Headquarters 

6.1 The renovation of the roof of the headquarters building and the technical 
installations built thereon will be completed by early 1988. It is recalled that the 
original estimate was US$ 240 000, which, at the then prevailing exchange rate, was 
Sw.fr. 520 000. The current expenditure, subject to the settlement of final bills, is 
Sw.fr. 537 755, which, at the rates of exchange prevailing on the dates of specific 
expenditures, corresponds to US$ 339 000. 

6.2 Completion of the work on the remodelling of the eighth floor of the headquarters 
building has been slightly delayed and should be completed by the end of 1987. The 
project is not expected to exceed the original local currency equivalent 
(Sw.fr. 2 485 000) of the estimated amount of US$ 1 165 000. 

II. ESTIMATED REQUIREMENTS FOR THE PERIOD 1 JUNE 1988 TO 31 MAY 1989 

7• Regional Office for Africa 

7.1 The national electrical company in Brazzaville is in the process 
electricity transmission system for the entire city, and the Regional 
change its present electrical transformers in order to match the city 
system. The estimated cost of this project is US$ 50 000. 

of changing the 
Office will need to 
electricity supply 

7.2 The main lift in the Regional Office building is in very poor condition due to its 
age. Its frequent breakdowns and the lack of availability of spare parts for this model, 
now out of production, make it necessary to have it replaced. The estimated cost of the 
replacement is US$ 35 000. 

7.3 The two septic tanks serving six apartment blocks (A to F) on the Djoué estate, 
built in 1964, are no longer functioning properly and must now be replaced at an 
estimated cost of US$ 85 000. 

7.4 The telephone installation in the Regional Office is over 20 years old and suffers 
from frequent breakdowns. Repair is expensive and often difficult in view of the lack of 
spare parts for the switchboard, which has been out of production for several years. 
Telecommunications to and from the Regional Office have always been very difficult, and 
improvement is therefore a priority need. In view of the multiplicity of factors 
involved, as well as the potentially large investment, it is proposed to carry out 
technical and feasibility studies to determine the precise requirements of the Regional 
Office and to identify solutions and costs. The estimated cost of these studies is 
US$ 50 000. 

1 Document EB79/1987/REC/1, p. 108. 
2 Document EB73/1984/REC/1, p. 29. 
3 Document EB77/1986/REC/1, pp. 110 and 111. 



7.5 The north-eastern limits of the Djoué estate border a rapidly expanding village. In 
a continuing effort to improve security it is intended to construct a wall along the 
boundary of the Djoué estate and the village. This measure will assist in protecting WHO 
property and safeguarding the tenants in WHO dwellings. The length of the wall would be 
500 metres, and its construction is estimated to cost US$ 115 000. 

8. Regional Office for the Americas 

8.1 Solar heat on the south side of the Regional Office building makes it necessary to 
operate the air conditioning system for nearly 10 months of the year in order to maintain 
comfortable temperatures inside the offices. The installation of a cooling tower on the 
roof of the building, which will use natural air current movement, will reduce the energy 
requirements by 20% and result in savings in electricity consumption. The total cost of 
this project is estimated at US$ 65 000, of which WHO'S financial participation, at the 
rate of 25%, will amount to US$ 16 250. 

9. Regional Office for the Eastern Mediterranean 

9.1 The building housing the Regional Office for the Eastern Mediterranean, which is 
situated on the sea front, is over 50 years old. As a result of erosion over time and 
salt air corrosion, the masonry façade of the building now requires repair as well as 
protection from further damage. The surface to be restored and protected is 
approximately 2500 m^, and the cost of this work is estimated at US$ 25 000 

10. Headquarters 

10.1 The headquarters telephone exchange and installation are now 20 years 
repair and maintenance are proving to be problematic owing to lack of spare 
fact, it appears probable that within the next two years the Swiss PTT will 
in a position to service the present exchange. In addition, the present 
electromechanical switching mechanism does not allow the utilization of telecommunication 
facilities that would be available to an electronic telephone switching system. A 
feasibility study carried out in 1985 by a firm of consulting engineers indicated that 
WHO should envisage renovating its telephone installation in three to four years' time. 
Since it would take a year to complete such a project, it was considered useful to inform 
the Executive Board at this stage that it will be necessary to present to its 
eighty-third session (January 1989) a request to renovate the telephone exchange. In 
1985 the estimated cost for this was Sw.fr. 5 000 000. Such a project, if approved in 
January and May 1989, would be completed only in June 1990. 

old and 
parts. In 
no longer be 

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 1988 to 31 May 1989 are as 
follows : 



US$ 

Replacement of electrical transformers at the Regional Office for Africa 
(paragraph 7.1) 50 000 

Replacement of the main lift at the Regional Office for Africa 
(paragraph 7.2) 35 000 

Replacement of two septic tanks for apartments on the Djoué estate, 
Regional Office for Africa (paragraph 7.3) 85 000 

Feasibility study for a new telephone system in the Regional Office 
for Africa (paragraph 7.4) 50 000 

Construction of a wall along the north-eastern limits of the Djoué estate, 
Regional Office for Africa (paragraph 7.5) 115 000 

Financial participation in the construction of a cooling tower at the 
Regional Office for the Americas (paragraph 8.1) 16 250 

Restoration and protection of the façade of the building housing the 
Regional Office for the Eastern Mediterranean (paragraph 9.1) 25 000 

Total estimated requirements 376 250 

Estimated unencumbered balance of the Real Estate Fund, including 
accrued interest, as at 31 December 1987 (see Appendix 1) rounded 
off at 445 000 



Appendix 1 
REAL ESTATE FUND 

1. ESTIMATED SITUATION AS AT 31 DECEMBER 1987 
(Expressed in US dollars) 

1 January 1970 -
31 December 1983 

1984-1985 1986-1987^ 

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 part 2 of this Appendix) 

4. BALANCE AT 31 DECEMBER 

-Estimated. 

68 990 

13 807 436 

128 
532 
014 

1 

414 
979 
885 
567 

21 554 271 

21 554 271 

15 651 360 

5 902 911 

5 902 911 4 057 223 

805 000 
196 000 

594 
946 

540 
420 

770 
430 

000 
000 

2 345 960 1 396 000 

8 248 871 5 453 223 

4 191 648 5 008 204 

4 057 223 445 019 

Total 
(from inception) 

68 990 

13 807 
805 
196 

128 
897 
391 

1 

436 
000 
000 

414 
519 
305 
567 

25 296 231 

24 851 212 

445 019 
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2. OBLIGATIONS AND EXPECTED OBLIGATIONS FROM INCEPTION (1 JANUARY 1970) TO 31 DECEMBER 1987 

(expressed in US dollars) 

Purpos 
Relevant 

authorization 
(résolut ion/ 

decision) 

Obligations 

1 January 1970 -
31 December 1983 1984-1985 1986-1987 - Total 

WHA23.14, 
para. 3(1) 

Maintenance, repairs and alterat:jlous to houses 
for staff 
Regional Off ice for Af rica 
Regional Office for the Eastern Mediterranean 

Major repairs, and repairs to the Organization's WHA23.14, 
existing buildings para. 3(ii) 
Headquarters : 

Current repairs 
Restoration of the structural safety of the WHA35.12 and 

eighth floor of the main building WHA36.17 
Renovation of the headquarters' roofing and 

the technical installations built thereon . WHA39.5 
Remodelling of the headquarters' eighth floor ‘ WHA39.5 

Regional Office for Africa 
Regional Office for the Americas 
Regional Office for South-East Asia 
Regional Office for Europe 
Regional Office for the Eastern Medi terranean . 
.Regional Office for the Western Pacific . . . . 

Acquisition of land, const.ruction/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 
Construct i on 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 Inst i tute (WHO's contri bu-
tion) WHA35.12 

Regional Office for South-East Asia 
Extension of Regional Office building WHA24.25 
F1re-fighting equipment and emergency generator WHA28.26 
Installation of new telephone exchange . . . . EB63(8) 
Extension of Regional Office building, includ-

ing new air-conditioning plant and electri-
cal substation WHA34.12 

Additional stand-by generator WHA35.12 

2 075 175 
55 807 

2 130 982 

655 000 
1 799 

243 
102 
104 

140 
095 
791 
575 

832 
658 
564 

6 978 

936 
751 
930 

丄3 
11 

937 
585 

517 
789 

599 287 

100 000 

300 000 

137 
63 

112 

540 
65 

331 
172 
079 

975 
489 

240 225 
42 430 

754 796 
24 000 

282 655 778 796 

2 721 866 

281 166 

17 061 757 939 

8 478 

110 366 
19 302 

3 070 196 
122 237 

3 192 A33 

903 101 903 101 

32 434 332 566 365 000 

339 000 339 000 
1 488 000 1 488 000 

759 107 38 116 570 344 1 367 567 
86 088 86 088 

16 075 100 000 1.16 075 
152 447 262 747 13 621 428 8.L3 

24 800 127 000 151 800 
376 939 181 107 392 694 950 740 

2 191 594 555 279 3 449 313 6 196 186 

22 156 

655 140 
丄 000 095 

689 791 
1 799 575 

243 832 
102 658 
104 564 

2 728 844 

936 937 
751 585 
930 588 

13 517 
292 955 

599 287 
775 000 

100 000 

300 000 

137 331 
63 172 

120 557 

673 497 
84 791 



ANNEX 2 39 

Purpose 
Relevant 

authorization 
(resolution/ 

decision) 

Obligations 

1 January 1970 -
31 December 1983 1984-1985 1986-1987 

Regional Office for Europe 
Renovation of additional premises: WHA27.15 and 

39 Strandpromenaden WHA29.28 
33 Strandpromenaden EB63(8) 

Installation of new telephone exchange . . . . WHA29.28 
Preliminary architectural study for extension 

of Regional Office building WHA34.12 
Lift and toi let 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, const ruction/extension 
of buildings 

93 
91 

190 

63 

32 

213 546 000 
707 

627 

39 634 

25 097 
537 437 

5 475 

190 000 

93 213 
91 546 

190 000 

63 707 

38 102 

39 634 
190 000 

25 097 
537 437 

090 141 

11 328 784 3 353 714 780 095 15 462 593 

TOTAL OBLIGATIONS AND EXPECTED OBLIGATIONS 15 651 360 4 191 648 5 008 204 24 851 212 

—Estimated. 



Appendix 2 

In response to certain queries raised by Executive Board members during the 
discussion of the Director-General‘s report (document EB81/32), the following additional 
information was provided to the Board orally. At the request of one member, and with the 
agreement of the Chairman of the Board, the information is now provided in printed form 
to facilitate consideration by the Health Assembly of the Director-General's report. 

1. The authorization process for Real Estate projects 

This process is outlined in resolution WHA23.14, which established the Real Estate 
Fund. This resolution authorizes the Director-General to use the Fund for three 
purposes, of which only one requires the prior authorization of the World Health 
Assembly. Firstly, the Director-General can use the Fund to finance the maintenance, 
repairs of and alterations to houses for staff without prior authorization of the Health 
Assembly. Secondly, he can also use the Fund for major repairs and alterations to the 
Organization's existing office buildings, provided that such use of the Fund is reported 
to the session of the Executive Board following the transactions. However, whenever a 
major repair is required that can await approval by the Health Assembly, it is 
automatically postponed until that approval is obtained. Thirdly, the Director-General 
can also use the Fund to finance the acquisition of land and construction of buildings or 
building extensions, provided that, unless the Health Assembly has previously indicated 
its wishes, specific authorization from the Health Assembly is obtained before contracts 
for those purposes are entered into. 

2. The intention to request the Health Assembly; s approval in May 1989 to charge the 
costs of replacing the headquarters telephone exchange to the Real Estate Fund 

A great deal of thought has been given to the purchase of a new headquarters 
telephone exchange over the past two to three years, and the proposal has been postponed 
repeatedly because of the precarious financial situation of the Organization. The issue 
now has to be faced. The present exchange is of the electromechanical type and was built 
in 1966 with a capacity of 1000 lines. It has been extended several times to its present 
maximum capacity of 2200 lines. This type of exchange is no longer being built, and 
spare parts are becoming very scarce. WHO has informal information that the Swiss PTT, 
which is responsible for maintenance of the system, may be serving notice within the next 
two years that it can no longer guarantee its functioning, as it has recently done to 
CERJSÍ, which has a similar although larger type of exchange. 

The frequency and gravity of breakdowns in WHO's telephone system have increased 
disproportionately over the past three years. In 1987 entire floors in the headquarters 
building were deprived of telephone connections for two or more hours on several 
occasions. In 1967, one year after the telephone exchange was installed, the daily 
average of international calls was 33; it was almost 300 in 1987. 

The inflexibility of the present electromechanical system and its inability to 
handle direct dialling result in a minimum expenditure of Sw.fr. 60 000 per year, and two 
additional operators would be required to handle the volume of calls if it is retained. 
An internal user wishing to place a non-local call often has to wait as long as 
15 minutes before getting a response from the switchboard. For programme managers who 
have to make numerous overseas calls, this is very frustrating and, in fact, wasteful. 

The advantages of the new telephone exchange are numerous. It will save on user 
man-hours which are at present wasted in trying to get a line or reach the switchboard. 
It will allow WHO to profit from the capacities of modern communication facilities that 
are either not compatible with the present exchange or not now cost-effective. It will 
permit closer monitoring of expenditure and better management and control. It will 
reduce to a negligible level the number of maintenance man-hours, which now constitutes a 
considerable expense. 



The cost of the exchange, estimated at Sw.fr. 5 million, may be reduced 
substantially if WHO can invite international competition, as experience elsewhere has 
shown. 

"WHO headquarters is, with the exception of the Regional Office for Africa, the only 
major office in the Organization that still operates with an electromechanical telephone 
exchange. Furthermore, except for the United Nations Office in Geneva, all the major 
United Nations agencies now use a digital telephone exchange. 

Since the renovation project will not be presented for formal approval by the Board 
and the Health Assembly until 1989, the new exchange cannot possibly become operational 
until the end of 1990. By that time, the present exchange will have handled 65 million 
communications in 25 years of operation. 

3 • Use of the term ”approximate cost" in the presentation of projects 
to be financed from the Real Estate Fund 

The cost for various projects proposed for financing from the Real Estate Fund is 
obtained from contractors who can only provide estimates. Furthermore, through the very 
nature of the approval process, a long time elapses between the development of a project 
and its actual implementation by WHO. During this period, exchange rates can change 
dramatically and inflation rise considerably. This makes it prudent, indeed necessary, 
to refer to "approximate cost" when proposing projects. However, experience has shown 
that, on the whole, cost overruns are rare in WHO and occur, if at all, for very good 
reasons which are always fully explained in the Director-General's report on the use of 
the Real Estate Fund. 

2. ACCOMMODATION FOR THE REGIONAL OFFICE 
FOR THE EASTERN MEDITERRANEAN 

[EB81/32 Add.l - 25 November 1987] 

Introduction 

1. The Regional Office for the Eastern Mediterranean was officially established in 
Alexandria, Egypt, pursuant to resolution EB3.R30 in 1949. Since then the Regional 
Office has occupied a site and building kindly provided by the Government of Egypt. Over 
the years, with the increase in programmes and workload, the Regional Office has 
expanded, and now has virtually outgrown the present accommodation. The matter has been 
under consideration by the Regional Director and the Regional Committee over the last two 
years. The Regional Committee, in resolution EM/RC33/R.15, asked Member States to 
consider the possibility of obtaining additional funding for building accommodation. The 
matter was brought to the attention of the Executive Board at its seventy-ninth 
session (January 1987) and the Fortieth World Health Assembly (May 1987)， in view of 
its potential implications for location and accommodation of the Regional Office and its 
possible financing under the Real Estate Fund, taking into account the current financial 
situation of the Organization. 

2. The Regional Committee for the Eastern Mediterranean has considered two basic 
alternatives, within which a number of specific options are available. The two basic 
alternatives are to transfer the Regional Office to the Cairo area, or to remain in 
Alexandria in new or expanded premises. 

3. At its thirty-fourth session, in October 1987, the Regional Committee decided in 
favour of the second option - i.e., extending the present building in Alexandria. The 

1 Document EB79/INF.DOC./3. 



background situation, future space requirements, basic alternatives and cost estimates on 
which this decision was based are outlined below. 

Background situation 

4. Since 1949 the Regional Office for the Eastern Mediterranean in Alexandria has been 
located in the old quarantine authority premises which were kindly made available by the 
Government of Egypt on a plot of land at Shareh Sultan Abdel Aziz. WHO pays a nominal 
rental of less than one Egyptian pound per year for the use of the premises. 

5. The building was originally two storeys high, but with the growth of the WHO 
programmes in the Region it became necessary first to add two storeys to the structure, 
and then to acquire an annex for library and supply at some distance from the main office 
building. A shuttle transportation service is maintained between the annex and the main 
building. Some additional work facilities were accommodated by placing staff together in 
some work areas, and by storing supplies and documents in corridors and by adding some 
rooms immediately behind the main office building. Work is under way to extend some 
roof-top offices within the structural limitations of the building. 

6. An absolute space limitation has now been reached, and it is structurally impossible 
to make sufficient additional space available in the main building for the future running 
of the Office. There are now 23 Member States in the Region, and there is not enough 
conference room space for sessions of the Regional Committee. Large assemblies, as on 
the occasion of World Health Day, are difficult to organize. There is insufficient 
parking space. Furthermore, because of the age of the building, electrical wiring, 
computer data cabling, water supply and other systems can only be installed or repaired 
with difficulty, in a patchwork manner. Unreliable telephone and other communications 
constitute a serious problem for the running of the Regional Office. 

Future space requirements 

7. Various options have been considered, including the possibility of relocating the 
Regional Office in available premises or a new construction in the Cairo area, or 
remaining in Alexandria in new or expanded premises. A new or expanded Regional Office 
building facility in Cairo or Alexandria would need to have sufficient space for offices 
and work areas for approximately 55-56 professional staff and 145-155 general service 
staff, conference facilities for the Regional Committee and other meetings, as well as 
space for library, cafeteria, stores, workshops, telephone system, computer centre, 
standby generator and parking. 

8. Minimum and optimal future space requirements for the efficient running of the 
Regional Office, compared with existing space, are estimated to be as follows : 

Existing space 

No. Ш. 
2 

Minimum 
desirable space 

2 No m 

Optimal 
desirable space 

No. 2 

Offices 91 
Conference rooms 1 
Library 1 
Cafeteria 1 
Stores 7 
Workshops 3 
Telephone exchange 1 
Computers 2 
Lavatories, etc. 8 
Corridors -

135 
140 
200 
67 

223 
89 
17 
106 
180 
630 

115 
3 
1 
1 

10 
3 
1 
2 
8 

500 
300 
200 
100 
390 
100 
20 

110 
200 
580 

150 
5 
1 
1 

10 
3 
1 
2 
8 

4 000 
800 
400 
200 
400 
250 
20 
130 
200 
600 

Total 3 787 4 500 7 000 



Basic alternative 1: to transfer the Regional Office to the Cairo area 

9. The Regional Director has discussed with officials of the Egyptian Government the 
possibility of relocating the Regional Office to the Cairo area, either to occupy already 
existing premises, if available, or to construct a new building on land being developed 
in the Cairo or Heliopolis areas. Several sites have been inspected, but these were 
considered unsuitable for Regional Office purposes and are no longer available. 

10. Cairo has a number of advantages over Alexandria as a location for the Regional 
Office, from the standpoint of travel and communications. Most air travel to and from 
Alexandria must pass via Cairo, with considerable inconvenience, loss of time and greater 
expense to both the Office and the Member States. The Alexandria location also means 
that the Regional Office does not have convenient access to Egyptian Government agencies 
located in Cairo, and consideration has consequently been given to the need to have a WHO 
representative's office in that city. Moreover, the Regional Office in Alexandria does 
not have convenient access to embassies of other Member States, which are also located in 
Cairo, and it has been necessary for the Regional Office to maintain a Liaison Office 
there. 

11. Transfer to new premises in the Cairo or Heliopolis area would permit the Regional 
Office to take optimal advantage of completely functional efficient technology in an 
entirely new building. It would be possible to envisage a modern construction, not 
exceeding four storeys, of a functional modular, but attractive design, for convenient 
and low-cost operation and maintenance. The number of offices might be greater than at 
present, but they would be of more uniform size. Unused corridor space would be reduced, 
and access panels would be provided for safety and ease of maintenance of centralized 
electrical, communications, air-conditioning and water and sewerage systems. There could 
be additional wings to the main building or separate satellite buildings for the 
conference rooms, cafeteria or library. Adequate parking, delivery and working space 
would be needed. Parcels of available real estate of 5000 m have been considered, but 
the Regional Consultative Committee recommended that the land for the Regional Office 
should be not less than 10 000 m . 

12. There would be certain advantages to staff living in Cairo instead of Alexandria. 
These include : improved travel, mail and communications； more social recreational 
opportunities； wider choice of good schools for children; less risk of 
(Cairo/Alexandria) travel accidents. On the other hand, Alexandria has a more pleasant 
climate in summer, and is located by the sea. Many general service staff already have 
homes and families in Alexandria, and it is anticipated that at least half of them would 
not wish to move to Cairo and would be separated following a move of the Office. 

13. In the event of a decision to transfer the Regional Office to Cairo a task force 
would be established to plan and implement the move. New general service staff would be 
recruited and trained. Transitional assistance would be provided to help find housing, 
schooling, etc. During a period of parallel functioning of both Cairo and Alexandria 
offices some decrease in productivity would be expected. 

14. Financial implications. As a result of inflation and change in the rate of exchange 
of the Egyptian pound against the United States dollar it has been necessary to revise 
some of the cost estimates previously reported to the Regional Consultative Committee and 
the Regional Committee. Depending on the size and quality of construction, and 
finishing, the one-time cost of an entirely new building in the Cairo or Heliopolis area 
would be of the order of US$ 2 500 000 to US$ 2 750 000 for the "minimum" accommodation, 
or US$ 3 000 000 to US$ 3 500 000 for the "optimal" accommodation, at today's prices. 
Alternatively, premises might be rented for US$ 275 000 to US$ 500 000 per annum, but 
this would be payable each year from the regional allocation under the WHO regular 
budget, and is not recommended. 

15. As a result of elimination of the need for travel between Cairo and Alexandria there 
would be savings in travel costs - estimated at US$ 300 000 per year for staff members, 



dependants, and consultants, and US$ 25 000 per year for representatives of Member 
States. 

16. The one-time cost of relocating staff from Alexandria to Cairo is estimated at 
US$ 1 400 000, including removal, installation or terminal payments. Owing to the higher 
cost of living and post adjustment in Cairo compared with Alexandria, the additional cost 
of maintaining professional and general service staff in Cairo is estimated at 
US$ 747 000 per year. 

17. The higher continuing costs of professional staff in Cairo, in particular rental 
subsidies (US$ 305 000), could be avoided if the Organization were to provide or 
construct a residential building at a one-time cost of US$ 750 000 to US$ 1 000 000, 
borrowed from the Real Estate Fund, which could be repaid in five to seven years from 
rental charges. 

Basic alternative 2: to remain in Alexandria in new or expanded premises 

18. The second, basic alternative which has been discussed with officials of the Egyptian 
Government is to continue to have the Regional Office located in Alexandria, in new or 
additional premises； several options are under consideration. 

19. One option would be to construct an addition to the existing Regional Office 
building on or over the land directly behind the present building, now occupied by a 
cross-street and a little-used summer theatre. The Regional Director and Minister of 
Health of Egypt have made this proposal to the Minister of Culture and the Municipal 
Government of Alexandria. Such a new modular construction extension, or separate annex 
adjacent to the main building, could be built using modern materials and technology, to 
house the conference rooms and library, and to make up the difference between existing 
and desired space as indicated in paragraph 8. The advantage of this option is that it 
would permit continued use of the existing main building, with minimum cost and 
inconvenience to the Organization and staff, although ongoing maintenance would continue 
to be difficult. 

20. Another option would be to move into entirely new premises in Alexandria - for 
example, in a modern high-rise office building in the city. The Plaza building, for 
example, has space available with approximately 1800 m per floor ； thus the Regional 
Office could occupy up to three floors. Elevators and parking space are available. Or a 
smaller number of offices could be used while the existing Regional Office is retained -
although the inadequacy of separated locations has already been noted. Such additional 
space could be obtained on either a purchase or a rental basis. A shuttle service would 
still be needed if the locations were widely separated. 

21. These options under basic alternative 2 would solve the space requirements problem 
of the Regional Office but they would not by themselves solve the travel and 
communications problems referred to in paragraph 10 above. However, as a partial answer 
to these problems the telephone and other communications facilities of the Regional 
Office are being improved, although difficulties are still being faced, and discussions 
are taking place with several airlines to encourage international flights to stop at 
Alexandria airport and to obtain discounts on airfares for WHO. 

22. Financial implications• Depending on the particular circumstances (such as whether 
it is necessary to build over the existing summer theatre) , the construction of an 
additional annex behind the present Regional Office building, to provide the net space 
required as indicated in paragraph 8, would entail a one-time cost of the order of 
US$ 1 500 000 to US$ 1 800 000 for the "minimum" accommodation, or US$ 2 000 000 to 
US$ 2 250 000 for the "optimal" accommodation, at today's prices. 

23. The option of purchasing floor space in a modern high-rise office building in 
Alexandria would entail a one-time cost of US$ 2 700 000 per 1800 m2. Alternatively, a 
rental might be considered by the proprietors if the Organization paid three to four 



years in advance. Rentals elsewhere in the city of Alexandria are US$ 5 per square 
metre, per month, or US$ 300 000 per year for 5000 m ； this would be payable each year 
from the regional allocation under the WHO regular budget. 

24. Finally, if the Regional Office were to remain in its present building extra office 
space could be rented at approximately US$ 1500 per year for a small office room. 
Separate conference facilities for the Regional Committee could be made available at the 
larger hotels in Alexandria for a cost to the Organization of about US$ 500 per week; 
conference facilities are provided free-of-charge if delegates stay at the hotel. 
Separate conference facilities are less convenient than those within the Regional Office. 

Decision of the Regional Committee : to extend the Regional Office building in Alexandria 

25. At its thirty-fourth session, in October 1987, the Regional Committee considered 
that the time had come to expand and improve Regional Office accommodation, commensurate 
with existing and foreseeable work in the Region. It favoured the relatively 
cost-effective option of extending the present Regional Office building in Alexandria. 
(See resolution EM/RC34/R.15, reproduced in the Appendix). 

26. The Regional Committee reiterated its invitation to Member States to make voluntary 
contributions towards improvement of the Regional Office accommodation. Recognizing the 
difficult financial situation of Member States and of the Organization at the present 
time, the Regional Committee requested the Regional Director to pursue negotiations with 
the Egyptian Government authorities, and decided to submit the proposal for improvement 
of the Regional Office to the Executive Board and the Health Assembly for consideration 
for financing under the Real Estate Fund. 

27. Before a final decision can be taken it is necessary to carry out a detailed 
architectural study and develop plans for the building extension. It is expected that 
the cost of such a detailed study will be of the order of US$ 10 000, and it is proposed 
to finance this study in 1988 from the Real Estate Fund. The detailed design and cost 
estimates will depend on the specific option worked out with national and municipal 
authorities. The Regional Director cannot pursue these negotiations unless there is 
agreement in principle on the part of the Organization, which will then permit 
substantive negotiation and detailed study of the option selected. 

Conclusion 

28. What is required at this stage is the agreement in principle of the Executive Board 
and Health Assembly for the Regional Director to pursue negotiations with the Egyptian 
authorities for the extension of the Regional Office building in Alexandria, and to carry 
out a detailed architectural and planning study in 1988, at an estimated cost of 
US$ 10 000, to be financed from the Real Estate Fund. The results will be reported to 
the Regional Committee, Executive Board and Health Assembly before a final decision is 
taken on the matter, on the basis of such plans and cost estimates. 

Appendix 

RESOLUTION EM/RC34/R.15 ADOPTED BY THE REGIONAL COMMITTEE 
FOR THE EASTERN MEDITERRANEAN AT ITS THIRTY-FOURTH SESSION 

Regional Office Accommodation: Real Estate Fund 

The Regional Committee, 

Having considered the report of the Regional Director on accommodation for the 
Regional Office for the Eastern Mediterranean, including assessment of the current 
situation and possible options,1 

1 Document EM/RC34/18. 



Being concerned by the inadequacy of existing facilities and, in particular, the 
insufficiency of office, conference room and other working space in the present Regional 
Office building in Alexandria, 

Being mindful of the difficult financial situation facing the Organization and 
Member States at the present time, 

Recognizing the need to have adequate Regional Office facilities to support health 
development in Member States of the Region, 

1. CONSIDERS that the time has come to expand and improve Regional Office accommodation 
to be commensurate with existing and foreseeable work in the Eastern Mediterranean 
Region; 

2. FAVOURS the relatively cost-effective option of extending the present Regional 
Office building in Alexandria, to be financed within the financial capability of the 
Organization from the Real Estate Fund; 

3. THANKS the Government of Egypt for the facilities and services it has so kindly 
placed at the disposal of the Region in the past, and for its cooperation in facilitating 
arrangements for future improvement of the Regional Office； 

4. REQUESTS the Regional Director to pursue negotiations in accordance with this 
resolution and to submit the proposal for improvement of the Regional Office to the 
Executive Board and the World Health Assembly for consideration for financing from the 
Real Estate Fund; 

5. INVITES Executive Board members and Health Assembly delegates from the Eastern 
Mediterranean Region to draw the attention of those bodies to the accommodation 
requirements of the Regional Office； 

6. INVITES contributions from Member States intended for the improvement of Regional 
Office accommodation, thereby supporting health development in the Eastern Mediterranean 
Region. 
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1. Background 

In 1965 the World Health Assembly requested the Director-General to develop further 
a previously proposed programme, including, inter alia, studies on medical aspects of 
sterility and fertility control methods.^ In June 1970 WHO convened a meeting of 
representatives of agencies interested in the promotion of research in reproductive 
biomedicine, including fertility regulation. At the meeting it was recommended that WHO 
should undertake a feasibility study to assess its optimum role in this field. In 
December 1971 the representatives of the interested agencies met again to consider the 

1 See resolution EB81.R6. 
2 Resolution WHA18.49. 



report of the feasibility study. At that meeting they accepted the proposed philosophy 
of the Special Programme of Research, Development and Research Training in Human 
Reproduction and the proposed mechanisms for conducting and managing international 
research, and an initial contribution totalling US$ 4.5 million was pledged by the 
Canadian, Danish, Norwegian and Swedish International Development Agencies and the Ford 
Foundation. Hence the idea of a truly neutral, intergovernmental approach towards 
research, development and research training in human reproduction, with special emphasis 
on the needs of developing countries, became a reality in 1972, 16 years ago. The 
Thirty-first World Health Assembly, in 1978, reviewed and endorsed the activities of the 
Programme. 

2• The Special Programme and its philosophy 

Althouth initially it was concern about demographic development that stimulated 
interest in family planning, it was rapidly realized that the health aspects of family 
planning are as important, if not more so. Indeed, WHO does not have a population 
policy; it is up to Member States to formulate their own policy if they so wish. 
However, WHO has - and always has had - a global health policy. Hence, the Special 
Programme has recognized from its inception that the impact of family planning and 
fertility regulation goes far beyond the issues of population growth and development. 

Fertility regulation represents a very important tool in improving the general 
health status of the population. Indeed, the effective use of family planning will delay 
the first pregnancy and enable further births to be spaced; when integrated with primary 
health care, these will lead to lowered infant, child and maternal morbidity and 
mortality rates and a significant reduction in the number of illegal abortions with their 
accompanying health hazards. 

Estimates have recently been published on the extent of contraceptive use. It is 
clear from the various figures that, as a global average, more than 50% of eligible 
couples are still not using any modern method of fertility regulation. The data indicate 
that a third of women living in developed countries and two-thirds of those living in 
developing countries were not using any form of contraception at the beginning of the 
current decade. 

The number of unwanted births, the high discontinuation rates and the number of 
induced abortions convincingly indicate that the available methods and family planning 
services fail to meet the needs of the developing countries. Hence, as in 1972, 16 years 
later in 1988, there remains an enormous need for a wide variety of safe and effective 
methods that will suit the individual situation, the socioeconomic condition and the 
cultural and religious values of different couples. Furthermore, there is an even more 
urgent need for a substantial increase in social, behavioural and service research the 
better to understand the factors influencing the choice of various methods and their 
continuation rates, and the interaction between users and the providers of services. 

3. The mandate 

The Special Programme is the main instrument within the United Nations system for 
conducting, promoting, evaluating and coordinating international research on human 
reproduction, fertility regulation and family planning. All activities are oriented 
towards the needs of developing countries. To fulfil its role, the Special Programme has 
a broad mandate to carry out research and development, to expand and improve resources 
for research, to initiate, facilitate, evaluate and coordinate research, and to undertake 
a number of special responsibilities. A summary of its main achievements is presented 
below. 

4• Research and development 

The research and development activities of the Programme can be discussed along 
three main lines : (1) research on existing methods； (2) development of new and improved 

1 Resolution WHA31.37. 



methods； and (3) prevention and management of infertility. Activities are carried out 
by means of a unique multinational and multidisciplinary collaborating mechanism, the 
task forces. Each task force is composed of scientists from all parts of the world, who 
are carrying out research under the auspices of the Special Programme and each task 
force's steering committee. Steering committee scientists are responsible for 
maintaining an up-to-date strategic plan and for eliciting and assessing project 
proposals within the research line of the strategic plan. Membership of the steering 
committee is truly international, with an adequate representation of women and of 
scientists from developing countries. In 1987 the 152 scientists who are members of the 
Special Programme's various committees come from 18 developed and 33 developing 
countries. Of the total, 56% are from developing countries and 26% are women. 

5• Research on existing methods 

Research on existing methods is carried out as the special responsibility of two 
task forces, the task force on safety and efficacy of fertility regulating methods and 
the task force on behavioural and social determinants of fertility regulation. 

5•1 Safety and efficacy of fertility regulating methods 

A number of fertility regulating agents have been available for several decades, and 
research on these methods is moving towards epidemiological studies of long-term risks 
and benefits arid the assessment of rare adverse reactions. However, the bulk of the 
information available comes from developed countries. Hence the Special Programme has a 
unique mission when it comes to the short- and long-term assessment of the safety and 
efficacy of various fertility regulating agents in different developing-country 
settings. Indeed, since its inception, the Special Programme has conducted multinational 
epidemiological studies on virtually all existing fertility regulating agents and 
methods. A number of studies have been published, e.g., on oral and injectable 
contraceptives and the risk of genital and breast cancer, on oral contraceptives and the 
risk of cardiovascular disease, on injectable contraceptives and the risk of pelvic 
inflammatory disease, and on intrauterine devices (IUDs) and the risk of ectopic 
pregnancies and pelvic inflammatory disease. Other studies have addressed issues such as 
the relative safety of different methods of female sterilization, the sequelae of induced 
abortions, and the possible sequelae of vasectomy. 

The Special Programme has conducted multicentre studies with IUDs, providing more 
than 500 000 woman-months of experience. As a result of these studies it is established 
that the newer copper devices are significantly better in preventing pregnancy than the 
earlier copper devices, and far better than the inert (non-medicated) devices. The 
Special Programme has also established that - in contradistinction to insertion after 
second trimester abortion - insertion following first trimester abortion is as safe and 
effective as interval insertion. 

Ongoing investigations include a study of the interaction of oral contraceptives 
with diseases prevalent in developing countries and/or the drugs used in their 
treatment； an investigation of the effect of injectable and implantable contraceptives 
on the progeny in utero and during lactation (in cases where they either failed to 
prevent conception, or were administered before pregnancy was detected)； health risk 
surveillance studies with newly introduced contraceptives； and assessment of the 
interaction of various methods of contraception with human immunodeficiency virus (HIV) 
infection and AIDS. 

5.2 Behavioural and social determinants of fertility regulation 

A number of large-scale studies have been conducted on the psychosocial aspects of 
fertility regulation, including studies on family formation patterns and health, patterns 
and perceptions of menstruation, user preferences in different developing countries, and 
illegal abortions. 



The most important ongoing studies are concerned with, inter alia, the various 
factors affecting the choice and continuation of use of different methods of fertility 
regulation in developing countries, and the community barriers that impede access to 
family planning. Other studies address the changing roles of men and women with regard 
to reproductive health and the adoption of different fertility regulating methods, and 
the economic, social and psychological costs and benefits of fertility regulation to 
couples living under different socioeconomic conditions. 

Several studies on the service aspects of fertility regulation have been conducted; 
a number of Member States (e.g., India, Indonesia, Kenya, Pakistan, the Philippines, 
Thailand, and Turkey) have made important changes in their service delivery and national 
family planning programmes, or even in their legislation, as a result of the findings and 
recommendations arising from these projects conducted in over 30 developing countries. 

6 • Development of new and improved methods 

The development of new and improved methods is the special responsibility of six 
task forces, namely the task force on long-acting systemic agents for fertility-
regulation, the task force on post-ovulatory methods for fertility regulation, the task 
force on vaccines for fertility regulation, the task force on methods for the regulation 
of male fertility, the task force on methods for the natural regulation of fertility, and 
the task force on plants for fertility regulation. The extent of the various clinical 
studies is revealed by the fact that more than 180 multicentre international trials have 
been carried out involving more than 185 000 subjects in 150 centres in 53 countries. 
Furthermore, a large number of single-centre clinical pharmacological studies have been 
carried out. The Special Programme has access to record forms on approximately 200 000 
subjects. For the various clinical and pre-clinical studies, contracts have been awarded 
to almost 500 institutions in 65 countries. 

6•1 Long-acting systemic agents 

The Programme has developed a variety of long-acting systemic agents which will be 
ready for introduction into family planning programmes over the next few years. Four 
once-a-month injectable formulations have reached the stage beyond large-scale clinical 
trials. Two of the formulations (HRP-102 and Cycloprovera) have been developed in 
collaboration with two pharmaceutical companies. The pharmacokinetic and pharmacodynamic 
profiles of both products are very favourable. In a large comparative trial after one 
year of use in more than 1000 subjects the high effectiveness of the two products was 
established. The discontinuation rate for genital bleeding disturbances in the two 
groups was 6% and 7%, respectively, much less than reported with presently available 
progestogen-only formulations, such as depomedroxyprogesterone acetate and riorethisterone 
enanthate (14%-15%) . In addition, new progestogen-only injectable contraceptives are at, 
or beyond, large-scale clinical trials. The available clinical data seem to suggest that 
the levonorgestrel butanoate microcrystalline suspension which has been developed by the 
Special Programme in collaboration with the Contraceptive Development Branch of the 
United States National Institute of Child Health and Human Development provides a 
two-to-three month duration of contraceptive effect when administered in a dose of 
12.5 mg, a much smaller dose than that of comparable available preparations. 

Furthermore, the Special Programme has developed, tested arid, submitted for 
registration a new vaginal delivery system which provides constant blood levels and a 
contraceptive effect for a minimum of three months by releasing as little as 20 /xg of 
levonorgestrel per day. The ring is inserted and removed by the user. In addition, in 
collaboration with the Population Council, clinical studies are in progress with vaginal 
rings releasing natural progesterone in daily doses of 5 mg to 10 mg. These latter rings 
are for use during the post-partum period. 

A biodegradable implantable contraceptive (developed in collaboration with the 
Contraceptive Development Branch, United States National Institute of Child Health and 
Human Development) and a six-monthly vaginal delivery system for levonorgesrel have 
reached the stage of clinical evaluation. 



6.2 Post-ovulatory methods 

In comparative trials involving more than 15 000 volunteers the Special Programme 
has established which prostaglandin analogue, dose regimen, formulation and route of 
administration are the most suitable in different clinical situations. Furthermore, the 
Special Programme has developed improved and safe procedures for the medical termination 
of first- and second-trimester pregnancy, generated a large body of clinical 
pharmacological data for the registration of several products, and negotiated agreements 
with three manufacturers for the supply of their products for distribution in the public 
sector at concessionary prices. 

Recent studies supported by the Special Programme have led to the establishment of 
an important synergistic effect between the anti-progestin RU-486 and very small amounts 
of prostaglandin analogue administered sequentially. The success rate of the combination 
is much higher than that of RU-486 alone, whereas the side effects are much lower than 
those of the prostaglandin analogue alone, used previously in higher doses. 

Large-scale clinical studies are also in progress to evaluate the feasibility of 
progestogen-only post-coital contraception with relatively large doses of levonorgestrel. 

6•3 Vaccines for fertility regulation 

The Special Programme has developed and brought into Phase I clinical trials an 
almost totally synthetic birth control vaccine, after obtaining permission from both the 
United States Food and Drug Administration and the Australian Drug Regulatory Authority. 
The vaccine consists of a synthetic carboxyterminal 109-145 aminoacid region of the 
fi-subunit of human chorionic gonadotrophiri, conjugated to diphtheria toxoid as the 
carrier, administered with muramy1 dipeptide adjuvant in a squalene-arlacel vehicle. The 
development of a second generation vaccine is also in progress. 

6•4 Methods for the regulation of male fertility 

Few advocates of the approach involving regulation of male fertility seem to realize 
that to develop a male contraceptive is a formidable task, first because basic knowledge 
of male physiology in this respect is very limited, secondly because it is very difficult 
to inhibit spermatogenesis without interfering with testicular androgen secretion, and 
thirdly because it is equally difficult to achieve invariably long-term reversible 
azoospermia and not only a severe degree of oligospermia. Hence, the Special Programme 
has not yet developed a safe and effective "pill for men", nor has any other agency or 
organization. Nevertheless, the Special Programme has made, and is making, a number of 
significant contributions to the field. 

A number of multicentre clinical studies were conducted with the aim of assessing 
the feasibility of using antiandrogens, or progestogen-androgen combinations as male 
antifertility agents. The latter studies revealed that there was a need to develop far 
longer-acting androgens than those available today. A series of novel testosterone 
esters has been synthesized and patented by the Special Programme. A single injection of 
one of these was shown to maintain physiological testosterone levels in castrated male 
monkeys for months. 

Among the studies currently in progress are the following: a multicentre clinical 
trial on the contraceptive efficacy of very severe oligospermia induced by long-acting 
androgens； studies on the safety and efficacy of transdermal chemical vas occlusion; 
clinical pharmacological studies on the combined administration of an LH-RH antagonist 
and a long-acting androgen; a synthesis and screening programme on gossypol analogues to 
explore their spermicidal and virucidal activity (with special emphasis on their effect 
on HIV)； studies on "post testicular" fertility control with new agents of plant origin, 
especially those recently isolated from extracts of Tripterygium wilfordii Hook 
(Celastraceae)； and preclinical studies on the potential of a variety of 
follicle-stimulating hormone inhibitors in male fertility control. 



6•5 Methods for the natural regulation of fertility 

The first impartial international assessment of the cervical mucus (ovulation) 
method of natural family planning was undertaken by the Special Programme in a 
five-country study. A high method-effectiveness was found but very low 
use-effectiveness. A core curriculum (learning package) for training teachers and 
potential users of natural family planning methods was developed as a result of a large 
number of special consultations. Copies of the package, Family fertility education, were 
widely distributed. 

Furthermore, a 10-country multicentre study (the largest of its kind ever conducted) 
provided more precise information than was previously available on the temporal 
relationships between peripheral hormone levels and the time of ovulation, as determined 
by direct visualization and histological evaluation. In other studies, a large number of 
potential indices of the fertile period were critically assessed and, on the basis of the 
findings, simple techniques were developed for the determination of the fertile period. 
As a next step, the Special Programme plans to evaluate, in large-scale multinational 
trials, the efficacy of self-assessment of the fertile period using "do-it-yourself" 
kits. 

It should be borne in mind that - even now - lactation prevents more births than all 
the modern methods of fertility regulation put together. Therefore, the Special 
Programme is conducting large-scale multinational studies to assess the determinants of 
lactational amenorrhoea in different populations. On the basis of these studies 
guidelines will be developed for the optimization of child-spacing by lactation. 

6.6 Plants for fertility regulation 

A number of collaborating centres, predominantly in developing countries or areas 
(China (Shanghai and Wuhan), Hong Kong, India (Lucknow), Republic of Korea (Seoul), Sri 
Lanka (Peradeniya), and United States of America (Chicago)), collected, extracted and 
evaluated in animal tests some 300 plant species with alleged antifertility effects, 
identified by means of an intensive literature search. Several new chemical entities 
possessing anti-fertility activity in rodents have been isolated and subsequently . 
synthesized for subhuman primate studies. Examples of such new chemical entities 
possessing anti-implantation activity include yuehchukene and pseudolaric acid В. 
Whether or not these compounds will be tested clinically depends on the outcome of 
preclinical safety assessment. 

7• Prevention and management of infertility 

Infertility is a major medical and social problem of global dimension; 
epidemiological studies carried out by the Special Programme indicate that up to 15% of 
couples of reproductive age, perhaps as many as 50-80 million couples, may have problems 
related to infertility. Therefore, the Special Programme has conducted a standardized 
investigation of the infertile couple which involved more than 8500 couples in 33 centres 
in 25 countries. This systematic study (the largest of its kind) revealed the most 
frequent causes of infertility in both women and men and allowed investigators around the 
world to use a simplified standardized methodology for the comparison of results. This 
methodology includes simple algorithms for use in primary health care and computer 
software for use at specialized centres. On the basis of the data obtained the strategic 
plan of the task force on the prevention and management of infertility has been 
reoriented to emphasize prevention of infertility and in particular its relationship to 
sexually transmitted diseases. 

8. Expansion and improvement of resources for research 

One third of the budget of the Programme is spent on the expansion and improvement 
of the resources for research in developing countries. Initially, a global network of 
clinical research centres was developed, to conduct coordinated multicentre clinical 



trials, using common protocols and carefully standardized diagnostic methods and 
laboratory techniques. The network - of which 80% of the centres are situated in 
developing countries - represents a unique international health research resource. 
However, since the promotion of national self-reliance for research in human reproduction 
is a very important objective and an integral part of the Special Programme, more and 
more effort has been devoted to providing resources for research on relevant local 
problems, as viewed by the developing countries themselves. 

Thus, intensive efforts have been made to strengthen institutional resources in a 
number of countries (e.g., China, India, Indonesia and Kenya). As an example, since the 
inception of the Special Programme, equipment, research training and consultants, 
totalling more than US$ 3.5 million, have been provided to the National Centre for 
Research in Reproduction, Nairobi, and the assistance provided to the eight large centres 
in China exceeds US$ 13 million, of which approximately half was contributed by UNFPA. 
In addition, several centres have received, substantial assistance in strengthening their 
research capacities (e.g., those in Cotonou (Benin), Dakar, Hanoi, Tunis and Yaoundé). 

Research training grants have been awarded to 980 scientists from 60 countries, 
visiting scientist grants to 163 senior scientists from 36 countries, and 
"re-entry" grants to 80 scientists from 31 countries, representing a total value of more 
than US$ 13 million. More than 900 of the grants were awarded to scientists from 
developing countries. In addition to 125 training courses held in collaboration with 
ministries of health, the Special Programme has organized 35 seminars, 56 workshops and 
39 symposia: altogether 130 major scientific events in some 40 countries. 
Matched reagents for hormonal assays are currently distributed to some 80 laboratories in 
40 countries, and an additional 90 laboratories participate in the external quality 
assessment scheme. The number of publications based on the use of these reagents exceeds 
500. The total value of equipment, supplies and reagents provided to centres in 
developing countries exceeds US$ 33 million, corresponding to 16% of the total income of 
the Special Programme from its inception; this includes small supplies distributed to 
120 institutions in 34 countries and journal subscriptions for 90 institutions in 30 
countries. 

There are many indications that the support described above, provided to developing 
countries, has resulted in a greater commitment of the countries to health research, and 
in a progressive growth in their capacity to carry out research in the field of human 
reproduction in general, and in relation to their own family planning programmes in 
particular. For example, in 1986 the institutions in Nairobi that had been receiving 
institution-strengthening support for several years were incorporated into a national 
Centre for Reproduction Research supported by the Government of Kenya. The institutions 
being strengthened in China are becoming nationally recognized as capable of providing 
expertise and advice to the Government in different areas of biomedical and health 
research. Several institutions in the global network of centres are competing for, and 
winning, support for research from other agencies working on fertility regulation. 
Moreover, scientists from these institutions are playing a major role in formulating 
research policies for their own countries, in steering the research policies of the 
Special Programme and in carrying out the research required by the task forces. Support 
for the strengthening of an individual institution in a developing country is given on a 
gradually declining scale over a period of 10-15 years. As the human and material 
resources of these institutions grow over the period of development they attract 
increasing support from the Special Programme's task forces for specific research 
projects. This trend towards integrating institution-strengthening and research arid 
development in the institutions themselves is reflected in the administration of the 
Special Programme. 

Last but not least, the results of the studies supported by the Special Programme 
have been described in more than 6000 publications ； clear evidence of the success of 
institution-strengthening is that the proportion of publications by scientists from 



developing countries has gradually risen from approximately a third of the total in the 
period 1972-1977 to half in the period 1984-1987. 

9. Collaboration and the coordination of research 

In its capacity as the main instrument of WHO and of the entire United Nations 
system for conducting, promoting, evaluating and coordinating research on human 
reproduction, the Special Programme collaborates closely with the ministries of health of 
all Member States. It also collaborates and coordinates its activities with a large 
number of intergovernmental and nongovernmental agencies, and with national and private 
agencies active in research in human reproduction and related fields. 

Collaboration takes place in several ways, from a systematic exchange of information 
by means of regular and mutual attendance at planning meetings to jointly organizing 
international symposia or launching major collaborative research projects. Examples of 
the latter are projects carried out in collaboration with the Center for Population 
Research, United States National Institutes of Health, the Population Council, Family 
Health International, the International Organization for Chemical Sciences in Development 
and the Indian Council of Medical Research. Research projects are also carried out in 
collaboration with other WHO programmes, for instance the Division of Family Health, the 
Special Programme on AIDS and the Division of Communicable Diseases, and with the 
regional offices. 

Of special importance is the collaboration with industry in general and with the 
pharmaceutical industry in particular. The corner-stone of the Programme's relationship 
with industry is the promotion and protection of the interest of the public sector, with 
special emphasis on the needs of developing countries. Thus far, more than 60 drugs and 
devices from more than 30 companies in some 20 countries have been made available to the 
Special Programme for testing, and more than 30 agreements have been concluded, or are 
under negotiation, in countries such as Australia, Finland, France, Federal Republic of 
Germany, Indonesia, Japan, Mexico, Netherlands, Switzerland, United Kingdom of Great 
Britain and Northern Ireland, and United States of America. 

With respect to its coordinating functions, the Special Programme also regularly 
convenes general coordination meetings with other agencies working in the field; these 
frequently involve the participation of scientists actively involved in ongoing research 
activities. 

10. Special responsibilities 

Among the Programme's special responsibilities, brief mention should be made of its 
advisory function, and of ethical issues, patents, drug regulatory issues and the 
dissemination of information. 

10.1 Advisory function 

This is an especially important function of the Special Programme, since advice on a 
wide variety of technical aspects of family planning is frequently sought not only by the 
ministers of health of many Member States but also by international and national 
organizations and institutions, and sometimes even individual scientists. 

10•2 Ethical issues 

The maintenance of uniformly high ethical standards in conducting clinical research 
in an area as sensitive as fertility regulation is a sine qua non for the Special 
Programme. The ethical aspects of each proposed research project are reviewed 
sequentially by the steering committee of the relevant task force, the Special 
Programme's Toxicology Group, the Special Programme's Review Group and, finally, by the 
ethical review committee of WHO - the Secretariat Committee on Research involving Human 
Subjects (SCRIHS). Furthermore, all project proposals must include evidence of approval 



by institutional and national ethical review mechanisms. Indeed, in institutions where 
such a mechanism did not exist, the Programme has helped to create an ethical committee 
and has provided advice on its constitution and proper composition. In some developing 
countries these committees have provided a basis for a national ethical review system. 
In fact, ethical concerns rank so highly in the Special Programme that it has requested 
the Council for International Organizations of Medical Sciences (CIOMS) to convene 
jointly in June 1988 an international conference on "Ethics and human values in family 
planning; an inter-cultural (international) dialogue on rights and responsibilities of 
individuals and societies regarding reproductive decisions11. 

10.3 Patents 

In 1982 the World Health Assembly decided that it should be the policy of WHO to 
obtain patents, inventors‘ certificates or interests in patents on patentable health 
technology developed through projects supported by WHO. Thus far, 14 patent 
applications have resulted from research sponsored by the Special Programme； six have 
already been granted. 

10•4 Drug regulatory issues 

Recommendation 69, adopted by consensus at the International Conference on 
Population, held in Mexico City in 1984, at which 146 Member States were represented, 
called for an attempt to modernize and update the requirements for pre-clinical and 
clinical assessment of new fertility regulating agents. In February 1987 the Special 
Programme organized a symposium on "Improving safety requirements for contraceptive 
steroids", with approximately 100 participants from 34 countries, including basic and 
clinical scientists, representatives of drug regulatory agencies, pharmaceutical 
companies and consumer groups, and representatives of national and international 
organizations interested in research on family planning. On the basis of suggestions 
made at the symposium and at subsequent consultations, a set of guidelines was issued for 
the Toxicological and clinical assessment and post-registration surveillance of steroidal 
contraceptive drugs• Together with the papers presented at the Symposium the guidelines 
will be published by the Programme early in 1988. 

10•5 Dissemination of information 

In addition to the more than 6000 scientific publications mentioned above and the 
large number of published proceedings of symposia, the Special Programme issued annual 
reports regularly up to 1985 and from 1986-1987 will issue a biennial report; a 
newsletter entitled Progress is issued every three months. 

11• Financial matters 

Since the Special Programme's inception in 1971, 25 financial contributors 
(including seven developing countries) have provided some US$ 200 million. In addition, 
institutions working with the Special Programme make counterpart contributions in the 
form of manpower and institutional infrastructure. Such contributions cannot be 
quantified with precision but they are most certainly substantial. 

1 Resolution WHA35.14. 
о 
Safety requirements for contraceptive steroids. Proceedings of a WHO symposium, 

Geneva, 2-5 February 1987. Cambridge, Cambridge University Press, 1988 (in press). 
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As can be seen, up to 1980 the Special Programme's income increased steadily until 
it reached US$ 19 million. During the period 1981-1984 it decreased to as low as 
US$ 12.5 million. In 1985 the position began to improve until, in 1987, it will reach an 
estimated level of approximately US$ 21 million. 

The financial contributors during the biennium 1986-1987 were : Australia, China, 
Cuba, Denmark, Finland, France, the Federal Republic of Germany, India, Malaysia, Mexico, 
the Netherlands, Nigeria, Norway, Sweden, Thailand, the Union of Soviet Socialist 
Republics (contribution in kind), the United Kingdom of Great Britain and Northern 
Ireland, the United States of America (contribution in kind)， the Canadian International 
Development Research Centre, the Rockefeller Foundation, UNFPA, the World Bank, and WHO. 

The Special Programme also acts as Executing Agency for UNFPA country projects. 

12. Evaluation of programme activities 

The evaluation mechanisms built into programme activities ensure that the research 
and research capability-strengthening activities that are implemented contribute to the 
achievement of the objectives of the programme and that the research methodologies used 
are of the highest scientific standard. These internal evaluation mechanisms exist at 
both the individual project level and the broad programme level of the task forces. 
Protocols for individual projects are evaluated by two independent mechanisms, both of 
which have to be satisfied before the project can be implemented. The first is a peer 
review by which at least two scientists independently assess the protocol. The second is 
a review by an independent group of senior scientists - the Special Programme's Review 

Income and obligations are summarized in the chart below: 
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Group - which meets to review the protocols collectively. Evaluation focuses on many 
aspects of a project, of which the following three are the most important: scientific 
quality, relevance to programme objectives and maintenance of adequate ethical 
standards. In addition to these types of evaluation, protocols for research involving 
human subjects have to pass the rigorous criteria laid down by WHO for ensuring the 
health protection and the rights of the subjects. When research protocols are 
implemented, after satisfying the requirements of these evaluation mechanisms, the 
progress of the research is regularly monitored through annual progress reports and by 
means of site visits to the locations where it is being conducted. At a broader 
programme level, the Special Programme's independent Scientific and Technical Advisory 
Group (STAG), which consists of outstanding scientists who are not recipients of funds 
from the Special Programme, reviews the progress of the task forces' individual research 
programmes at a meeting held once a year. In addition to this annual review, each 
research programme is evaluated in depth every four years. STAG is also responsible for 
maintaining an adequate balance in the allocation of resources to the different 
activities of the Special Programme. Progress in research capability-strengthening 
activities is also reviewed by STAG in a manner similar to that in which it reviews 
individual research programmes. 

The internal evaluation mechanisms described above are complemented by external 
evaluations of programme activities. External evaluations are commissioned by the 
Special Programme's Policy and Coordination Advisory Committee (PCAC) with the main 
purpose of improving programme operations and studying their impact on the outside world 
and on the general field of reproductive health. External evaluations were carried out 
in 1978 and 1982. The next is scheduled for 1988-1989 and its main focus will be on the 
impact of programme activities on the developing countries. 

13• Co-sponsorship of the Special Programme 

At its meeting in May 1.987, PCAC approved a proposal that the Special Programme 
should be co-sponsored by UNDP, UNFPA and IBRD (World Bank), with WHO as sponsor and 
Executing Agency. PCAC rioted a number of advantages that would accrue to the Special 
Programme as a result of со-sponsorship, among them the benefits to be derived from the 
expertise of the other со-sponsoring agencies and their interaction with Member States, 
and from having a more secure basis of funding. The со-sponsoring structure of the 
Special Programme would be very similar to that of the Special Programme for Research and 
Training in Tropical Diseases. A standing committee, with representatives of the 
со-sponsoring agencies as members, would meet approximately three times a year to review 
Special Programme issues and to make recommendations to the Policy and Coordination 
Committee (PCC), formerly PCAC. The со-sponsorship is expected to become effective in 
1988 following review by the governing bodies of the sponsoring agencies of a "Memorandum 
on the Administrative Structure of the Special Programme of Research, Development and 
Research Training in Human Reproduction", the text of which is appended. 

Appendix 

MEMORANDUM ON THE ADMINISTRATIVE STRUCTURE OF THE 
SPECIAL PROGRAMME OF RESEARCH, DEVELOPMENT AND RESEARCH TRAINING 

IN HUMAN REPRODUCTION 

The Special Programme of Research, Development and Research Training in Human 
Reproduction (hereinafter called the Special Programme) is structured on the basis of 
со-sponsorship by the United Nations Development Programme (hereinafter called UNDP), the 
United Nations Population Fund (hereinafter called UNFPA), the World Health Organization 
(hereinafter called WHO) and the International Bank for Reconstruction and Development 



(hereinafter called The Bank), and operates within a broad framework of intergovernmental 
and inter-agency cooperation and participation. 

1. BASIC STRUCTURE 

1.1 The Special Programme is a global programme of international technical cooperation 
initiated by WHO to promote, coordinate, support, conduct and evaluate research in human 
reproduction, with particular reference to the needs of developing countries, by: 

(i) promoting and supporting research aimed at finding and developing safe and 
effective methods of fertility regulation, and identifying and eliminating obstacles 
to such research and development; 

(ii) identifying and evaluating health and safety problems associated with fertility 
regulation technology, analysing the behavioural and social de terminants of 
fertility regulation, and testing cost-effective interventions to develop improved 
approaches to fertility regulation within the context of reproductive health 
services； 

(iii) strengthening the training and research capability of developing countries in 
the field of human reproduction; 

(iv) establishing a basis for collaboration with other programmes engaged in 
research and development in human reproduction, which will include the 
identification of priorities across the field and the coordination of activities in 
the light of such priorities. 

1•2 The Cooperating Parties are 

1.2.1 Governments contributing to Special Programme resources； governments 
providing technical and/or scientific support to the Special Programme； and 
governments with policies designed to address the needs for fertility regulation and 
family planning for their populations in the context of their overall plans for 
health care and social and economic development. 

1.2.2 Intergovernmental and other non-profit-making organizations contributing to 
Special Programme resources or providing technical and scientific support to the 
Special Programme. 

1.3 The Co-sponsors are UNDP, UNFPA, WHO and The Bank. 

1.4 The Executing Agency is WHO. 

1 • 5 Special Programme Resources are the financial resources made available to the 
Special Programme by governments and organizations through the WHO Voluntary Fund for 
Health Promotion. 

2. POLICY AND COORDINATION COMMITTEE 

The Policy and Coordination Committee (PCC) is the governing body of the Special 
Programme. 

2.1 Functions 

PCC shall, for the purpose of coordinating the interests and responsibilities of the 
parties cooperating in the Special Programme, have the following functions. 

2.1.1 To review and decide upon the planning and execution of the Special 
Programme. For this purpose it will keep itself informed of all aspects of the 



development of the Special Programme and consider reports and recommendations 
submitted to it by the Standing Committee referred to in Section 3 of this 
Memorandum (hereinafter called the Standing Committee), the Executing Agency and the 
Scientific and Technical Advisory Group referred to in Section 4 of this Memorandum 
(hereinafter called STAG). 

2.1.2 To review and approve the plan of action and budget for the coming financial 
period prepared by the Executing Agency and review by STAG and the Standing 
Committee. 

2.1.3 To review the proposals of the Standing Committee and approve arrangements 
for the financing of the Special Programme. 

2.1.4 To review proposed longer term plans of action and their financial 
implications. 

2.1.5 To review the annual financial statements submitted by the 
and the audit report thereon submitted by the External Auditor of 
Agency. 

Executing Agency, 
the Executing 

2.1.6 To review periodic reports that will evaluate the progress 
Programme towards the achievement of its objectives. 

2.1.7 To review and endorse the selection of members 
Agency in consultation with the Standing Committee. 

2.1.8 To consider such other matters relating to the 
referred to it by any Cooperating Party. 

of the Special 

of STAG by the Executing 

Special Programme as may be 

2•2 Membership 

PCC shall consist of 32 members from among the Cooperating Parties as follows : 

2.2.1 Largest financial contributors : 11 government representatives 
countries that were the largest financial contributors to the Special 
the previous biennium. 

from the 
Programme in 

2.2.2 Countries elected by the WHO regional committees : 14 government 
representatives from Member States elected by the WHO regional committees for 
three-year terms according to population distribution and regional needs, 
distributed as follows : 

Africa 4 
The Americas 2 
South-East Asia 3 
Europe 1 
Eastern Mediterranean 1 
Western Pacific 3 

In these elections due account should be taken of a country's financial and/or 
technical support to the Special Programme and its interest in the fields of family 
planning, research and development in human reproduction and fertility regulation, 
as demonstrated by national policies and programmes. 

2.2.3 Other interested Cooperating Parties : two members elected by PCC for 
three-year terms from the remaining Cooperating Parties. 

2.2.4 Permanent members : the Co-sponsors of the Special Programme and the 
International Planned Parenthood Federation. 



Members of PCC in categories 2.2.2 and 2.2.3 may be re-elected. 

2 • 3 Observers 

Other Cooperating Parties may be represented as observers with the approval of the 
Executing Agency after consultation with the Standing Committee. Observers attend 
sessions of PCC at their own expense. 

2•4 Operation 

2.4.1 PCC shall meet at least once a year, and in extraordinary sessions, if 
required, subject to the agreement of the majority of its members. The Executing 
Agency shall provide the secretariat. 

2.4.2 PCC shall elect each year from among its members, a chairman, a vice-chairman 
and a rapporteur. 

2.4.3 The Chairman shall: 

-convene and preside over sessions of PCC； 

-undertake such additional duties as may be assigned by PCC. 

2.4.4 Subject to any special arrangements that may be decided upon by PCC, members 
of PCC shall make their own arrangements to cover the expenses incurred in attending 
sessions of PCC. 

2•5 Procedures 

2.5.1 In its proceedings PCC shall be guided mutatis mutandis by the Rules of 
Procedure of the World Health Assembly. 

2.5.2 In consultation with the Chairman, the secretariat shall prepare an annotated 
provisional agenda for each session. 

2.5.3 A report, prepared by the Rapporteur with the assistance of the secretariat, 
shall be circulated as soon as possible after the conclusion of the session for the 
approval of participants. 

3. THE STANDING COMMITTEE 

3.1 Composition 

The Standing Committee shall be comprised of representatives of the Co-sponsors. 

3.2 Functions 

The Standing Committee shall have the following functions : 

3.2.1 To review plans of action and a budget for the coming financial period, 
prepared by the Executing Agency and reviewed by STAG, in time for presentation to 
the annual session of PCC. 

3.2.2 To make proposals to PCC for the financing of the Special Programme for the 
coming financial period. 

3.2.3 To review the reallocation of resources during a financial period, as 
recommended by STAG and the Executing Agency, and to report to PCC. 



3.2.4 To examine the reports submitted to the Executing Agency by STAG and the 
Executing Agency's comments； make the necessary observations thereon; and transmit 
these, with comments as appropriate, to PCC. 

3.2.5 To review particular aspects of the Special Programme, including those that 
may be referred to it by PCC, and present findings and recommendations to PCC. 

3.2.6 To inform PCC, as required, regarding Special Programme matters of interest 
to PCC. 

3.2.7 To prepare ari annual report of its activities for PCC. 

3•3 Operation 

3.3.1 The Standing Committee shall usually meet twice a year； once at the time of 
the PCC session, and additionally between sessions of PCC. 

3.3.2 The Executing Agency shall arrange for support services and facilities as may 
be required by the Standing Committee. 

3.3.3 Members of the Standing Committee shall make their own arrangements to cover 
the expenses incurred in attending meetings of the Standing Committee. 

4. SCIENTIFIC AND TECHNICAL ADVISORY GROUP (STAG) 

4•1 Functions 

STAG shall have the following functions : 

4.1.1 To review, from a scientific and technical standpoint, the content, scope and 
dimensions of the Special Programme, including the research areas covered and 
approaches to be adopted. 

4.1.2 To recommend priorities within the Special Programme, including the 
establishment and disestablishment of task forces, and all scientific and technical 
activities related to the Special Programme. 

4.1.3 To provide PCC and the Standing Committee with a continuous and independent 
evaluation of the scientific and technical aspects of all activities of the Special 
Programme. 

4.1.4 To review the plans of action and the budget for financial periods prepared 
by the Executing Agency and make proposals to the Standing Committee for possible 
reallocation of resources within the scientific and technical component of the 
Special Programme during each financial period. 

For these purposes, STAG may propose and present for consideration to the Executing 
Agency, the Standing Committee or PCC, as appropriate, such technical documents and 
recommendations as it deems necessary. 

4.2 Composition 

4.2.1 STAG shall have 15-18 members, who shall serve in their personal capacities 
to represent the broad range of biomedical and other disciplines required for 
Special Programme activities. 

4.2.2 Members of STAG, including the Chairman, shall be selected, on the basis of 
scientific and technical competence, by the Executing Agency, in consultation with 
the Standing Committee and with the endorsement of PCC. 



4.2.3 Members of STAG shall not be members of other committees of the Special 
Programme, principal investigators in studies undertaken by the Special Programme, 
or Special Programme grantees. 

4.2.4 Members of STAG, including the Chairman, shall be appointed to serve for a 
period of three years, and shall be eligible for immediate reappointment only once. 

4•3 Operation 

4.3.1 STAG shall meet at least once each year. 

4.3.2 The Executing Agency shall provide the secretariat of STAG, including 
sustained scientific, technical and administrative support. 

4.3.3 STAG shall elect a vice-chairman and a rapporteur for each meeting from among 
its members. 

4.3.4 STAG shall prepare an annual report on the basis of a full review of all 
technical and scientific aspects of the Special Programme. This report, containing 
its findings and recommendations, shall be submitted to the Executing Agency and to 
the Standing Committee. The Executing Agency shall submit its comments on the 
report (if any) to the Standing Committee. The Standing Committee shall then 
transmit the report, including any comments of the Executing Agency, together with 
its own observations and recommendations, to PCC. The Chairman of STAG, or in the 
absence of the Chairman a member of STAG acting as deputy, shall attend all sessions 
of PCC. 

5. THE EXECUTING AGENCY 

The Executing Agency, after consultation with the Standing Committee and other 
consultations as appropriate, shall appoint the Director, Special Programme, and appoint 
or assign all other personnel to the Special Programme, as specified in the plans of 
work. Drawing, as required, on the administrative resources of the Executing Agency, and 
in cooperation with the Co-sponsors, the Assistant Director-General supervising the 
Director, Special Programme will be responsible for the overall management of the Special 
Programme. Drawing to the full on the scientific and technical resources of the 
Executing Agency, the Director, Special Programme shall be responsible for the overall 
scientific and technical development and operation of the Special Programme, including 
the plans of action and the budget. 



ANNEX 4 

STATUS OF COLLECTION OF ASSESSED CONTRIBUTIONS 
AND STATUS OF ADVANCES TO THE WORKING CAPITAL FUND1 

Report by the Director-General 

[EB81/8 - 12 January 1988] 

Introduction 

1. In recent years the Executive Board has repeatedly expressed deep concern at the 
continuing deterioration in the pattern of payment of contributions by Member States. At 
its seventy-ninth session, held in January 1987, the Board recommended a resolution 
for adoption by the Fortieth World Health Assembly calling the attention of all Members 
to the importance of paying their full contributions as early as possible in the year to 
which they relate. This resolution was adopted by the Health Assembly on 13 May 1987 
and was transmitted by the Director-General to all Member States on 30 June 1987 as an 
enclosure to the letter of notification of assessed contributions for the financial 
period 1988-1989. On 25 September 1987 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 1987 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 1978 to 1987: 

Rate of collection of contributions 
due in current year in respect of the 

effective working budget (%) 

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 
31 December 1987 78.47 

3. The rate of collection of current year contributions for the effective working 
budget - 78.47% as at 31 December 1987 - is the second lowest since 1950. The resulting 
shortfall of US$ 52 183 575, or 21.53% of assessed contributions payable in 1987 for the 

1 See resolution EB81.R7. 
2 Resolution EB79.R21. 
3 Resolution WHA40.2. 



effective working budget, combined with the amount of US$ 4 073 233 still remaining due 
in respect of 1986 contributions, gave rise to a total shortfall in contributions for the 
financial period 1986-1987 of US$ 56 256 808, or 11.60% of total assessments for the 
biennium. In order to cover this shortfall on 31 December 1987, the Organization -
notwithstanding the programme implementation reductions of the order of US$ 35 000 000 
effected during the biennium - had not only to withdraw the full amount standing to the 
credit of the Working Capital Fund but also to borrow internally from the casual income 
account in accordance with Financial Regulation 5.1. 

4. The following table, also covering the period 1978 to 1987, 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: 

Payment status of Members in 
respect of current year contributions 

to the effective working budget 

Number of Number of Number of 
Members Members Members Total 

which had paid which had paid which had number of 
contributions contributions made no Members 

in full in part payment 

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 
31 December 1987 88 26 50 164 

5. The above indicates a disturbing increase in the number of Member States which make 
no payment whatsoever towards their current year contributions. 

6. 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 Members. In view of the precarious 
financial status referred to in paragraph 3 above, on 18 December 1987 the 
Director-General addressed a special plea by telex to Member States assessed 
US$ 1 million or more for 1988 to make every possible effort to pay their 1988 
contributions on or about 1 January 1988 to permit orderly implementation of the 
1988-1989 programme. 

1 WHO Basic Documents, 37th ed., 1988, p. 79. 



7. 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 1987. 

Conclusion 

8. In the Director-General'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 ； laced on them. The only 
positive way of ensuring sound financing for the Organization is for Member States 
to pay their assessed contributions promptly. 

9. The Director-General will review the full implications of the deteriorating 
financial situation of the Organization in the light of the final figures for the 
financial period 1986-1987 and any further developments that may take place with respect 
to contribution payments prior to the eighty-third session of the Executive Board in 
January 1989. 

1 Not reproduced in this volume. 
2 Document EB77/1986/REC/1, p. 126. 



ANNEX 5 

MEMBERS IN ARREARS IN THE PAYMENT OF THEIR CONTRIBUTIONS TO AN EXTENT 
WHICH WOULD JUSTIFY INVOKING ARTICLE 7 OF THE CONSTITUTION: 

PAST EXPERIENCE AND POSSIBLE FUTURE ACTION1 

Report by the Director-General 

[EB81/9 - 6 October 1987] 

1. During the discussion at the Fortieth World Health Assembly of the item "Members in 
arrears in the payment of their contributions to an extent which may invoke Article 7 of 
the Constitution", it was suggested that the Executive Board and the Secretariat should 
review the question of suspension of voting rights in this context in the light of past 
experience. 

2. The constitutional provision concerning suspension of voting privileges and services 
-Article 7 - reads as follows : 

If a Member fails to meet its financial obligations to the Organization or in 
other exceptional circumstances, the Health Assembly may, on such conditions as it 
thinks proper, suspend the voting privileges and services to which a Member is 
entitled. The Health Assembly shall have the authority to restore such voting 
privileges and services. 

Any suspension under this provision requires a two-thirds majority (Rules of Procedure of 
the World Health Assembly, Rule 72). 

3. In 1955 the Eighth World Health Assembly (by resolution WHA8.13) resolved that it 
would consider whether or not the right of vote should be suspended under Article 7 if a 
Member was in arrears in an amount which equalled or exceeded the amount of the 
contributions due from it for the two full years preceding the opening of the session. 
In 1962 the Fifteenth World Health Assembly decided in a particular case, when the Member 
concerned had made appropriate arrangements for payment of its arrears in annual 
instalments, that the question of suspension would not be considered, although the 
circumstances referred to in resolution WHA8.13 were applicable. The Health Assembly has 
adopted a similar attitude in subsequent sessions. 

4. In 1963 the Sixteenth World Health Assembly noted that five Members were in arrears 
to the extent referred to in resolution WHA8.13； it decided not to suspend their voting 
rights but requested the Executive Board in future to make recommendations to it with 
regard to suspension, and it invited Members in arrears to submit to the Board a 
statement of their intentions as to payment (resolution WHA16.20). Since 1964, 
suspension has had to be considered in the case of at least one Member every year. The 
average number per year was three during the 21-year period 1964 to 1984 inclusive. The 
number rose to seven in 1985, 12 in 1986, and 12 in 1987. During those 24 years, except 
in the case of the same Member on three occasions, the Health Assembly has always decided 
not to suspend the voting rights of the Members concerned. In several resolutions, the 
Health Assembly noted the efforts of the Members concerned to regularize their position. 
In others, there is no reference to any such efforts and, in its last resolution on the 
subject, the Health Assembly noted that three Members had "neither communicated ... their 
intention to settle their arrears nor made any payments towards their contributions" 
since the preceding Health Assembly. 

1 See resolution EB81.R8. 



5. No explanation has been recorded concerning the evident reluctance of the Health 
Assembly to suspend voting rights. Since no delegate has ever questioned the 
reasonableness of the sanction of suspension of voting rights or of the two-year period 
allowed before suspension is even considered, the reluctance of the Health Assembly may 
arise from the wording of Article 7, which makes suspension depend upon a specific 
decision of the Assembly. Whereas other Members no doubt consider it unfair that a 
Member whose financial situation is not significantly different from their own should 
fail to pay its contributions for two years, many may feel that a vote in favour of 
suspending the voting rights of a Member in arrears would be considered an unfriendly act 
towards it. 

6. From this point of view, the position is easier in other organizations of the United 
Nations system, in which suspension of voting rights occurs automatically as soon as two 
years of arrears have been accumulated. Article 19 of the United Nations Charter, for 
example, provides : 

A Member of the United Nations which is in arrears in the payment of its financial 
contributions to the Organization shall have no vote in the General Assembly if the 
amount of its arrears equals or exceeds the amount of the contributions due from it 
for the preceding two full years. The General Assembly may, nevertheless, permit 
such a Member to vote if it is satisfied that the failure to pay is due to 
conditions beyond the control of the Member. 

Thus, in the other organizations the exceptional measure is not the suspension of voting 
rights, as in WHO, but the restoration of those rights. 

7. Also, in UNESCO, Article IV.С.8(b) of the Constitution goes one step further in 
providing for automatic suspension of voting rights in the General Conference if the 
total amount of contributions due from a Member exceeds "the total amount of 
contributions payable by it, for the current year and the immediately preceding calendar 
year", as opposed to the preceding two full years in other organizations. 

8. In WHO it is not possible, without an amendment of the Constitution, for the Health 
Assembly to take a decision providing for the automatic suspension of voting rights if, 
at any time in the future, a Member is two years in arrears. The reference to 
"exceptional circumstances" in Article 7 indicates that each case must be considered on 
its merits as it arises and, under a strict interpretation of the wording, which must be 
followed with respect to Article 7 in so far as it involves the imposition of sanctions, 
the power to suspend the voting rights of a Member can be exercised only "if a Member 
fails to meet its financial obligations to the Organization" - and not before it does 
so. Thus, in WHO it is the Health Assembly and not the Constitution (as in other 
organizations) which determines when and under what conditions suspension can be decided 
in the case of failure to pay contributions. On the other hand, this wide discretion can 
only be exercised on an ad hoc basis. Within this constitutional limit, the Health 
Assembly tried to introduce some measure of automatic action in its resolution WHA37.7, 
when it considered "that in future years the Health Assembly should decide to suspend the 
voting rights of Members subject to Article 7 of the Constitution as a matter of course, 
unless in a particular case there are exceptional circumstances justifying the retention 
of the right to vote which have been communicated by the Member concerned". However, 
this statement of intention by the Health Assembly, made in 1984, has not so far been 
acted upon. 

9. Up to now, the question of applying Article 7 - in the context of failure to meet 
financial obligations - has been considered only in relation to the current session of 
the Assembly. No such limitation, however, is contained in the Constitution, which 
simply empowers the Health Assembly to suspend the voting privileges and services of a 
Member on such conditions as it considers proper. The Health Assembly could therefore 
decide upon the suspension of the voting rights of a Member in arrears that would take 
effect only if, on the opening day of the following session of the Assembly, the Member 



was still two years in arrears in respect of its prior years‘ contributions. From that 
session onwards, the position in WHO would be similar to that in other organizations. 
The suspension would automatically take effect if the Member's position had not been 
regularized, without prejudice however to the power of the Health Assembly to restore 
voting rights if it considered this justified. The initial decision on suspension would 
require a two-thirds majority; only a simple majority would be required for restoration. 



ANNEX 6 

RATIONAL USE OF DRUGS1 

Report of the Executive Board Ad Hoc Committee on Drug Policies 

[EB81/25 - 14 January 1988] 

1. The Executive Board Ad Hoc Committee on Drug Policies met on 9 and 10 January 1988 
to review the progress report by the Director-General on the implementation of WHO's 
revised drug strategy. Professor В. Westerholm was elected Chairman and Dr R. Hapsara 
Rapporteur. 

2. The Ad Hoc Committee recalled resolutions WHA37.33 and WHA39.27 on the rational use 
of drugs, and the WHO revised drug strategy approved by the Thirty-ninth World Health 
Assembly, contained in document WHA39/1986/REC/1, Annex 5, part 2. 

3. The Committee considered the Director-General's report on WHO'S revised drug 
strategy (see Appendix), and expressed its great satisfaction with the quantity and 
quality of work done by the Organization. It complimented those responsible for the 
progress achieved within the "spirit of Nairobi" and noted that, despite the limited 
manpower and financial resources, the greater part of the goals of the strategy had been 
furthered. The training of physicians, clinical pharmacologists and other health workers 
in the rational use of medicinal drugs required further strengthening, as did education 
of the public in their appropriate use. 

4. The Committee then considered the Director-General's report in detail. 

Collaboration 

5. The Committee noted the close collaboration with governments, other United Nations 
organizations, industry and consumer organizations in carrying out activities under the 
revised drug strategy. Particular reference was made to the increased collaboration with 
indus try - illustrated, for example, by the free supply by one pharmaceutical company of 
ivermectin for the treatment of onchocerciasis in developing countries. Reference was 
also made to the Bamako Initiative, proposed in September 1987 by UNICEF, and adopted by 
WHO'S Regional Committee for Africa, to improve the supply and distribution of essential 
drugs to those countries in need in sub-Sabaran Africa. The present support of the World 
Bank was cited as another example of the recognition the strategy is receiving as a valid 
tool in international development. The Committee wished to record its gratitude for the 
very generous contributions made by bilateral and multilateral agencies to support 
countries in implementing essential drugs programmes. 

Support to countries 

6. Reference was made to the summary report on the involvement of the WHO Action 
Programme on Essential Drugs in country support (document DAP/87.4). The Committee noted 
that more than 100 countries now had essential drugs lists and more than 40 of these had 
developed essential drugs programmes. However, many countries needed to make greater 
efforts to mobilize the necessary political will to make changes in their drug policies 
in favour of increased availability and use in primary health care. 

1 See resolutions EB81.R9 and EB81.R10. 



Operational research 

7. The importance of socioeconomic, sociocultural and anthropological research to 
obtain a better understanding of people's perception and choice of drugs and patterns of 
expenditure was emphasized. The Committee stated that exploration and development of 
traditional medicines and evaluation of their use were particularly important components 
of such research. It was pointed out that research on the active components of certain 
traditional medicines used for tropical diseases, such as malaria, had already been 
undertaken by WHO, had made a contribution to disease control, and should be further 
encouraged. 

Cost sharing 

8. It was decided that the term "cost sharing" was more appropriate than "cost 
recovery", since countries had different policies regarding the financing of drug 
supplies. 

Training, education and manpower 

9. The Committee strongly emphasized the further need for education of the public in 
the appropriate use of medicinal drugs and the expansion of training in clinical 
pharmacology to encompass not just an academic approach but also the people-oriented 
aspects which were equally important and still too frequently neglected. Training should 
ensure a comprehensive knowledge of essential drugs related to national morbidity-
patterns . It was proposed that an advisory group on training be established to assist 
WHO in developing appropriate strategies and training materials. 

10. It was noted that the role of physicians and pharmacists was changing, and they 
needed to make an even more active contribution to promote the rational use of drugs and 
essential drugs programmes. 

Report on the world drug situation (document DAP/87.5) 

11. The Committee congratulated the Secretariat on the scope and quality of the report, 
and recommended that it be presented to the Health Assembly and published as a WHO 
monograph. In view of the importance of the report, the Committee members and the 
Secretariat wished to review it in detail before publication for any possible factual 
errors which might have resulted from the time pressure in its production. It was rioted 
that this was the first such report on the world drug situation and that it would 
facilitate an understanding of future approaches needed and actions to be taken. In view 
of its value, it was recommended that it be periodically updated. 

WHO Certification Scheme on the Quality of Pharmaceutical Products Moving in 
International Commerce�~~ 

12. The Committee reviewed the information prepared by the Secretariat on the 
utilization of the Scheme, and agreed that the proposals for its formal amendment should 
be submitted to the Forty-first World Health Assembly. 

13. In addition 

-firstly, in order to emphasize that both Good Manufacturing Practices and the 
associated certification procedure have relevance to veterinary products administered to 
food-producing animals as well as to products intended for human use； 

-secondly, in order to indicate more precisely the extent to which the 
certification procedure can be applied both to drug substances (as distinct from finished 
pharmaceutical products), and to individual batches of both these entities； 

1 WHO Official Records, No. 226, 1975, Annex 12, part 2. 



it proposed the following textual changes : 

Part I - Certification of Pharmaceutical Products 

1. For the purpose of this Certification Scheme "pharmaceutical product" means any 
medicine in its finished dosage form, [intended for human use,] or a starting 
material offered for use in such dosage form, [that] when it is subject to control 
by legislation in the exporting Member State and in the importing Member State. It 
should be noted that. as a matter of policy, some Member States do not inspect 
manufacturers of starting materials while in other countries such inspection is 
limited to selected active ingredients. 

4. Certification of individual batches of pharmaceutical products and substances 
is only undertaken exceptionally by the competent authorities of Member States. 
Even then, it is rarely applied other than to vaccines and certain other 
biologicals. (The above introductory sentence to be added to the existing text.) 

14. The Committee also recommended that guidelines for good certification practices be 
developed by the Secretariat. These should take into account the needs of importing 
countries and the practical capacity of exporting countries to meet the specified 
requirements. 

Report of a consultation on guiding principles for small national drug regulatory 
authorities 

15. The Committee reviewed the report, which was presented in its first draft, and 
commended the participants in the consultation and the Secretariat on the document's 
contents, relevance, and usefulness. It gave technical and editorial guidance for 
completion and revision of the text, and recommended that the report be published. It 
also recommended that support be given to the development of small drug regulatory 
authorities in developing countries and the training of personnel. 

Dissemination of information 

16. The Committee recalled resolution WHA37.33 requesting the Director-General to 
continue to develop activities aiming at the provision of unbiased and complete 
information on drugs to the health professions and the public. It noted with 
considerable satisfaction the information provided by the following publications : 

-WHO Drug Information, 
-The Essential Drugs Monitor, 
-Pharmaceutical Newsletter (formerly Monthly Mailing), 
-Model Prescribing Information Sheets, 
-Proceedings of the Fourth International Conference of Drug Regulatory Authorities, 
-International Pharmacopoeia, 
-United Nations consolidated list of products. 

17. It commended the quality and value of the new publication WHO Drug Information, 
which filled a pressing need for accurate and rapid scientific information on drugs and 
adverse reactions. It was noted that these publications were produced with very scarce 
manpower and financial resources, and the Committee was advised that it would be 
extremely difficult to maintain their quantity and quality unless additional resources 
were made available. The reduction in resources had been a consequence of resolution 
WHA29.48 which called for transfer of global funds to country activities. However, the 



Committee stressed that the provision of such information was crucial to country 
activities, particularly in the developing world, which did not have the individual 
capacity to produce and obtain such comprehensive and scientific data. 

18. The Committee also commented on The Essential Drugs Monitor, which it recognized met 
a different need and addressed a wider audience than that of the more 
scientifically-oriented publications. 

19. The Committee was of the opinion that the Pharmaceutical Newsletter would benefit 
from a more appealing layout and cover. 

20. The importance of the activities to select international nonproprietary names (INN) 
was emphasized. The desirability of establishing more user-friendly nomenclature was 
stressed although it was recognized that there were many difficulties in obtaining 
international consensus. 

21. It was rioted that, contrary to some perceptions, the International Pharmacopoeia did 
not duplicate national pharmacopoeias； nor did it compete with them, since it covered 
only items included in the WHO model list of essential drugs. Its aim was to assist 
developing countries in analytical quality control. using simple equipment, as 
recommended for small quality control laboratories by the WHO Expert Committee on 
Specifications for Pharmaceutical Preparations. The Committee recommended that the title 
be expanded to indicate that the publication deals with the needs of developing 
countries. 

22. The Committee strongly recommended that funds be made available to ensure the 
continuation of these information activities, since they represented a good investment 
for Member States and country programmes. In this context it was suggested that an 
overall review be made of the balance between "archival" and "current" information 
produced by WHO, and that priorities be established in order to ensure the availability 
of the latter. 

International drug monitoring scheme 

23. The scheme has been very successful both in developing methodology and in 
establishing a network of countries which regularly send data on their case reports to 
the international monitoring centre. However, since the data base comprises spontaneous 
reports on adverse reactions, a number of problems have been identified: 

-lack of a denominator in relation to data; 

-validation of reports； 

-varying practice in handling individual case reports and in the evaluation of 
cause/effect relationship； 

-delays in receipt and transmission of information; 

-problems of confidentiality could be particularly critical with wider 
dissemination. 

24. It was recommended that an independent group of experts examine the scheme, in close 
collaboration with those managing and implementing it, and make recommendations on the 
optimal use of resources and data and on the cost/benefit of the scheme in relation to 
other components of WHO's activities in the pharmaceutical field. 

1 WHO Technical Report Series, No. 704, 1984. 



WHO Model List of Essential Drugs 

25. The Committee recorded its satisfaction that the list of essential drugs was 
regularly updated, and noted the summary report on the decisions taken by the last WHO 
Expert Committee, which met from 30 November to 4 December 1987. 

Report of a WHO working group of experts on guidelines for developing national drug 
policies (document DAP/87.3) 

26. After detailed review, the Committee made suggestions for additions and amendments 
which would be incorporated by the Secretariat in the version of the guidelines to be 
made available for the information of the Board. It recognized the complexity and large 
number of issues that needed to be addressed in the guidelines, commended the results 
achieved in a very short time, and placed on record its gratitude to the group of 
experts. 

Report of the international group of experts on ethical criteria for medicinal drug 
promotion 

27. The Committee again recalled the WHO Conference of Experts on the Rational Use of 
Drugs, held in Nairobi in November 1985, after which WHO had prepared its revised drug 
strategy, later endorsed by the Thirty-ninth World Health Assembly in resolution WHA39.27 
(May 1986). The strategy includes, among other components, the establishment of ethical 
criteria for drug promotion based on the updating and extension of the ethical and 
scientific criteria established in 1968 by the Twenty-first World Health Assembly in 
resolution WHA21.41. 

28. After detailed review of the report of the group of experts, who were commended on 
their work, the Committee suggested additions and amendments to be incorporated in the 
document for submission to the Board. 

Appendix 

WHO'S REVISED DRUG STRATEGY 

Report by the Director-General 
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INTRODUCTION 

1. The highlights of WHO'S revised drug strategy^ are: 

- t o foster fulfilment by each concerned party of its responsibilities as 
identified; 

1 Document WHA39/1986/REC/1, Annex 5, part 2. 



-to support governments in formulating and implementing national drug policies and 
action programmes on essential drugs； 

-to expand normative functions； 

-to intensify dissemination of information; 

-to promote better basic education and training of health personnel； 

-to promote collaborative research. 

2. The strategy is being implemented by the Action Programme on Essential Drugs and the 
Pharmaceuticals programme. Implementation is coordinated by the Director-General‘s 
office. 

3. The work of the Action Programme on Essential Drugs (DAP) is now divided into four 
major areas : country support； development activities and training; operational 
research; and management, monitoring, evaluation and administration. The 
Pharmaceuticals programme (PHA) deals with the strategy's normative functions. DAP has 
10 professional and eight support staff at headquarters, eight professionals in the 
regional offices, and four in field posts. These figures include the regular and 
extrabudgetary posts as well as associate professional officers who have been provided 
from Denmark, Italy, Japan and the Netherlands. 

4. The permanent staff complement of PHA consists of four professionals, two associate 
professionals and 10 support staff at headquarters. 

5. While most of the components of the development part of the strategy have been 
implemented, it has not been possible to carry out all of them due to severe budgetary 
restrictions, e.g., intensified programmes of basic education and training of health 
personnel and the launching of initiatives for the preparation of popular information on 
health care for public consumption. Moreover, some meetings of experts had to be 
amalgamated - for example, those on guiding principles for a simple drug regulatory 
authority and for formulating national drug legislation - and the updating of the WHO 
Certification Scheme on the Quality of Pharmaceutical Products Moving in International 
Commerce had to be undertaken by correspondence. 

COORDINATION WITH GOVERNMENTS, OTHER UNITED NATIONS ORGANIZATIONS, INDUSTRY, 
CONSUMERS, UNIVERSITIES, ETC., INCLUDING EXTRABUDGETARY SUPPORT 

6. Many governments have responded well to the "spirit of Nairobi" and the steps taken 
by many Member States to develop drug policies, legislation, quality control, management 
of drug supplies, training and more rational use of drugs have been impressive. 
109 countries now have national lists of essential drugs. These are periodically 
reviewed and many are stratified by level of health care service. 37 countries are 
operating essential drugs programmes in support of primary health care and an additional 
24 countries are at an early stage of establishing essential drugs programmes. 19 other 
countries have national drug policies based on the concept of essential drugs under 
active consideration. 

7. Governments in industrialized countries, in many cases with WHO coordination or 
collaboration, have also responded positively to the revised drug strategy. Drug 
regulatory agencies and ministries of health in, for example, Denmark, Italy, Japan, the 
Netherlands, Norway, Sweden, the United Kingdom and the United States of America have 
provided technical services to developing countries in drug policies, drug regulation, 
quality assurance, good manufacturing practices, and training. Most major bilateral 
development agencies have adopted the concept of essential drugs, and support to 

1 For details, see Annex 1 (p. 93). 



developing countries has grown substantially over the last few years. It is no longer 
possible to estimate the amount of financial resources mobilized in support of national 
drug programmes but it can safely be estimated to be in excess of US$ 500 million. WHO 
is often called upon to give technical support to bilateral programmes to ensure that the 
WHO principles and experience on essential drugs enter into planning and programming. 

8. As regards relationships between the Pharmaceuticals programme and governments, 
PHA's informational activities (discussed below) are based primarily on direct 
intergovernmental collaboration which is effected through the network of 120 
formally-designated WHO information (or liaison) officers within national drug regulatory 
authorities, and these links are consolidated through the biennial International 
Conferences of Drug Regulatory Authorities (ICDRAs). Within a more specific context, PHA 
continues to collaborate with National Nomenclature Commissions and Pharmacopoeial 
Commissions in developing the system of international nonproprietary names (INNs) for 
pharmaceutical substances and the International Pharmacopoeia. It also remains 
responsible for policy aspects of the International Drug Monitoring Scheme in which 
26 Member States continue to participate. 

9. Coordination and collaboration within the United Nations system is now well 
established. UNICEF and, in particular, its UNIPAC centre, is an important partner in 
both procurement, price information, distribution and support for countries. The World 
Bank is becoming an increasingly important partner, often using WHO for technical 
inputs. Collaboration has also been strengthened with UNCTAD and UNIDO, and UNDP is 
increasing support for such schemes as the ASEAN TCDC programme on good manufacturing 
practices, quality control, drug registration and evaluation, reference standards and 
management training. 

10. A smooth working relationship has been developed with the United Nations secretariat 
in New York on the production of the United Nations consolidated list of products whose 
consumption and/or sale have been banned, withdrawn, severely restricted or not approved 
by governments. The United Nations remains responsible for the printing and distribution 
of the list, but the compilation of the section on pharmaceutical products is the 
responsibility of PHA, which has organized the information base for "on line" access 
since it is updated in hard copy only at two-yearly intervals. A copy of the list is 
available in the meeting room. 

11. The dialogue with the pharmaceutical industry continues. The International 
Federation of Pharmaceutical Manufacturers Associations (IFPMA) has created a special 
coordinating committee on WHO affairs, at one of whose meetings WHO provided information 
and clarified outstanding issues. Meetings have been held with senior officials of the 
World Federation of Proprietary Medicine Manufacturers (WFPMM) and of the Pharmaceutical 
Manufacturers Association of the USA. In all these meetings the atmosphere was 
cooperative and friendly. The pharmaceutical industry journals have given wide publicity 
to the Nairobi Conference of Experts on the Rational Use of Drugs and the revised drug 
strategy. Reports from both IFPMA and independent observers indicate that the IFPMA code 
on marketing practices has indeed had a positive impact on the quality of advertising and 
promotion. Several industry associations give direct support to developing countries and 
the IFPMA and WFPMM training schemes in quality control are well used for individual 
training. DAP has established good ties with a number of individual drug manufacturers, 
both multinationals and generic manufacturers in industrialized and developing 
countries. Many manufacturers are willing to bid good prices on essential drugs to 
UNIPAC‘s and WHO's international tenders and a few manufacturers now have production 
lines for essential drugs packaged in kits. In collaboration, UNICEF and WHO requested 
the Danish Board of Health to undertake an independent assessment of a number of drug 
manufacturers in Africa and South-East Asia with a view to their suitability as suppliers 
to international organizations. Government officials participated in this assessment. 

12. Attempts have been made to encourage professional nongovernmental organizations, 
universities and other teaching institutions to devote greater attention to measures for 
improving diagnostic and prescribing skills. The results have so far been limited, but a 



few medical schools, schools of public health and pharmacy colleges have changed 
curricula and teach principles of essential drugs. 

13. Increasingly, WHO is looked to as a source of impartial and authoritative 
information on the rational use of drugs. This is a highly visible element of WHO's 
revised drug strategy. The Secretariat is aware that information of this nature is only 
as secure as the consultative basis on which it is developed. All such information that 
is developed within PHA is subjected to intensive consultation within-house, and with 
responsible and informed opinion within the health professions, academia, industry and 
representatives of consumerist groups. 

14. WHO has met with representatives of the International Organization of Consumers 
Unions to exchange information and views. On these occasions too the atmosphere has been 
cooperative and friendly. Different consumer groups have been active both in promoting 
essential drugs and in providing information to the public on problem drugs. In some 
countries consumer groups have actively lobbied for more rational drug policies. Mass 
media coverage in support of more rational use of drugs has not been as extensive as was 
hoped. 

15. Considerable effort has been devoted to raising the necessary extrabudgetary funds, 
particularly in view of diminishing hopes for additional regular funds becoming 
available. Although the early 1986 response for the WHO Action Programme on Essential 
Drugs was minimal, all previous contributors maintained their contributions in national 
currency, resulting in large dollar revenues. At the end of 1986 the Netherlands 
committed about US$ 10 million for a three-year period and the first contribution was 
received from Japan in 1987. Firm pledges and indications from one additional government 
give ground to believe that sufficient resources will be available for at least 1988 and 
1989 to assume the implementation of the Action Programme's responsibilities within the 
revised drug strategy. Total contributions to the WHO Action Programme on Essential 
Drugs at headquarters were US$ 5 939 233 in 1986 and US$ 1 720 834 up to the end of 
September 1987, coming from Denmark, Finland, France, Italy, Japan, the Netherlands, 
Sweden, Switzerland, the United Kingdom, UNHCR and UNICEF. In addition, the Programme 
received US$ 629 351 from the World Bank for technical contracts in support of the 
Nigerian national and federal state programmes. All the above support is gratefully 
acknowledged. Annex 2 summarizes the financial situation as of September 1987. 

16. In the revised drug strategy it is stated that full implementation of the normative 
and informational components would require an additional amount of about US$ 1 000 000 
per biennium, mainly from extrabudgetary sources. This includes an increased subvention 
to the International Conferences of Drug Regulatory Authorities. 

17. During the current biennium (1986-1987) PHA has been able to respond, in limited 
measure, to the additional responsibilities that devolve from the revised drug strategy 
solely as a result of supplementary funding totalling US$ 375 200 provided by the 
Director-General from his Development Programme. This has provided for consultant 
support that has temporarily increased the professional complement of PHA from four to 
seven. In common with all other WHO programmes that are primarily dependent on the 
regular budget, it is now evident that PHA will be adversely affected throughout the 
1988-1989 biennium by the serious financial situation of the Organization, and by the 
measures being taken to keep it solvent. As a result, it will be necessary to raise at 
least US$ 200 000 merely to maintain the basic functions addressed before the revised 
drug strategy becomes fully operative, as well as additional funding of about US$ 500 000 
to retain PHA's existing staff and maintain its current level of activities. 

18. As yet, only one Member State (Japan) has donated non -earmarked funds to PHA to 
sustain its intergovernmental services. However, valuable and committed support has been 
forthcoming during the 1986-1987 biennium from the following sources, which has helped to 

1 See p. 97. 



sustain and, in some cases, expand ongoing activities； this support is gratefully 
acknowledged. 

19. Denmark: DANIDA donated US$ 54 000 for the organization of an interregional seminar 
on quality assurance (Bombay, November 1987). Federal Republic of Germany: 
Interscience e.V. provided contractual service assistance in the production and editing 
of WHO Drug Information. Federal Republic of Germany: the Bureau for International 
Organizations Personnel funded a temporary associate expert responsible for reorganizing 
and rationalizing the computerized INN data base. France : the Agence pour la 
Coopération technique, industrielle et économique supported the services of a 
French-speaking physician to assist with the development of French -language versions of 
Model Prescribing Information and WHO Drug Information. Japan: the Ministry of Health 
and Welfare provided a non-earmarked donation of US$ 10 000 for the development of the 
revised drug strategy. Spain: the Ministry of Health provided a Spanish version of 
WHO'S Monthly Mailing to drug regulatory authorities and WHO Drug Information. Sweden: 
the National Board of Health and Welfare underwrote the operative aspects of WHO's 
international drug monitoring programme through support of a WHO collaborating centre in 
the Department of Drugs. Sweden: the Swedish Cooperative of Pharmacies (Apoteksbolaget) 
provided support and management of the WHO Collaborating Centre for Chemical Reference 
Substances. 

SUPPORT TO COUNTRIES ON DRUG POLICIES AND THEIR IMPLEMENTATION1 

20. Most of DAP's resources are directed towards technical, managerial, training and, 
when needed or available, financial support to Member States demonstrating the political 
will to improve the supply and rational use of drugs. DAP addresses all the complex 
issues involved in the development and implementation of national drug policies. The 
approach is pragmatic and feasible, addressing problems in order of priority. 

21. Although progress in formulation of national drug policies and their implementation 
has been impressive, it must still be recognized that a staggering number of people -
perhaps as many as one and a half billion - still lack regular access to the most needed 
essential drugs, either because these are not available or because their cost is beyond 
the reach of most rural and urban poor. As requested by the experts at the Nairobi 
Conference and endorsed by the Health Assembly, DAP convened a group of experts which met 
in March 1987 to draft guidelines on national drug policies. It is anticipated that 
these guidelines will be used by countries which are formulating or revising national 
drug policies. 

22. Many countries have also failed to mobilize the necessary political will to make 
changes in their drug policies in favour of increased availability and use in primary 
health care. 

23. Over-consumption and misuse of medicines continue to pose costly and disturbing 
problems in many industrialized countries. It is tragically witnessed in urban centres 
of many developing countries where unrestricted over-the-counter sales of prescription 
drugs and polypharmacy in private practice remain the rule rather than the exception, in 
sharp contrast to the lack of access to even a few life-saving drugs in slums and rural 
areas. 

24. Unless coverage and rational use of available and future essential drugs are 
dramatically improved within the next few years, it is unlikely that the goal of 
providing essential drugs by the year 2000 will be achieved. 

More details of major country activities in which the WHO Action Programme on 
Essential Drugs has been involved are provided for the information of the Committee in 
document DAP/87.4. 

2 
See document DAP/87.3 (Guidelines for developing national drug policies). 



25. Procurement of drugs as well as raw materials for local production continues to be a 
major problem in many countries. Fragmented procurement systems, irregular availability 
of foreign exchange, lack of credit and limited access to information about world market 
prices and sources of good quality drugs often result in higher prices than necessary. 

26. WHO provides information on prices and sources of supplies to countries on request. 
UNICEF's indicative price list on essential drugs has provided many countries with 
information to bargain for better prices. Most price information has, however, been 
restricted to European suppliers. Steps are now being taken also to obtain price 
information from suppliers of both finished products and raw materials in other parts of 
the world. 

27. A procurement fund of US$ 23 million jointly developed by WHO and UNICEF to provide 
credit for reimbursable procurement from UNIPAC has been established. It is being 
managed by UNICEF with about US$ 6 million so far received from the Netherlands and 
Band-Aid. A few countries have established revolving funds, but experience so far is 
limited. UNICEF is currently working on the development of a large-scale procurement 
initiative for Africa, as communicated in September 1987 to the Regional Committee for 
Africa in Bamako. 

28. There are no easy solutions to problems of foreign exchange. Many countries, 
however, spend more than needed on drug importation. Consolidated procurement, more 
precise estimation of requirements and careful selection of the drugs needed have the 
potential for making more drugs available for more people. 

29. Strong competition in the international generic market for essential drugs has kept 
their prices relatively low. The decline in the value of the United States dollar has, 
however, recently resulted in somewhat higher prices for the most commonly traded 
essential drugs. 

OPERATIONAL RESEARCH AND TRAINING 

Epidemiological research 

30. The current study, which commenced in 1986 in Botswana, Lesotho and Zimbabwe, 
focuses on the information needed to estimate drug requirements, using the principles of 
the WHO-developed methodology based on morbidity rates and standard treatment schedules. 
This epidemiological study is aimed at deriving population-based morbidity data for this 
purpose. 

31. The content of a questionnaire, used in Lesotho for interviews of panels of 
knowledgeable persons (modified Delphi technique), has now been extensively revised to 
correct weaknesses which became apparent in the pilot study in which the role of 
interviewers was also identified as being of crucial importance. 

32. Because of its particularly rich sources of information on health status, Botswana 
was selected as a "comparison country" for the region of Southern Africa. Raw data (two 
types of health surveys) have been analysed, and together with national staff in the 
Ministry of Health, the Central Statistical Office and the National Health Institute, the 
WHO team reviewed the study protocol with a view to deriving drug cost per treatment 
episode, drug cost per capita, and total national drug costs based on population 
morbidity patterns. 

33. In Zimbabwe, where a national essential drugs programme is being implemented, the 
epidemiological study will be particularly appropriate. This is now under discussion. 

34. A health survey will start this year in the Philippines and DAP is exploring ways of 
including the epidemiological study. 



35. Several other research projects which reflect concern over the way drugs are bought 
and used by people in developing countries have added a new dimension to the activities 
of the Programme. 

Socioeconomic research project 

36. This project is aimed at collecting data on how much people from various income 
groups and areas (urban, semi-urban, rural) spend on medicines for themselves and/or 
relatives. Data will also include the type of medicine purchased and its relevance for 
the reported symptoms, distance travelled to the medical outlet (pharmacy, market, 
clinic, etc.), and the proportion of purchasers with prescriptions. 

37. The project - financed by the Swedish International Development Authority/Swedish 
Agency for Research Cooperation with Developing Countries (SIDA/SAREC) - is being 
conducted in India, Kenya, Mali, Sri Lanka and Thailand, and may be extended to two more 
African countries. It will assist health care planners to determine the consumption of 
products on the essential drugs list compared with other medicines and the extent to 
which communities can participate in the financing of their own health care. 

Sociocultural research project 

38. This project on people's perception and use of drugs studies how modern medicines 
fit into popular beliefs about the causes of illness and appropriate forms of treatment. 
An important part of the project is to introduce in selected areas educational material 
for patients on the rational use of drugs. The effect of the intervention will be 
analysed through comparison with areas which have not been exposed. The results will be 
used to develop a methodology which will give a critical assessment of the main cultural 
factors influencing people's perception and use of drugs. This could be used by health 
care personnel at various levels, facilitating the promotion of rational drug use. 

39. SIDA/SAREC has provided funds for the first year of the project's implementation in 
Zimbabwe and research started in April 1987. It is intended to carry out the same 
project in India and Nepal, enabling cross-cultural comparisons when developing the final 
methodology. 

Cost recovery 

40. Financing of drug supplies remains a critical issue, and reliance on donor funding 
continues to be great in many countries. But, whereas in the past many countries were 
reluctant to impose a charge for drugs, this situation appears to be gradually changing 
under the pressure of the economic crisis. WHO has been assisting countries to find ways 
of generating additional resources for drug purchase. This assistance has taken the form 
of country visits to help design cost recovery systems (some in collaboration with the 
World Bank) and the preparation of reports informing national decision-makers about 
various aspects of financing drug supplies. A consultant's report on alternative 
(indirect) mechanisms for financing drug supply, and on drug supply under social security 
systems, has been prepared and will soon by ready for distribution. DAP staff presented 
a paper on cost recovery at the May 1987 international symposium on essential drugs held 
in Paris. A West African regional conference on cost recovery for drugs is expected 
to be held in early 1988, at which time representatives of different countries will meet 
to compare experiences with different types of cost recovery and drug financing schemes. 

Deterioration of pharmaceuticals during transport and storage in tropical climates : 
stability of essential drugs 

41. Some drugs deteriorate when exposed to high temperature and humidity - antibiotics, 
vitamins and hormones being particularly susceptible to degradation. It is of great 

Presided by the French Minister of Cooperation and organized by the French 
Epidemiological and Prophylactic Study Group with the support of the WHO Action Programme 
on Essential Drugs and UNICEF/France. 



concern that drugs shipped to developing countries are often exposed to temperatures 
considerably above recommended storage temperatures for prolonged periods during shipment 
and local storage. The result may be loss of potency of the drugs and even harmful 
side-effects, which may not be recognized as such. DAP and PHA, in collaboration with 
other units, are investigating the problem. 

Methodology for estimating drug requirements 

42. A methodology for estimating drug requirements with greater accuracy has been under 
development for some time and is now nearing completion after field testing in six 
countries. A training course on the application of the methodology was held during April 
1987. The methodology, which now exists in both a computer model and a manual form, will 
continue to be evaluated and, if necessary, modified by DAP. 

Market intelligence 

43. The revised drug strategy includes development work to provide market intelligence 
on prices, availability and sources of raw materials, intermediate and finished 
products. The first phase of the project, which is undertaken in collaboration with 
UNIDO and the International Trade Centre, has now been completed; if the present rate of 
progress continues, a pilot scheme will be operational by the middle of 1988. 

Manpower development and needs 

44. The programme has two aspects : development of training and teaching materials for 
different target groups, and training of these target groups through workshops, seminars, 
etc. 

45. Although some intercountry workshops took place in 1986 and will continue in 1987, 
the programme is shifting from regional to national training activities. More than 20 
national workshops were supported in 1986 and 1987, as well as five interregional 
seminars. Training material on drug policy and strategy for this type of workshop was 
originally developed by DAP and by Management Sciences for Health, Boston, USA. This 
material was translated into French after evaluation and improvement, and was sent to 
French-speaking countries in Africa for comments and possible use. 

46. Teaching and training materials in logistics and distribution are now ready for 
wider application and have been used in workshops at regional and national levels. 
Training of primary health care workers, including physicians, is expanding rapidly. 
Additional countries have developed training and teaching materials for this target 
group, using documentation and materials prepared and supplied by WHO. The Kenya Health 
Workers‘ Manual in its original English version has already been adapted by other 
countries. It has recently been revised by the Kenyan Ministry of Health and a new 
edition has been published. The first edition of the manual was translated into French 
and modified. This version was completed early in 1987 for adaptation by other 
countries. Algeria, with the assistance of DAP, has elaborated a therapeutics manual for 
doctors. A slide set for the training of health workers in the rational use of drugs has 
been prepared by Teaching Aids at Low Cost (TALC) , United Kingdom, with the collaboration 
of DAP, and will be disseminated at very low cost. Some countries are beginning to 
review the curricula of their schools of pharmacy, medicine, etc., to include the 
essential drugs concept and to put more emphasis on the rational use of drugs. Workshops 
have been held for this purpose in Bangladesh, Democratic Yemen, India, Nepal and the 
United Republic of Tanzania. 

47. The development of educational material for patients on correct drug use, with 
accompanying materials for the health worker, has been supported by DAP and field-tested 
in Bangladesh by the United States Program for Appropriate Technology for Health (PATH). 
The methodology, which takes into account the cultural and sociological behaviour 



patterns related to drug use, will be applied in other settings to develop relevant 
educational materials. 

48. DAP is supporting a project to develop appropriate low-cost packaging and labelling 
material for individual patients which is being executed by the Appropriate Health 
Resources and Technologies Action Group (AHRTAG) in the United Kingdom. The second phase 
of the project has been completed, including field testing in Bangladesh. 

49. A network was formed in 1986, with support from DAP and the Mario Negri Foundation, 
Milan, to promote clinical pharmacology and collaboration among developed and developing 
countries. A second meeting of collaborators is planned for 1988 in Zimbabwe. Clinical 
pharmacology was also an important topic in a DAP-supported course on drug epidemiology 
research held in Stockholm in May-June 1987 for 25 participants from eight developing 
countries. Identification of potential candidates for training in clinical pharmacology 
is part of the country situation analysis carried out by DAP. 

Computerized drug information system 

50. A computer programme, tailored to the needs of the Gambia, has been developed for 
drug registration and inventory control. However, its general principles are suitable 
for wider use and adaptation. 

Evaluation 

51. The methodology for evaluation (document DAP/85.8) developed in 1985 is now being 
reviewed after having been tested in three national programmes (in Papua New Guinea, 
Thailand, and the United Republic of Tanzania). 

Emergency health kit 

52. The WHO emergency health kit has been found to be unsuitable for many emergency 
operations because of its composition, size and bulk. Distribution of drugs and supplies 
from the kit has created logistic problems. The kit has now been revised, in 
collaboration with WHO's Programme of Emergency Preparedness and Response and with 
UNHCR. The selection of drugs for the revised kit, the WHO/UNHCR emergency health kit, 
reflects recommendations by specialized programmes within WHO for the treatment of most 
common diseases (e.g. diarrhoea, respiratory infections, malaria, arid vitamin 
deficiency). 

Quality assurance 

53. PHA has recently assumed an international coordinating role in the development of 
training opportunities for personnel from developing countries in drug regulation and 
quality assurance. As a result of a recommendation made during the Fourth International 
Conference of Drug Regulatory Authorities an earlier initiative to gather and collate 
relevant information provided by governments, governmental agencies, the pharmaceutical 
industry and nongovernmental organizations has now been formalized. A report summarizing 
on-going and prospective activities worldwide has been produced and will be updated each 
year. 

54. This activity is already exerting a perceptible influence in harmonizing the content 
of training programmes, in increasing awareness of the need for such training, in 
reducing undesirable overlap of activities, and in relocating some established courses 
from highly-developed countries to centres of excellence in developing countries. 

55. WHO is being actively and influentially joined in this work by the International 
Pharmaceutical Federation, other regional and interregional pharmacists‘ groups, the 
International Federation of Pharmaceutical Manufacturers Associations, and the World 
Federation of Proprietary Medicine Manufacturers. Both of the industry-based 



associations are also collaborating, at first hand, in group arid individual training in 
quality assurance for candidates from national regulatory authorities. 

Post-marketing surveillance 

56. The long-established WHO drug monitoring scheme, which involves the active 
participation of 26 national centres, is concerned primarily with the collation and 
interpretation of reports of adverse reactions notified spontaneously to national 
authorities by practising clinicians. 

57. In recent years it has become evident that, whilst spontaneous reporting will remain 
fundamental to the detection of new and unanticipated adverse drug reactions, 
epidemiologically-based studies are also needed to quantify risks. Moreover, because 
spontaneous monitoring has relatively little potential in countries without a 
fully-developed health infrastructure, appropriate and practicable methods must be 
created for monitoring the performance of newly-introduced drugs that will be used 
largely or exclusively in developing countries, such as mefloquine and ivermectin. PHA 
is working together with leading regulatory authorities, pharmaceutical manufacturers and 
nongovernmental organizations, notably CIOMS, to develop and apply such methods. 

WORLD DRUG SITUATION 

58. As requested by the experts at the Nairobi Conference, and endorsed by the Health 
Assembly, DAP has prepared a report on the world drug situation. It includes an analysis 
of the present situation at global and country levels, based on quantitative data. The 
efforts made by countries to rationalize their drug policies are outlined together with 
the political, social and economic constraints at the global and national levels. The 
report is provided for the information of the Committee, whose guidance is sought 
regarding its publication and dissemination. 

WHO CERTIFICATION SCHEME ON THE QUALITY OF PHARMACEUTICAL PRODUCTS MOVING IN 
INTERNATIONAL COMMERCE1 

Introductory note 

59. Since 1975 WHO'S Certification Scheme has been a prime vehicle for international 
exchange of information on specific products. Within the current biennium, as a result 
of its continued promotion, a further 20 countries have notified WHO of their intention 
to utilize the Scheme. The total number participating is now 124. Initially, the Scheme 
was conceived exclusively as a means of informing importing countries on whether a 
prospective imported product had been manufactured according to internationally-accepted 
standards and whether it was registered in the country of origin. It is now perceived, 
however, as offering the potential for a more comprehensive exchange of information 
between governments, both on the quality of drug substances (or starting materials) and 
finished products, and also on their safety and efficacy (including prescribing 
information). 

60. Formal amendment of the Scheme to this end is an important element in the revised 
drug strategy. Since the original Scheme was formally adopted by the Twenty-eighth World 
Health Assembly in 1975 (resolution WHA28.65) after prolonged discussion within the 
governing bodies, any modification of the Scheme will also need, to ireceive the formal 
approval of the Assembly. The following detailed account is provided in a format which, 
subject to the views of the Executive Board and its Ad Hoc Committee on Drug Policies, 
could constitute the substance of a report by ùlie Director-General to tlie Forty - fíirsü 
World Health Assembly in 1988. 

1 WHO Official Records, No. 226, 1975， Annex 12, part 2. 



The WHO Certification Scheme on the Quality of Pharmaceutical Products 
Moving in International Commerce 

The existing scope of the Certification Scheme 

60.1 The Certification Scheme on the Quality of Pharmaceutical Products Moving in 
International Commerce, which is provided for the information of the Committee, was 
adopted in 1975 by the Twenty-eighth World Health Assembly (resolution WHA28.65) to 
extend and unify various arrangements operated by the health authorities of some 
drug-exporting Member States which issue "free-sale" certificates on request to foreign 
importers in order to convey certain assurances about the quality of pharmaceutical 
products manufactured under their jurisdiction. 

60.2 As it now exists, the Scheme provides a simple administrative mechanism whereby the 
competent authority in an importing Member State can: 

(1) ascertain, independently, whether a given pharmaceutical product has been 
registered for marketing in the exporting Member State and, when appropriate, 
request an explanation of the reason why registration has not been accorded; 

(2) obtain assurance that the premises in which the product is manufactured are 
subject to periodic inspection, and conform to requirements for good manufacturing 
practices and quality control of drugs (GMP) as recommended by WHO； 

(3) obtain details of the inspection and control procedures exercised by the 
authority in the exporting Member State and, through this authority, request 
relevant inquiries to be instituted should a certified product be found to be of 
unacceptable quality. 

60.3 In technical terms, the importance of the Scheme stems from a realization that the 
quality of a pharmaceutical product cannot be adequately controlled solely by 
pharmacopoeial analysis of samples of the finished dosage form. Rigorous standards of 
manufacture need to be maintained if consistent purity, stability and bioavailability are 
to be assured.� It is a basic tenet of drug regulation that these standards should be 
codified by regulation and enforced by inspection. They touch upon every aspect of the 
manufacturing process from the design and maintenance of the premises, including 
provisions for sanitation and hygiene, to qualifications of personnel and requirements 
laid down for in-process quality control. A paramount advantage of the WHO Certification 
Scheme, over the pre-existing national free-sale certificates, is that the assurances 
regarding plant inspection are tied to an internationally-accepted, normative definition 
of GMP. 

The utility of the Scheme 

60.4 Since it first became operative in 1975, 124 Member States have notified WHO of 
their agreement to participate in the Certification Scheme. 

60.5 In 1983 its implementation was reviewed by the Secretariat, having regard to 
responses to a questionnaire issued to all governments and also to reports from 
consultants who visited 13 Member States in four regions. The replies to the 
questionnaire indicated that a total of 116 governments had requested certificates from 
the 47 exporting countries that provided relevant information. In all, at least 27 000 
certificates were issued in 1982 alone. 

60.6 The need for the Scheme was underscored by the finding that a majority of exporting 
Member States (36 of 51) did not require drugs to be submitted to a registration 
procedure if they were destined exclusively for export and that, among those Member 
States that did make specific provision in this regard, the regulations were varied in 
their scope and objectives. 



60.7 Divergences were also apparent in the way that importing governments used the 
Scheme. Only 12 of these required a certificate on each occasion that an order was 
placed for a consignment of a product. A more common requirement, operative in more than 
half of 72 Member States that responded to the questionnaire, was to request 
certification (either routinely or on a selective basis) when a product was imported for 
the first time. Other Member States still lacked the prerequisite administrative 
structure to utilize the Scheme : a number of these either had no national registration 
procedure for pharmaceutical products, or no means of coordinating drug procurement with 
drug control. 

60.8 Both the responses to the questionnaire and the reports of the consultants 
highlighted uncertainties that arise when products are manufactured, but not registered 
for marketing, in the country of export, and particularly when products are manufactured 
to order in response to an international tender. In this situation, the exporting 
authority can offer no more than an attestation that the manufacturer is regularly 
inspected and is permitted to formulate products of the nature specified in the 
certificate. Even when a product is registered for sale in the country of origin, the 
packaging and labelling proposed by the manufacturer (or importer) may differ from those 
specified in the product licence. In such circumstances and, indeed, as a matter of 
routine in all certification procedures, an important safeguard would be offered if more 
of the information contained in the product licence (or the document that constitutes the 
authority for marketing the product in the country of origin) could be made available to 
the importing authority. 

Amendments proposed by the Third International Conference of Drug Regulatory Authorities 

60.9 The results of the questionnaire were communicated to representatives of 67 
governments at the Third International Conference of Drug Regulatory Authorities which 
was convened in Stockholm in June 1984. The report of the Conference includes the 
following statement which was adopted by consensus : 

The Group confirmed that the Scheme is of definite value, particularly to countries 
lacking comprehensive quality control facilities. It is recognized, however, that 
some of the least developed countries also lack the administrative and legal 
provisions that would permit them to take full advantage of the Scheme. It is often 
not appreciated that the importing country has an active role to play, not only in 
actually requesting certificates, but also in following up situations in which 
certified products are found to be defective in quality. In the light of these 
circumstances, the Group agreed on the following points : 

(1) The information provided under the Scheme, as it now exists, is inadequate for 
the initial registration of a new product, particularly in so far as it does not 
include data on safety and efficacy officially approved in the country of origin. 
WHO is requested to explore the feasibility of extending the Scheme, if necessary by 
formal amendment, to secure the provision of this additional information. 

(2) The Scheme makes no provision for alerting an importing country of any change 
in the terms of registration of a product in the country of origin. It is 
consequently incumbent upon the responsible authority in the importing country to 
require re-certification of imported products at specified intervals. 

(3) The fact that a product is not registered in the country of origin always 
requires explanation, but does not necessarily mitigate against its importation. 
This situation can legitimately arise when drugs are manufactured under contract or 
in response to tenders and in the case of drugs indicated for diseases not endemic 
in the country of origin. In every case, however, the authority of the exporting 
country has a responsibility to certify that the premises of the manufacturer have 
been licensed, that all operations are undertaken in conformity with good 
manufacturing practices (GMP), and that this is assured by regular inspection. 



(4) Exchange of information between competent authorities should be facilitated by 
the provision of a frequently updated list of contact persons, together with their 
telephone and telex numbers. Many exporting authorities are able and willing to 
supply additional information within the context of the Scheme； they also 
positively invite comment whenever the validity or accuracy of a certificate is 
questioned. 

(5) It is desirable, whenever feasible, to issue certificates for drug substances 
(or starting materials^). It is recognized, however, that few countries are as 
yet in a position to provide relevant information. Moreover, such certificates 
should never be regarded as providing an alternative to full analytical control as 
required under GMP. It is recommended that the importation of starting materials 
should, in any event, be contingent upon the provision of batch certificates by 
manufacturers. 

(6) The effective use of the Certification Scheme requires the existence of a basic 
national administrative capability for registration of pharmaceutical products. WHO 
should organize training courses at regional and national level with a view to 
strengthening such capability as required. WHO should also produce supplementary 
guidelines that will facilitate understanding of the objectives and implementation 
of the Scheme. 

60.10 The proposals contained in this statement were endorsed at the Conference of 
Experts on the Rational Use of Drugs, Nairobi, November 1985. In particular, it was 
recommended that the feasibility should be explored of extending the Scheme to: 

-provide for exchange of product information approved in the country of origin; 

-cover starting materials and unfinished products as well as finished dosage forms. 

60.11 These proposals were subsequently included in WHO'S revised drug strategy as 
approved by the Thirty-ninth World Health Assembly (resolution WHA39.27). 

Feasibility of the proposed amendments 

60.12 A second questionnaire to governments was accordingly issued in 1986 to further 
explore the feasibility of these proposals with exporting Member States. The 38 replies 
received came from virtually all major drug-exporting countries : 

Provision of approved drug information 

(1) All 38 Member States indicated that their national regulatory authorities are 
able and willing to provide, at the request of foreign regulatory authorities, the 
product labelling or package insert as required when the product is offered for sale 
on the domestic market (or, in the case of two countries, analogous information 
contained in the product licence) . All confirmed that they are also prepared to 
indicate the date on which the information is approved. 

"Starting materials" is used throughout this report since this is the term that 
is preferred in the existing text of WHO's "Good Practices in the Manufacture and Quality 
Control of Drugs" in which they are defined as: "All substances, whether active or 
inactive or whether they remain unchanged or become altered, that are employed in the 
manufacture of drugs". 

"Half-finished" products (or 11 any material or mixture of materials that must undergo 
further manufacture") also exist in international commerce. These, because of their 
imprecise definition, do not lend themselves to an independent certification procedure 
which must be tied to an entity defined in an official pharmacopoeia. Such definitions 
exist only for starting materials and finished dosage forms. 



(2) 22 of these Member States indicated that they would additionally be prepared 
(either immediately or in the near future) to supply a summary of the technical 
information on safety and efficacy that provided the basis for the marketing 
authorization for the product. 

(3) 10 Member States were also prepared to supply, on request, compendia of 
officially-approved information on products available on their domestic markets. 

(4) Although none of the responding Member States expressed reservations of 
principle regarding the supply of this information, governmental representatives of 
major exporting countries have, in informal consultations, expressed misgivings 
about the possible administrative costs of the system. It must be anticipated that 
many of these governments will be prepared to accede to this proposed extension of 
the Scheme only if the operating costs, including the fees for all authenticated 
translations, are covered by the exporting company. In this connection, the 
International Federation of Pharmaceutical Manufacturers Associations notified the 
Director-General of WHO in 1983 that it will explore ways of ensuring that no 
substantial additional burden devolves upon regulatory authorities. 

Certification of starting materials 

(1) 29 exporting Member States provided relevant information. 22 of these 
undertake inspections of manufacturers of starting materials and are willing to 
provide certified information on request to other governments on whether these 
facilities meet GMP requirements. Five additional countries that do not carry out 
routine inspections of these premises (and that normally place the responsibility of 
assuring the quality of starting materials entirely on the manufacturer of the final 
dosage form) have indicated their willingness to undertake them when so requested by 
an importing government and with the agreement of the manufacturer. 

(2) 20 of the above-mentioned Member States issue manufacturing licences to 
producers of starting materials on the basis of general requirements relating to GMP 
that are verified by inspection and, of these, 13 also issue product licences for 
specific starting materials. In each case, the government has indicated that it is 
prepared to supply certified information on request to other governments on whether 
a specific manufacturer or product is formally licensed. Virtually all of these 
governments are additionally prepared to supply confirmatory information on the 
pharmacopoeial or other specifications to which a starting material complies, but no 
government in a major manufacturing country is prepared to supply information on the 
route of synthesis of these materials without the express permission of the 
manufacturer. 

Summary and recommendations 

60.13 The responses of governments to the two questionnaires issued by the Secretariat 
have provided a considerable amount of factual material on the operation of the 
Certification Scheme. In particular, they show that: 

(1) The Scheme could be more effectively used by many Member States importing 
pharmaceutical products, and some of these still lack the basic regulatory 
infrastructure to use it to full advantage. 

(2) The concept of the Scheme remains sound and valid, and the direct channel of 
communication that it provides between the responsible regulatory authorities in the 
importing and exporting Member States is a vital prerequisite to assuring the 
quality of pharmaceutical products in international commerce. This being so, any 
third party that acts on behalf of an importing Member State, either as a broker or 
procurement agency, assumes a responsibility to implement the Certification Scheme, 
and to ensure that all relevant information is made available to the importing 
Member State. 



(3) Since the Scheme was introduced, in 1975, many more governments have shown 
ability and willingness to provide regulatory authorities with: 

-officially-approved product information on finished pharmaceutical products 
and, in some cases, detailed technical summaries of the data regarding safety 
and efficacy on which the domestic marketing authorization is based; 

-certified information on starting materials； this is a prime need, 
particularly for those developing countries setting up local formulation 
facilities that are not able to assure themselves at first hand that their 
overseas suppliers operate in compliance with GMP. 

Proposed amendments 

(4) Having regard to the evident consensus among those Member States that are 
large-scale exporters of pharmaceutical products on the need to supply the above 
data, the governing bodies of WHO may wish to urge Member States to accept the 
following amendments to the Scheme as formulated in the report of the 
Director-General to the Twenty-eighth World Health Assembly on prophylactic and 
therapeutic substances. 

Part I - Certification of Pharmaceutical Products 

1. For the purpose of this Certification Scheme "pharmaceutical product" means 
any medicine in its finished dosage form, intended for human use, or a starting 
material offered for use in such a dosage form, that is subject to control by 
legislation in the exporting Member State and in the importing Member State. 

4 The certificate could also include data on packaging, [labelling,] 
nature of the container, the date of manufacture, results of analysis and other 
[data] information such as an approved technical summary of the data regarding 
safety and pffiracy on which the domestic marketing authorization is based. 

Part II - Exchange of Information 

1. Upon the request of the competent authority of the Member State into which 
a pharmaceutical product covered by this Certification Scheme is to be or has 
been imported, the competent authority of the exporting Member State should 
provide : 

(d) copies of all information and labelling supplied with the product, as 
provided on packaging materials and package inserts. and whether directed to 
the prescriber or the patient, that has been approved by the competent 
authority in the exporting Member State. together with the date(s) on which 
such approval was accorded. 

CERTIFICATE OF PHARMACEUTICAL PRODUCT(S) 

It is certified that : 
This product has been authorized to be placed on the market for use in 
this country. 
Number of permit and date of issue (if applicable): 

The enclosed documents constitute the complete text of all labelling and 
prescribing information which is authorized for use in this country. 

60.14 It is additionally proposed, should these amendments become operative, that the 
current parenthetical (s.) should be removed from the title of the Certificate, which 



would thus read: "Certificate of Pharmaceutical Product". This proposal is based on the 
need for the certificate to be product specific. The approved information for different 
dosage forms of the same active substance frequently differs in fundamental aspects. 
Confusion will inevitably arise if information relating to different products, or even 
different dosage forms, is attached to the same certificate. 

60.15 Should these amendments be acceptable to the collectivity of Member States already 
participating in the existing Certification Scheme, they could subsequently be 
incorporated into a revision of the current text. By offering Member States the option 
of endorsing an amendment at this stage the implementation of the existing Scheme would 
remain undisturbed throughout the period of transition. 

60.16 Should the governing bodies decide to adopt these amendments, consideration would 
have to be given to the need for consequential revision and adjustment of WHO's normative 
text on "Good practices in the manufacture and quality control of drugs" in order to 
assure its relevance to starting materials as well as to finished dosage forms. Such 
changes, if needed, would be of minor significance, having regard to the broad 
applicability of the existing text. The consultative procedure, however, would also 
offer a timely opportunity for updating the text in the light both of experience since it 
was originally issued in 1975, and of the evolution of national GMPs over the past 
decade. 

GUIDING PRINCIPLES FOR SMALL NATIONAL DRUG REGULATORY AUTHORITIES 

61. In November 1987 WHO convened a meeting of experts to prepare guiding principles for 
small national drug regulatory authorities. The meeting, which included seven 
participants responsible for technical aspects of drug regulation in seven countries 
ranging in population from 200 000 to 22 million, addressed every aspect of drug control 
related to both imported and locally-manufactured products - whether these are 
pharmaceutical, biological or herbal in origin. A consensus was established that a 
simple yet effective system of product licensing can be maintained by no more than two or 
three pharmacists with a small supporting staff. Three developments were recognized to 
have greatly facilitated the task in recent years : 

-the institution of the WHO Certification Scheme on the Quality of Pharmaceutical 
Products Moving in International Commerce； 

-the timely and comprehensive flow of complementary information from WHO and some 
individual national regulatory authorities, particularly on matters relating to 
product safety and quality; 

-the development of desktop microcomputers and commercial software packages as aids 
in the collation and searching of large data bases. 

62. Other aspects of control, particularly inspection and surveillance, were accepted as 
being considerably more demanding on resources. Indeed, it was appreciated that they 
impose substantial burdens on authorities which not only have considerably greater 
working budgets, but are able to augment their incomes significantly through licensing 
fees. It was agreed that the greatest asset of every small authority is the training and 
in-service experience of its professional staff, and that effective control is 
contingent, at every level, on reasonable stability of post tenure. Copies of the report 
are available in English in the meeting room. 

DISSEMINATION OF INFORMATION 

63. One of the fundamental points of consensus at the Nairobi Conference, and which is 
reflected in the revised drug strategy as approved by the Health Assembly, was an 
acceptance that effective control and rational use of pharmaceutical products at national 
level are facilitated by, and in many countries dependent upon, a comprehensive 
international flow of information on all aspects of drugs. Indeed, a large part of WHO's 



activities in the field of drugs involves the collation, validation and dissemination of 
information. The following relates to specific information initiatives. 

WHO Drug Information 

64. Since January 1987 WHO Drug Information, a recent number of which is being provided 
for the information of the Committee, has been issued, both in English and in French, as 
an official quarterly publication of the Organization, prepared by PHA. In its new and 
expanded format it provides an overview of topics relating to drug development and 
regulations that are of current relevance and importance. Its contents reflect, but do 
not present, WHO policies and activities, and they embrace socioeconomic as well as 
technical matters. 

65. The objective is to bring issues that are of primary concern to drug regulators and 
pharmaceutical manufacturers to the attention of a wide audience of health professionals 
and policy-makers concerned with the rational use of drugs. In effect, the journal seeks 
to relate regulatory activity to therapeutic practice. 

66. Within six months more than 1000 paid subscription requests were received, in the 
absence of any advertising effort； this inspires confidence that the journal fulfils a 
real need. 

The Essential Drugs Monitor 

67. Since late 1985 the Action Programme on Essential Drugs has published a newsletter 
in English, French, Spanish and Arabic. The Essential Drugs Monitor informs on the 
Programme's activities and the work of other individuals and groups in the essential 
drugs field. Its purpose is to share information and experiences. A copy of the latest 
issue, No. 5, 1987, is provided for the information of the Ad Hoc Committee on Drug 
Policies. Included in the newsletter are such headings as national drug policy, useful 
reading, letters to the editor, action programmes in Guinea and Thailand, newsdesk, 
rational use of drugs, and WHO at large. Readers ' response has been very positive and 
the circulation has increased from an initial 3500 on the mailing list to currently close 
to 8000. 

68. To ensure the availability of drug information on specific issues, the Regional 
Office for Europe has issued publications on, for example, drugs for the elderly, drugs 
for infants and children, drugs and money, and drug utilization studies. 

Normative activities 

International nonproprietary names for pharmaceutical substances 

69. Proposed lists of names selected in consultation with National Nomenclature 
Commissions continue to be issued three times annually. An example is contained in the 
issue of WHO Drug Information provided with this report. A consolidated list containing 
over 5000 names will be issued early in 1988. The second report of the WHO Expert 
Committee on the Use of Essential Drugs, issued in 1985，states that: 

The procedure for selecting INNs allows manufacturers to contest those names that 
are either identical or similar to their licensed trademarks. In contrast, 
trademark applications are disallowed, in accordance with present procedure, only 
when they are identical to an INN. A case for increased protection of INNs is now 
apparent as a result of competitive promotion of products no longer protected by 
patents. Rather than market these products under the generic name, many companies 
apply for a trademark derived from an INN. This practice endangers the principle 
that INNs are public property； it can frustrate the rational selection of further 

1 WHO Technical Report Series, No. 722, 1985. 



INNs for related substances, and it will ultimately compromise the safety of 
patients by promoting confusion in drug nomenclature. 

These issues remain of concern. 

The International Pharmacopoeia 

70. A new volume of The International Pharmacopoeia has been prepared which completes 
the coverage of quality standards of drug substances within WHO's Model List of Essential 
Drugs. Copies are available in the meeting room. Similarly, general monographs for 
dosage forms have been prepared which form the basis for developing individual 
specifications for finished pharmaceutical products. To create the capability for 
limited testing of products outside the laboratory, PHA has also produced a series of 
simplified basic tests for confirming the identity of pharmaceutical substances and a 
compendium of information on their stability characteristics. 

71. The WHO Collaborating Centre for Chemical Reference Substances, in Stockholm, which 
is entirely funded by the Swedish Cooperative of Pharmacies, now costs more than 
US$ 200 000 annually. It continues to provide to governments International Chemical 
Reference Substances which are used for drug analysis in conjunction with The 
International Pharmacopoeia. In order to reduce the deficit it will in future be 
necessary to charge for this service. PHA is actively exploring the possibility of 
involving other national laboratories in this work to spread the burden of cost. 

Exchange of information 

72. Efforts to consolidate WHO'S role as a focus for interchange of information on the 
efficacy and safety of pharmaceutical products have been facilitated by: the formal 
designation of WHO information (or liaison) officers within national drug regulatory 
authorities； the Organization's continued active support of drug surveillance activities 
through its Collaborating Centre for International Drug Monitoring in Uppsala, Sweden; 
and its continued sponsorship of the biennial International Conferences of Drug 
Regulatory Authorities. 

The network of information officers 

73. The volume of information exchanged through this network now justifies the 
compilation of a regular monthly mailing to all national authorities. It provides the 
input for updating the section on pharmaceuticals within the United Nations consolidated 
list of products whose consumption and/or sale have been banned, withdrawn, severely 
restricted, or not approved by governments, and it has created a basis for expanding WHO 
Drug Information. Recent examples of the Monthly Mailing are provided for the 
information of the Committee. 

The International Conferences of Drug Regulatory Authorities 

74. The fourth biennial conference, which was held in Tokyo in July 1986 and 
co-sponsored by the Ministry of Health of Japan, attracted participants from 48 
countries. These conferences aire held with a view to pironioting collaborative 
activities； forging a consensus on matters of mutual interest; facilitating timely and 
adequate exchange of technical information; and discussing topical issues of 
international relevance in drug control. 

75. As is evident from the published proceedings of the last conference, a copy of which 
is provided for the information of the Committee, a focus is provided for topics which 
are of relevance to both developed and developing countries, and which provide for a 
mutually instructive exchange of viewpoints. Opportunity is also taken to portray 
characteristic aspects of drug regulation and drug use in the host country. 



The WHO international drug monitoring scheme 

76. The data base housed within the WHO Collaborating Centre within the Swedish Board of 
Drugs now contains some 500 000 adverse reaction reports collated from the contributions 
of 26 participating national centres. 

77. These reports continue to provide raw material on which national regulatory 
decisions regarding product safety are determined. Much debate has taken place on the 
extent to which these data are suitable for broader dissemination to other governments. 
The Director-General has solicited the view of the participating Member States on this 
question and is reviewing the matter in the light of the report of the annual meeting of 
representatives of national centres, which took place in Canberra in August-September 
1987. 

THE WHO MODEL LIST OF ESSENTIAL DRUGS 

78. A short report on the third meeting of the Expert Committee on the Use of Essential 
Drugs, which was convened in November-December 1987, will be tabled during the meeting of 
the Ad Hoc Committee.^ 

79. The work of this Expert Committee is now being supplemented within the Secretariat, 
which is developing, as required by the revised drug strategy, draft Model Prescribing 
Information on the Use of Essential Drugs both for doctors and for other health care 
workers. This information is intended for adaptation by governments through a process of 
broad consultation that involves the specialized technical units and programmes within 
WHO, the Organization's expert advisory panels, international organizations 
representative of the various medical specialties, and drug manufacturers. A particular 
effort is also being made to ensure that it remains consonant, as far as practicability 
allows, with product information officially approved by highly-evolved national drug 
regulatory authorities. The last round of consultations is effected by publication of 
proposed sections in WHO Drug Information. It is anticipated that work on drugs for 
parasitic diseases will be completed within the first half of 1988. 

80. Drafting is already well advanced on other antimicrobial drugs. Formal sponsorship 
of the section on antiepileptic drugs is anticipated from the World Federation of 
Neurology and discussions are continuing with the World Federation of Societies of 
Anaesthesiologists on a final draft of the section on anaesthetic agents. Copies of some 
typical sections are provided with this report for the information of the Committee. 

REPORT OF INTERNATIONAL GROUP OF EXPERTS ON NATIONAL DRUG POLICIES; 
REPORT OF INTERNATIONAL GROUP OF EXPERTS ON ETHICAL CRITERIA FOR MEDICINAL DRUG PROMOTION 

81. Separate reports on the above will be submitted to the Committee. 

1 The full report will be published in the WHO Technical Report Series. 



INFORMATION ON COUNTRY ACTIVITIES1 

Operating 
and/or 

engaged in EDV2 
programme 

Very early stage 
of establishing 
EDV programme 

EDV policy 
formulation under 
consideration 

List of essential 
drugs 

No or little 
information 
available 
to WHO/DAP 

AFRICAN REGION 

Algeria X X 
Angola X X 
Benin X X 
Botswana X X 
Burkina Faso X X 
Burundi X X 
Cameroon X 
Cape Verde X X 
Central African Republic X 
Chad X X 
Comoros X X 
Congo X 
Côte d'Ivoire X 
Equatorial Guinea X X 
Ethiopia X X 
Gabon X 
Gambia X X 
Ghana X X 
Guinea X X 
Guinea-Bisseau X X 
Kenya X X 
Lesotho X X 
Liberia X X 
Madagascar X 
Malawi X X 
Mali X X 
Mauritania X X 

1 Information available to DAP in October 1987. 
о Essential drugs and vaccines. 
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Operating Very early stage EDV policy List of essential No or little 
and/or of establishing formulation under drugs information 

engaged in EDV EDV programme consideration available 
programme to WHO/DAP 

Mauritius X X 
Mozambique X X 
Niger X X 
Nigeria X X 
Rwanda X X 
Sao Tome and Principe X 
Senegal X X 
Seychelles X X 
Sierra Leone X X 
Swaziland X X 
Togo X X 
Uganda X X 
United Republic of Tanzania x X 
Zaire X X 
Zambia X X 
Zimbabwe X X 

REGION OF THE AMERICAS 

Argentina X X 
Bahamas X X 
Barbados X X 
Bolivia X X 
Brazil X X 
Canada 
Chile X X 
Colombia X X 
Costa Rica X X 
Cuba X X 
Dominica X X 
Dominican Republic X X 
Ecuador X X 
El Salvador X X 
Grenada X 
Guatemala X X 
Guyana X X 
Haiti X X X 
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Operating 
and/or 

engaged in EDV 
programme 

Very early stage 
of establishing 
EDV programme 

EDV policy 
formulation under 
consideration 

List of essential 
drugs 

No or little 
information 
available 
to WHO/DAP 

Honduras X X 
Jamaica X 
Mexico X X 
Nicaragua X X 
Panama X X 
Paraguay X 
Peru X X 
Saint Lucia X X 
Suriname X X 
Trinidad and Tobago X 
United States of America 
Uruguay- X X 
Venezuela X 

SOUTH-EAST ASIA REGION 

Bangladesh X X 
Bhutan X X 
Burma X X 
Democratic People's 
Republic of Korea X X 

India X X 
Indonesia X X 
Maldives X X 
Mongolia X X 
Nepal X X 
Sri Lanka X X 
Thailand X X 

EASTERN MEDITERRANEAN REGI ON 

Afghanistan X X 
Bahrain X 
Cyprus X 
Democratic Yemen X X 
Djibouti X X 
Egypt X X 
Iran (Islamic Republic of) X X 



Operating and/or 
engaged in EDV 
programme 

Very early stage 
of establishing 
EDV programme 

EDV policy 
formulation under 
consideration 

List of essential 
drugs 

No or little 
information 
available 
to WHO/DAP 

Iraq X X 
Jordan X X 
Kuwait X X 
Lebanon X X 
Libyan Arab Jamahiriya X X 
Morocco X 
Oman X X 
Pakistan X 
Qatar X X 
Saudi Arabia X 
Somalia X X 
Sudan X X 
Syrian Arab Republic X 
Tunisia X X 
United Arab Emirates X X 
Yemen X X 

WESTERN PACIFIC REGION 

Australia 
China X X 
Democratic Kampuchea X X 
Fiji X 
Japan 
Lao People's Democratic 
Republic X 

Malaysia X X 
New Zealand 
Papua New Guinea X X 
Philippines X X 
Republic of Korea X X 
Samoa X X 
Singapore X 
Solomon Islands X X 
Tonga X 
Vanuatu X X 
Viet Nam X X 
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Annex 2 

ACTION PROGRAMME ON ESSENTIAL DRUGS : FUNDS FROM EXTRABUDGETARY 
SOURCES FOR HEADQUARTERS ACTIVITIES 

A. FOR PROGRAMME ACTIVITIES 

(1) Received 

Country/agency 

Canada 

DANIDA 

FINNIDA 

France 

Interpharma 

Italy-

Japan 

Netherlands 

Nigeria 

SIDA/SAREC 

Switzerland 

UNHCR 

UNICEF 

United Kingdom 

Various institutions 

(2) Firm pledges 

Countrv/agencv 

Netherlands 

SIDA/SAREC 

Year 

1984-85 

1983 
1984-85 
1986-87 

1985 
1986-87 

1980 
1985 
1986-87 

1985 

1985 
1986 

1987 

1986-87 

1986-87 

1984-85 
1986-87 

1985 
1986-87 

1987 

1987 

1985 
1986-87 

1984-85 

Year 

1987-89 

1987 

Amount (US$) 

379 332 

595 
1 165 
1 574 

71 
205 

400 
24 
90 

238 
488 
396 

318 
572 

000 
631 
833 

37 879 

800 
250 

50 

3 667 

629 

351 
473 

186 
773 

20 

5 

282 
550 

500 
000 

000 

289 

351 

753 
492 

143 
221 

000 

000 

692 
264 

750 

Amount 

NLG 13 211 200 

SEK 1.9 million 

Remarks 

US$ 15 million pledged for 
five-year programme in five 
African countries； 
US$ 10 million allocation to 
UNICEF, US$ 5 million to WHO 

Honoraria 

Remarks 

Pledged in 1986 

Pledged in 1986 



(3) Projected contributions 

Country/agency Year 

DANIDA 1987 

1988 

SIDA/SAREC 1988 

United Kingdom 1987 

B. FOR ASSOCIATE PROFESSIONAL OFFICERS 
Country/agency 

Denmark 

Japan 

Netherlands 

Year 

1984-
1984-
1986-
1987 

85 
85 
88 

1983-84 

1985-
1985-

86 
87 

Amount 

DKK 4 million 
DKK 9 million 

SEK 1.5 million 

£150 000 

Amount (US$) 

112 
138 
91 
61 

800 
500 
300 
100 

25 657 

156 
102 

400 
088 

Remarks 

Anticipated 
Anticipated 

Anticipated 

Anticipated 

contribution 
contribution 

contribution 

contribution 

Duty station 

Geneva 
New Delhi 
Geneva 
New Delhi 

Geneva 

Alexandria 
Panama 

C. FOR PROCUREMENT FUND 

Country/agency Year Amount Remarks 

Netherlands 1986 NLG 8 million Pledged for use through 
UNICEF, WHO and UNFPA 



ANNEX 7 

ETHICAL CRITERIA FOR MEDICINAL DRUG PROMOTION1 

CONTENTS 

Paragraph 

Introduction 1 

Objective 2 

Ethical criteria 3 

Applicability and implementation of criteria 4 - 5 

Promotion 6 - 9 

Advertising 10 - 16 

Medical representatives 17 - 19 

Free samples of prescription drugs for promotional purposes 20 

Free samples of non-prescription drugs to the general public for promotional 

purposes 21 

Symposia and other scientific meetings 22 - 24 

Post-marketing scientific studies, surveillance and dissemination of 

information 25 - 27 

Packaging and labelling 28 

Information for patients : package inserts, leaflets and booklets 29 - 30 

Promotion of exported drugs 31 

Appendix - Sample drug information sheet 

Introduction 1. Following the WHO Conference of Experts on the Rational Use of Drugs held in Nairobi 
in November 1985, WHO prepared a revised drug strategy which was endorsed by the 
Thirty-ninth World Health Assembly in May 1986 in resolution WHA39.27. This strategy 
includes, among other components, the establishment of ethical criteria for drug 
promotion based on the updating and extension of the ethical and scientific criteria 
established in 1968 by the Twenty-first World Health Assembly in resolution WHA21.41. 
The criteria that follow have been prepared in compliance with the above on the basis of 
a draft elaborated by an international group of experts. 

1 See resolution EB81.R10. 



Objective 

2. The main objective of ethical criteria for medicinal drug promotion is to support 
and encourage the improvement of health care through the rational use of medicinal drugs. 

Ethical criteria 

3. The interpretation of what is ethical varies in different parts of the world and in 
different societies. The issue in all societies is what is proper behaviour. Ethical 
criteria for drug promotion should lay the foundation for proper behaviour concerning the 
promotion of medicinal drugs, consistent with the search for truthfulness and 
righteousness. The criteria should thus assist in judging if promotional practices 
related to medicinal drugs are in keeping with acceptable ethical standards. 

Applicability and implementation of criteria 

4. These criteria constitute general principles for ethical standards which could be 
adapted by governments to national circumstances as appropriate to their political, 
economic, cultural, social, educational, scientific and technical situation, laws and 
regulations, disease profile, therapeutic traditions and the level of development of 
their health system. They apply to prescription and non-prescription medicinal drugs 
("over-the-counter drugs"). They also apply generally to traditional medicines as 
appropriate, and to any other product promoted as a medicine. The criteria could be used 
by people in all walks of life； by governments； the pharmaceutical industry 
(manufacturers and distributors)； the promotion industry (advertising agencies, market 
research organizations and the like)； health personnel involved in the prescription, 
dispensing, supply and distribution of drugs； universities and other teaching 
institutions； professional associations； patients' and consumer groups； arid the 
professional and general media (including publishers and editors of medical journals and 
related publications). All these are encouraged to use the criteria as appropriate to 
their spheres of competence, activity and responsibility. They are also encouraged to 
take the criteria into account in developing their own sets of ethical standards in their 
own field relating to medicinal drug promotion. 

5. The criteria do not constitute legal obligations； governments may adopt legislation 
or other measures based on them as they deem fit. Similarly, other groups may adopt 
self-regulatory measures based on them. All these bodies should monitor and enforce 
their standards. 

Promotion 

6. In this context, "promotion" refers to all informational and persuasive activities 
by manufacturers and distributors, the effect of which is to induce the prescription, 
supply, purchase and/or use of medicinal drugs. 

7. Active promotion within a country should take place only with respect to drugs 
legally available in the country. Promotion should be in keeping with national health 
policies and in compliance with national regulations, as well as with voluntary standards 
where they exist. All promotion-making claims concerning medicinal drugs should be 
reliable, accurate, truthful, informative, balanced, up-to-date, capable of 
substantiation and in good taste. They should not contain misleading or unverif iable 
statements or omissions likely to induce medically unjustifiable drug use or to give rise 
to undue risks. The word "safe" should only be used if properly qualified. Comparison 
of products should be factual, fair and capable of substantiation. Promotional material 
should not be designed so as to disguise its real nature. 

8. Scientific data in the public domain should be made available to prescribers and any-
other person entitled to receive it, on request, as appropriate to their requirements. 
Promotion in the form of financial or material benefits should not be offered to or 
sought by health care practitioners to influence them in the prescription of drugs. 



9. Scientific and educational activities should riot be deliberately used for 
promotional purposes. 

Advertising 

(a) Advertisements in all forms to physicians and health-related professionals 

10. The wording and illustrations in advertisements to physicians and related health 
professionals should be fully consistent with the approved scientific data sheet for the 
drug concerned or other source of information with similar content. The text should be 
fully legible. 

11. Some countries require that advertisements should contain full product information, 
as defined by the approved scientific data sheet or similar document, for a given period 
from the date of first promotion or for the full product life. Advertisements that make 
a promotional claim should at least contain summary scientific information. 

12. The following list, based on the sample drug information sheet contained in the 
second report of the WHO Expert Committee on the Use of Essential Drugs and appended 
for ease of reference, can serve as an illustration of the type of information that such 
advertisements should usually contain, among others : 

-the name(s) of the active ingredient(s) using either international nonproprietary 
names (INN) or the approved generic name of the drug; 

-the brand name； 

-content of active ingredient(s) per dosage form or regimen; 

-name of other ingredients known to cause problems； 

-approved therapeutic uses ; 

-dosage form or regimen; 

-side-effects and major adverse drug reactions； 

-precautions, contra-indications and warnings； 

-major interactions； 

-name and address of manufacturer or distributor; 

-reference to scientific literature as appropriate. 

13. Where advertisements are permitted without claims (reminder advertisements), they 
ought to include at least the brand name, the international nonproprietary name or 
approved generic name, the name of each active ingredient, and the name and address of 
the manufacturer or distributor for the purpose of receiving further information. 

(b) Advertisements in all forms to the general public 

14. Advertisements to the general public should help people to make rational decisions 
on the use of drugs determined to be legally available without a prescription. While 
they should take account of people's legitimate desire for information regarding their 
health, they should not take undue advantage of people's concern for their health. They 

1 WHO Technical Report Series, No. 722, 1985, p. 43. 



should not generally be permitted for prescription drugs or to promote drugs for certain 
serious conditions that can be treated only by qualified health practitioners, for which 
certain countries have established lists. While health education aimed at children is 
highly desirable, drug advertisements should not be directed at children. Advertisements 
may claim that a drug can cure, prevent, or relieve an ailment only if this can be 
substantiated. They should also indicate, where applicable, appropriate limitations to 
the use of the drug. 

15. When lay language is used, the information should be consistent with the approved 
scientific data sheet or other legally determined scientific basis for approval. 
Language which brings about fear or distress should not be used. 

16. The following list serves as an illustration of the type of information 
advertisements to the general public should contain, taking into account the media 
employed: 

-the name(s) of the active ingredient(s) using either international nonproprietary 
names (INN) or the approved generic name of the drug; 

-the brand name； 

-major indication(s) for use； 

-major precautions, contra-indications and warnings； 

-name and address of manufacturer or distributor. 

Information on price to the consumer should be accurately and honestly portrayed. 

Medical representatives 

17. Medical representatives should have an appropriate educational background. They 
should be adequately trained. They should possess sufficient medical and technical 
knowledge and integrity to present information on products and carry out other 
promotional activities in an accurate and responsible manner. Employers are responsible 
for the basic and continuing training of their representatives. Such training should 
include instruction regarding appropriate ethical conduct taking into consideration the 
WHO criteria. In this context, exposure of medical representatives and trainees to 
feedback from the medical and allied professions and from independent members of the 
public, particularly regarding risks, can be salutary. 

18. Medical representatives should make available to prescribers and dispensers complete 
and unbiased information for each product discussed, such as an approved scientific data 
sheet or other source of information with similar content. 

19. Employers should be responsible for the statements and activities of their medical 
representatives. Medical representatives should not offer inducements to prescribers and 
dispensers. Prescribers and dispensers should not solicit such inducements. In order to 
avoid over-promotion, the main part of the remuneration of medical representatives should 
not be directly related to the volume of sales they generate. 

Free samples of prescription drugs for promotional purposes 

20. Free samples of legally available prescription drugs may be provided in modest 
quantities to prescribers, generally on request. 

Free samples of non-prescription drugs to the general public for promotional purposes 

21. Countries vary in their practices regarding the provision of free samples of 
non-prescription drugs to the general public, some countries permitting it, some not. 



Also, a distinction has to be made between provision of free drugs by health agencies for 
the care of certain groups and the provision of free samples to the general public for 
promotional purposes. The provision of free samples of non-prescription drugs to the 
general public for promotional purposes is difficult to justify from a health 
perspective. If this practice is legally permitted in any country, it should be handled 
with great restraint. 

Symposia and other scientific meetings 

22. Symposia are useful for disseminating information. The objective scientific content 
of such meetings should be paramount, and presentations by independent scientists and 
health professionals are helpful to this end. Their educational value may be enhanced if 
they are organized by scientific or professional bodies. 

23. The fact of sponsorship by a pharmaceutical manufacturer or distributor should be 
clearly stated in advance, at the meeting and in any proceedings. The latter should 
accurately reflect the presentations and discussions. Entertainment or other 
hospitality, and any gifts offered to members of the medical and allied professions, 
should be secondary to the main purpose of the meeting and should be kept to a modest 
level. 

24. Any support to individual health practitioners to participate in any domestic or 
international symposia should not be conditional upon any obligation to promote any 
medicinal product. 

Post-marketing scientific studies, surveillance and dissemination of information 

25. Post-marketing clinical trials for approved medicinal drugs are important to ensure 
their rational use. It is recommended that appropriate national health authorities be 
made aware of any such studies and that relevant scientific and ethical committees 
confirm the validity of the research. Intercountry and regional cooperation in such 
studies may be useful. Substantiated information on such studies should be reported to 
the appropriate national health authorities and disseminated as soon as possible. 

26. Post-marketing scientific studies and surveillance should not be misused as a 
disguised form of promotion. 

27. Substantiated information on hazards associated with medicinal drugs should be 
reported to the appropriate national health authority as a priority, and should be 
disseminated internationally as soon as possible. 

Packaging and labelling 

28. Appropriate information being important to ensure the rational use of drugs, all 
packaging and labelling material should provide information consistent with that approved 
by the country's drug regulatory authority. Where one does not exist or is rudimentary, 
such material should provide information consistent with that approved by the drug 
regulatory authority of the country from which the drug is imported or other reliable 
sources of information with similar content. Any wording and illustration on the package 
and label should conform to the principles of ethical criteria enunciated in this 
document. 

Information for patients : package inserts, leaflets and booklets 

29. Adequate information on the use of medicinal drugs should be made available to 
patients. Such information should be provided by physicians or pharmacists whenever 
possible. When package inserts or leaflets are required by governments, manufacturers or 
distributors should ensure that they reflect only the information that has been approved 
by the country's drug regulatory authority. If package inserts or leaflets are used for 
promotional purposes, they should comply with the ethical criteria enunciated in this 



document. The wording of the package inserts or leaflets, if prepared specifically for 
patients, should be in lay language on condition that the medical and scientific content 
is properly reflected. 

30. In addition to approved package inserts and leaflets wherever available, the 
preparation and distribution of booklets and other informational material for patients 
and consumers should be encouraged as appropriate. Such material should also comply with 
the ethical criteria enunciated in this document. 

Promotion of exported drugs 

31. Ethical criteria for the promotion of exported drugs should be identical with those 
relating to drugs for domestic use. It is desirable that exporting arid importing 
countries that have not already done so should use the WHO Certification Scheme on the 
Quality of Pharmaceutical Products Moving in International Commerce. 

Appendix 

SAMPLE DRUG INFORMATION SHEET1 

Drug information sheets 

Various types of information are needed by prescribers and consumers to ensure the 
safe and effective use of drugs. The following list is a sample that should be adjusted 
to meet the needs and abilities of the prescriber. 

(1) International Nonproprietary Name (INN) of each active substance. 

(2) Pharmacological data: a brief description of pharmacological effects and 
mechanism of action. 

(3) Clinical information: 

(a) Indications : whenever appropriate, simple diagnostic criteria should be 
provided. 

(b) Dosage regimen and relevant pharmacokinetic data: 

-average and range for adults and children; 
-dosing interval； 
-average duration of treatment； 
-special situations, e.g., renal, hepatic, cardiac, or nutritional 
insufficiencies that require either increased or reduced dosage. 

(c) Contra-indications. 

(d) Precautions and warnings (reference to pregnancy, lactation, etc.). 

(e) Adverse effects (quantify by category, if possible). 

(f) Drug interactions (include only if clinically relevant; drugs used for 
self-medication should be included). 

1 Reproduced from The use of essential drugs : second report of the WHO Expert 
Committee on the Use of Essential Drugs (WHO Technical Report Series, No. 722, 1985, 
p. 43). 一 



(g) Overdosage : 

-brief clinical description of symptoms； 
-non-drug treatment and supportive therapy； 
-specific antidotes. 

(4) Pharmaceutical information: 

Dosage forms. 

Strength of dosage form. 

Excipients. 

Storage conditions and shelf-life (expiry date). 

e) Pack sizes. 

f) Description of the product and package. 

g) Legal category (narcotic or other controlled drug, prescription or 
non-prescription). 

h) Name and address of manufacturer(s) and importer(s). 



ANNEX 8 

INCENTIVE SCHEME TO PROMOTE TIMELY PAYMENT OF ASSESSED CONTRIBUTIONS BY MEMBERS1 

Report by the Director-General 

[EB81/10 - 6 October 1987] 

Introduction 

1. In the report of the Joint Inspection Unit on "Cash management in the United Nations 
and four specialized agencies (FAO, ILO, UNESCO, WHO)",2 submitted to the seventy-ninth 
session (January 1987) of the Executive Board under cover of a report by the 
Director-General, the first recommendation of the Inspector reads as follows : 

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. 

2. The comments and observations of the Administrative Committee on Coordination with 
respect to this recommendation read, inter alia, as follows : 

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. 

3. The Director-General‘s comments on this matter included the following:^ 

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's interest earnings are reduced arid, 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. 

See resolution EB81.R12. 
Document JIU/REP/86/6. 
Document EB79/1987/REC/1, pp. 150-156. 
Document EB79/1987/REC/1, p. 151. 
Document EB79/1987/REC/1, pp. 151-152. 



4. At the seventy-ninth session of the Executive Board, in January 1987, the 
Director-General had sought the guidance of the Board: (1) on the possible adoption by 
WHO of an incentive scheme similar to that which had been adopted by ICAO in 1986 to 
become effective as from 1 January 1987 and which was under consideration by some other 
specialized agencies of the United Nations； and (2) on the wishes of the Board as to the 
procedural and logistical aspects of review and adoption of such a scheme, which would 
determine the earliest date from which such a scheme might possibly become effective in 
WHO. 

5. The Executive 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. 

Present system 

6. A relatively substantial portion of the biennial regular budget of WHO has normally 
been financed by appropriations of casual income earned by the Organization in the two 
calendar years immediately preceding the year of adoption of the budget. The casual 
income appropriated by Health Assemblies for this purpose has been deducted, together 
with the expected reimbursement of programme support costs by UNDP, from the total budget 
level in order to arrive at the portion of the budget to be financed by assessed 
contributions of Member States according to the WHO scale of assessments. In effect, 
therefore, all casual income appropriated to help finance the regular budget has in the 
past been apportioned among Member States in accordance with the scale of assessments 
applicable to the financial period covered by the programme budget. 

Alternative incentive formulae 

7. The Director-General proposes the adoption of an incentive scheme under which 
available casual income would continue to be appropriated to help finance the regular 
budget and thus reduce net contributions of Member States but which would provide that 
the amount of interest credited to the casual income account would be apportioned among 
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 respect of and during each year of a preceding two-year period, 
the remaining portion of the casual income appropriation being deducted from the total 
budget, as in the past, in the manner indicated in paragraph 6 above. Such a scheme 
would not affect the amount of casual income to be appropriated by the Health Assembly to 
help finance the regular budget but would merely change the method by which part of it 
would be apportioned among Member States, with consequent minor changes to the Financial 
Regulations and the appropriation resolution for the financial period. 

8. The Director-General has considered two basic formulae for the apportionment of 
interest earnings which would reward Member States in accordance with the timing of 
payment of their contributions, as follows : 

(a) Alternative 1 - "Straight line" method 

Incentive points would be assigned to each month of each "base year" of the two-year 
"base period" for which assessed contributions are payable and during which interest is 
earned, according to the following scale : 

1 Decision EB79(11) 



Month of receipt of contribution payments for the base year Incentive points 

Prior to year for which contribution is due 13 
January 12 
February 11 
March 10 
April 9 
May 8 
June 7 
July 6 
August 5 
September 4 
October 3 
November 2 
December 1 
After 31 December of the year for which 

contribution is due 0 

Each Member State would be awarded a certain number of incentive points determined 
by multiplying the amounts of its contribution payment or payments (to the nearest 
thousand dollars) by the incentive points assigned to the month of receipt of each 
payment. Each Member State would have credited against its assessment a percentage of 
the amount of interest earnings subjected by the Health Assembly to the incentive scheme 
which is equal to its percentage share of the total number of incentive points awarded to 
all Member States. Thus, the formula for calculation of the share of interest earnings 
to be apportioned to a Member State under the incentive scheme could be expressed as 
follows : 

Amount of 
interest earnings 
apportioned 
to a Member 
State in 
accordance with 
incentive formula 

Number of incentive points 
awarded to that Member State 

Total number of incentive 
points awarded to all 
Member States 

X 

Amount of interest 
earnings subjected 
to the 
incentive scheme 

(b) Alternative 2 - "S-curve" method 

Incentive points would be assigned to each day (as opposed to month in the "straight 
line" method) of each "base year" of the two-year "base period" for which assessed 
contributions are payable and during which interest is earned, according to the formula 
indicated in Appendix 1, which is an extract of a document presented to the Executive 
Committee of ICAO in September-October 1986. The effect of this formula is essentially 
to break up the year into three segments ； the first segment covering the five months 
from January to May, providing a gradual decline in the incentive points applied (from 
10.0 on 1 January to 7.75 on 31 May) , the second segment covering the two months June and 
July, during which there would be a sharp decline in the number of points earned (from 
7.72 on 1 June to 2.25 on 31 July) , and a third segment covering the last five months 
from August to December, during which there would be a gradual decline in the number of 
points earned (from 2.22 on 1 August to 0.0 on 31 December) . This formula has already 
been adopted by ICAO with effect from 1 January 1987 and by WMO with effect from 
1 January 1988. A table indicating the incentive points applicable to the day number and 
actual dates of payment is provided in Appendix 2. 



9. In considering the relative merits of the alternative incentive formulae it will be 
seen that the "straight line" method appropriately grants an additional incentive to 
Member States which pay their contributions before the due date of payment, i.e., prior 
to 1 January of the year for which contributions are due. The formula is less complex 
than that applied in the "S-curve" method. This method also gives greater recognition to 
the fact that some Member States have different fiscal periods than that of the 
Organization, thus rendering it more difficult for them to pay early in the calendar 
year, and that, because of the usual delays experienced in obtaining payment clearances 
from the various ministries concerned and in the transmission of payments through banks, 
Members frequently cannot determine the exact date on which payment will be received by 
the Organization. However, the "S-curve" formula provides a greater incentive to Member 
States to advance the dates of payment of their contributions； this formula also 
appeared to receive more support at the seventy-ninth session (January 1987) of the 
Executive Board. The Director-General therefore recommends the adoption of the •• S-curve" 
formula for application in WHO. 

Casual income to be subjected to the incentive scheme 

10. The Director-General considers that for an incentive scheme to be effective the 
maximum amount of financial benefit should be provided to Members which pay their 
contributions early. He had therefore originally proposed that the entire amount of 
casual income appropriated to help finance the regular budget be apportioned to Member 
States on the basis of an incentive formula, as recommended by the Joint Inspection 
Unit, or that at least the components of casual income represented by interest earned 
and arrears of contributions collected should be subjected to the incentive formula. 
However, in view of the reservations expressed at the seventy-ninth session of the 
Executive Board in January 1987, the Director-General proposes that the apportionment on 
the basis of the иS-curve" formula be limited to the "interest earned" component of 
casual income. The balance of casual income appropriated to help finance the budget 
would, as in the past, be apportioned, together with the expected reimbursement of 
programme support costs by UNDP, to Members in accordance with the WHO scale of 
assessments. A statement of casual income received and utilized during the period 1982 
to 1986 is attached as Appendix 3. 

11. The various steps that would need to be taken to determine the instalments of 
contributions payable by Member States in each year of a financial period are listed in 
Appendix 4. 

Effective date of implementation 

12. If the Executive Board and the World Health Assembly should agree to the proposal of 
the Director-General in 1988, the incentive scheme could become fully effective, to the 
extent that casual income is appropriated to help finance the budget, as from the 
programme budget for the financial period 1992-1993, to be adopted in 1991, based on the 
record of Members ‘ payments of assessed contributions for the years 1989 and 1990 and the 
interest income subjected to the incentive scheme that is earned in those two years. The 
normal text of the programme budget appropriation resolution would require minor 
modifications as indicated in Appendix 5 in which the changes have been underlined for 
emphasis. The current status in the United Nations and specialized agencies of related 
measures already adopted or presently under consideration is shown in Appendix 6. 

1 Document JIU/REP/86/6, para. 32. 



Amendment to the Financial Regulations 

13. Adoption of the Director-General‘s proposal would require amendment of Financial 
Regulation 5.3, which would read as follows (with the changes underlined for clarity): 

5.3 The Health Assembly shall adopt a total budget level and scale of assessments 
for the following financial period. The assessed contributions of Members based on 
the scale of assessments shall be divided, after applying credits due to Members in 
accordance with any financial incentive scheme that may be adopted by the Health 
Assembly, into two equal annual instalments, the first of which shall relate to the 
first year and the second of which shall relate to the second year of the financial 
period. In the first year of the financial period, the Health Assembly may decide 
to amend the scale of assessments to be applied to the second year of the financial 
period. 

Appendix 1 

FORMULA FOR CALCULATION OF INCENTIVE POINTS BASED ON DATE OF PAYMENT 

(as presented to the Executive Committee of ICAO) 

1. The following graph represents the proposed method for determination of the number 
of incentive points to be awarded for each one thousand dollars of current year 
contribution received by the Organization on any particular day of the current year. 

2. The vertical scale (y) represents the incentive points to be awarded, ranging from 
ten points for payments made on or before 1 January of the current year, to zero points 
for payments made on the last day of the year. The horizontal scale (x) represents the 
time scale of the current year as 360 days. 

3 
3. The formula represented in the graph is a variation of the equation x = -y , which 
describes an "S" curve. Use of an "S" curve formula takes into account the number of 
days during the year for which funds paid are available to the Organization, but giving 
comparatively greater reward for payments made in the first half of the year and 
comparatively lesser reward for payments made in the second half of the year. 
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Elapsed time in days (x scale) 



^ — 
Factors have been added to the basic equation x - -y to make it applicable to the 

parameters which have been selected, that is, the ten point incentive scale and the 360 
day time scale. The formula representing the "S" curve shown is: 

v̂ 7 250x 
360 

Example A Contracting State being assessed at the rate of 1% (or $ 271 062) 
contribution for 1984 makes full payment on 17 March 1984 (day 77). Assume the 
total incentive points earned by all Contracting States for 1984 was 128 316 
and the incentive amount was equivalent to the Organization's interest earnings 
for 1984, $ 369 521. 

The incentive share would be determined in two steps. 

Step 1. At time of receipt of contribution 
Awarding of incentive points 

(a) Calculation of incentive points for payment on day 77 

� /125 - (day of payment x 
V 360 

5 250� \ 125 - (77 x ^ ： ) 
V 360 

=9.15 incentive points (per $ 1000 payment) 

(b) Calculation of incentive points for payment of $ 271 062 

=9.15 x amount of payment (in thousands) 

-9.15 x 271 

-2480 incentive points awarded 

Step 2. At time of Assembly 
Sharing of incentive amount between eligible States 

(a) Calculation of incentive amount applicable to each incentive point earned 
by all Contracting States for the year 

- $ 369 521 + 128 316 

= $ 2.88 per incentive point 

(b) Calculation of incentive amount applicable to the contribution of 
$ 271 062 made on 17 March 1984 

= $ 2.88 x 2480 (from Step 1) 

= $ 7142 representing a rebate of 2.63% of the contribution. 

Had the same contribution been paid on say 25 September (day 265) , the incentive 
amount would have been: 

=» $ 864 representing a rebate of 0.32% of the contribution. 
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Appendix 2 

CALCULATÎÔN OF INCENTIVE POINTS USING "S-CURVE" FORMULA 

January February March April May June 

Day 
No. 

Da Points 
Day 
No. 

Points 
Day 

No. 
Points 

Day 
No. 

Points 
Day 
No. 

Da Points 
Day 
No. 

Points 

9 
10 
11 
12 
13 
1A 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 

20 
21 
22 
23 
24 
25 
26 
27 
28 
29 

30 31 

10 
9 
9 
9 
9 
9 
9 
9 
9 
9 
9 
9 
9 
g 
g 
g 
g 
g 
g 
g 

9 
g 
g 
g 
g 
g 
g 
g 
g 

9 

31 
32 
33 
34 
35 
36 
37 
38 
39 
A0 
41 
42 
43 
A4 
A5 
A6 
A7 
48 
A9 

50 
51 
52 
53 
54 
55 
56 
57 
58 
59 
60 

16 
17 
18 
19 
20 
21 
22 
23 
2A 
25 
26 
27 
28 
29 

69 
68 
67 
66 
65 
64 
63 
62 
61 
60 
59 
58 
57 
55 
5A 

53 
52 
51 
50 

g 
7 
6 
5 
A 
3 
2 
0 

39 
38 

9.37 

6 
7 

18 
19 
20 
21 
22 
23 
2A 
25 
26 
27 
28 
29 

30/31 

36 
ЗА 
33 
32 
31 
29 
28 
27 
26 
2A 
23 
22 
20 

g 

8 
6 
5 

8 
9 

20 
21 
22 
23 
2A 
25 
26 
27 
28 
29 
30 

95 121 
9A 122 
92 123 
91 12A 
89 125 
88 126 
86 127 
85 128 
83 129 
82 130 
80 131 
78 132 
77 133 
75 134 
73 135 
72 136 
70 137 
68 138 
67 139 
65 1A0 
63 1A1 

148 
149 
150 

20 
21 
22 
23 
2A 
25 
26 
27 
28 
29 
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151 
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15A 
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157 
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23 
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13 
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.00 

E
x
m
c
u
T
I
V
m
 B
O
A
R
D
,
w
i
g
k
t
y
-
肉

 i
e
i
s
t

 s
w
s
s
i
o
n
 



51 
50 
48 

2 
0 

39 
37 
35 
33 
32 
30 
28 
27 
25 
23 
22 

2 
2 
2 
2 
2 
2 
2 
2 
27 
280 
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283 
28А 
285 
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287 

20 289 19 
8 290 20 
7 291 21 
5 292 22 
4 293 23 
2 294 2k 

1 295 25 
09 296 26 
08 297 27 
06 298 28 
05 299 29 
03 300 30/31 

CALCULATION OF INCENTIVE POINTS USING "S-CURVE" FORMULA (continued) 

July August September October November December 

Day 
No. 

Da Points Day 
No. Da Points 町
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Appendix 3 

CASUAL INCOME RECEIVED AND UTILIZED, 1982 TO 1986 

(Expressed in US dollars) 

Year 
Balance 
brought 

forward from 
previous year 

Income received Utilization 

Interest 
earned 

Other 
income Total Financing of 

regular budget 

Unobligated 
balance at 
year end 

Other Total 

1982 17 440 884 18 226 157 24 073 079 42 299 236 - 3 453 990 3 453 990 56 286 130 

1983 56 286 130 17 082 854 5 035 724 22 118 578 54 500 000 605 500 55 105 500 23 299 208 

1984 23 299 208 19 552 795 14 791 723 34 344 518 - 852 020 852 020 56 791 706 

1985 56 791 706 21 531 120 17 977 497 39 508 617 56 790 000 - 56 790 000 39 510 323 

1986 39 510 323 15 074 353 25 829 600 40 903 953 - 31 245 145 31 245 145 49 169 131 



ANNEX 8 115 
Appendix 4 

STEPS TO BE TAKEN TO DETERMINE THE INSTALMENTS OF CONTRIBUTIONS 
PAYABLE BY MEMBER STATES IN EACH YEAR OF A FINANCIAL PERIOD 

Step 1. Determine the total number of incentive points awarded to each Member State in 
each of the two base years! by multiplying each payment (to the nearest 
thousand dollars) received from a Member State in respect of its regular budget 
contribution for each of the two base years by the incentive points assigned to 
the date of receipt of the payment (i.e., value date of credit to the 
Organization's bank account or, if payment is made by cheque, the date of 
receipt of the cheque by WHO), and adding the resulting figures. 

Step 2. Determine the total number of incentive points awarded to all Member States in 
each of the two base years by adding the figures obtained in step 1 for each 
Member State. 

Step 3. Determine each Member State's percentage share (calculated to six decimal 
places) of the total number of incentive points awarded to all Member States 
in each of the two base years by expressing the figure obtained in step 1 as a 
percentage of the figure obtained in step 2. 

Step 4. Calculate the amount of interest income to be apportioned to each Member State 
(to the nearest ten dollars) in accordance with the incentive formula in respect 
of each of the two base years by applying the percentages obtained in step 3 to 
half of the interest income subjected to the incentive scheme. 

Step 5. Add the amounts of interest income apportioned to each Member State in 
accordance with the incentive formula in respect of each year of the two-year 
base period to arrive at the total amount of interest income to be credited 
against the gross assessment of each Member State for the financial period. 
Gross assessments in this context represent the total budget level for the 
financial period after deduction of UNDP support costs and that portion of 
casual income appropriated to help finance the budget which is not subjected to 
the incentive formula. 

Step 6. Determine the net contributions payable by Member States during the financial 
period by crediting against their gross assessments (as adjusted by their share 
of the credit in the Tax Equalization Fund) the amounts of interest income 
apportionable in accordance with the incentive formula as obtained in step 5. 

Step 7. Half of the net contributions of each Member State for the financial period as 
obtained in step 6 shall be payable in the first year of the financial period 
and the remaining half in the second year of the financial period in accordance 
with Financial Regulation 5.3. 

The base years for calculation of incentive points are the third and second 
calendar years immediately preceding the financial period of the budget for which casual 
income is being appropriated, e.g., for the financial period 1992-1993 the base years for 
calculation of incentive points would be the years 1989 and 1990. The base years are 
thus the years in which the interest income to be appropriated and to be apportioned 
among Member States is actually received. 

2 
The share of interest income apportioned to each Member State in accordance with 

the incentive formula will be indicated on a year-by-year basis in statements showing, 
together with the scale of assessments, the gross assessment, the credit from the Tax 
Equalization Fund, the interest earned apportionable in accordance with the incentive 
formula, and the net contribution of each Member State. 

3 . 
Timely annual payments of consolidated prior years' arrears of contributions 

made in accordance with a deferred payment plan approved by the Health Assembly do not 
earn incentive points. 



Appendix 5 

APPROPRIATION RESOLUTION FOR THE FINANCIAL PERIOD 1992-1993 

The Forty-fourth World Health Assembly 

RESOLVES to appropriate for the financial period 1992-1993 an amount of US$ 
as follows : 

A. 
Appropriation 
section 

4. 

5. 

Purpose of appropriation 

Direction, coordination and management 
Health system infrastructure 
Health science and technology: 

health promotion and care 
Health science and technology: 

disease prevention and control 
Programme support 

Amount 
US $ 

Effective working budget 

Transfer to Tax Equalization Fund 
Undistributed reserve 

Total 

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 1992 -
31 December 1993 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 1992-1993 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-General ‘ s and Regional 
Directors' Development Programme (US$ ). 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 1992-1993. 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: 

$
 s

 
и
 

(i) reimbursement of programme support costs by the 
United Nations Development Programme in the 
estimated amount of 

(ii) casual income (other than interest earned).... 

thus resulting in assessments on Members of US$ . In establishing the amounts 
of contributions to be paid by individual Members, their assessments shall be reduced 
further by (a) the amount of interest earned, US$ . credited to them in accordance 
with the incentive scheme adopted by the Health Assembly in resolution WHA41. . and (b) 
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. 



Appendix 6 

INCENTIVES OR PENALTIES BASED ON TIMING OF PAYMENT OF CONTRIBUTIONS 

(Status and relevant developments in the United Nations system) 

United Nations/ Applies at present Governing bodies are currently considering (or have considered) 
Agency incentives or penalties proposals for the introduction of such measures 

based on timing of payment 
of contributions 

United Nations 

WHO 

FAO 

Incentives for early payments and penalties for late payments were 
considered at the Thirty-seventh session of the General Assembly in 1981, 
but after the debate on the subject in the Fifth Committee it may be 
concluded that there was little support at the time for the introduction 
of new procedures in this respect. Nevertheless, in view of the 
financial crisis faced by the United Nations in 1986 the General 
Assembly, by its resolution 41/204, requested the Secretary-General "to 
continue to study various options to alleviate the financial difficulties 
of the Organization, taking into account the views expressed by Member 
States, to include in the study a review of the practices of other 
organizations of the United Nations system for achieving prompt and full 
payment of assessed contributions and to report thereon to the General 
Assembly at its forty-second session". 

The Health Assembly rejected a few years ago an interest charge 
proposal. The report of the Joint Inspection Unit on cash management in 
the United Nations Organization and four specialized agencies was 
reviewed by the WHO Executive Board in January 1987. The Executive 
Board, being generally in agreement with the idea of an incentive scheme 
for distribution of interest earnings, requested the Director-General to 
provide study for review by the Executive Board at January 1988 session. 

The Council of FAO, at its June 1987 session, requested the FAO 
Secretariat to prepare a resolution for consideration of the autumn 
session of the Council and the November session of the FAO Conference, 
recommending a positive incentive scheme by distribution of interest 
earned among Member States which have paid their assessed contributions 
in full by the end of the biennium, on a weighted basis, in accordance 
with the amount and timing of payment of their contributions. 
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United Nations/ 
Agency 

Applies at present 
incentives or penalties 
based on timing of payment 
of contributions 

The governing bodies are currently considering (or have considered) 
proposals for the introduction of such measures 

UNESCO 

ILO 

IAEA 

UNIDO 

ITU 

ICAO 

WIPO 

WMO 

No 

No 

Yes1 

Yes, effective 
1 January 1987 

The twenty-third session of the General Conference, in 1985, requested 
the Director-General to study the feasibility and desirability of 
introducing positive incentive measures and report to the Executive Board 
and to the General Conference at its twenty-fourth session. 

At its June 1987 session the Governing Body of ILO considered a proposal 
from the Employers' Group to improve the rate of collection of 
contributions, by granting rebates on assessed contributions to those 
Member States that pay their contribution in a timely manner. The 
Governing Body took no decision on this proposal but will pursue the 
question of an incentive scheme. It is to receive a new paper on the 
subject at a future session (probably November 1987). 

No current consideration. 

No further current consideration. 

Incentive scheme approved by the Assembly held September - October 1986. 

No current consideration; the governing bodies discussed the matter in 
1983 and 1985, but decided in 1985 not to approve a proposal that a study 
be made concerning the possibility of charging interest on unpaid 
contributions. 

Congress decided in May 1987 to introduce an incentive scheme effective 
1 January 1988 by distribution of the General Fund interest in accordance 
with timing and amount of contributions paid, using the ICAO's "S curve" 
formula. 

A contribution (in Swiss francs) not received by 1 January is subject to 3% interest charge during the first 
six months and 6% per annum thereafter. 
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United Nations/ Applies at present 
Agency incentives or penalties 

based on timing of payment 
of contributions 

The governing bodies are currently considering (or have considered) 
proposals for the introduction of such measures 

IMO No current consideration. The Council in 1981 considered interest credit 
scheme, but did not adopt it. 

UPU YesJ No further current consideration. 

Interest charges similar to ITU. 

E
X
M
C
Ü
T
I
V
m
 W
O
A
R
D
,

 W
I
G
Œ
T
Y
-
^
I
P
O
S
H
S
M
S
S
I
O
N
 



CHANGES IN THE PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1988-19891 

1. Report by the Director-General 

[EB81/42 - 13 November 1987] 

1. The Executive Board will recall that when the Director-General presented the 
proposed programme budget for 1988-1989 to the seventy-ninth session of the Executive 
Board (January 1987), he felt unable, at a time when the Organization found itself 
enmeshed in an unusually serious financial crisis not of its own making, to recommend 
that any casual income be appropriated to help to finance the proposed programme budget. 
He therefore proposed that the entire amount of casual income available as of 31 December 
1986, then estimated at US$ 47 million, should be retained in the casual income account 
to cover that part of a possible shortfall in assessed contributions that might occur in 
the financial periods 1986-1987 and 1988-1989 that was not already met by the programme 
implementation reductions of US$ 35 million and US$ 50 million made or planned for, 
respectively, 1986-1987 and 1988-1989.2 

2. Following discussions at the seventy-ninth session of the Executive Board on the 
amount of casual income available and its possible use, the Director-General, in an 
attempt to reconcile the various points of view expressed by members of the Board, 
finally proposed that casual income in the amount of US$ 25 million be appropriated to 
reduce the contributions of Member States in the first year of the biennium 1988-1989. 
In agreeing on these proposals, the Board realized, and reported to the Fortieth World 
Health Assembly, that a further review by the Board of the financial situation would be 
necessary in January 1988. It was understood that, if sufficient arrears of 
contributions were received by the end of 1987, the Director-General would recommend that 
an additional amount, representing the difference between casual income actually 
available at the end of 1986 and the amount of US$ 25 million applied to reduce 
contributions in the first year of the biennium, be applied to reduce contributions in 
the second year of the biennium. On the other hand, should the critical financial 
situation persist, the Board would have to decide, in January 1988, on the steps which 
would need to be taken to meet the shortfall in financial resources. 

3. During the discussions in Committee A at the Fortieth World Health Assembly on the 
proposed appropriation resolution for the financial period 1988-1989, the 
Director-General stated that, in view of the concerns of the developing countries 
expressed at the Health Assembly, and in order to preserve during the forthcoming 
budgetary implementation period the spirit of consensus and cooperation that had been 
demonstrated by the overwhelming majority of the entire membership throughout the budget 
cons ideration and approval process, he had decided to take two further initiatives which, 
he believed, would go a long way towards meeting the expressed concerns and lightening 
the financial burdens of all Members. 

1 See resolution EB81.R13. 
2 Document PB/88-89, pp. xxxix-xl. 
3 Document EB79/1987/REC/1, p. 218, paras 88-89. 
4 Document WHA40/1987/REC/3, p. 205. 



4. The first initiative which the Director-General announced to the Health Assembly was 
to begin a process throughout the Secretariat to determine where and how the budget for 
1988-1989 could be reduced by an amount of the order of US$ 25 million with the least 
possible harm to Member States and their health promotion and protection activities. He 
had taken that decision on the firm assumption that the largest contributor would, by the 
end of 1987, have paid its outstanding contributions for 1986-1987. If, contrary to his 
expectations, that should not take place, it would not, in his view, be possible to 
reduce the budget. 

5. The second initiative which the Director-General had decided to take was to propose 
for 1990-1991 a budget reduction in real terms of US$ 25 million as compared with the 
budget for 1988-1989. He indicated that he would submit this proposal to the Programme 
Committee of the Executive Board for its review, pursuant to resolution EB79.R9, 
irrespective of whether or not the proposed decrease in the same amount could be made in 
the 1988-1989 budget.2 

6. As at 31 October 1987 the status of collection of assessed contributions to finance 
the effective working budget for 1986-1987 was far from satisfactory. Out of a total 
amount due of US$ 484 861 000, only US$ 342 872 210, or 70.72%, had been collected, and 
only 78 Members had paid their contributions in full. The largest contributor had made 
payments of only US$ 42 438 470, or 33.79% of its total assessment for the biennium of 
US$ 125 576 525, thus still owing US$ 83 138 055 for 1986-1987. Most of these payments 
by the largest contributor were made as late as September and October 1987. Apart from a 
recent notification that an additional US$ 5 million would be paid to WHO as soon as 
possible, there have been no indications as to the amounts and dates of any further 
payments by the largest contributor in respect of 1986-1987 and 1988-1989. The letter 
received by the Director-General, which is reproduced in the Appendix, summarizes the 
uncertainties prevailing at this time. 

7. In view of the circumstances described above, there is little doubt that at the end 
of 1987 the Organization will still be faced with a very large shortfall in the 
collection of assessed contributions for 1986-1987. In closing the accounts for the 
financial period 1986-1987 the Organization, notwithstanding the programme implementation 
reductions of the order of US$ 35 million effected during this biennium, will have to not 
only use the full amount of the Working Capital Fund but also borrow the balance of 
casual income available at the end of 1986 in order to cover its obligations incurred. 
Much to his regret, therefore, the Director-General is not in a position at this time to 
propose an additional appropriation from casual income available as at 31 December 1986 
to reduce contributions of Members for the programme budget for 1988-1989. 

8. Moreover, a continuing shortfall in the collection of assessed contributions, 
particularly from the largest contributor, does not permit him to propose a reduction of 
US$ 25 million in the 1988-1989 budget level. A reduction in the budget level would not 
necessarily improve the financial situation, as under the present circumstances it is 
more than likely that any partial payments envisaged by the largest contributor for the 
1988-1989 budget would be reduced to reflect a lowered budget level. In other words, as 
the contribution payments by the largest contributor would probably be even lower than 
they would be for an unreduced budget, the gap between its assessed contributions and its 
actual payments would remain approximately the same. To reduce the budget under these 
circumstances would have a doubly negative impact for, in addition to the programme 
reductions necessitated by the reduction in the budget level, the Director-General would 
still be obliged to make further programme implementation reductions in order to ensure 
that only that part of the reduced programme is implemented for which sufficient funds 
are received. 

1 Document WHA40/1987/REC/3, p. 205. 
2 Document WHA40/1987/REC/3, p. 206. 



9. However, the Director-General would like to draw the attention of the Executive 
Board to the fact that he submitted to the Programme Committee of the Executive Board, at 
its meeting from 29 June to 2 July 1987, the proposal outlined in paragraph 5 above. The 
Programme Committee agreed with the Director-General that his budgetary proposals for 
1990-1991 should provide for a budget reduction in real terms of US$ 25 million as 
compared with the approved budget for 1988-1989, leading to a budget level in real terms 
of US$ 608 980 000. The Director-General is now preparing his budget proposal for 
1990-1991 on this basis. 

Appendix 

Letter received by the Director-General 

Department of State 
Washington 

October 24, 1987 

Dear Mr Director-General: 

Thank you for your letter of September 3, 1987 regarding the payment of United 
States assessed contributions to the World Health Organization. I very much share your 
concern regarding our payment arrearages to the World Health Organization and appreciate 
your understanding of the difficulties faced by this Administration in securing 
Congressional support to fund the work of the international organizations in which we 
have membership. 

As you are now aware, we have recently made two payments totalling $35,069 million 
to the World Health Organization. This amount represents the World Health Organization's 
share of our contributions to international organizations that were previously deferred 
in our Fiscal Year 1987 appropriation. Together with the $10 million payment made last 
December, this amount also fulfills our total allocation of $45.069 million to the World 
Health Organization from funds appropriated for Fiscal Year 1987. 

You may be aware that Congress has yet to enact an appropriation bill for funding 
our assessed contributions to international organizations in Fiscal Year 1988. 
Accordingly, we presently do not know what level of funding will be made available to pay 
our assessed contributions to the World Health Organization for calendar year 1987. 
Until such a time that our Congressional appropriation process is completed, I would be 
remiss to speculate on the amounts that may be available in Fiscal Year 1988 to fund our 
assessed contributions to the World Health Organization. There are no immediate plans to 
request additional funding for previous years' arrearages for any of the international 
organizations in which we are assessed contributions. 

I sincerely regret that I cannot provide a clearer picture of our funding situation 
with regard to the World Health Organization. The present difficulties surrounding our 
domestic budget process continue to perpetuate uncertainties regarding the level and 
timing of funds that will be appropriated in Fiscal Year 1988 to pay for our assessed 
contributions to international organizations. The Administration has made a strong 
effort with personal letters from all concerned members of the Cabinet to secure full 
Congressional funding for such outstanding agencies as the WHO. You can be assured that 
we will continue to work toward securing the necessary funds to fulfill our commitments 



to the World Health Organization and other international organizations in which we have 
similar obligations. 

Your words of support to our past efforts in this regard are sincerely appreciated. 

Sincerely, 

John C. Whitehead 

Acting Secretary 

the World Health Organization 

2• Supplementary report by the Director-General 

[EB81/42 Add.： 

The Honorable 
Dr Halfdan Mahler, 
Director-General of 
Geneva, Switzerland 

8 January 1988] 

1. As at 31 December 1987 the status of collection of assessed contributions to finance 
the effective working budget for 1986-1987 had somewhat improved as compared with that 
reported in paragraph 6 of document EB81/42. Out of a total amount due of 
US$ 484 861 000, contributions collected amounted to US$ 428 604 192, or 88.40%. The 
largest contributor made additional payments amounting to US$ 45 000 000 during November 
and December 1987 ； its total payments for the biennium amounted to US$ 87 438 470, or 
69.63% of its total assessment for the biennium of US$ 125 576 525. It thus still owed 
US$ 38 138 055 for 1986-1987. 

2. In view of the circumstances described above, the Organization was faced at the end 
of the financial period 1986-1987 with a shortfall in contributions of US$ 56 256 808 
(i.e. , the difference between the contributions of US$ 484 861 000 assessed and the 
contributions of US$ 428 604 192 collected) . In closing the accounts for the financial 
period 1986-1987, the Organization - notwithstanding the programme implementation 
reductions of the order of US$ 35 000 000 effected during the biennium - not only had to 
withdraw the full amount standing to the credit of the Working Capital Fund but also had 
to borrow part of the casual income which had been available at the end of 1986 in order 
to cover this shortfall. The situation may be summarized as follows : 

US$ 

Approved budget for 1986-1987 

Income received (including US$ 428 604 192 in contributions) 

Shortfall in contributions 

543 300 000 

487 043 192 

56 256 808 

Shortfall in contributions met by: 

(a) programme implementation reductions 
(b) withdrawal of balance of Working Capital Fund 
(c) borrowing from casual income available at 31 December 1986 

35 000 000 
11 048 950 
10 207 858 

56 256 808 



3. The status of casual income available as at 31 December 1986 is therefore as 
follows : 

USS 

Balance as at 31 December 1986 (as reported in the 
Interim Financial Report for the Year 19861) 49 169 131 

Less : appropriated by the Fortieth World Health Assembly to 
help finance the 1988-1989 budget (resolution WHA40.372) 25 ООО 000 

24 169 131 
3 Less : amount borrowed in accordance with Financial Regulation 5.1 

(see paragraph 2 above) 10 207 858 

Balance available 13 961 273 

4. The Director-General proposes that the remaining balance of the casual income 
available as at 31 December 1986 be appropriated to reduce contributions of Members for 
the programme budget for 1988-1989. If the Executive Board and the Health Assembly agree 
with this proposal, the appropriation resolution for the financial period 1988-1989^ 
would have to be amended. 

1 Document A40/7, p. 18. 
2 Document WHA40/1987/REC/1, pp. 34-35. 
3 WHO Basic Documents, 37th ed., 1988, p. 79. 
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INTRODUCTION 

1. Problems of nutritional imbalance, or malnutrition, are essentially of two kinds : 
those of deficiency, which are typically associated with populations in developing 
countries, and those of excess, which are more commonly encountered in highly urbanized, 
industrialized environments. The most frequent examples of the former include inadequate 
intake or absorption of calories, protein, iron, iodine and vitamin A, while the latter 
include excessive intake of fats, energy, sugar and salt. 

1 See resolution EB81.R16. 



2. Malnutrition is thus a state of disequilibrium, at the cellular level, between the 
supply of nutrients and energy - whether too little or too much - and the body's need for 
them to ensure maintenance, function, growth and reproduction. It is a major problem the 
world over. The consequences of faulty dietary habits are a real threat to health, and 
many countries are simultaneously threatened by a double burden of nutritional deficiency 
and excess. 

3. Food availability is undeniably a major factor for the promotion of proper diet, but 
an equally important element is the individual's ability to obtain full nutritional 
benefit from the food consumed. 

4. With the obvious exception of emergencies, data from nationally representative 
samples indicate that nutrient intakes for many persons in developing countries do not in 
fact vary significantly from those of people in industrialized countries. The critical 
difference often lies in nutrient absorption and use, and a major obstacle in this regard 
is the presence of infection, including foodborne diseases resulting from careless 
personal hygiene and faulty handling and storage of food. Moreover, the increased need 
for nutrients and energy to fight off infection only serves to worsen the effects of 
food-scarce situations. 

5. The health sector has a number of important responsibilities regarding the 
prevention and management of malnutrition, including: 

-identifying the major factors contributing to malnutrition in specific 
epidemiological circumstances - e.g. through growth monitoring and nutritional 
status surveillance - and acting on those health factors that are responsible for 
modifying food intake, nutrient absorption and metabolism; 

-using this monitoring and surveillance as a factual basis for drawing the 
attention of planners and decision-makers to nutrition problems and their 
consequences； 

-preventing communicable and none ommun i с ab1e diseases； 

-detecting and managing disease and malnutrition as early as possible, preventing 
further deterioration in health, and striving to reverse the process through 
primary health care, in particular its maternal and child health and family 
planning component； 

-advising other sectors on the probable consequences for nutritional status and 
health of action taken by them, and encouraging sectoral approaches to preventing 
and managing specific factors affecting nutritional status. 

6. The orientation of WHO's nutrition policy, while geared primarily to using all the 
health-related means available for promoting proper nutrition and overcoming 
malnutrition, is thus by no means limited to the health sector. Close collaboration with 
all concerned sectors, organizations, agencies and bodies is a necessary condition for 
the successful implementation of the Organization's nutrition programme policy objectives 
at each of its three operational levels - national, regional and global. 

7. On the basis of this understanding of malnutrition, and WHO'S view of the role of 
the health sector, Part I of this report provides information on selected global and 
regional nutritional status trends； Part II highlights some of the practical steps taken 
since 1986, by WHO and its Member States, to develop policies and implement action 
programmes for dealing with the multiple factors affecting nutrition, especially of 
infants and young children. 



Part I 

INFORMATION ON SELECTED GLOBAL AND REGIONAL NUTRITIONAL STATUS TRENDS 

8. Indicators of malnutrition and its dietary and non-dietary causal and contributing 
factors are useful analytical tools in the process of formulating, monitoring and 
evaluating health-for-all strategies. Irrespective of its level of application -
whether local, national, regional, or global - such information is a prerequisite for 
assessing the relative influence of each of the various factors. It is also a necessary 
component for arriving at appropriate strategies and programmes, through primary health 
care, for overcoming their negative effects on nutritional status. 

9. In May 1983 information was presented to the Thirty-sixth World Health Assembly on 
selected global and regional trends in nutritional status (wasting among preschool 
children, low birth-weight, goitre, vitamin A deficiency, and anaemia) for developing 
countries in Africa, the Americas, and Asia. ̂  This was followed in May 1984 with a 
report to the Thirty-seventh World Health Assembly that included complementary 
information on this same group of indicators. 

10. What follows is a further update on global and regional trends in respect of 
protein-energy malnutrition among preschool children, and the prevalence of three 
specific nutritional deficiencies - iodine-deficiency disorders, iron deficiency anaemia, 
and vitamin A deficiency and xerophthalmia. Information is also presented concerning 
recent national and international initiatives to prevent and control these deficiencies -
which, while also affecting adults, have particularly serious implications for the health 
of infants and young children. Finally, this section takes a look at accumulating data 
on the prevalence and duration of breast-feeding and the implications for health and 
nutrition policy. 

PROTEIN-ENERGY MALNUTRITION AMONG PRESCHOOL CHILDREN 

11. There has been substantial progress in the last two decades in the standardized 
application of anthropometry - the use of body measurements to assess the nutritional 
status of individuals and groups. Experience has shown that, by using the specific 
indices weight-for-height, height-for-age, and weight-for-age, it is possible not only to 
obtain a detailed picture of the overall nutritional situation in a given environment but 
also to calculate reasonably accurate estimates of the prevalence and magnitude of 
malnutrition among specific risk groups. Moreover, since the various indices express 
somewhat different biological processes, their use has permitted a clearer distinction 
between different types of undernutrition, each with its own etiology - e.g. wasting 
(acute non-compensated undernutrition) or stunting (partly or wholly compensated 
undernutrition) in preschool children. 

12. It is possible to evaluate changes and trends over time in the nutritional situation 
in cases where effective nutritional status surveillance systems (see paragraphs 25-28) 
have been developed, or where representative cross-sectional surveys are conducted some 
years apart using identical, or nearly identical, methodologies and sampling techniques. 
It is reasonable to assume that these changes will reflect the impact - positive, 
negative or null - of overall development policies on the general health and nutritional 
status of the population. They will certainly also mirror other changes resulting from 
an array of factors having a direct or indirect effect on nutritional well-being. 

1 Development of indicators for monitoring progress towards health for all by the 
year 2000. Geneva, World Health Organization, 1981 ("Health for All" Series, No. 4), 
pp. 32-33. 

о _ 
Document A36/7, Part I. 

3 Document WHA37/1984/REC/1, Annex 5, part I. 



13. Most anthropometric surveys are conducted on preschool children for the simple 
reason that the younger the children are the faster they grow, and the more quickly 
discernible are changes in their nutritional status. In addition, this age group serves 
as a surrogate measure of the nutritional situation in the population as a whole. 
Experience has shown that it is an accurate barometer of general trends in this respect. 

14. Anthropometric data covering weight-for-height, height-for-age and weight-for-age 
are now available for evaluating nutritional status in more than 120 countries. In a 
number of cases they are also sufficient to permit an assessment of related trends over 
time. Prevalence figures for wasting, stunting and low weight-for-age have been prepared 
using a standardized method for data collection, analysis and presentation. An integral 
aspect of this exercise has been the statistical analysis of epidemiological information 
to determine which variables (social, environmental, dietary, economic, etc.) influence 
the nutritional status of which groups. This information is regularly shared with 
governments and others as a contribution to national food and nutrition policy 
formulation and related programme development. 

Selected national and regional trends 

15. Although data for evaluating trends over time are limited, it is still possible to 
gain considerable insight into the nutritional situation and changes occurring in a 
number of countries. Since each case is unique - as much within as between countries -
care should be taken in extrapolating on this basis. Figures 1-3 below present 
information on trends in the prevalence of underweight preschool children in selected 
countries in Africa, the Americas, and Asia, plotted on an axis that is scaled to survey 
years. By assessing several curves together it is possible to obtain an impression of 
overall nutritional status trends in the three regions, even if the data presented are 
not necessarily indicative of today's trends. 

16. Intercountry comparisons on this basis are both difficult and potentially 
misleading, since the time between surveys often varies. Also, individual prevalence 
figures that have been computed using different cut-off points are not directly 
comparable. Fortunately, the use of identical cut-off points is not essential for 
intercountry trend analysis, since it is the change in nutritional status over time that 
is being evaluated. The same cut-off point has been used within each country, and 
differences in the prevalence of underweight preschool children have been expressed 
relative to these figures. Despite the limited number of countries for which data are 
available and the fact that they may not be entirely representative of other countries in 
the same region, it is clear that dramatic, if not always statistically significant, 
changes have been occurring. 

17. The three countries for which data are available in Africa (Figure 1) show a 
positive trend in the prevalence of underweight preschool children, and this despite 
rapid population growth and the poor overall economic situation. This trend, coupled 
with decreasing infant and young child mortality rates since the early 1980s, is 
encouraging. It is clearly impossible, however, to estimate, on the basis of these data 
alone, the impact on nutritional status of economic and ecological stresses for other 
countries in the region. 

1 Weekly Epidemiological Record. 62: 37-38; 45-50; 57-59; 64-66; 71-73; 
78-80 (1987). See also "Use and interpretation of anthropometric indicators of 
nutritional status", Bulletin of the World Health Organization. 64： 929-941 (1986). 



FIG. 1 

FIG. 1. Trends in nutritional status： 
changes in the prevalence of underweight 

in selected countries in Africa 
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18. In the Americas (Figure 2), despite the countries' heterogeneity, there is a 
distinct overall pattern of improvement. An important characteristic of the data is the 
relatively longer intervals between surveys, which is helpful in discerning longer-term 
changes. The prevalence of underweight in this region was in general already relatively 
low in the 1960s when the first surveys were conducted, but some countries have shown 
absolute changes over time in the prevalence of low weight - for-age similar to those in 
Africa and Asia (a reduction of 21-30%). 

19. In Asia the prevalence of underweight among preschool children is well above 50% 
(Figure 3) in several countries. In some countries the present percentage nevertheless 
represents a significant decrease since the 1970s - as much as 21%. 

20. In spite of overall improvements in nutritional status in terms of national 
averages, the clumping of all preschool children into one age group, the use of a single 
composite nutritional status indicator, or the aggregation of national data can all be 
very misleading. Thus, age-grouping can mask important differences between ages； 
composite indices will fail to discriminate among their several components； and pockets 
of severe malnutrition can go undetected within regions, districts, and communities. 
These aspects have important implications for drawing policy conclusions and formulating 
intervention programmes. 

21. Figure 4 shows the corresponding prevalence of underweight among preschool children 
at one-year intervals for each of two surveys in three countries. This presentation 
demonstrates that the changes occurring over time do not affect all age groups in the 
same way. In the case of Bangladesh and Sierra Leone these changes occurred mainly after 
two years of age. Such an observation would not have been possible had the data remained 
aggregated for age. 
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FIG. 2 

FIG. 2. Trends in nutritional status： 
changes in the prevalence of underweight 

in selected countries in the Americas 
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FIG. 3 

FIG. 3. Trends in nutritional status： 
changes in the prevalence of underweight 

In selected countries in Asia 
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22. The data are expressed as changes in the proportion of preschool children at 
specific ages who are considered underweight relative to a reference population of the 
same age. Because these changes are attributable to different factors in each country, 
however, their impact on the entire preschool population is not necessarily consistent 
for each age group. As noted above, data aggregation will hide potentially important 
differences between age groups. Furthermore, because weight-for-age is a composite 
index, it fails to differentiate between wasting and stunting. This differentiation is 
important for the development of appropriate nutrition programmes. 

23. Figure 5 presents data from three countries based on weight-for-height, 
height-for-age and weight-for-age• In all three countries there is a similar pattern of 
decreasing prevalence of underweight preschool children - a roughly 20% change between 
the two surveys. A closer look at trends in the distinct indices, however, shows that 
the reduction in weight-for-age in each country is attributable to different patterns of 
wasting and stunting. For example, in Bangladesh there has been less of a change in the 
prevalence of wasting (-11%), than that observed in stunting (-17%). In contrast, in 
Sierra Leone the change in wasting (-84%) is radically different from that for stunting 
(+2%)• 

24. Figure 6 illustrates just how misleading mean national averages by themselves can be 
when assessing levels of malnutrition. Data from a 1984 national nutrition survey in a 
Caribbean country are presented in three sets of bars representing national, district and 
community levels. It is evident that the single national average (far left bar) fails to 
convey the often marked differences between districts and communities. 
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FIG. 4. Trends in nutritional status： 
changes in age-specific prevalence 
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preschool children at various 
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Food and nutritional surveillance 

25. Data for use in monitoring short- and longer-term changes in nutrition profiles and 
food availability are being routinely collected in increasing numbers of developing 
countries. Information gathered in many sectors is contributing to developing food and 
nutritional status surveillance systems which permit policy-makers to assess more 
accurately the impact on nutritional status of the choices they make. This includes 
indicators of, particularly, child nutritional status and dietary intake； access to 
preventive and curative health care and other social services； and food availability 
calculated on the basis of, for example, food price indices, wage rates, and household 
surveys. 

26. These needs are being addressed jointly by FAO, UNICEF and WHO, which agreed in 1987 
to harmonize and streamline their approach by combining experience and resources in an 
interagency programme for nutritional status surveillance. The purpose of the programme, 
which has been endorsed by the Subcommittee on Nutrition of the United Nations 
Administrative Committee on Coordination (ACC/SCN), is to ensure that governments receive 
appropriate and timely support in two areas : training in compiling, analysing, managing 
and applying information that has been gathered, and the establishment of functional 
surveillance systems that are directly linked to action through nutrition policy-making, 
planning, and programme management. A secondary objective is to generate information on 
trends in key human nutritional status indicators that can be used nationally and 
internationally to promote awareness of the impact of development and economic adjustment 
policies on health. It is planned to include information on breast-feeding and 
birth-spacing in routine surveillance activities in future, in view of the known effects 
of both on nutritional status. 

27. WHO has also begun a comprehensive evaluation of dietary intake surveys, the primary 
objective being to obtain a clearer understanding of the relationship between diet and 
nutritional status by evaluating the nutrient adequacy of various diets. To ensure data 
compatibility, emphasis is being placed on evaluating survey methodologies, standardizing 
data presentation, and contending with the inherent limitations of dietary intake 
quantification. 

28. The European Region is taking a similar approach to dietary factors affecting 
health, including data on obesity, which differ considerably within and between 
countries. Work is under way to standardize the anthropometric description of obesity in 
preparation for national and regional assessments of its prevalence. In the African 
Region, where a regional data bank has been established, multidisciplinar;/ teams from 
eight countries have been trained in surveillance system development, and additional 
nutritional status surveys have been carried out in 14 others. 

SPECIFIC NUTRITIONAL DEFICIENCIES 

Iodine-deficiency disorders 

29. Iodine, which is a component of thyroid hormones, is essential to the normal growth 
and development of the fetus, infant and child, and for the normal physical and mental 
activity of adults. Iodine-deficient populations suffer a variety of consequences that 
include goitre, reduced mental function, and widespread lethargy. Irreversible forms of 
severe mental and neurological impairment, commonly known as cretinism, are observed in 
marked deficiency states. 

30. While these conditions are the most dramatic evidence of iodine deficiency, they are 
only part of the picture. Recent field investigations in a number of countries have 
resulted in a dramatic breakthrough in knowledge concerning a wide range of readily 
preventable consequences, including stillbirths and infant mortality. Because of the 
dramatic impact of iodine-deficiency disorders (IDD) on the quality of life, productivity 
and educability of millions, their prevention and control contributes significantly to 



achieving the goal of health for all. It is estimated that in developing countries alone 
800 million persons are at risk from IDD and some 190 million of these have goitre (see 
Table 1). 

TABLE 1. PREVALENCE OF IODINE-DEFICIENCY DISORDERS IN DEVELOPING COUNTRIES, 
BY REGION, AND NUMBERS OF PERSONS AT RISK 

(in millions) 

At risk Goitre Overt cretinism 

Africa 60 30 0.5 
Latin America 60 30 0.25 
South-East Asia 280 100 1.5 
Asia (other countries) 400 30 0.9 

Total 800 190 3.15 

31. In Europe the prevalence of goitre due to iodine deficiency has been reduced through 
the introduction of iodization programmes. However, according to a report^" of the 
Subcommittee for the Study of Endemic Goitre and Iodine Deficiency of the European 
Thyroid Association (ETA), recent indications are that goitre remains a significant 
problem and that its prevalence has not decreased everywhere. The Subcommittee divides 
European countries into four categories : 

(1) no endemic goitre : Finland, Norway, Sweden, and probably Denmark, Iceland, 
Ireland, and the United Kingdom of Great Britain and Northern Ireland; 

(2) intermediate: Bulgaria, Czechoslovakia, the Netherlands, Switzerland, and 
possibly Belgium; these countries have had major problems with endemic goitre in 
the past but have introduced effective goitre prevention programmes and iodine 
intake is now adequate； 

(3) endemic goitre persists : Austria, Hungary, Poland, and Yugoslavia (iodine 
prophylaxis mandatory)； and the Federal Republic of Germany, the German Democratic 
Republic, Greece, Italy, Portugal, Romania, Spain, and Turkey (iodine prophylaxis 
not mandatory)； 

(4) adequate information unobtainable: Albania, France, the Union of Soviet 
Socialist Republics. 

The overall results of the ETA survey give grounds for concern and call for more 
epidemiological studies and comprehensive national iodization programmes, including 
appropriate monitoring. 

1 Goitre and iodine deficiency in Europe : report of the Subcommittee for the 
Study of Endemic Goitre and Iodine Deficiency of the European Thyroid Association. The 
Lancet. 8 June 1985, pp. 1289-1293. � 



32. Following the Region of the Americas and the South-East Asia Region, the African 
and Eastern Mediterranean Regions have begun to develop regional IDD prevention and 
control strategies: Ethiopia, Kenya, Malawi, the United Republic of Tanzania, Zaire, and 
Zimbabwe in the African Region, and the Islamic Republic of Iran and Pakistan in the 
Eastern Mediterranean Region, have developed IDD control components as part of their 
national nutrition strategies, with support from WHO. Meanwhile, the Joint WHO/UNICEF 
Nutrition Support Programme (see paragraph 74) is providing technical and financial 
support to Bolivia, Ecuador and Peru to strengthen national programmes for the 
eradication of endemic goitre and cretinism. 

33. Following the Health Assembly's adoption in May 1986 of resolution WHA39.31 on the 
prevention and control of IDD, WHO prepared on behalf of the ACC/SCN a global strategy 
and proposal for a multi-agency 10-year programme of support to countries that is 
valued at US$ 10.9 million. 

34. WHO participated in the establishment of the International Council for Control of 
Iodine Deficiency Disorders (ICCIDD), which has received initial funding from the 
Government of Australia and UNICEF. ICCIDD has named six regional coordinators, 
established a global network of more than 400 members who are responsible for promoting 
IDD prevention and control activities, and begun disseminating widely information on 
latest developments in this field. Following a WHO/UNICEF/ICCIDD regional seminar 
(Yaoundé, March 1987), the three organizations established an IDD task force for Africa 
to support governments in developing national prevention and control programmes. 

Anaemia 

35. Based on information from published and unpublished sources, and using the cut-off 
points for haemoglobin levels established by WHO some two decades ago, it is estimated 
that some 30% of the world's population of 5000 million is anaemic. Young children and 
pregnant women are the most affected groups, with an estimated global anaemia prevalence 
of 43% and 51% respectively (see Table 2) . They are followed by school-age children with 
37%, non-pregnant women with 35%, and adult males with 18%. Although paucity of data 
precludes any precise estimates concerning the prevalence of anaemia iri adolescents and 
the elderly, it is thought that the rate is near that for adult males and females for the 
first group and slightly higher than that of adult males for the second. 

TABLE 2. ESTIMATED PREVALENCE (%) OF ANAEMIA BY AGE AND SEX, 1980 

� и л , Women 15-49 years Children Children “ J 
л , c л n Men 0-4 years 5-12 years Pregnant All 

Developed regions 12 7 3 14 11 
Developing regions 51 46 26 59 47 
World 43 37 18 51 35 

1 Iodine-deficiency disorders in South-East Asia. New Delhi, World Health 
Organization, 1986 (SEARO Regional Health Papers, No. 10). 

2 Document SCN 87/IOD A (ACC/SCN, Rome, 1987). 
3 WHO Technical Report Series, No. 405, 1968. 



36. Anaemia is considerably more prevalent in developing than in industrialized 
countries - 36%, or about 1400 million persons of an estimated population of 3800 million 
in the former, compared with 8%, or just under 100 million persons of an estimated 
population of 1200 million persons, in the latter. Africa and South Asia have the 
highest overall regional prevalence of anaemia. It is lower in Latin America, ranging 
from 13% in adult males to 30% in pregnant women. East Asia follows, with an estimated 
range from 11% in adult males to 22% in school-age children. 

37. Several factors play a role in the causation of anaemia, not all nutritional in 
origin. There is no doubt, however, that iron deficiency is the major cause of anaemia 
in today's world, affecting between 700-800 million persons according to conservative 
estimates. Despite an increased understanding in recent years of the epidemiology of 
iron deficiency anaemia and the availability of the technical means for dealing with it, 
there are few examples of the application of this new knowledge in the development of 
comprehensive prevention and control strategies. A guidewas published in 1987 to 
help health administrators and programme managers design suitable strategies based on 
primary health care； it includes sections on the condition's etiology and epidemiology, 
prevalence assessment, treatment and prevention, related economic considerations, and the 
development and implementation of control programmes. 

Vitamin A deficiency and xerophthalmia 

38. Vitamin A deficiency most commonly and prominently affects the eyes, particularly 
those of young children, and in its severe forms results in blindness and death. Recent 
studies also strongly suggest a close association between even a moderate vitamin A 
deficiency and increased morbidity and mortality. Multiple factors affect the vitamin A 
status of the individual, two of the most important being availability and adequacy of 
intake and absorption. Diarrhoea and other intestinal disorders, respiratory tract 
infections, measles and other febrile illnesses increase metabolic demands, interrupt 
normal feeding patterns, and thereby reduce vitamin A intake and absorption. Severe 
forms of protein-energy malnutrition are also known to interfere with absorption, storage 
and use of the vitamin. 

39. Vitamin A deficiency has been identified as a significant public health problem in 
the whole or part of the following countries : in Africa: Benin, Burkina Faso, Chad, 
Ethiopia, Ghana, Malawi, Mali, Mauritania, Niger, Nigeria, the United Republic of 
Tanzania, and Zambia; in the Americas : Brazil, El Salvador, Haiti, and Mexico； in 
South-East Asia: Bangladesh, India, Indonesia, Nepal, and Sri Lanka； in the Eastern 
Mediterranean: Somalia and Sudan； and in the Western Pacific: the Philippines and 
Viet Nam. In addition, there are other countries where indirect evidence strongly 
suggests that vitamin A deficiency is a significant public health problem, but where 
direct evidence, based on a formal assessment of the condition's prevalence and 
magnitude, is lacking. 

40. A worldwide projection made on the basis of estimates for Bangladesh, India, 
Indonesia, and the Philippines indicates more than 500 000 new cases of active corneal 
lesions annually, and 6-7 million cases of non-corneal xerophthalmia. These are 
conservative estimates, however； countless other children, although not presenting 
active signs of xerophthalmia, are deficient in vitamin A. 

41. In May 1984 the Thirty-seventh World Health Assembly adopted resolution WHA37.18 by 
which it requested the Director-General inter alia to support Member States in preventing 
and controlling vitamin A deficiency and xerophthalmia, and to coordinate with other 
intergovernmental and nongovernmental organizations the launching and management of 
relevant international action, including the mobilization of financial arid other 
resources required. 

DeMaeyer, E.M. et al. Preventing and controlling iron deficiency anaemia: the 
contribution of primary health care. A guide for health administrators and programme 
managers. World Health Organization, Geneva (in preparation). 



42 • Accordingly, WHO prepared a proposal"^ for a 10-year programme of support to""“ 
countries, which was formally presented in Geneva in March 1985 at a meeting of 
interested parties. The estimated annual cost of the proposed support programme is about 
US$ 5 million for the first five years of operation. Unfortunately, however, only modest 
contributions from one Member State and a single private concern have been made for this 
purpose, complementing action that was made possible by an initial contribution from the 
Director-General's Development Programme. 

43. Meanwhile, the ACC/SCN decided to launch a coordinated interagency programme for 
preventing and controlling vitamin A deficiency and nutritional blindness, for which 
WHO's programme of support was expected to serve as the health sector's contribution. In 
October 1985, at a meeting of representatives of interested multilateral and bilateral 
development agencies convened by the ACC/SCN, it was agreed that WHO should serve as the 
lead agency for the mobilization of international support by attempting to match 
resources to needs in affected countries, and by serving as focal point for the 
collection, analysis and dissemination of relevant technical and other information. 

44. Other organizations and bodies of the United Nations system, particularly FAO and 
UNICEF, took a number of related steps in 1985-1986 to support governments in assessing 
their needs, developing prevention and control strategies and programmes, and increasing 
the production and consumption of vitamin A-rich foods. In addition, they provided 
record numbers of 200 000 IU vitamin A capsules. ̂  A set of guidelines for the use of 
vitamin A supplements in the treatment and prevention of vitamin A deficiency and 
xerophthalmia, which was prepared by an IVACG/WHO/UNICEF task force for the benefit of 
health system managers, will be available early in 1988. 

45. At a joint consultation in May 1987, WHO and IVACG reviewed the rationale for 
vitamin A supplementation during diarrhoea, and discussed possible approaches, including 
the linking of vitamin A supplementation to national immunization programmes. 
Epidemiological research to determine the effect of vitamin A deficiency on the incidence 
and severity of acute diarrhoea and the impact of improved vitamin A status on these 
parameters was identified as a high priority. Of particular interest are studies to 
evaluate the impact of vitamin A supplementation at the time of a diarrhoeal episode on 
the subsequent risk of diarrhoea and xerophthalmia. Guidelines for the preparation of 
research proposals in this regard have been issued. 

46. Finally, WHO has distributed in some 40 countries 10 000 copies in English, French 
and Spanish of a press information kit on vitamin A deficiency and xerophthalmia that is 
intended to increase awareness of the problem and its consequences. 

47. WHO has made every effort to play the catalyst and lead-agency role that was 
assigned to it in 1984 by the Health Assembly and subsequently ratified by other 
concerned governmental and nongovernmental organizations and groups. A certain amount of 
progress has been achieved, nationally and internationally, including first and foremost 
the sensitizing of policy-makers, health care professionals, and the general public about 
the nature of the problem and ways of dealing with it. It is clear, however, that these 

1 Document NUT/85.6 Rev.l 
о 
From 3 million in 1981, the number of vitamin A capsules provided by UNICEF 

soared to 80 million in 1985. Procurement was higher still in 1986, although the exact 
figure is not yet available. By way of comparison, it is estimated that 420 million 
capsules would be needed annually to meet global vitamin A needs. 

3 
The International Vitamin A Consultative Group (IVACG), whose secretariat is the 

International Life Sciences Institute-Nutrition Foundation in Washington, D.C., is a 
forum that provides access to international expertise on a volunteer basis. It forms 
technical task forces to deal with specific issues, holds regular meetings to update 
knowledge on the subject, and has an active publications programme. 



steps are only the start of what must be, by definition, a sustained effort on an 
appropriate scale if the programme's primary objective - the reduction of the worldwide 
prevalence of vitamin A deficiency to a point where it is no longer a significant public 
health problem - is to be achieved. 

48. The question that now arises is whether, under present circumstances, it is 
realistic to expect that additional significant headway can be made. The answer is 
conditioned by the degree of validity of the following assumptions : 

(a) that increased efforts are made in those countries where vitamin A deficiency 
is a significant public health problem to develop and implement appropriate 
prevention and control strategies and programmes, with or without external support; 

(b) that the countries that have already provided technical or financial support to 
the first group of countries continue to do so, and that the other countries that 
have expressed an interest in providing such support actually do so; 

(c) that the concerned organizations and bodies of the United Nations system are 
able to continue providing technical, managerial and financial support to countries 
where vitamin A deficiency is a significant public health problem; 

(d) that mechanisms are created in countries to harmonize and maximize the 
effect ivene s s of all internal and external support for the prevention and control of 
vitamin A deficiency. 

49. As so well stated in the report of the October 1985 interagency meeting, it would be 
a terrible irony, at a time when all of the major ingredients for success are at hand -
scientific knowledge, inexpensive and effective technology, and accumulated practical 
experience - if the world development community were prevented from taking concerted 
action for want of a modest shift in resources. It is indeed possible to envision a time 
when vitamin A deficiency will rank among the nutritional scourges of the past; but this 
will be possible only if the countries, individuals and organizations most directly 
concerned can collectively muster the necessary political will to seize this historic 
opportunity. 

PREVALENCE AND DURATION OF BREAST-FEEDING 

50. The major health problems of mothers and children result from three interrelated 
conditions : malnutrition, infection, and the consequences of ill-timed and closely 
spaced pregnancies without necessary health care. These problems do not occur in 
isolation from other unfavourable social and environmental factors, but are often 
associated with poor sanitation, low educational levels, and poor socioeconomic 
conditions, including a scarcity of health and other social services. Breast-feeding has 
an important role to play in preventing such health problems and attenuating their 
consequences. 

51. Because adequate nutrient intake is more critical in early infancy than at any other 
time of life, breast-feeding is an important contribution to the healthy growth and 
development of infants and young children. In addition to forming a unique biological 
and emotional basis for the health of mother and child, the anti-infective properties of 
breast milk help to protect infants against disease, while there is an important 
relationship between breast-feeding and child spacing (see paragraphs 102-103). 
Breast-feeding is thus a key element of primary health care as a means of achieving 
health for all. 

52. Changes in breast-feeding behaviour have direct and indirect implications for infant 
and maternal health, nutritional status, and general well-being. It is for this reason 
that monitoring infant- feeding trends, in association with other maternal and child 
health indicators, is widely recognized for its value as a health policy and programme 
planning tool. 



53. In 1981 WHO published the results of the first phase of a two-phase collaborative 
study on breast-feeding, dealing in particular with the prevalence and duration of 
breast-feeding in nine countries. Three main patterns emerged from this study, which 
were characterized as follows : 

category I : breast-feeding is rarely continued beyond six months post parturn and 
there is a general tendency to terminate it considerably sooner； 

category II : breast-feeding falls midway between categories I and III； 

category III : breast-feeding is prolonged and almost universal, with about half of 
mothers still breast-feeding at 18 months post partum and not more than 2% of 
mothers failing to initiate breast-feeding. 

о 
54. The collaborative study was followed in 1982 by a critical review of available 
evidence on breast-feeding prevalence in Africa, Asia, Oceania, Latin and Northern 
America, and Europe, attempting to quantify breast-feeding levels and identify gaps in 
knowledge. By collating the results of multiple surveys, it was possible to derive a 
broader, if still general, picture of global breast-feeding patterns. 

55. Later in the decade, as reported to the Thirty-ninth World Health Assembly in 
May 1986 results of the application of WHO's simplified methodology for the 
determination of infant and young child feeding patterns^ suggested that the tendency 
noted in the WHO collaborative study - namely, for rural mothers to breast-feed longer 
than urban mothers - continued, for example in Jamaica, Paraguay, Portugal, and 
Sri Lanka. 

56. In 1986 WHO established an international breast-feeding data bank as part of its 
global nutritional status surveillance programme. The bank thus far contains information 
on the prevalence and duration of breast-feeding in 126 countries and territories, or 
about 75% of the Organization's 166 Member States, that has been culled from more than 
1000 surveys and studies. To facilitate the systematic translation of information on 
infant-feeding patterns into appropriate health and nutrition policy and programme 
alternatives, this information and related analyses will be shared periodically with 
governments and others as new data permitting the detection of trends become 
available.^ 

Current patterns and trends 

57. The following is a reading of indicative trends in breast-feeding based on 
information in the WHO data bank. Despite the impressive number of surveys and studies 
collected thus far, they permit an identification of trends in a total of only 35 
countries. The countries are from all the WHO regions except Africa, but other data 
nevertheless tend to confirm Africa's paramount position regarding breast-feeding 
prevalence and duration, particularly in rural areas. 

Contemporary patterns of breast-feeding, report on the WHO collaborative study 
on breast-feeding. Geneva, World Health Organization, 1981. The countries were Chile, 
Ethiopia, Guatemala, Hungary, India, Nigeria, the Philippines, Sweden, and Zaire. 

о 
"The prevalence and duration of breast-feeding: a critical review of available 

information". World Health Statistics Quarterly. 35: 92-116 (1982). 
3 Document WHA39/1986/REC/1, Annex 6, part 1, pp. 103-104. 
4 Document MCH/BF/SUR/81.1. 
5 Readers wishing to contribute to this data bank are invited to send their 

contributions to the World Health Organization, Nutrition unit, 1211 Geneva 27, 
Switzerland. 



58. A word of caution is in order. Because available information is not always 
nationally representative, trends for certain countries are described on the basis of 
individual population group- or study-specific results, which may or may not be typical 
of broader regional or national patterns. Given the limited comparability of some data 
drawn from both longitudinal and cross-sectional studies, care must be taken in drawing 
conclusions on the basis of derived trends and prevalences. 

59. Region of the Americas. Data concern 10 countries, or 30% of those in the Region, 
with 74% of the total population. Barbados, Brazil, Canada, Costa Rica, Honduras, 
Jamaica, Mexico, Panama, Paraguay, arid the United States of America. Most of the 
countries in this Region fall into category II, meaning that prevalence rates tend to 
decline linearly up to 18 months post parturn. 

60. The following situations are observed: 

-recovery in breast-feeding prevalence rates : most common in Canada, Costa Rica, 
Jamaica, Panama, and the United States of America, where data are available from 
nationally representative surveys covering different periods. Findings for urban 
Honduras (Tegucigalpa) may also be included in this group； generally speaking, 
rates for urban low-income groups have risen only modestly during the 1980s； 

-decline in breast-feeding prevalence rates : observed in Barbados and Brazil, 
based on national surveys in the former and sub-national surveys in the latter ； 

-stabilization of breast-feeding prevalence rates : in Mexico and rural Paraguay. 
Results of a nationally representative sample in rural Paraguay suggest that 
breast-feeding levels (category II) have not changed since the second half of the 
1970s, especially for very young infants. 

61. South-East Asia Region. Data concern two countries, or 18% of those in the Region, 
with 69% of the total population: India and Thailand. Trends observed in these two 
countries suggest that breast-feeding is less common among urban populations than in the 
past, and both prevalence and duration appear to have been on the decline for some 
yeax̂ s - particularly in high-income groups. In the Region as a whole, breast-feeding 
rates are high during the first six months post partum and the regional breast-feeding 
level is between categories II and III. 

62. European Region. Available data concern 13 countries, or 41% of those in the 
Region, with 38% of the total population: Belgium, Czechoslovakia, Denmark, Finland, 
France, German Democratic Republic, Italy, Malta, the Netherlands, Poland, Spain, Sweden 
(see paragraph 78), and the United Kingdom of Great Britain and Northern Ireland. 

63. Data for Belgium and Poland have been excluded, since they concern only the pre-1970 
situation. Representative data are available only for France and part of the United 
Kingdom. The remaining data concern particular settings - for example those obtained 
from hospital surveys. While breast-feeding levels remain moderate, available results 
indicate that rates have begun to rise after a period of falling in the second half of 
the 1970s. In general, the Region falls into category I. 

64. Eastern Mediterranean Region. Data concern three countries, or 12% of those in the 
Region, with 35% of the total population: Jordan, Pakistan, and Sudan. In urban areas 
of J ordan and Sudan breast-feeding appears to be declining, while it is still quite high 
in rural areas of Jordan and Pakistan, with apparently no change over time. Overall the 
Region has breast-feeding rates falling between categories II and III. 

1 Population figures in this section all refer to 1985. 



65. Western Pacific Region. Data concern seven countries, or 37% of those in the 
Region, with 92% of the total population: Australia, China, Japan, Malaysia, New 
Zealand, Papua New Guinea, and the Philippines. The Region as a whole has intermediate 
breast-feeding rates, corresponding to category II. There are also sub-regional 
differences, for example in Laos and Papua New Guinea, where breast-feeding levels are 
high, or category III. 

Policy implications 

66. The relatively limited information summarized above indicates that worldwide 
breast-feeding trends have remained more or less constant over the last decade: rates in 
urban areas of developing countries are continuing to decline, though perhaps less 
rapidly than before, while those in industrialized countries are still rising slowly. 

67. Inevitably there are exceptions to these two very broad tendencies in both groups of 
countries. For example, in Honduras (Tegucigalpa) breast-feeding rates among low-income 
groups rose from 84% in 1981 to 97% in 1985 overall ； from 72% to 94% at three months, 
52% to 90% at six months, and 36% to 70% at 12 months. There are also clear regional 
variations within countries, as in the case of Canada where breast-feeding rates are 
higher in the western provinces than in the east. 

68. In short, groups that were prone to breast-feed 10 years ago appear to be 
breast-feeding today, and those that were not are still not. This basic conclusion gives 
rise to a number of observations. First, it is probable that the various breast-feeding 
promotional initiatives undertaken in the last 10 years have at least helped to forestall 
a further decline in the overall prevalence and duration of breast-feeding. At the same 
time, however, it seems - at least at present - that in most instances these initiatives 
have not served, as intended, to increase breast-feeding rates. 

69. A second observation concerns the implications of the above conclusion for the 
number of mothers who are still breast-feeding. If the proportion of breast-feeding 
women in rural and urban areas, and the period during which they are breast-feeding, 
appear to be essentially unchanged, there remains to be assessed the impact of 
urbanization on the absolute number of women who are breast-feeding. This includes the 
effects of accelerating rural-to-urban migration and the simultaneous expansion of urban 
population centres with all that these and related factors imply for changes in 
infant-feeding patterns. 

70. Finally, there are important health and nutrition policy implications that Member 
States and WHO must address if meaningful action is to be taken to protect breast-feeding 
where it is the norm, and to promote the practice where it is at risk of declining. This 
includes a renewed emphasis on identifying and examining the relative influence of the 
full spectrum of socioeconomic determinants of infant and young child feeding and related 
rearing practices. There is a parallel, and equally important, need to investigate the 
changes that should be made in health and nutrition policies which, collectively, will 
promote and facilitate breast-feeding, and protect pregnant and lactating mothers from 
any influences that may disrupt it. 

71. WHO, in close collaboration with UNICEF and other interested parties, is actively 
studying the implications of the current worldwide breast-feeding situation for its own 
programme of work and the type of concerted and sustained action in support of Member 
States that should be taken to protect, promote and support breast-feeding (see 
paragraphs 75-76). 



Part II 

INFANT AND YOUNG CHILD FEEDING 

72. This represents the fifth in a series of progress reports prepared in accordance 
with resolution WHA33.32, which requested the Director-General to submit to the Health 
Assembly in even years a report on the steps taken by WHO to promote breast-feeding and 
to improve infant and young child feeding. 

73. The five-theme framework that has been used in past progress reports serves as the 
basic outline. These five themes are : 

-the encouragement and support of breast-feeding; 

-the promotion and support of appropriate and timely complementary feeding 
(weaning) practices with the use of local food resources； 

-the strengthening of education, training and information on infant and young child 
feeding; 

-the development of support for improved health and social status of women in 
relation to infant and young child feeding; 

-the appropriate marketing and distribution of breast-milk substitutes. 

Information with respect to this last theme is presented in accordance with Article 11, 
paragraph 7, of the International Code of Marketing of Breast-milk Substitutes, which 
provides for a report to the Health Assembly in even years on the status of its 
implementation. 

74. The Joint WHO/UNICEF Nutrition Support Programme (JNSP) is making its mark as a 
collaborative effort between the two organizations in support of 17 participating 
governments in four regions for protecting and improving the nutritional status of 
young children and women of child-bearing age. The JNSP is providing an unusual 
opportunity on a significant scale to field-test a coordinated multisectoral approach to 
formulating and implementing plans for nutrition according to the principles of primary 
health care. It is providing invaluable insights into how a multisectoral perspective 
can strengthen the capacity of governments to allocate effectively the resources of many 
sectors to improve nutritional status. Mid-term reviews of many of the JNSP's activities 
confirm that countries have made substantial progress in developing models for 
incorporating improved nutritional status into national development policy and in 
bringing the health and other sectors into a dynamic relationship for achieving it. 

ENCOURAGEMENT AND SUPPORT OF BREAST-FEEDING 

Towards the development of a global initiative for breast-feeding and a strategy of 
action for the 1990s 

75. On the occasion of the March 1987 meeting of the ACC/SCN, representatives of WHO, 
UNICEF, and a number of bilateral development agencies discussed informally the worldwide 
situation regarding breast-feeding (see paragraphs 50-71) and the types of concerted and 
sustained action that should be taken to protect, promote and support it. Subsequently a 

The JNSP, which is fully funded by the Government of Italy, is operating in the 
African Region: Angola, Ethiopia, Mali, Mozambique, Niger, and the United Republic of 
Tanzania; in the Region of the Americas : Dominica, Haiti, Nicaragua, Peru, Saint 
Vincent and the Grenadines, and, for eradication of endemic goitre and cretinism, 
Bolivia, Ecuador, and Peru (see paragraph 32) ； in the South-East Region: Burma and 
Nepal； and in the Eastern Mediterranean Region: Somalia and Sudan. 



WHO/UNICEF working group met in September to discuss constraints and opportunities in 
this programme area. It concluded that it was essential to accelerate support to Member 
States' efforts to protect and promote breast-feeding. The time was ripe to move 
forcefully to identify more precisely what was actually occurring in respect of 
breast-feeding prevalence and duration and the results of breast-feeding promotion, and 
to decide on what steps were required to build a sustainable base for future action. 
What emerged was the outline of a two-year (1988-1989) process for developing a step-wise 
global initiative for breast-feeding on the basis of policies already agreed by the 
Health Assembly. 

76. The initiative's main features include a thorough review of breast-feeding 
prevalence and duration; development of case studies on the work of breast-feeding 
mothers‘ support groups； a study of the effects on parental feeding choice of such 
sociocultural influences as the mass media, labour policies, and health-care practices ； 
and a close linking of the process with other concurrent international and regional 
breast-feeding initiatives. 

Examples of national and regional action, including collaboration with nongovernmental 
organizations 

77. Because the JNSP is being implemented primarily in rural areas where almost all 
mothers breast-feed their children as a matter of course, the focus is mainly on action 
to protect breast-feeding. One exception in this regard is Haiti, where failure to 
breast-feed has been identified as a major contributor to diarrhoeal diseases in infants 
0-6 months of age. A planned phase two includes a campaign to encourage breast-feeding 
by using a combination of mass-media techniques, outreach through community groups, and 
personal contact between health service providers and mothers. The JNSP is also 
supporting the work of national breast-feeding committees in Dominica and Saint Vincent 
and the Grenadines, for example the preparation of related manuals for health workers and 
the conduct of public education programmes to illustrate the health benefits of 
breast-feeding. 

78. The Swedish National Board of Health and Welfare decided to reinstate as from 
January 1987 annual regional and national reporting on breast-feeding, which had been 
interrupted in 1975 after more than 100 years of continual record-keeping. This decision 
was taken in recognition of breast-feeding as an important child-health indicator and of 
the need to have up-to-date information on which to base government policies affecting 
mothers and families. 

79. Representatives of some 30 health workers' organizations in the European Region met 
in Copenhagen in October 1986 to discuss their responsibilities for encouraging and 
protecting breast-feeding. They reviewed the results of a study of related practices in 
145 health care institutions in 18 countries in the Region and considered the feasibility 
of developing a regional breast-feeding strategy. 

80. Such a strategy was among the items subsequently taken up in February 1987 at a 
workshop in Wageningen, Netherlands, organized jointly by the WHO Regional Office for 
Europe and the International Courses in Food Science and Nutrition on assessing, planning 
and evaluating breast-feeding promotion. The workshop brought together a multisectoral 
group of representatives of mothers‘ support groups, nurses, midwives, paediatricians, 
community physicians, and health promotion specialists from 14 European countries who 
reviewed arid analysed current breast-feeding trends, developed national action plans 
designed to increase breast-feeding rates, and formulated a draft European Strategy for 
Breast-feeding Promotion. 



81• The International Baby Food Action Network (IBFAN)^ is a cooperating coalition of 
more than 100 nongovernmental groups in some 60 countries in all regions that are 
promoting improved health and nutritional status for mothers and children. IBFAN fosters 
appropriate infant and yourig child feeding practices through its social support 
activities on behalf of women, breast-feeding promotion including implementation and 
monitoring of the International Code of Marketing of Breast-milk Substitutes, and 
action-oriented research. In 1987 WHO provided technical and financial support for 
national and regional training workshops organized by IBFAN Africa on breast-feeding 
management, counselling of mothers, and community health education (in Botswana, Lesotho, 
Mauritius, Uganda, the United Republic of Tanzania, Zambia, and Zimbabwe). 

82. Many other examples of national action to encourage and support breast-feeding are 
highlighted in information provided by Member States in regard to the appropriate 
marketing and distribution of breast-milk substitutes (paragraphs 130-172). 

о Breast-feeding/breast milk and human immunodeficiency virus (HIV) 

83. In view of the importance of breast milk and breast-feeding for the health of 
infants and young children, and of the increasing prevalence of human immunodeficiency 
virus (HIV) infection in many parts of the world, a consultation on breast-feeding/breast 
milk and HIV infection was organized by WHO from 23 to 25 June 1987. Its purpose was to 
review currently available information on the possible relationship between 
breast-feeding/breast milk and HIV transmission, and to identify further research needs 
in this area. Twenty participants from 15 countries attended the consultation, 
representing the fields of epidemiology, immunology, virology, paediatrics, and 
nutrition. 

84. The consultation noted that the possibility of HIV being transmitted through 
breast-feeding/breast milk is supported by a report that HIV can be cultured from breast 
milk from infected mothers. At present the risk of HIV transmission has not been 
defined, but available information suggests that, if such transmission occurs, the 
relative contribution of this route is probably small as compared with in utero and 
intrapartum transmission. 

85. The immunological, nutritional, psychosocial and child-spacing benefits of breast 
milk/breast-feeding are well recognized, as reflected increasingly in national and 
international policies ori maternal and child health. The importance of breast milk and 
breast-feeding for the survival and development of infants and young children, as well as 
for child-spacing and hence maternal health (see paragraphs 102-103), should continue to 
be emphasized in all health and nutrition policies. 

86. Breast milk may also be important in preventing intercurrent infections, which could 
accelerate progression of HIV-related disease in already infected infants. Additional 
epidemiological and laboratory research is needed on the risks of HIV transmission 
through breast milk and on the potential benefits of breast milk in situations where 
infants have been exposed to HIV or are already infected. 

IBFAN provides inter alia breast-feeding and appropriate weaning support 
services within the secretariat in Penang, Malaysia, of the International Organization of 
Consumers Unions (IOCU), which was admitted into official relations with WHO in 
January 1986. 
° о 

Information drawn from a report of the Special Programme on AIDS on 
breast-feeding/breast milk and human immunodeficiency virus (HIV) (document 
WHO/SPA/INF/87.8). 



87. The consultation recommended that, in the interim: 

(a) Breast-feeding should continue to be promoted, supported and protected in both 
developing and developed countries in view of the overall above-mentioned benefits. 

(b) If, for whatever reason, the biological mother cannot breast-feed or her milk 
is not available, and the use of pooled human milk is considered, the report of 
isolation of HIV in breast milk should be taken into account. Pasteurization at 
56°C for 30 minutes has been reported to inactivate the virus. Further research 
on the effectiveness of different methods of pasteurization is needed, however. As 
an additional precaution, the possibility of screening donors (in accordance with 
WHO criteria on HIV screening) should be considered, especially in areas where 
the prevalence of HIV infection is known to be high. Similarly, if, for whatever 
reason, the biological mother cannot breast-feed, or her milk is not available, and 
where wet-nursing is the next obvious choice, care may need to be taken in selecting 
the wet-nurse, bearing in mind her possible HIV infection status and that of the 
infant who is to be fed. 

(c) In individual situations where the mother is considered to be HIV-infected, and 
recognizing the difficulties inherent in assessing the infection status of the 
newborn, the known and potential benefits of breast-feeding should be compared with 
the theoretical, but apparently small, incremental risk to the infant of becoming 
infected through breast-feeding. Consideration should be given to the socioeconomic 
and ecological environment of the mother-child pair and the extent to which 
alternatives can safely and effectively be used. In many circumstances, 
particularly where the safe and effective use of alternatives is not possible, 
breast-feeding by the biological mother should continue to be the feeding method of 
choice, irrespective of her HIV infection status. 

Environmental pollutants in breast milk 

88. As part of its overall efforts to ascertain the health risks of chemical pollution, 
WHO is investigating the possible adverse effects on infant health of potentially toxic 
chemical compounds that may be found in breast milk as a result of environmental 
contamination. Of particular concern are polychlorinated biphenyls (PCBs), 
polychlorinated dioxins (PCDDs), and polychlorinated dibenzofurans (PCDFs), because of 
their high level of toxicity and their chemical stability. 

89. There is no scientific evidence of any undesirable effects in infants resulting from 
the ingestion of these pollutants, which are usually found in low concentrations, via 
breast milk. However, not enough experience has been gained to exclude the possibility 
of long-term effects, particularly resulting from prolonged breast-feeding. 

90. To respond to these questions the WHO Regional Office for Europe, in collaboration 
with headquarters, has launched a project for assessing possible risks to the health of 
infants associated with contamination of breast milk by toxic chemicals, and developing 
guidelines on preventing exposure to them. For example, the Regional Office has 
initiated an international collaborative study on levels of PCBs, PCDDs and PCDFs in 
human milk with the participation of 12 European countries, and research groups in Canada 
and the United States of America. Furthermore, epidemiological studies on health effects 
in infants associated with exposure to these compounds in human milk are being designed 
and their feasibility examined by WHO and the Commission of the European Communities. A 
planning meeting, held in Copenhagen in November 1986, designed the outline of these 
studies, and a draft protocol is being prepared by the Regional Office. 

1 Document WHO/SPA/GLO/87.2. 



~91. In February 1987 WHO convened a working group to assess the health hazards in 
infants associated with exposure to toxic chemicals in human milk. The working group 
considered that, at the concentrations at which the compounds in question were usually 
found, breast-feeding did not significantly increase the infant's risk of contamination 
as compared with exposure in utero via the placenta arid later in life by the consumption 
of other foods. It recommended inter alia a series of actions for reducing exposure to 
toxic chemicals and identified further research needs. At the same time, it concluded 
that, based on present knowledge, there was no justification for limiting breast-feeding 
because of the presence of these compounds in breast milk. On the contrary, 
breast-feeding should continue to be protected and promoted, given the convincing 
evidence of its benefits for the overall health and development of the infant. 

PROMOTION AND SUPPORT OF TIMELY COMPLEMENTARY FEEDING (WEANING) PRACTICES WITH THE USE OF 
LOCAL FOOD RESOURCES 

2 
92. Following its discussion of a previous biennial report on infant and young child 
nutrition, the Thirty-seventh World Health Assembly (May 1984) adopted resolution 
WHA37.30 in which it referred inter alia to products that are unsuitable for infant 
feeding but that are nevertheless being promoted for this purpose, and to infant foods 
that are being promoted for use at too early an age. It urged action by all interested 
parties to put into effect measures to improve infant and young child feeding, with 
particular emphasis on foods of local origin. 

3 ж 93. In a similar vein, after its examination of the last biennial report on infant 
and young child nutrition, the Thirty-ninth World Health Assembly adopted resolution 
WHA39.28 requesting the Director-General inter alia to direct the attention of Member 
States and other interested parties to the fact that "any food or drink given before 
complementary feeding is nutritionally required may interfere with the initiation or 
maintenance of breast-feeding and therefore should neither be promoted nor encouraged for 
use by infants during this period"; and that "the practice being introduced in some 
countries of providing infants with specially formulated milks (so-called ‘follow-up 
milks') is not necessary". 

94. In addition to emphasizing these messages in a circular letter^ to Member States, 
WHO drew this and related information to the attention of the Codex Committee on Foods 
for Special Dietary Uses,^ when it was considering a proposed draft Standard for 
Follow-up Foods for Older Infants and Young Children. 

95. WHO pointed out that the provision of complementary foods implied certain risks for 
infant health unless careful attention was paid to the types of food given and the timing 
of their introduction, as a function of infants' specific state of physiological 
development, and taking into account their corresponding nutritional needs. When breast 
milk alone was no longer sufficient to satisfy the nutritional requirements of the 
infant, a mixed diet was called for, one that was composed of a variety of foods that 
could be procured locally and prepared easily virtually everywhere. 

96. Industrially prepared food products, which were suitable as part of a mixed diet to 
complement breast milk in order to satisfy the nutritional requirements of the infant, 
might be a convenience under certain circumstances. They provided an option for some 

1 Document ICP/CEH 533(S) (World Health Organization, Copenhagen, 1987). 
2 Document WHA37/1984/REC/1, Annex 5. 
3 Document WHA39/1986/REC/1, Annex 6. 
4 C.L.21.1986 of 1 September 1986. 
5 Now called the Codex Committee on Nutrition and Foods for Special Dietary Uses, 

following a decision of the Codex Alimentarius Commission in July 1987. 



mothers who had both the means to buy them and the knowledge and facilities to prepare 
and feed them safely to their children. However, it was clear that a balanced diet for 
the vast majority of the world's infants from around the age of six months could and 
should be effectively and economically ensured by using a variety of locally available 
foods in addition to breast milk. 

97. With regard to the draft Codex standard, WHO rioted that simply because a product was 
judged "not necessary" on nutritional grounds did not mean a priori that it should not be 
the subject of a Codex standard to ensure the appropriateness of its essential 
composition and quality factors. Therefore, as long as the products covered by the 
proposed draft standard were intended and correctly labelled for introduction as part of 
the infant weaning diet, the continued development of the draft standard would not, 
strictly speaking, be in conflict with resolutions of the Health Assembly on infant and 
young child feeding and nutrition. 

98. In discussing the draft standard the Codex Committee on Foods for Special Dietary 
Uses decided on a number of changes, including the title (now the Codex Standard for 
Follow-up Formula) ； its scope (the food products covered by the standard are now defined 
as being "intended for use as a liquid part of the weaning diet for the infant from the 
sixth month on and for young children" (instead of the earlier four to six months)); and 
a statement to the effect that follow-up formula shall not be introduced before the sixth 
month of life (replacing a statement that it may be used from four to six months of age 
onwards). The Codex Standard for Follow-up Formula was formally adopted by the Codex 
Alimentarius Commission at its meeting in Rome from 29 June to 10 July 1987. 

Examples of national action 

99. Timely and appropriate weaning practices are supported by virtually all JNSP country 
projects through training to increase health workers' technical competence and commitment 
in this area. In the United Republic of Tanzania the JNSP is promoting the use of "power 
flour" as a means of reducing the excessive bulk of traditional foods, which studies have 
identified as a particular problem during the weaning period. Preparing ugali. a stiff 
porridge made from maize, with a small amount of germinated flour increases the energy 
density of this standard weaning food, thereby making increased consumption possible for 
young children. A weaning-food manual and a companion education programme have been 
developed parallel to field trials using the new flour. 

100. In three sub-districts of the project area in Ethiopia, meanwhile, the JNSP is 
introducing appropriate technology for the low-cost production of nutritionally balanced 
weaning foods made from ingredients of local origin. A nutrition education programme is 
being implemented simultaneously to promote the use of these new food mixtures. 

101. A booklet^ on weaning was prepared; it provides a simply written, non-technical 
explanation of the topic that is suitable for adaptation and use in training health and 
other community workers and in public education programmes. 

STRENGTHENING OF EDUCATION, TRAINING AND INFORMATION ON INFANT AND YOUNG CHILD FEEDING 

Breast-feeding and fertility 

102. As part of WHO 'S global research and programme policy promotion on breast-feeding 
and fertility, which is partially funded by the United Nations Fund for Population 
Activities (UNFPA), a variety of educational and promotional materials are produced for 
adaptation and use in countries. For example, an overview of materials that are 

Joint WHO/UNICEF Nutrition Support Programme. Weaning: from breast milk to 
family cooking pot. A guide for community health workers. World Health Organization, 
Geneva (in press). 



currently available in the field of infant and young child feeding, especially 
breast-feeding, has been prepared in the form of an annotated bibliography. 

103. Lactation amenorrhoea is a highly effective contraceptive mechanism and an 
important means of child-spacing. In many developing countries, for example, 
breast-feeding still makes a greater contribution to child-spacing than all other family 
planning methods combined. To aid maternal and child health and family planning 
administrators in identifying the most appropriate timing of the introduction of other 
family planning methods, WHO has developed a simplified methodology for community-based 
calculation of the proportion of mothers at risk of conception by breast-feeding 
status. Its purpose is twofold: to provide quickly and inexpensively data that can 
be used to determine the statistical distribution of the duration of lactation 
amenorrhoea and how breast-feeding frequency and duration affect it in a given setting; 
and to provide health workers with information that they can use in determining when best 
to advise women on family planning matters, given their probable postpartum conception 
risk. 

Training materials 

104. Profiting from the field-testing of a popular first edition and suggestions made by 
numerous trainers in developing and developed countries, WHO published in 1986 a revision 
of its Guidelines for training community health workers in nutrition. The guidelines 
present a task-oriented approach for use by trainers in the guidance and on-the-job 
training of health workers under their supervision. They are intended as a model for 
adaptation to suit local needs by introducing relevant examples of nutrition problems and 
exercises. This was done with the first edition, which is now available in Arabic, 
Burmese, English, Farsi, French, Hindi, Malay, Spanish, and Thai. The revised edition's 
training modules include measuring and monitoring the growth of children; breast-feeding 
promotion; nutritional advice on the feeding of infants and young children; nutritional 
care of mothers； identification, management, and prevention of common nutritional 
deficiencies； and nutritional care during diarrhoea (see paragraph 109). 

105. As a complement to the training guidelines a nutrition learning package^ is being 
prepared for teachers of community health workers. The package provides a variety of 
teaching/learning materials that correspond to the health and nutrition themes developed 
in each of the nutritional guidelines' modules. 

The effects of hospital and other health care practices on breast-feeding 

106. WHO and UNICEF are encouraging countries to review the role that hospital and other 
health-care practices play in promoting or hindering breast-feeding. The purpose is to 
identify policies, practices and routines that might be interfering with breast-feeding 
so as to enable administrators and health care personnel to make appropriate changes to 
promote breast-feeding. 

107. To help hospitals undertake such an assessment, WHO has prepared an experimental 
guide with four components : observational field work, interviews with mothers, staff 
questionnaires, and a chart review of infant feeding records. Each component 
investigates a different perspective of the hospital environment and, taken together, 
they are intended to provide a multidimensional understanding of the full impact of the 

1 Document WHO/MCH/86.12. 
2 Document MCH/85.15 Rev.l. 
3 
Guidelines for training community health workers in nutrition, second edition. 

World Health Organization, Geneva, 1986. 
4 Joint WHO/UNICEF Nutrition Support Programme. Nutrition learning packages. 

World Health Organization, Geneva (in preparation). 



institutional context on breast-feeding. The draft guide will be revised, taking into 
account comments received from a number of interested parties, in preparation for its 
adaptation and testing in specific environments. 

108. As a practical follow-up guide for health programme managers, administrators, 
trainers, and supervisors, WHO is preparing a booklet describing the main action to be 
taken by and through health services to promote and facilitate breast-feeding 
effectively. It will concentrate on the relatively brief, but critical period for the 
successful initiation and maintenance of breast-feeding: prenatal, delivery, and 
perinatal care provided in hospital maternity wards and clinics. 

The physiological basis for infant-feeding practices 

109. In adopting resolution WHA37.30 (see paragraph 92) , the Thirty-seventh World Health 
Assembly requested the Director-General to support Member States in examining the problem 
of the promotion and use of foods unsuitable for infant and young child feeding, and to 
report to the Thirty-ninth World Health Assembly, in 1986, on progress achieved. 
Accordingly, WHO prepared a technical review of current scientific knowledge about the 
nutrient requirements and physiological development of the infant and their implications 
for complementary feeding. Member States and other interested parties were invited to 
use this technical review, highlights of which were given in the 1986 progress report, ̂  
in their efforts to ensure timely and appropriate complementary feeding practices, on the 
basis of their particular health, nutrition and socioeconomic circumstances. In view of 
the highly positive response WHO decided to expand the document so as to cover the 
physiological basis for infant-feeding practices during the first full year of life. It 
refers to the prenatal, perinatal and neonatal periods； lactation; infant- and 
maternal-health factors influencing breast-feeding; feeding the low-birth-weight 
infant； when to begin complementary feeding; and feeding during diarrhoea and other 
acute infections. 

110. The document is intended for health professionals, including general practitioners, 
paediatricians, gynaecologists, nurses, and medical and nursing schools, but it should 
later provide the basis for WHO, UNICEF and other interested parties to produce 
appropriate guidelines for the nutritional care of infants, for adaptation and use in 
countries. Prospects are also good for meeting the immediate needs of health workers and 
parents by further adapting the contents of such guidelines to suit this audience. 

111. A guide on the prevention of malnutrition in young children following diarrhoea is 
being prepared. It is concerned with fitting traditional feeding practices during 
periods of acute diarrhoea in young children into scientific knowledge of digestion and 
absorption of foods during and after diarrhoea. The guide is directed towards doctors, 
nurses, nutritionists, and other health personnel whose functions include managing health 
services and training and supervising personnel who are responsible for preventing and 
treating undernutrition and infection in children. 

112. A major component of the JNSP in Burma is the development of a national nutrition 
education programme whose central focus is breast-feeding and weaning. Manuals have been 
developed, a poster campaign initiated and experiments with non-traditional training 
begun, for example a "weaning food game" that is being used to train assistant midwives. 
Using a novel "cascading" training model, whereby each level of the health system is 
responsible for sharing information with the one immediately following it in the 
hierarchy, training teams have been established at state and division levels to ensure 
the wide dissemination and appropriate use of materials that have been developed 
centrally. 

1 Document WHO/MCH/NUT/86.2. 
2 Document WHA39/1986/REC/1, pp. 105-107. 
3 . 
Joint WHO/UNICEF Nutrition Support Programme. Dietary management of young 

children with acute diarrhoea. World Health Organization, Geneva (in preparation). 



DEVELOPMENT OF SUPPORT FOR IMPROVED HEALTH AND SOCIAL STATUS OF WOMEN IN RELATION TO 
INFANT AND YOUNG CHILD FEEDING 

113. The Organization has defined the interrelationship between the status of women, 
health and development in order to create awareness of the health priorities of women and 
their role in health care and socioeconomic development. It has done this by asking how 
the social, educational, employment, and political factors influencing the status of 
women affect, or are affected by, health; and what kinds of societal, community, and 
family action are needed to ensure equity for women as mothers and a better balance of 
men's and women's responsibilities. 

114. In this context, WHO prepared the major sectoral review paper on health and 
nutrition that was discussed in Nairobi in 1985 at the World Conference to Review and 
Appraise the Achievements of the United Nations Decade for Women (1976-1985). An 
important outcome of the Conference was the adoption by consensus of Forward-looking 
Strategies for the Advancement of Women, including health-specific strategies and 
numerous provisions concerning women's health and nutritional status. 

115. Action taken by WHO to incorporate women's perspectives into the medium-term 
programmes of its Eighth General Programme of Work (1990-1995) and to implement the 
Nairobi Forward-looking Strategies for the Advancement of Women was reported to the 
Fortieth World Health Assembly. 

116. One group of Nairobi recommendations concerned the key role women play as food 
producers and their contribution to agricultural development, and their access to land 
resources and technology, especially those that can free them from energy-consuming 
tasks. This is a main action theme of the JNSP, which includes a focus on women's 
specific needs and the needs of those who are dependent on them. 

117. The JNSP organized two workshops in 1986: one on household food security, held at 
Sidama Awraja, Ethiopia, for its national coordinators and representatives of women's 
organizations from Ethiopia, Mozambique, Sudan, and the United Republic of Tanzania; and 
the other on the role of women in food production, held at Niamey, for participants from 
Angola, Burkina Faso, Chad, Mali, Mauritania, Niger, and Senegal. The results of the 
former included policy guidelines, which are intended for use by national legislators and 
programme administrators, and an inventory of follow-up activities designed to strengthen 
JNSP country plans of action. The latter workshop formulated a series of recommendations 
addressed to governments and external development agencies concerning food policy, 
appropriate technology, marketing, farming inputs, and technical support, and the 
important role of women in establishing community food security. 

118. The conference on safe motherhood held in Nairobi in February 1987 constituted a 
landmark and offered convincing evidence of the priority accorded to the problem of 
maternal mortality. WHO, UNFPA and the World Bank, with the support of UNDP and many 
bilateral development agencies and private foundations, со-sponsored the conference, 
which was attended by ministers of health and numerous other senior decision-makers from 
some 60 countries. It reviewed the extent of maternal mortality, its causes and 
contributory factors, including the role of the mother's nutritional status and the 
prevention and control of anaemia (see paragraphs 35-37) . In addition to recommending 
immediate action for strengthening maternal health and family planning programmes, the 
conference stressed long-term intersectoral strategies for improving the health, 
nutritional and social status of women and girls as a means of confronting the root 
causes of maternal death. One of the conference's major practical outcomes was the 
creation of a fund in support of operational research on safe motherhood, which WHO is 



executing with pledges of support thus far from the World Bank, UNDP, the Rockefeller 
Foundation, and bilateral development agencies. WHO and UNICEF, meanwhile, have issued a 
joint statement supporting a wide range of health, including nutrition, activities to 
ensure women's health as a basic right for themselves and as a guarantor of the healthy 
survival of their new-born infants. 

119. A report prepared by WHO for an international conference on better health for women 
and children through family planning (Nairobi, October 1987) reviewed the effects of 
women's working patterns on the health and nutritional status of their children; 
although there is a positive correlation between increased maternal income and the 
nutritional status of children in some populations, the absence of the mother can also 
result in less time devoted to child care, including reduced frequency and duration of 
breast-feeding and longer intervals between complementary feeding of young children. 

Examples of national action 

120. In Mozambique the JNSP is providing support in the form of supplies and training to 
women‘s agricultural cooperatives. At the same time it is working through the General 
Union of Cooperatives to support the creation of crèches where working mothers can leave 
their children under trained supervision. Meanwhile, the health sector is engaged in 
training mothers regarding appropriate infant and young child feeding and rearing 
practices by using such techniques as group meetings and puppet shows. 

121. In Niger the JNSP is providing training and equipment for village-based women's 
groups to facilitate their operation of grain-grinding mills for their own and 
surrounding villages. Revenue generated from these operations remains under the control 
of the women's groups, which are using it to promote other health and nutrition 
activities. 

122. WHO is providing technical and financial backing for studies being undertaken in 
Argentina and Kenya on social support measures for women. Factors affecting women's 
child-care roles, among others, are being analysed with a view to designing appropriate 
programmes and activities. 

123. There are numerous other examples of support services for women (including advice 
on preparation for childbirth and infant and young child feeding practices) provided by 
governments. These are often complemented by community-based nongovernmental women's 
organizations that conduct related education and information programmes - for example, 
La Leche League (cited by many governments, including those of Australia, Canada, 
New Zealand, and Switzerland, for its important support for mothers and contribution to 
breast-feeding promotion), the Breast-feeding Information Group in Kenya, the Nursing 
Mothers Group in Fiji, and the Maori Women's Welfare League in New Zealand. 

APPROPRIATE MARKETING AND DISTRIBUTION OF BREAST-MILK SUBSTITUTES 

124. The appropriate marketing and distribution of breast-milk substitutes is one of 
several actions required in order to protect healthy infant and young child feeding 
practices. For this reason the Thirty-fourth World Health Assembly (May 1981), through 
its resolution WHA34.22, adopted the International Code of Marketing of Breast-milk 
Substitutes in the form of a recommendation, and urged all Member States inter alia to 
translate it into national legislation, regulations or other suitable measures； to 
involve all concerned parties in its implementation； and to monitor compliance with it. 

1 Maternal care for the reduction of perinatal and neonatal mortality: a joint 
WHO/UNICEF statement. Geneva, World Health Organization, 1986. 



125. The Code provides for regular reporting by Member States to the Director-General 
(Article 11, paragraph 6) and by the Director-General to the Health Assembly in even 
years (Article 11, paragraph 7) on the status of its implementation. The Thirty-fourth 
World Health Assembly also requested the Director-General to report to the Health 
Assembly in May 1983 on the status of compliance with the Code at country, regional and 
global levels, and to make proposals for action, if necessary. Accordingly, the 
Director-General reported to the Thirty-fifth, Thirty-seventh, and Thirty-ninth World 
Health Assemblies (in 1982, 1984, and 1986 respectively) on steps taken by Member 
States to give effect to the Code, and to the Thirty-sixth World Health Assembly (in 
1983) on the status of compliance with it. The following is thus the fifth report on 
the subject, as well as the fourth consecutive biennial report, since the Code's adoption 
nearly seven years ago. 

126. Most of the information has been supplied by Member States themselves, whether in 
direct communications to the Director-General, via the regional offices, in statements 
made during the Thirty-ninth World Health Assembly, or in discussions at a meeting of 
a regional committee. An overall picture of progress in this regard since 1981 can thus 
be obtained by referring to this and previous reports by the Director-General, which 
together provide a detailed account of the steps taken by nearly 140 countries and 
territories individually, and in some cases collectively through regional and 
interregional forums, to give effect to the principles and aim of the Code. 

127. The Thirty-ninth World Health Assembly (1986) adopted resolution WHA39.28, which 
requested the Director-General inter alia "to propose a simplified and standardized form 
for use by Member States to facilitate the monitoring and evaluation by them of their 
implementation of the Code and reporting thereon to WHO, as well as the preparation by 
WHO of a consolidated report covering each of the articles of the Code". 

128. The process of preparing a proposed report form in response to the Health 
Assembly's request included informal consultations with a number of interested parties as 
to its structure and content. The completed form was dispatched to Member States as a 
complementary monitoring and reporting framework to that already contained in a set of 
guiding p r i n c i p l e s , 5 covering the five interrelated themes referred to above, that were 
first prepared at the Health Assembly's request in 1981. In drafting their replies 
Member States were invited to comment on both the structure and content of the overall 
reporting framework. 

129. The guiding principles and the proposed report form were dispatched under cover of 
circular letter C.L.15.1987 dated 3 July 1987, and Member States were requested to send 
their replies by 10 October 1987. As of 31 October 1987 a total of 14 replies had been 
received, most following the five-theme framework; only four Member States chose to 
avail themselves of the proposed article-by-article report form in respect of the Code. 
One Member State formally expressed the view that the guiding principles constituted an 
adequate outline for reporting on the subject. 

1 Respectively documents WHA35/1982/REC/1, Annex 5; WHA37/1984/REC/1, Annex 5, 
part II; and WHA39/1986/REC/1, Annex 6， part 1. 
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3 Document WHA39/1986/REC/3, pp. 96-118. 
4 Document WHO/MCH/NUT/87.2. 
5 Document WHO/MCH/NUT/87.1. 



African Region 

130. The Malawi Ministry of Health's Subcommittee on Infant and Young Child Feeding 
organized a workshop in Lilongwe in June 1987 for the purpose of drafting a national code 
of marketing of breast-milk substitutes. Participants included nutritionists and others 
active in nutrition and public education; representatives of the justice, trade and 
industry, and tourism ministries ； and staff of the Malawi Bureau of Standards. They 
were also charged with reviewing existing national laws in relation to the provisions of 
the International Code, and preparing a mechanism for the national code's implementation. 

131. Among the workshop's main recommendations were that the resulting draft national 
code, which closely resembles the International Code, be declared compulsory by the 
Minister of Trade, Industry and Tourism under the powers of the Malawi Bureau of 
Standards Act (Amendment) 1987； that meetings be organized for health professionals, 
extension workers, educators, manufacturers and distributors of products within its 
scope, and other relevant personnel to make them aware of the code and ensure its 
enforcement； that the Government promote working conditions for women that facilitate 
breast-feeding, including fully paid maternity leave for 90 days in both the public and 
private sectors ； and that a commission be established to monitor production, 
importation, and distribution of breast-milk substitutes and weaning foods. 

132. The results of retail shop surveys in Swaziland conducted by the National Nutrition 
Council (NNC) have shown that artificial foods and feeding bottles being sold do not 
always conform to the International Code. Some feeding bottles are deemed to be a 
positive health hazard, especially those which are opaque or so shaped as to make 
cleaning difficult, and the NNC has worked with the Ministry of Commerce on banning 
them. Labels contain many exaggerated claims and ambiguities. Following negotiations 
with a large breast-milk substitute manufacturer, the latter agreed to change the 
labelling of its products sold in the country so as to emphasize the superiority of 
breast-feeding. Because of a violation of the Code by another large manufacturer the 
importation of the product concerned was stopped. Companies have been prohibited from 
donating milk or teaching materials unless specifically authorized by the director of 
health services or the NNC. 

133. Although no legislation has as yet been adopted in the United Republic of Tanzania 
to give effect to the International Code, guidelines in this regard have been issued by 
the Ministry of Health and Social Welfare and disseminated to all medical units. There 
is no advertising of breast-milk substitutes, which are sold to the national food company 
based on product approval furnished by the Ministry's Drugs and Pharmaceutical Committee. 

134. The Ministry of Health in Zambia reports that the Zambian Code of Ethics for 
Marketing of Breast-milk Substitutes is being enforced by all concerned parties 
(industry, Government, health institutions, and retailers) on a voluntary basis. Any 
labelling violations, or those relating to product quality, are dealt with in accordance 
with the Food and Drugs Act, under which they are punishable. Monitoring of the Code's 
implementation is undertaken by the Ministry of Health, food inspectors, the Bureau of 
Standards, and the National Food and Nutrition Commission, in cooperation with food 
industry representatives, the National Council for Scientific Research, and interested 
nongovernmental organizations including the Zambia Breast-feeding Association, the 
Women's League, and the Consumers Protection Association. 

Region of the Americas 

135. The Ministry of Social Welfare and Public Health in Bolivia has created a national 
breast-feeding programme with the aim of protecting the health and nutritional status of 
infants and young children. The programme includes an information and education campaign 
via the mass media for the general public and the preparation of manuals for health 
workers. A national code for the marketing of breast-milk substitutes has been prepared 



on the basis of the International Code, with the participation of the ministries of 
health, industry and commerce, and education and culture； the Bolivian Paediatric 
Association; the Bolivian Obstetric Association; the National Social Security 
Administration; and the infant-food industry. Six thousand copies have been distributed 
nationwide. 

136. A number of steps have been taken in Canada• at provincial and federal government 
levels and through professional associations, to alert health workers to the existence of 
the International Code and to its endorsement by the Government. These efforts have been 
complemented by citizen action groups such as the Infant Feeding Action Coalition. The 
Minister of National Health and Welfare stresses dialogue and consultation with the 
infant-food industry, and brings contraventions of the Code to the attention of both 
individual manufacturers and the Canadian Infant Formula Association (CIFA). In 1986 the 
Minister issued a national press release outlining the Government's remaining concerns 
about industry's compliance with the Code. CIFA responded with a draft set of policies 
and practices to ensure that industry as a whole is working in concert with the aim of 
the Code as adopted in the national context. The Government is reviewing this policy 
statement and anticipates that CIFA's response will overcome the final barrier to 
achieving full national support for the International Code. 

137. The Ministry of Health in Colombia is promoting appropriate infant and young child 
feeding practices through a national coordinating body, which includes representatives 
from the National Health Institute and the National Economic and Social Policy Council, 
and health education provided directly by health workers. The Government has introduced 
into national health legislation regulations concerning the marketing of breast-milk 
substitutes, including measures for the monitoring of their application. 

138. Since the adoption of the International Code, Mexico has enacted legislation to 
comply with its provisions. For example, labels on products have to provide adequate 
information on their preparation and use, and nothing is allowed on them which might 
discourage breast-feeding or encourage the use of breast-milk substitutes. Words such as 
"humanized" or "maternalized" have been banned, as are gifts or similar inducements to 
buy such products. Literature sent to doctors is regarded as publicity, and regulated as 
such. 

139. Paraguay is examining its food standards in relation to Codex Alimentarius 
standards, and the International Code has been taken as a model for the marketing and 
distribution of breast-milk substitutes. Legislation will provide for the banning of the 
distribution of samples of breast-milk substitutes for infants under six months of age in 
both the public and private health sectors； the banning of promotion to the general 
public of infant formula - information being provided solely to health staff; and 
consideration of breast-milk substitutes as medicaments, their sale being regulated as 
such. 

140. Workshops on breast-feeding were organized in three regions of Suriname by the end 
of 1982 to bring the International Code to the attention of interested parties and their 
organizations, including health workers from different levels of the health system, 
social workers, agricultural extension agents, and representatives of trade unions and 
women's organizations. No specific legislative measures have been adopted concerning the 
marketing and distribution of products within the scope of the Code, which are all 
imported. Given overall import restrictions since 1983 due to the country's financial 
position, however, the Government has indicated that measures are required to ensure a 
supply of these products for those who need them. 



141. In Trinidad and Tobago the Food and Drug Regulations were amended in 1985, notably 
by the insertion of a new regulation on the labelling of breast-milk substitutes. The 
addition requires the display on the outer label of the container of a statement 
proclaiming the superiority of breast-feeding over other methods of infant feeding and 
advising that the substitute should be used only on proper medical advice having been 
attained as to the need for, and the proper methods of, its use. There is to be no 
display on the container or label of any statement, picture or other visual impression of 
a person that would tend to encourage the use of the substitute in preference to breast 
milk, or the words "humanized" or "maternalized" or any such words that may tend to extol 
the substitute's virtues. In addition, every food product which is not a breast-milk 
substitute, but which is capable of being modified to become one, is to include on the 
label a warning that the product is not to be used as the sole source of nourishment for 
babies. Finally， condensed milk is not permitted to include on the label instructions 
for its modification as a baby food. 

142. The Food and Drug Administration (FDA) in the United States of America has 
announced an import alert that provides for continued close surveillance of beverages 
that purport to be infant formulas (complete or partial substitutes for human milk), but 
that do not provide adequate nutrition for infants or are otherwise in violation of the 
infant formula provisions of the Federal Food, Drug, and Cosmetic Act. 

143. The FDA is also proposing, in accordance with the 1986 amendments to the Federal 
Food, Drug, and Cosmetic Act, to amend its recall regulations for infant formulas. 
These proposed amendments would: (1) specify mandatory recall procedures to be used by 
manufacturers in removing from the market an infant formula that is adulterated and/or 
misbranded and that the agency has determined may present a risk to human health; 
(2) require a manufacturer recalling an infant formula that presents a risk to human 
health to request each retail establishment at which such infant formula is sold or 
available for sale to post a notice of such recall； and (3) establish requirements for 
the retention of infant formula distribution records. 

South-East Asia Region 

144. By Order of 19 December 1983, the Government of India had adopted the Indian 
National Code for the Protection and Promotion of Breast-feeding, which closely resembles 
the draft regulation version of the International Code as originally presented to the 
Health Assembly in May 1 9 8 1 I n mid-1987 the federal parliament was reported to be 
considering a draft Infant Milk Foods and Feeding Bottles Act as one aspect of the 
measures being taken to protect and promote the healthy growth and development of infants 
and young children. 

European Region 

145. A meeting is held every February in Denmark for all parties to the 1984 voluntary 
agreement giving effect to the International Code. Representatives of health 
professional organizations, consumer groups, and the infant-food industry use the 
opportunity to evaluate observance of the agreement and its overall effectiveness. Cases 
of alleged non-compliance by manufacturers are usually reported directly to the 
manufacturers' organization (SEDAN), which takes corrective action vis-à-vis its members. 

1 International Digest of Health Legislation. 37: 579-580 (1986). 
2 Federal Register. 8 July 1987, 52, pp. 25636-25637. The Infant Formula Act of 

1980 was covered in the International Digest of Health Legislation. 32: 94-98 (1981). 
3 Ibid. • 13 August 1987, Vol. 52, No. 156, pp. 30171-30174. 



146. Order No. 51 of 10 February 1986 permits the sale in Denmark of dummies and teats 
for infant-feeding bottles provided that they do not release a quantity of N-nitrosamines 
greater than 5 /xg/kg of rubber or a quantity of "nitrosatable" substances higher than 
50 /ig/kg of rubber, as specified in the method defined in the Annex. 

147. The Government of Ireland reports that its Code of Practice for the Marketing of 
Infant Formulae, although working well, needs to be reviewed and updated. It hopes that 
it can be brought closer to the International Code without occasioning unnecessary 
conflict and taking due account of the country's specific circumstances. 

148. Legislation in Monaco provides for additional leave time and a cash benefit for 
mothers who breast-feed their infants. The only publicity for breast-milk substitutes, 
which is described as highly restricted, occurs on television or in newspapers. 

European Economic Community 

149. In January 1986 the European Parliament's Committee on the Environment, Public 
Health and Consumer Protection adopted a report in which it recommended that the draft 
Council Directive on the approximation of the laws of Member States relating to infant 
formula and follow-up milks be amended by the addition of the major provisions of the 
International Code. The report also stated that, where other articles of the Code were 
not specifically mentioned, they should nevertheless be implemented by Member States, 
including those addressed to health workers. 

150. In the light of these views the Commission of the European Communities reconsidered 
its approach and agreed, in March 1986, to propose a strengthening of the Community 
commitment to the International Code, first enunciated by the Presidency at the time of 
the approval of the instrument in May 1981. According to an explanatory note in the 
Commission's modified proposal, the strengthening is found in the areas of marketing 
generally, the responsibilities of health care authorities, and advertising. 

151. In the first two of these areas the provisions set out follow the principles of the 
International Code, whereas in the third the Commission was unwilling to propose a 
prohibition on advertising to the general public of infant formula. It preferred, in the 
light of the constitutional, legal, social and other considerations applicable within the 
Community and its Member States, a solution consisting of confining advertising to media 
specializing in baby care. Given the scope of the amendments involved, the text of the 
proposal was revised in its entirety.^ 

Eastern Mediterranean Region 

152. In Kuwait the distribution of breast-milk substitutes has been banned in hospitals 
and other health centres. Manufacturers are required to promote breast-feeding, even 
when explaining the merits of breast-milk substitutes. Donations of breast-milk 
substitutes have also been prohibited. Representatives of the national committee 
responsible for implementing the International Code visit hospitals and health centres to 
ensure that these decisions are being implemented. 

1 International Digest of Health Legislation. 37: 808 (1986). Teats are 
included within the scope of the International Code, under Article 2. 

о 
Belgium, Denmark, France, Federal Republic of Germany, Greece, Ireland, Italy, 

Luxembourg, Netherlands, Portugal, Spain, United Kingdom of Great Britain and Northern 
Ireland. 

3 Document WHA34/1981/REC/3, p. 192. 
4 Official Journal of the European Communities. No. C285, 12 November 1986, 

pp. 5-19. 



153. The Ministry of Health in the Syrian Arab Republic has taken a number of steps to 
reinforce breast-feeding practices, including issuing instructions to distributors of 
breast-milk substitutes concerning their relations with health services； to birth 
attendants encouraging them to combat the practice of withholding the breast until 
24 hours after birth; and to health centres, clinics and pharmacies discouraging the 
display of placards or posters concerning artificial feeding. 

154. The marketing of breast-milk substitutes has been prohibited in hospitals and 
dispensaries in the United Arab Emirates since 1980. Manufacturers are also prevented 
from advertising their products. At the same time, a campaign to promote breast-feeding 
has been undertaken through national institutions and women's organizations, involving 
work with mothers in their homes. Relevant promotional campaigns have been launched in 
collaboration with other countries in the Gulf area. 

Western Pacific Region 

155. In compliance with resolution WPR/RC33.R16, the thirty-eighth session of the 
Regional Committee for the Western Pacific, in September 1987, had before it a report on 
infant and young child nutrition and implementation of the International Code. Relevant 
portions of this report are summarized below; in some cases they have been complemented 
by information received directly from Member States. 

156. There is no commercial advertising of breast-milk substitutes or weaning foods in 
American Samoa. and the health care system is not involved in any way in their 
distribution except in the retailing of some medically prescribed infant formulas. While 
the International Code has not been acknowledged, the practice is to comply with United 
States federal policies concerning appropriate breast-milk substitutes. There is a 
growing interest reported among health professionals and some members of the community in 
support of local legislation to adopt elements of the International Code. 

157. The Government of Australia reports that the 1983 National Code of Practice for the 
Marketing of Infant Formulas was reviewed and revised in 1985 to bring it more closely in 
line with the International Code. Where practices not consistent with the Code are 
reported the infant-food indus try is requested to take appropriate steps. "Sampling" has 
reappeared in clinics and nurseries in some states, and the authorities there have been 
requested to take action, which is outside Federal Government jurisdiction. 

158. New orders of the Export Control Act have taken into account and incorporated 
relevant articles of the International Code. Similarly, the National Health and Medical 
Research Council's Food Standards Committee has incorporated relevant articles (labelling 
and quality) into the draft Standard for Foods for Infants and Young Children, which will 
be referred to the National Food Standards Council for acceptance. 

159. A working party comprising representatives of state and territory health 
authorities, the Australian College of Paediatrics, and the Australian College of 
Obstetricians and Gynaecologists has developed guidelines to promote breast-feeding and 
to implement the International Code in Australia. Copies of the Code, the Industry Code 
of Practice, and related documents have been widely distributed within the Australian 
community. All concerned groups and individuals, including manufacturers, consumer 
groups, and professional associations, have been requested to assist the Federal 
Government in its efforts to monitor application of the International Code. 

160. There is a considerable variation in the pattern of breast-feeding in Brunei 
Darussalam. ranging from 12% of infants under 10 days in urban areas to 77.5% in rural 
areas. At six months the respective percentages vary between 4% and 42%. One of the 
reasons given for the low level of breast-feeding is the introduction of bottle-feeding 
in hospitals where 80% of deliveries occur. Another is the fact that breast-feeding is 
more demanding, and that it is more convenient for working mothers to start their babies 
on bottle-feeds. Post-delivery maternity leave lasts one month. 



161. Infant formulas are said to be readily available and within the means of the 
majority of the population. Action has been taken to ban advertising of milk foods on 
television, distribution of milk samples in clinics, and the sponsoring of baby shows by 
milk companies. All promotion of infant formulas is expected to carry the caption 
"breast milk is the best milk for baby". Health services are reported to be unable to 
compete with the aggressive marketing strategies of milk companies. 

162. The representative of China at the thirty-eighth session of the Regional Committee 
reported that a code concerning breast-milk substitutes was being prepared in his 
country. 

163. According to data available in clinics in the Commonwealth of the Northern Mariana 
Islands (Trust Territory of the Pacific Islands), 53.9% of infants are breast-fed at the 
time of discharge from hospital, and 29% are breast-fed at four months. All types of 
formula are available, but the cost is prohibitive for the majority of women. Although 
the Commonwealth has not implemented the International Code, the Department of Public 
Health and Environmental Services has set a number of priorities for infant and young 
child feeding including the drafting o£ a marketing code or introduction of a resolution 
to adopt the International Code, developing infant-feeding policies, adopting legislation 
to extend maternity leave, and using audiovisual aids to provide basic information on 
infant- feeding practices. 

164. A survey of infant-feeding practices in Fiji in 1983, based on a nationally 
representative sample of 735 children between 0-23 months of age, showed that 37% had 
been or were being exclusively breast-fed, 49% were partially bottle-fed, and 14% were 
fed exclusively by cup and spoon. In 1984, when there were 19 181 live births, 
226 tonnes of infant formula (or enough to feed approximately 11 300 infants exclusively 
for the first six months of life) were imported. In the light of these findings the 
Ministry of Health, with the assistance of the National Food and Nutrition Committee, 
convened a working group to review the situation and formulate appropriate 
recommendations. One of the results of this exercise - feeding guidelines for newborn 
babies - will soon be distributed to all health workers and to the general public. In 
September 1986 the Ministry of Health also advised all hospitals, maternity wards, 
consultants, and private medical practitioners not to accept the donation of breast-milk 
substitutes from any manufacturer. 

165. The Department of Public Health and Social Services in Guam strongly supports and 
promotes breast-feeding through its health education programme, particularly for pregnant 
and postpartum women. Government is aware of the need to focus more attention on the 
development of programmes to improve infant and young child feeding practices and to 
implement the International Code. Measures are now being developed to improve the 
situation in the light of Guam's needs and resources. 

166. The Government of Japan has instructed manufacturers of breast-milk substitutes not 
to advertise in the mass media or to carry out marketing in hospitals and other health 
care facilities. 

167. The second revision of the 1979 Code of Ethics and Professional Standards for 
Advertising, Product Information and Advisory Services for Infant Formula was implemented 
in Malaysia in 1986. In addition a disciplinary committee was set up, composed of 
government members only, to investigate alleged code violations. The country continues 
to promote appropriate infant-feeding practices through this code and reports that it has 
no plans to adopt legislation in this regard. The 1985 Food Regulations of Malaysia 
include detailed standards for infant formula. It is laid down, for instance, that the 
legend "breast milk is the best food for infants" must appear in a prominent position on 
the label ； furthermore, no label may display "any picture of infants or babies or parts 
of infants or babies … " Л 

1 International Digest of Health Legislation. 38: 805-809 (1987). 



168. The Monitoring Committee set up in New Zealand in 1983 to oversee application of 
the International Code by receiving complaints on alleged violations and inquiries 
regarding its interpretation, and making recommendations on the Code's application, 
reports that breaches have grown progressively fewer in number. All interested parties, 
including the infant-food indus try and consumers, are aware of the adoption of the Code 
and its implications for their activities. 

169. The Philippines• National Code of Marketing of Breast-milk Substitutes, Breast-milk 
Supplements and Related Products. which closely resembles the International Code, was 
signed into law in October 1986. The Department of Health informed all of its 
personnel in this regard through information circulars and articles in a number of 
national newspapers. An inter-agency committee, composed of representatives from the 
departments of health, justice, trade and industry, and social services and development, 
was established under the code. It is now finalizing the rules and regulations that will 
govern the advertising and promotion of the products covered by it, and establishing a 
framework for their implementation. 

170. The Citizens ' Alliance for Consumer Protection in the Republic of Korea has 
submitted a draft code of marketing of breast-milk substitutes to the Ministry of Health 
and Social Affairs. 

171. The Government of Singapore continues to apply its local Code of Ethics on the Sale 
of Infant Formula Products that was formulated in 1979 and implemented since then by a 
formal monitoring authority. It reports that it has no plans as yet to adopt the 
International Code as such. 

172. The Ministry of Health in Vanuatu has been actively promoting breast-feeding, 
particularly in urban areas where bottle-feeding is known to be common among working 
mothers. There is no legislation to regulate the sale of breast-milk substitutes or 
feeding bottles, but the introduction of separate chapter headings in 1986 now permits 
direct sales monitoring. Import duties were imposed on breast-milk substitutes and 
feeding bottles in January 1987 so that they are no longer, in effect, subsidized by 
Government. There is no distribution of breast-milk substitutes in hospitals or 
maternity clinics, where rooming-in is practised, and no related advertising through the 
mass media. 

Continued cooperation with concerned parties in the implementation and monitoring of the 
International Code 

173. In adopting the International Code the Health Assembly requested the 
Director-General "to use his good offices for the continued cooperation with all parties 
concerned" in its implementation and monitoring. Accordingly, and as part of its 
overall collaboration with interested parties on matters relating to infant and young 
child nutrition, WHO maintains regular contact with other agencies of the United Nations 
system and cooperates with professional groups, consumer organizations (see 
paragraph 81), and manufacturers of products that are within the scope of the Code. 

174. Regarding this last group, the International Association of Infant Food 
Manufacturers (IFM), which is a member of ISDI, has confirmed to the Director-General 
the commitment to supporting the principles and aim of the International Code of its 33 
national and international member companies from 17 countries. In practice, IFM has 
explained, this individual, voluntary commitment by its members is carried out by 
conforming to the Code in its entirety in developing countries, except where specific 

1 International Digest of Health Legislation. 39: 113-118 (1988). 
2 Resolution WHA34.22. 
3 _ 
The International Society of Dietetic including all Infant and Young Child Food Industries (ISDI) was admitted into official relations with WHO in January 1987. 



national measures are implemented by governments. In developed countries IFM members are 
said to comply with national codes and regulations and/or voluntary industry codes that' 
have been established in consultation with the relevant authorities. 

175. To ensure effective implementation of its commitment, an IFM complaint procedure 
has been announced, which allows concerned parties to draw the attention of member 
companies to activities that are considered to be incompatible with the principles and 
aim of the International Code. IFM has explained that complaints and any accompanying 
materials will be transmitted to the companies concerned and investigated promptly, and 
that the companies will notify the IFM secretariat within 60 days of the results of their 
investigations and any remedial steps taken. IFM will then notify complainants of their 
findings and action taken, and will issue a yearly summary of all complaints and their 
disposition. 

176. WHO made a technical contribution to a meeting convened by IFM in Paris in November 
1987 to study what forms of cooperation - among its member companies and with other 
groups - could be envisaged to promote safer infant-feeding practices. 

Complaints alleging non-compliance with the Code or the applicable national 
measures may be notified to: the Secretary General, International Association of Infant 
Food Manufacturers, 194 rue de Rivoli, 75001 Paris, France. 



RADIONUCLIDES IN FOOD: WHO GUIDELINES FOR DERIVED INTERVENTION LEVELS1 

Report by the Director-General 

[EB81/29 - 9 November 1987] 

This summary report describes the work of WHO on guidelines for application 
following widespread contamination by radionuclides resulting from a major 
accident. It also briefly refers to the action undertaken by other international 
organizations in this field. 

Introduction 

1. The activities in radiation protection that WHO carried out or planned to carry out 
in 1987 as a result of the accident at Chernobyl were reported to the Executive Board in 
January 1987. The work started at that time included the development by WHO of 
guideline values for derived intervention levels regarding radioactive contamination of 
the environment following a nuclear accident. This activity was completed in September 
1987 when a WHO task group finalized guidelines on radioactive contamination of food. 

2. The need for such guidelines was voiced by delegates to the Fortieth World Health 
Assembly, who stressed the importance of uniformity regarding both the guidance issued by 
the relevant international organizations and the levels adopted by Member States. They 
urged the Director-General to continue WHO's work on this subject in close collaboration 
with the other international bodies concerned, and it was decided that, following the 
task group meeting, the subject should be referred to the Executive Board in January 1988 
with a view to elaborating a draft resolution for submission to the next Health Assembly. 

3. Prior to the accident at Chernobyl in 1986, several international organizations had 
issued recommendations on the principles and measures to be adopted to limit the impact 
of a nuclear accident or radiological emergency. This advice largely dealt with what 
was then the most credible prediction of the accident scenario and emphasized action to 
be taken at the site and within a few kilometres of it, the so-called "near field". The 
accident at Chernobyl demonstrated that, in addition to the major emergency occurring at 

1 See resolution EB81.R18. 
2 Document EB79/INF.DOC./1• 
3 

(a) Commission of the European Communities. Radiological protection criteria 
for controlling doses to the public in the event of accidental releases of radioactive 
material. Luxembourg, 1982. 

(b) International Atomic Energy Agency. Principles for establishing intervention 
levels for the protection of the public in the event of a nuclear accident or 
radiological emergency. Vienna, 1985 (IAEA Safety Series, No. 72). 

(c) International Commission on Radiological Protection. Protection of the public 
in the event of major radiation accidents : principles for planning. Annals of the ICRP, 
14: No. 2 (1984) (ICRP Publication, No. 40). 

(d) World Health Organization. Nuclear power: accidental releases - principles 
of public health action. Copenhagen, 1984 (WHO Regional Publications, European Series, 
No. 16). 



the site, the deposition of radionuclides hundreds of kilometres distant could pose 
health hazards to large populations. While the existing international advice was 
applicable to the accident site, it was clear from national action that not enough 
consideration had been given to the "far field". The action undertaken by national 
authorities protected the public but varied widely and caused additional public confusion 
and concern. The absence of coherent guidelines and the involvement of different 
agencies meant that, even within a country, the approaches were sometimes inconsistent. 

4. Emergency plans to deal with a nuclear accident need to include derived intervention 
levels. These are levels of radioactive contamination of the environment at which the 
introduction of control measures is recommended, to reduce or eliminate human exposure. 
The sources of this exposure are inhalation, ingestion, deposition on the ground, and 
irradiation in the plume. The units in which radioactivity is measured are termed 
becquerel, so that derived intervention levels need to be expressed in becquerels per 
unit mass or volume for inhalation, ingestion and irradiation in the plume, and 
becquerels per unit area for ground deposition. In the "far field", ingestion and the 
deposition of radionuclides on the ground form the major exposure pathways and there is 
little contribution from irradiation in the plume or inhalation. There is usually little 
deposition on the ground unless the passage of the plume coincides with rainfall. When 
this occurs the contribution from deposition will be variable but may well be significant 
in certain localities. However, such local ground deposition is impossible to predict 
and very difficult to remedy once it has occurred. The other major contributor to dose 
over the first years - ingestion - is much easier to predict and control. Consequently, 
in the "far field", attention is focused on dose avoidance by controlling food and water 
consumption where necessary. 

Development of WHO guidelines 

5. WHO initiated its work on derived intervention levels in September 1986. It was 
decided then that WHO would develop and issue guidelines which would (i) outline an 
agreed procedure for the development of national derived intervention levels, and 
(ii) provide a set of general WHO guideline values for application during emergencies by 
those countries that had not yet developed their own levels. It was further proposed 
that the guidelines should deal only with contamination of foodstuffs and 
drinking-water. Iri November 1986 a meeting was convened with the participation of 
representatives of IAEA, FAO, the Commission of the European Communities, OECD and WHO to 
discuss the WHO proposal in relation to the work of the other agencies, and to identify 
areas where collaboration would be useful. Representatives of these organizations have 
collaborated throughout the development of the WHO guidelines. 

6. In April 1987 a consultation of eight experts and representatives of the five 
above-mentioned organizations reviewed various approaches and prepared draft guidelines 
which were subsequently distributed to governments for review. Comments were received 
from 24 Member States and the guidelines were revised accordingly and presented in 
September 1987 to a task group consisting of 13 experts drawn from all the WHO regions 
and representatives of the international organizations concerned. The guidelines were 
reviewed and finalized and are being prepared for publication by mid-1988. 

7. The guidelines were presented to the Working Group on Harmonization of Public Health 
Actions in Relation to Nuclear Accidents convened in Geneva by the WHO Regional Office 
for Europe in November 1987. 

WHO guidelines for derived intervention levels 

8. The WHO guidelines are intended to serve as a guide to Member States in introducing 
control measures to protect public health following the accidental contamination of food 
and drinking-water by radionuclides. They are applicable to the "far field" where 

1 One becquerel (Bq) corresponds to one disintegration per second of any 
radionuclide. 



radiation exposure from the ingestion of contaminated food is likely to be of more 
concern than that from ground contamination or inhalation. The methodology employed is 
intended as a guide to countries in the process of developing national derived 
intervention levels, and the guideline values are for use in emergencies by countries 
that have riot developed their own. It is hoped that the use of the methodology and 
guideline values will assist in achieving a measure of uniformity among countries 
regarding derived intervention levels. 

9. The level of radiation to which an individual is exposed following ingestion of 
contaminated food depends on the radionuclide(s) present, the quantity of radioactivity 
consumed, and the individual's age, weight and metabolic characteristics. In order to 
develop general guidelines it is therefore necessary to make a series of decisions and 
assumptions concerning the level of exposure at which controls should be introduced, 
whether or not special consideration is required for particular population groups, the 
types of radionuclides likely to be present following an accident, and the amount of food 
consumed. 

10. An important initial decision which needs to be made is the level of exposure, 
expressed in terms of the absorbed dose, upon which the derived intervention levels are 
to be based. The task group recommended that 5 mSv should be used as the reference level 
of dose for calculating derived intervention levels ； this corresponds to the 
recommendation made by a WHO expert group on public health guidance in a radiological 
emergency which, at a meeting in Belgium in 1985, selected 5 mSv as the dose below which 
control measures were unlikely to be necessary. It is also in line with the earlier 
recommendations of the International Commission on Radiological Protection on the 
accidental contamination of food. At this exposure level the predicted risk for fatal 
cancer over a lifetime (50 years) is 10_\ This degree of risk is not significantly 
different from that associated with exposure of populations in different parts of the 
world merely as a result of the natural variation in background radiation. It is also 
comparable with the level of exposure indoors from inhalation of naturally occurring 
radon and its daughters, which in some areas exceeds 10 mSv.^ It must be emphasized 
that the degree of risk predicted for an exposure of 5 mSv is two or three orders of 
magnitude greater than that achieved through current controls for normal operations at 
nuclear facilities. In the opinion of the task group a similar degree of control is not 
practicable in an accident situation, when the authorities are faced with the need to 
take quick remedial action which, in itself, should not give rise to undue cost and 
detriment to health. 

11. The guidelines include an optimization technique developed by the International 
Commission on Radiological Protection for the evaluation of health detriment and cost of 
remedial measures when the decision to intervene is being considered. In situations 
where the cost of intervention is low, the optimization technique may indicate that 
remedial action should be introduced below the 5 mSv dose. The task group also used the 
optimization procedure to verify, in a general sense, that the choice of 5 mSv as the 
reference level of dose was realistic in economic terms. 

Sievert (Sv) is the unit of dose equivalent. It is the absorbed dose weighted 
according to the potential to do damage of the radiation that gives rise to it. One 
sievert also corresponds to one joule per kilogram. 

о 
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12. Once a decision has been taken on the reference level of dose (5 mSv), this is 
translated into the corresponding radionuclide concentration in foods (Bq/kg). This 
requires knowledge of average food consumption patterns within the country or region of 
concern. The information is expressed as annual consumption according to major food 
groups, such as cereals, vegetables, meat, etc. In calculating WHO guideline values, 
global information on food consumption patterns was compiled; data from approximately 
130 countries provided the basis for establishing eight different regional patterns. On 
the basis of the maximum regional consumption in the different food groups, a 
hypothetical global diet was constructed for foods consumed in quantities greater than 20 
kg per person per year. This value was chosen as the cut-off level, since extremely high 
contamination is necessary for foods consumed in lesser quantities to reach the reference 
level dose. For the calculation of WHO guideline values for derived intervention levels 
the consumption of 550 kg of food and 700 litres of drinking-water per person per year 
was assumed. 

13. While each accident will result in discharge to the environment of different 
radionuclides, the task group agreed that the radionuclides most likely to be of concern 
were : strontium-90, iodine-131, caesium-134, caesium-137 and plutonium-239. Although 
the presence of each of these radionuclides in food will produce a somewhat different 
dose when ingested in equal quantities, the differences are sufficiently small to allow 
the establishment of only two broad sets of derived intervention levels. One of these is 
for actinides, such as plutonium-239, which have a general dose-per-unit intake of 
10" Sv/Bq, and the other for all the other above-mentioned radionuclides, such as the 
radio-caesiums, which have a dose-per-unit intake of 10" Sv/Bq. These two 
dose-per-unit intake factors were used in the calculation of the guideline values. 

14. Since it is not possible to predict which foods will be contaminated by which 
radionuclides in the event of an accident, the WHO guideline values are based on the 
premise that only one radionuclide is involved and a single food group is affected. The 
guideline values so calculated are presented in Table 1. 

TABLE 1. GENERAL GUIDELINE VALUES (Bq/kg) 

Radionuclide Cereals Roots and 
tubers Vegetables Fruit Meat Milk Fish Drinking-

water 

Plutonium-239 
(10_6 Sv/Bq) 35 50 80 70 100 45 350 7 

Strontium-90 
Iodine-131 
Caesium-134 
Caesium 137 
(10"8 Sv/Bq) 3 500 5 000 8 000 7 000 10 000 4 500 35 000 700 

However, in any given accident it is likely that more than one radionuclide will 
contaminate foods in more than one food group. To provide for this eventuality a general 
additivity formula is included in the methodology. This formula apportions derived 
intervention values to accommodate multiple food contamination so that the total dose 
does not exceed the reference level of dose of 5 mSv. Examples of the application of 
this approach are provided in the Appendix to this report. 

15. The task group considered that, while the guideline values would adequately protect 
the general population, special guideline values needed to be developed for infants. 
Table 2 provides guideline values for infants for four radionuclides in milk and water, 



based on a consumption of 275 litres each per year. This was felt necessary since the 
infant diet is restricted to few foods and the dose-per-unit intake for strontium-90 and 
iodine-131 is higher in infants. 

TABLE 2. GUIDELINE VALUES FOR INFANTS 
(Bq/1) 

Radionuclide Milk/Water 

Strontium-90 160 
Iodine-131 1 600 
Caesium-137 1 800 
Plutoriium-239 7 

16. In the past, WHO has fulfilled its responsibilities by prescribing the standards of 
safety which should be applied to safeguard public health from contamination of the 
environment. During the months following the Chernobyl accident, it was clearly 
demonstrated that there was a need to establish international guideline values for 
derived intervention levels. The WHO guidelines were developed in response to this need, 
and to facilitate contingency planning by Member States to deal with the accidental 
release of radionuclides. It should be emphasized, however, that such guideline values 
are only a part of the overall emergency plan and that it is equally important to be able 
to sample and analyse food in order to take the appropriate decisions to protect public 
health. 

Work of other international organizations 

17. Other international organizations - particularly IAEA, FAO, the Commission of the 
European Communities and OECD - have been involved in various aspects of radiation 
emergency planning, including guidance for intervention and derived intervention levels. 

18. IAEA has issued basic principles for the protection of the public in the event of a 
nuclear accident or radiological emergency; the document gives guidance on control 
action that might be undertaken in all phases of an accident, including evacuation and 
sheltering, but provides little guidance applicable to the "far field". In another 
document procedures for calculating derived intervention levels are outlined for 
various control measures which are more applicable close to tlie accident than in the "far 
field". The accident at Chernobyl emphasized the need for revision of this advice so 
that it can also be applied to the "far field", and a comprehensive review of the IAEA 
documents is to be undertaken. 

19. Following the accident at Chernobyl, the concern over the safety of food moving in 
international trade resulted in some Member States imposing non-tariff barriers to 
trade. As a result, in December 1986 FAO convened an expert consultation on recommended 
limits for radionuclide contamination of foods. This consultation developed interim 

International Atomic Energy Agency. Principles for establishing intervention 
levels for the protection of the public in the event of a nuclear accident or 
radiological emergency. Vienna, 1985 (IAEA Safety Series, No. 72). 
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in controlling radiation doses to the public in the event of a nuclear accident or 
radiological emergency - principles. procedures and data. Vienna, 1986 (IAEA Safety 
Series, No. 81). 



international radionuclide action levels for foods, and its report was circulated to the 
Member States of FAO early in 1987. FAO had intended that this report should form the 
basis of a recommendation for adoption by the Codex Alimentarius Commission at its 
seventeenth session (June 1987) . However, in view of the fact that the WHO guideline 
values were not to be finalized until September 1987 and the Fortieth World Health 
Assembly had requested that the matter of derived intervention levels should be 
considered during the eighty-first session of the Executive Board in January 1988, it was 
agreed that the report of the FAO consultation should be presented to the seventeenth 
session of the Codex Alimentarius Commission for information only, and that WHO and FAO 
should consider the development of joint recommendations to the Codex Alimentarius 
Commission following the eighty-first session of the Executive Board. 

20. The Nuclear Energy Agency of OECD established an expert group which reviewed the 
emergency measures taken and the derived intervention levels adopted by its Member 
States ； the data were made available to WHO, which used them in the development of 
the guidelines. 

о 
21. In 1982 the Commission of the European Communities published a guide reviewing 
the dose levels at which control measures such as evacuation, sheltering and the 
administration of stable iodine should be considered. While contamination of foodstuffs 
was mentioned, no derived intervention levels were suggested at that time. Soon after 
the Chernobyl accident interim regulations were introduced for foodstuffs imported into 
the European Community, and the Council of Ministers agreed that lower levels would not 
be applied to trade in food within the Community. A revision of these levels was 
proposed to the Council of Ministers. 

Appendix 

APPLICATION OF THE WHO GUIDELINES FOR DERIVED INTERVENTION 
LEVELS TO ACCOMMODATE MULTIPLE FOOD CONTAMINATION 

1. Every nuclear accident will be different, resulting in the discharge of diverse 
radionuclides in varying concentrations. It is also likely that the range of foods 
contaminated will not be uniform. As a result, it is not possible to make universal 
recommendations for specific derived intervention levels in food that would be applicable 
to all accidents. Unique derived intervention levels will need to be calculated for each 
accident, once the extent of contamination is known. 

2. To facilitate this calculation the WHO guidelines provide : 

(i) a set of values for the maximum concentration of radioactivity which can be 
allowed in each of eight food groups, assuming that that food group alone is 
contaminated; 

(ii) a formula to be applied for calculating maximum concentrations of 
radioactivity when more than one food group is contaminated with radionuclides of 
more than one class. 

1 Organization for Economic Co-operation and Development Nuclear Energy Agency. 
The radiological impact of the Chernobyl accident in OECD countries (in press). 

2 ~ Commission of the European Communities. Radiological protection criteria for 
controlling doses to the public in the event of accidental releases of radioactive 
material. Luxembourg, 1982. 

3 See also Table 1 (Annex 11, paragraph 14). 



3. The modification of the guideline values is illustrated in two examples. 

Example 1 

4. Before any accident has occurred national authorities may wish to introduce levels 
at which action should be instituted. In these circumstances, the WHO guideline values 
can be used directly, or can be modified to take account of more than one food group 
being contaminated. In this example two assumptions are made : 

(a) all the food in the WHO normalized diet, 550 kg/y, is contaminated for all the 
year； and 

(b) the contaminating radionuclides belong to one class. 

This is a theoretical "worst case" assumption. 

5. In these circumstances, the specific derived intervention level (DIL) which will 
give rise to an average dose of 5 mSv (5 x 10"^ Sv) is given by: 

5 x 10"3 Sv/y = 550 kg/y x DIL Bq/kg x 10"8 Sv/Bq 

DIL = 5 x 10"3 Bq/kg 

550 x 10"8 

= 909 Bq/kg 

This figure can be rounded to 1000 Bq/kg for ease of application. The corresponding 
value for the actinide class is 10 Bq/kg. 

6. It is clear that this value would apply to contamination of all food by a number of 
radionuclides from the same class, i.e., that the total activity from a mixture of 
caesium-137 arid caesium-134 should not exceed 1000 Bq/kg. 

Example 2 

7. However, the situation becomes more complicated when two or more food groups are 
contaminated by radionuclides from the two classes shown in Table 1. In this case, 
the guideline values need to be apportioned between the foods, and the formula mentioned 
in paragraph 2(ii) above should be applied. For this eventuality, the following formula 
can be used to calculate the specific modified DIL: 

modified DIL = g ( l , f ) 

ZiZf g
( i

，
f ) 

Gv(i,f) 

where g(i,f) is the ratio of the degree of contamination (as measured or estimated) 
between the food groups affected, and Gv(i, f ) is the guideline value for a given food 
group and class of radionuclide, as shown in Table 1. 

8. Suppose that two food groups, meat and cereals. are contaminated by two 
radionuclides from different classes, caesium-137( Cs) and plutonium-239( Pu). 



In order to calculate a revised DIL, the relative activity concentrations of each 
radionuclide in each food group need to be known. Suppose that the relative activity 
concentrations are : 

Meat 2 3 9Pu 1 : 137Cs 10 000 

Cereals 2 3 9Pu 10 : 137Cs 1 000; 
O Q Q 

This would mean that the Pu concentration in cereals is 10 times that in meat, and 
that the concentration of "̂̂ Ĉs in meat is 10 000 times that of Pu, whereas in 
cereals it is 100 times. From Table 1. the general guideline values for meat are 
100 Bq/kg for 239Pu, and 10 000 for 137Cs, and for cereals, 35 Bq/kg for 239Pu and 
3500 Bq/kg for Cs. As a result, the guideline values will need to be modified as 
follows : 

239Pu DIL (meat) = = 0.63 Bq/kg 
1 + 10 + 1000 + 10000 
100 35 3500 10000 

239Pu DIL (cereals) = = 6.3 Bq/kg 
1 + 10 + 1000 + 10000 
100 35 3500 10000 

137Cs DIL (cereals) = 1 0 0 0 = 632 Bq/kg 
1 + 10 + 1000 + 10000 
100 35 3500 10000 

137Cs DIL (meat) = 1 0 0 0 0 = 6323 Bq/kg 
1 + 10 + 1000 + 10000 
100 35 3500 10000 

9. These figures can be rounded to: 

DIL 239Pu (meat) 1 Bq/kg 

DIL 239Pu (cereals) 7 Bq/kg 

DIL 137Cs (cereals) 650 Bq/kg 

DIL 137Cs (meat) 6500 Bq/kg 

Where whole milk is one of the contaminated food groups, the guideline 
infants given in Table 2 should be used, rather than the general guideline 

values for 
values. 



EFFECTS ON PEOPLE'S HEALTH OF WITHHOLDING MEDICAL SUPPLIES1 

Note by the Director-General 

[EB81/28 - 13 October 1987] 

1. During the Fortieth World Health Assembly, a number of Member States requested that 
a sub-item entitled "Embargo on medical supplies and its effects on people's health" be 
added to the agenda. One delegate explained the request by stating that the matter was 
of great importance for world health, and another explained that the point at issue was 
to succeed in prohibiting the practice of depriving populations, for political reasons, 
of drugs that they needed. The Health Assembly decided to refer the matter to the 
Executive Board for preliminary examination. Subsequently, a draft resolution entitled 
"The embargo of medical supplies and its effects on health care" was proposed by 
30 Member States in Committee B, under the agenda item "Collaboration within the United 
Nations system: general matters". Following a discussion in Committee В the draft 
resolution was not considered, and it was confirmed that the issue would be referred to 
the Executive Board. 

2. What can WHO do in practice if one Member State withholds medical supplies from 
another, for whatever reason? It has no supranational powers to force the withholding 
Member State to reverse its decision and supply the medical equipment and the medicinal 
drugs concerned to the other Member State. As stated in the discussion paper by the 
Director-General entitled "Global Strategy for Health for All by the Year 2000: 
political dimension", submitted to the Executive Board at its seventy-seventh session in 
January 1986 : "It is not possible for WHO to enforce intercountry cooperation for health 
against the desires of the governments concerned since it is not a supranational 
organization but an international one. It is not possible for WHO to interfere in the 
foreign policy of governments, in ideological differences or political controversies 
between them, in economic battles or sanctions between Member States, or in military 
conflict opposing them. Other forums exist within the United Nations system to deal with 
such issues, and in particular the Security Council and the General Assembly. . . . What 
WHO can and does do is to provide health support within its constitutional mandate to the 
people affected by such political issues." 

3. What kind of health support to the people affected can WHO provide, when one Member 
State withholds medical supplies from another? While, as stated above, the Organization 
has no power to force the withholding Member State to supply to the other Member State 
the medical equipment and medicinal drugs required, the Health Assembly can use its moral 
standing to request the withholding Member State to do so. It can reinforce its moral 
standing by invoking the following paragraph from the preamble to the WHO Constitution: 
"The enjoyment of the highest attainable standard of health is one of the fundamental 
rights of every human being without distinction of race, religion, political belief, 
economic or social condition. •• If the decision to withhold supplies is taken 
independently by a commercial firm (or firms) previously supplying them, and not by the 
government of the country in which the firms are situated, the Health Assembly can appeal 
to the firms to reconsider their position. 

1 See decision EB81(3). 
2 See document WHA40/1987/REC/3, pp. 314-317. 
3 See document EB77/1986/REC/1， p. 161. 



4. The Director-General, however, can take action without a specific resolution or 
decision of the Health Assembly or the Executive Board. Thus, at the request of the 
Member State that considers it is being deprived of medical supplies by another Member 
State, for whatever reason, the Director-General can take the necessary measures to 
ensure the provision of these supplies, either from the withholding Member State, if it 
agrees to provide the supplies through WHO, or from another Member State. Obviously, the 
Member State requesting such action from the Director-General would have to provide him 
with full details of the medical supplies concerned. It would also have to stipulate if 
it agrees to obtain the supplies through WHO from the withholding Member State, or if it 
prefers to do so from another Member State. Moreover, it would have to indicate if there 
are any Member States from which it would not wish the Director-General to obtain the 
supplies. 

5. Indeed, during the discussion at the Fortieth World Health Assembly referred to 
above, the Director-General stated clearly that it was his credo that WHO had an 
obligation to help people everywhere, under any conditions, whenever it could. Such help 
had frequently been given in Asia, in the Eastern Mediterranean area, in Africa and in 
the Americas. He added that the Organization was ready to do its utmost to provide 
equipment or supplies in order to prevent any deterioration of the health of populations 
caused by external or internal events. 

6. If, in spite of his efforts, the Director-General could not find a satisfactory 
solution, he would bring the matter to the attention of the Health Assembly. 



MANAGEMENT OF WHO'S RESOURCES AND 
REVIEW OF THE ORGANIZATION'S STRUCTURE1 

1• Report by the Programme Committee of the Executive Board 

[EB81/4 - 27 August 1987] 

1. At its s even ty - ninth session in January 1987 the Executive Board, following the 
consideration of the Director-General‘s Introduction to the Proposed Programme Budget for 
1988-1989, requested its Programme Committee to review the management of WHO's technical 
cooperation activities. In addition, the Executive Board 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 (decision 
EB79(10)). 

2. Accordingly, in response to these requests, the Programme Committee at its twelfth 
session considered the management of WHO' s resources on the basis of a working paper 
contained in document EB81/PC/WP/2 which is appended to this report; this document 
describes, inter alia. the decision-making processes for the implementation of WHO'S 
policies, programmes and guidelines in the regions and thus also provided a basis for the 
Committee‘s review of component (c) of decision EB79(10). Complementary background 
information, including a number of proposals for strengthening relations between the 
headquarters and regional offices, and suggestions, within the framework of the 
Constitution, for improving the selection procedures for the Regional Directors, was 
provided to the Programme Committee for its consideration of components (a) and (b) of 
decision EB79(10). 

3. In view of the complementarity of the issues it had reviewed the Programme Committee 
decided that its discussions should be reported in one single document. Thus, section I 
of this report covers the Committee‘s review of the management of WHO's resources and 
component (c) of decision EB79(10)； the Committee's comments to the Executive Board on 
components (a) and (b) of decision EB79(10) are reported in sections II and III, 
respectively. 

I. MANAGEMENT OF WHO'S RESOURCES 

4. In considering document EB81/PC/WP/2, "Management of WHO's resources", the Programme 
Committee recognized that the aim of this document was to facilitate discussion on how 
the management of WHO's resources over the next decade and beyond might be improved. The 
document, therefore, has two basic components : (1) a description of the existing 
managerial framework; and (2) an analysis of the obstacles to improved management and 
options for overcoming them. The managerial framework outlined WHO's policy bases, 
strategies, programme principles and the value system on which they were based, against 
the background of the Thirty-third World Health Assembly's decision (resolution WHA33.17) 
to concentrate the Organization's activities over the coming decades on support to 
national, regional and global strategies for attaining health for all by the year 2000. 

1 See decision EB81(14). The regional committees‘ comments on this subject are to 
be found in the reports on their 1987 sessions. 

2 See document WHA38/1985/REC/1, Annex 3, Appendix (document DGO/83.1 Rev.l). 



5. The document also explains that decentralization means the transfer to individual 
Member States of policy and fiscal responsibility for the use of WHO resources in ways 
that are consonant with the collective decisions of all Member States, as well as the 
accountability of each Member State for the use of the Organization's resources. The new 
managerial framework, introduced in 1983, was founded on this concept of 
decentralization. It emphasized WHO support to national health programmes that were 
consistent with WHO collective policy, and strengthening countries' capacities to use 
their own and all external resources rationally. This was to be achieved through 
government/WHO dialogue, the use of the General Programme of Work, and the application of 
the flexible programme budgeting process adopted by the Health Assembly a decade ago. 

6. The functions of the Secretariat at each level had been redefined to enhance its 
capacity to support Member States in the system of decentralized management outlined 
above. Regional programme budget policies had been introduced to ensure optimal use of 
the 70% of WHO resources devoted to country and regional activities. 

7. Finally, financial audit in policy and programme terms had been introduced to 
determine how the decisions to use WHO resources were arrived at, to what extent joint 
government/WHO activities complied with collective policy, and what those activities had 
achieved. 

8. The Programme Committee could thus see that WHO had now a well-defined value system 
regarding health, a collective policy that reflects that value system, a strategy for 
giving effect to the policy, a plan of action for ensuring the implementation of the 
strategy, and wide-ranging managerial arrangements to ensure that all concerned 
throughout the Organization, starting with individual governments, are responsible and 
accountable for the use of WHO resources. The crucial questions were : 

-Is the value system being adhered to, the policy being applied, and the strategy 
being faithfully carried out? 

-Are the managerial arrangements and regional programme budget policies for making 
optimal use of WHO's resources to the above-mentioned ends being followed? 

-Are WHO'S structures being properly used for the functions devolving on them? 

-Are national and WHO staff adequately equipped to make effective and efficient use 
of WHO resources for national health development? 

9. The second component of the document, namely, obstacles and ways of overcoming them, 
is based on the Director-General‘s Introduction to the 1988-1989 programme budget and the 
above-mentioned audit. 

10. Notwithstanding a number of successful uses of WHO'S programme budget, the progress 
in implementing the provisions of resolution WHA33.17 was extremely slow; such obstacles 
as the following were identified: 

-the present system of staffing in the regions does not ensure truly international 
support to Member States throughout the world and should be reconsidered; 

-evaluation of national strategies for health for all is all too often considered 
by governments as a separate WHO exercise； 

-technical cooperation activities do not sufficiently reflect the collective 
policy; too many countries still consider WHO as only one among many donor 
agencies providing technical assistance； 

-WHO's technical cooperation has not had sufficient impact in strengthening the 
health infrastructures of developing countries； 



-progress has been slow both in the regional offices and in Member States in 
following the new managerial arrangements for making optimal use of WHO's 
resources； 

-regional programme budget policies are still not being adequately applied, having 
only recently been introduced; 

-government/WHO dialogue in countries is not sufficiently substantive in nature ； 

-while the procedures for WHO programme budgeting are being followed, they take 
place mainly administratively, with inadequate application of regional programme 
budget policy guidelines and the substance of the General Programme of Work; 

-inadequate attention is being paid to the long-term commitment required of many 
collaborative activities； 

-tentative country planning figures are too often being considered as the property 
of the ministry of health rather than the collective property of the Organization; 

-fellowships are on the whole not being used systematically enough in line with 
resolution EB71.R6; 

-provision of supplies and equipment is often unrelated to collaborative programme 
activities and is often requested late in the biennium; 

-implementation of joint activities is too slow. 

11. The Programme Committee was unanimous in stating that the value system and policy 
basis, the strategies, managerial processes and arrangements were all valid and should be 
pursued vigorously. It therefore suggested that: 

(a) Regional committees should take necessary measures to implement resolutions 
WHA33.17 and WHA34.24, which spelled out ways of ensuring the complementarity of 
technical cooperation activities and the Organization's collective policies and 
strategies. The Director-General should monitor the implementation of the decisions 
in these resolutions and keep the regional committees, the Executive Board and the 
Health Assembly fully informed of progress. 

(b) The new managerial arrangements for the optimal use of WHO's resources 
mentioned above should be introduced as quickly as possible to all Member States so 
that WHO becomes fully supportive of national health development in conformity with 
WHO'S decentralized management system. 

(c) Regional committees should discuss how to get across to Member States the 
oft-re iterated fact that the evaluation of the strategy for health for all is of 
national importance and should therefore be pursued in the light of the capacities 
of each country to do so. WHO should invest resources in strengthening these 
capacities. 

(d) Regional committees should discuss practical ways of carrying out the 
above-mentioned policies, strategies and, using the managerial processes and 
arrangements in their region, identifying obstacles hindering implementation in the 
region and ways of overcoming them. 

(e) Regional committees should also consider how best to reinforce all the 
managerial instruments the Organization has put at the disposal of Member States 
through their proper application and appropriate adaptation without deformation. 

(f) Regional committees should seize the opportunity of preparing the 1990-1991 
programme budget proposals to implement the regional programme budget policies, and 
use the Director-General ‘ s detailed guidelines for them, and to develop in detail 
their regional programme priorities and administrative priorities. 



(g) Special attention should be paid to global, interregional and intercountry 
activities that are of practical use to the majority of the Member States. 

(h) The regional committees should consider requesting the Regional Directors only 
to accede to requests for fellowships from countries that report periodically and 
comprehensively on the use made of fellows, including those who have returned, and 
provide evidence that they are used properly after their return. 

(i) The Executive Board and Health Assembly should establish criteria for the type 
of supplies and equipment that countries might appropriately order from WHO with 
financing from the WHO regular budget, as well as types of equipment that should not 
be ordered; on the basis of these criteria the regional committees should define 
the type of supplies and equipment acceptable or non-acceptable for purchase in the 
region from the WHO regular budget. 

(j) To monitor the above, Regional Directors should include, in an appendix to the 
report to the regional committees on the work of WHO in the region, a complete list 
of supplies and equipment purchased under the regular budget for technical 
cooperation activities in countries. 

(k) Regional committees should encourage Member States to purchase WHO health 
literature, including periodicals that are useful to them, from the country 
allocation of WHO's regular budget. 

(1) In conformity with resolution WHA33.17, the regional committees should review 
programme budget proposals for technical cooperation between each and every Member 
State within the region and WHO. 

(m) With a view to ensuring transparent accountability of Member States for the 
application of the collective policy, the regional committees should set up an 
information system containing information on the progress of each and every country 
towards the attainment of health for all and the related use of WHO resources to 
this end. 

(n) The practice of issuing tentative country planning figures should be retained; 
however, this is contingent upon the increased accountability of governments for the 
use of such resources, reporting thereon to the regional committees, and review by 
the regional committees of the use of the resources. 

(o) In order to serve as an incentive for ensuring the use of WHO's resources in 
the country in conformity with collective policy, a certain percentage of the 
country allocation should be withheld, thus strengthening the leadership of the 
Regional Directors and the hand of the Director-General, who has to be involved in 
the process, and improving the exchange of information. There was no consensus on 
the usefulness of this proposal and on how much this percentage should be; it 
ranged from 5 to 100. The regional committees should discuss this proposal and 
transmit their conclusions to the Executive Board. 

(p) To ensure the timely implementation of joint activities, the regional 
committees should review the scheduling of their planning and management with a view 
to ensuring that they start promptly and are carried out speedily and efficiently. 

(q) One way of reinforcing that action might be to decide that if, say, 
three-quarters of the allocation to any country had not been obligated for agreed 
activities by the end of June of the second year of any programme budget biennium, 
the unobligated funds could be transferred to casual income or be used for agreed 
activities in other countries that had fully used their allocation in the 
appropriate manner. However, such speedy action should not take place at the 
expense of thorough planning. A forward rolling plan process should ensure 
continuity between programme budget biennia, thus facilitating the implementation of 
activities in good time. 



(r) Regional committees should institute regional audits in policy and programme 
terms, using an agreed universal protocol to this effect, and selecting a few 
countries each year. The Executive Board, again in conformity with resolution 
WHA33.17, will monitor the work of the regional committees in performing such 
audits. 

(s) The Executive Board should request the Director-General to continue to perform 
independent financial audits in policy and programme terms and report on them to the 
governments concerned through the Regional Directors. 

(t) Anonymous aggregates of such audits should be reviewed by the Executive Board 
itself; moreover, Board members should participate in such audits. 

(u) Furthermore, Board members should take an active part in the work of the 
regional committees bringing to their attention global policy and following closely 
what has taken place in them and discussing their findings openly in the Board. The 
Executive Board should establish to this effect a small committee to review the use 
of WHO's resources for technical cooperation in each region. This should include a 
review of an anonymous aggregate of financial audits in policy and programme terms 
carried out in countries of the region, and consideration of the conformity of 
technical cooperation activities in the region with WHO collective policies. The 
committee should include members from countries in each of the regions. It was 
agreed that a detailed mandate for such a committee would be prepared by the 
Secretariat for the Programme Committee to consider at an informal meeting during 
the January 1988 session of the Executive Board. 

(v) Continuing monitoring of implementation of activities by Member States should 
be introduced or strengthened in the regional offices and the use of funds should be 
carefully controlled by using the procedures mentioned above, namely review by 
regional committees, institutionalization of regional audit in policy and programme 
terms, independent global audits, and participation of the Board and its members in 
the whole process. 

(w) The Executive Board and Health Assembly should reconsider the present system of 
staffing in the regions to ensure truly international support to Member States 
throughout the world, starting with WHO representatives. 

11. OPPORTUNITIES FOR STRENGTHENING RELATIONS BETWEEN THE REGIONAL OFFICES AND 
HEADQUARTERS 

12. At its seventy-ninth session in January 1987 the Executive Board, mindful of concern 
expressed by members of the Board, requested the Programme Committee to review 
opportunities for strengthening relations between the regional offices and headquarters. 
Although problems had existed in relations between regional offices and headquarters, the 
Secretariat considered that many had been overcome and the issue now was rather the 
strengthening of these relations. The Committee reviewed proposals for doing so and 
recognized that, in any large and complex international organization, such as WHO, good 
staff relations depend to a large extent on: 

(a) common aims. as expressed in WHO's global policy, strategies and programmes, 
and in the managerial process to apply them. Thus the global policy and strategy 
for health for all, the general programmes of work, and the managerial process for 
WHO programme development constitute, respectively, the policy, substantive and 
managerial framework for human relations between the levels of the Organization. 
The Committee, in its discussion of the management of WHO's resources, had 
reaffirmed the universal acceptance of the WHO value system on which this framework 
was based (section I of the present report)； 



(b) defined functions for the staff at each organizational level； the role of the 
Secretariat at each level progressively redefined by the Director-General, as 
requested in resolution WHA33.17. Those functions are to a large extent being 
fulfilled by staff at all levels； 

(c) positive human relations between staff in different parts of the Organization 
and between supervisors and those they supervise. 

13. Thus, to improve relationships between staff at different levels of a system of 
controlled federalism and decentralized management, such as that of WHO, it is necessary 
to ensure among staff at all levels loyalty to policy, adherence to the functions 
devolving on each level and respect of managerial principles, together with a sense of 
belonging to the same family and pride in reaching common positive results. 

14. To ensure common aims the issue was not so much one of central management as the 
necessity of maintaining consistency and coherence throughout a decentralized 
Organization. In this particular case coherence did not mean the same as uniformity, as 
each region was substantially different not only programme - wise but also in managerial 
style. The purpose of the various mechanisms"'" set up within the Secretariat was to 
ensure a dialogue on this subject between the senior executive staff of the regional 
offices and headquarters, and to ensure the systematic application of the Organization's 
managerial process for the development of General Programmes of Work and for medium-term 
programming, programme budgeting, monitoring, evaluation and information support and 
global control of this application. These mechanisms should be used more intensively to 
promote good relations between staff at all organizational levels, by ensuring a clearer 
understanding of policies, programme principles and managerial decisions, and their 
implications for each level, and by exchanging relevant information, the possession of 
which could lead to improved capacity to support Member States. 

о 
15. From the description of the functions of the Secretariat at all levels, it was 
clear that one of the main functions of the regional offices was to manage technical 
cooperation activities and one of the main functions of headquarters was to support them 
in that function. The Programme Committee recognized that part of this support could be 
the use of suitable WHO headquarters staff as "well briefed consultants", which could 
also help to speed up WHO 'S response to government requests. In this connection it was 
noted that most WHO headquarters professional staff had, at some stage in their career 
with WHO or within a national set-up, acquired considerable experience of working in a 
country setting. However, the Committee noted that the present budgetary constraints at 
headquarters were restricting the use of this solution. 

16. The Programme Committee considered that what might appear as a relationship crisis 
was in fact largely an information crisis due to deficiencies in communications, 
including, in many cases, physical communication - for example telephone communication in 
Africa. The improvement of the lines of communication for the exchange of information 
should be two-way; in addition improvement in communications between regional offices 
and headquarters and vice-versa should also be geared to improving the quality of the 
Organization's communications with the outside world. To effect improvements in the 
lines of communication, various experiments had been carried out, such as the progressive 
reduction of the bureaucratic and hierarchic practices, and the increased use, as yet 
insufficient, of modern telecommunications facilities. 

1 Global Programme Committee, Headquarters Programme Committee, Regional Programme 
Committees, Programme Development Working Group. 

о 
World Health Organization. Eighth General Programme of Work covering the period 

1990-1995. Geneva, 1987 ("Health for All" Series, No. 10), paras 101-104, and working 
paper EB81/PC/WP/2 (appended), paragraph 17 (p. 184). 



17. Considerable efforts had been invested in building up the Organization's information 
system; while a certain amount of success could be noted within each level, the transfer 
of information from one level to another still left much to be desired. Ensuring 
appropriate information support to the managerial system throughout the Organization, 
through the inclusion of relevant, sensitive and consistent information and the selective 
transfer of information to those who need it within each organizational level, and among 
levels, thus continued to be an important challenge. The proper use of such information 
by staff could lead to improved reciprocal awareness and understanding among staff in the 
regional offices and headquarters, and could facilitate better working relations among 
them. 

18. The Programme Committee acknowledged the need for broader exchange of opinion and 
information than the exchange that could take place within one region; such an exchange 
would not only ensure a cross-fertilization of ideas but would strengthen the ability of 
all regions to work together in a coherent manner and enhance the level of understanding 
among staff from different cultural backgrounds. There were many ways of fostering this 
exchange, such as periodic meetings between regional office and headquarters staff 
working in the same programme, selective visits of headquarters staff to regional offices 
to discuss matters with regional colleagues, attendance of certain headquarters staff at 
the meetings of the WHO representatives, visits to other offices, joint briefings, etc. 

19. In addition to these formal measures for improving working relations among the 
staff, the Programme Committee recognized that informal ones were at least as important. 
The issue was to create empathy between the various levels of the Organization around a 
unity of doctrine, behaviour and communication. Improved human relations do not depend 
solely on an increased number of contacts； the quality of those contacts is an essential 
factor. Mutual respect between colleagues, courtesy, cordiality and acceptance of 
cultural differences help to create a working environment conducive to effective working 
relations and the better management of activities. 

20. Staffing issues had been presented as being-of paramount importance in the proper 
management of the Organization's resources, and in achieving optimal functioning of all 
the levels of the Organization. Aware that the Organization's strength lay more than 
ever in its scientific integrity, technical competence and credibility, which flowed to a 
large extent from the calibre of its staff, the Committee considered carefully 
improvements that could be made to the Organization's staffing policy and devoted 
particular attention to the key post of WHO representative at the country level. 

21. Against the background of decentralization discussed in section I above, the 
Committee preferred a unified approach to staff management rather than a centralized 
staffing system. Due regard should continue to be paid to the importance of recruiting 
staff on as wide a geographical basis as possible. To ensure the "distribution" part of 
geographical distribution rather than geographical concentration, widespread 
talent-scouting was required. A central roster of potential candidates, the updating of 
which would be the responsibility of all WHO staff as well as nationals, should cover as 
wide a geographical range as possible, and include a sufficient number of women to 
redress the present imbalance. An initial aim might be to develop an élite corps of WHO 
representatives with the necessary competence in policy and management, as well as 
technical expertise, and who could function in any region. 

22. The Committee considered that there was a need to recruit younger people in the 
Organization, providing that they could be progressively introduced to the work and 
receive appropriate training, including in the languages required. In fact, continuing 
education was a necessity for all the staff, and resources should be allocated for this 
purpose at all levels of the Organization with special focus at present on the WHO 
representative. Any reluctance to allocate resources for staff development and training 
in the past may have stemmed from the assumption that there was an adequate pool of 
candidates in countries； this might still hold for highly technical staff, but 
experience had shown that the Organization's work, and in particular the functions of the 
WHO representative, had evolved and cadres of suitable candidates had diminished. 



23. The Committee was informed that in the Americas young graduates in public health 
were being employed as interns for one or two years. Other ways could also be utilized 
to try out potential staff as well as to train selected nationals in international health 
work. For example, five-year contracts could be offered to national health staff on the 
understanding that they would return to their national setting afterwards； wider use 
could be made of associate professional officers working at the country, regional and 
global levels. Such initiatives should be reviewed by the regional committees. 

24. The Committee stressed the importance of mobility of staff to facilitate the 
exchange of experience and improve communications as mentioned above, taking into account 
that some people performed better in one situation or another. The present trend was 
movement from regional offices to headquarters. There was little incentive for the 
reverse, which generally only occurred when promotion was involved. In organizing staff 

予rotation to increase mobility, there was a need to plan career development for rotating 
"staff in at least a medium-term perspective. It was also necessary to take account of 
the problems created for staff assigned to low post adjustment stations whose families, 
for one reason or another, and usually for reasons of children's education, had to remain 
in hard currency countries. The Committee stressed that such a rotation policy also had 
to take into account the situation of those staff whose spouse had a professional 
activity in the present duty station. 

25. Finally, the Committee would like to propose to the Executive Board that the Board 
should monitor the implementation of the measures described above, in keeping with the 
provisions of resolution WHA33.17. It recommended that the Director-General make a study 
of the modalities and implications of a unified approach to staff management, applying it 
first of all to WHO representatives, as mentioned in paragraph 21 above, and in line with 
the final paragraph of working paper EB81/PÇ/WP/2, appended, on the management of WHO's 
resources, and report to the Board thereon. 

III. INVOLVEMENT OF THE DIRECTOR-GENERAL IN THE APPOINTMENT OF ALL REGIONAL DIRECTORS 

26. The Programme Committee reviewed a suggestion, prepared at the request of the 
Executive Board, regarding the involvement of the Director-General in the appointment of 
all Regional Directors. This suggestion was that the regional committee should nominate 
three candidates whose appointment would be acceptable to it, ranking them in order of 
preference, and would transmit an appropriate resolution to the Board. If the Board 
found that it could not agree on the candidate of first preference, it would be able to 
appoint one of the others considered acceptable by the regional committee. The same 
procedure, but with certain adaptations, was suggested for the Region of the Americas. 
The involvement of the Director-General would take the form of comments to the regional 
committee on the qualifications of each of the candidates for the post and comments to 
the Board on the relative merits of each of the three candidates submitted to it by the 
regional committee. 

27. The Committee did not reach consensus on the matter. Some members stressed that, 
irrespective of the procedure for appointing Regional Directors, the Director-General 
should use his constitutional prerogatives to the full. At the same time, in view of 
these constitutional responsibilities, the importance of involving the Director-General 
in some manner or other in the appointment of all Regional Directors was put forward. 
The Committee realized that the proposal it had before it would not obtain consensus 
throughout the Organization. It therefore felt that options other than the one presented 
to it should be devised and considered. It stressed that any option should maintain the 
present emphasis on the predominant role of the governments in the region concerned, in 
view of the importance of a Regional Director being fully acceptable to the region as 
represented by its regional committee. 

28. The Committee favoured any procedure that would deviate as little as possible from 
existing ones, yet ensure greater involvement of the Director-General. It reached 



general agreement on certain principles, realizing that further details for their 
application would have to be worked out. These principles are as follows : 

-There is a need for consensus in the regional committee, and the process of 
arriving at such consensus should be depoliticized as far as possible. 

-Agreement should be reached on criteria for the incumbent of the post of Regional 
Director. These would have to be elaborated, but examples were given, such as 
integrity and transparency, loyalty to WHO's value system and to the Organization 
as a whole, and readiness to assume a leadership role in promoting this value 
system. Such Organization-wide criteria should be agreed upon by the regional 
committees and the Executive Board. Candidates would then be considered in 
relation to these criteria. 

- A search committee should be set up in each region by the regional committee. It 
should start its work well in advance of the date of nomination for the post of 
Regional Director by the regional committee and should hold consultations with all 
Member States in the region with a view to reaching consensus on one candidate. 

-The Director-General shall be consulted by each regional search committee to help 
ensure a unified approach to the application of the above-mentioned criteria. 

29. The Programme Committee requested the Director-General to prepare a document for the 
Executive Board based on the above elements and providing further details as to how they 
might be applied in practice. The present report of the Programme Committee would be 
accompanied by this document for presentation to the eighty-first session of the 
Executive Board in January 1988.1 

Appendix 

MANAGEMENT OF WHO'S RESOURCES 

[EB81/PC/WP/2 - 27 May 1987] 

Policy basis 

1. The purpose of this working paper is to clarify how the management of WHO's 
resources over the next decade and beyond might be improved. It is stressed at the 
outset that the Organization's resources are, by its Constitution, implicitly the 
collective property of all its Member States. 

2. The management of any organization's resources is an integral part of the management 
of that organization in general. WHO's Constitution indicates clearly how the 
Organization should be managed. Thus, having defined certain principles, the 
Constitution states : "Accepting these principles, and for the purpose of cooperation 
among themselves and with others to promote and protect the health of all peoples, the 
Contracting Parties agree to the present Constitution . . . " . It can be seen that 
cooperation among Member States is an essential constitutional feature. 

3. The Constitution also defines WHO' s organs. Thus, Article 9 reads : "The work of 
the Organization shall be carried out by: (a) The World Health Assembly (herein called 
the Health Assembly)； (b) The Executive Board (hereinafter called the Board)； (с) The 
Secretariat". 

1 See part 2 of this Annex (p. 195). 



4. The functions of the Health Assembly are listed in Article 18 of the Constitution, 
the first of them being to determine the policies of the Organization. The functions of 
the Board are listed in Article 28, the first two of them being to give effect to the 
decisions and policies of the Health Assembly and to act as the executive organ of the 
Health Assembly. The Constitution does not define the functions of the Secretariat as 
such. In Articles 30， 31 and 35 respectively, it states that the Secretariat shall 
comprise the Director-General and such technical and administrative staff as the 
Organization may require； that the Director-General, subject to the authority of the 
Board, shall be the chief technical and administrative officer of the Organization; and 
that the Director-General shall appoint the staff of the Secretariat in accordance with 
staff regulations established by the Health Assembly. 

5. The Constitution also defines the scope of regional arrangements. According to 
those arrangements, the Health Assembly is responsible for defining the geographical 
areas in which it is desirable to establish a regional organization, and each regional 
organization is an integral part of the Organization in accordance with the 
Constitution. Each regional organization consists of a regional committee and a regional 
office. The functions of the regional committee are defined in Article 50 of the 
Constitution, the first two being to formulate policies governing matters of an 
exclusively regional character and to supervise the activities of the regional office. 
Article 51 states that "Subject to the general authority of the Director-General of the 
Organization, the regional office shall be the administrative organ of the regional 
committee. It shall, in addition, carry out within the region the decisions of the 
Health Assembly and of the Board". 

6. For more than a decade a constant institutional evolution has taken place within 
WHO. Reviews of the world health situation arid possible avenues for its improvement 
have led to the crystallization of a WHO value system, reflecting a new international 
moral conscience regarding health and development. That value system gives renewed 
emphasis to WHO's constitutional basis, such as the principles whereby the enjoyment of 
the highest attainable standard of health is one of the fundamental rights of every human 
being, without distinction of race, religion, political belief, or economic or social 
condition; the health of all peoples is fundamental to the attainment of peace and 
security and is dependent upon the fullest cooperation of individuals and States； and 
•governments have a responsibility for the health of their peoples. 

7. In line with the above, in 1977 the Thirtieth World Health Assembly decided that 
"the main social target of governments and WHO in the coming decades should be the 
attainment by all the citizens of the world by the year 2000 of a level of health that 
will permit them to lead a socially and economically productive life". That target is 
popularly known as "health for all by the year 2000". Four years later, in 1981, 
following the preparation of national and regional strategies, the Health Assembly 
adopted a Global Strategy for achieving the target "through the solemnly agreed, combined 
efforts of governments, people and WHO" . It is an ambitious Strategy, a new model for 
development, with health development promoting socioeconomic development and being in 
turn promoted by that. The Strategy involves achieving greater equity in health matters 
through health systems based on primary health care, the health infrastructure delivering 
well-defined programmes and those programmes using technology that is not only 
scientifically appropriate, but also appropriate socially and economically to the country 
concerned. Essential to the Strategy is the social control of health systems through the 
committed involvement of people in shaping their own health destiny. Additional pillars 
of the Strategy are the commitment of governments as required by WHO's Constitution and 
the involvement not only of the health sector but of all other sectors whose action 
contributes to people's health. In 1982, the Health Assembly approved a plan of action 
for implementing the Strategy, thus endorsing in concrete terms the realization of a new 
health policy that it had defined and the value system that was its basis. 

8. In 1982, the Health Assembly approved WHO 'S Seventh General Programme of Work 
covering the period 1984-1989, the first of three new general programmes of work to be 
implemented by the target date of the year 2000. In the Seventh General Programme of 
Work, the manner of determining priorities was spelled out, emphasis being given to the 



principle of decision-making in the final analysis by governments individually at country 
level, and by the regional committees and the Health Assembly at regional and global 
levels. The pool of matters from which Member States could receive support, as well as 
the criteria for deciding on the organizational level at which such support could be 
provided, were also spelled out. Those principles have been reinforced in the recently 
approved Eighth General Programme of Work for the period 1990-1995. 

Functions and structures 

9. At the same time, a considerable amount of attention was being given to the manner 
in which the Organization was functioning within the framework of its collective policy 
and value system. Thus, in 1978, the Health Assembly responded to the Executive Board's 
organizational study on WHO's role at the country level by urging Member States to take 
care that their requests for technical cooperation with the Organization conform to the 
policies adopted by them in the Health Assembly. The Health Assembly then requested the 
Director-General to re-examine the Organization's structures in the light of its 
functions with a view to ensuring that activities at all operational levels promote 
integrated action. 

10. In fulfilment of the Health Assembly's request, the Director-General launched a 
worldwide study of WHO'S structures in the light of its functions, involving close 
consultation with Member States individually and in the regional committees. He 
presented his findings to the Board and the Health Assembly in 1980. In that year, the 
Thirty-third World Health Assembly adopted resolution WHA33.17, by which it decided to 
concentrate the Organization's activities over the coming decades on support to national, 
regional and global strategies for attaining health for all by the year 2000. By the 
same resolution the Health Assembly urged Member States to undertake a series of domestic 
measures in the spirit of the policies, principles and programmes they had adopted 
collectively in WHO. The Health Assembly went on to urge the regional committees, 
inter alia. to take a more active part in the work of the Organization, to support 
technical cooperation among all Member States, particularly for attaining health for all, 
to extend and deepen their analysis of the implications of Health Assembly and Executive 
Board resolutions, and to provide such analyses to Member States, to increase their 
monitoring, control and evaluation functions and to include in their programmes of work 
the review of WHO's action in individual Member States within the regions. 

11. As for the Board, the Health Assembly requested it, inter alia, to foster the 
correlation of its work with that of the regional committees and the Health Assembly, to 
monitor on behalf of the Health Assembly the way the regional committees reflect the 
Assembly's policies in their work and the manner in which the Secretariat provides 
support to Member States, individually and collectively. To ensure compliance with 
collective policy, the Health Assembly requested the Director-General and Regional 
Directors to act on behalf of the collectivity of Member States in responding favourably 
to government requests only if these are in conformity with the Organization's policies. 
Finally, the Health Assembly requested the Director-General to ensure the provision of 
timely, adequate and consistent Secretariat support to the Organization's Member States, 
individually and collectively ； to redefine the functions of the regional offices and of 
headquarters in such a way as to ensure that they do provide such support to Member 
States； and to adapt accordingly the organizational structures and staffing of the 
regional offices and of headquarters. 

12. One year later, in 1981, the Thirty-fourth World Health Assembly went further. In 
resolution WHA34.24 it reiterated that WHO's unique constitutional role in international 
health comprises in essence the inseparable and mutually supportive functions of acting 
as the directing and coordinating authority on international health work and ensuring 
technical cooperation between WHO and its Member States, and it urged Member States to 
formulate their requests for technical cooperation with WHO in the spirit of the 
policies, principles and programmes they have adopted collectively in WHO. 



Decentralized management 

13. The Director-General has taken a long series of measures to ensure the 
implementation of the above resolutions and has reported on those measures periodically 
to the Health Assembly, the Executive Board and, both personally and through the Regional 
Directors, to the regional committees. He has introduced the decentralized management of 
WHO'S activities, stretching the regional arrangements to that end to the absolute limits 
of what is constitutionally permissible. There has been, and remains, much confusion in 
most people's minds about the nature of a kind of decentralization that reflects the 
Constitution and the decisions of the Health Assembly. As described above, the terms of 
the Constitution and the decisions of the Health Assembly imply democratic control of the 
Organization's activities by Member States, cooperating collectively to define 
international health policies, and acting individually to use WHO's resources in 
conformity with those policies. Decentralization, therefore, means the transfer to 
individual Member States of policy and fiscal responsibility for the use of WHO's 
resources in ways that are consonant with the collective decisions of all Member States. 
As a corollary, individual Member States are accountable to the collectivity of Member 
States for the way they use WHO's resources. Such decentralization facilitates the 
identification of Member States with WHO's collective policies and the willing 
application of those policies domestically. Decentralization in no way implies the 
transfer of power from the global to the regional or country level of the Secretariat. 
Constitutionally the power lies with Member States； the constitutional role of the 
Secretariat is outlined in paragraphs 4 and 5 above. 

Management framework for the optimal use of resources 

14. In 1983, the Director-General introduced a new managerial framework for the optimal 
use of WHO'S resources in direct support of Member States, in which the respective 
responsibilities of individual governments, of the Organization as a whole and of the 
Secretariat were spelled out. In that framework, emphasis was laid on the assumption 
of responsibility by governments for the work of WHO and the use of WHO's resources in 
their country. That involves the management by them of various national health 
programmes, services and institutions that form part of their health system, that conform 
to policies they have agreed to in WHO, and in which WHO has a supportive, participatory 
role. That role implies the proper use of the Organization's limited resources by 
supporting countries in strengthening their planning and managerial capacities to develop 
and carry out their strategies, build up their infrastructures and implement their 
technical programmes. To achieve that, joint government/WHO policy and programme reviews 
were advocated, with a view to assessing whether existing joint programmes conform to 
national policies and strategies for health for all that are consistent with those agreed 
upon collectively in WHO and to ensuring that future joint programmes do indeed conform. 
The systematic use of the general programme of work was advocated, both to ensure that 
governments are made aware of what WHO has to offer and to enrich with the experience of 
each and every Member State the information that WHO can make available to all Member 
States. 

15. The new managerial framework includes the proper use of the process of programme 
budgeting of WHO's resources in countries that was approved by the Thirtieth World Health 
Assembly in 1977. It involves a continuous process of programming by objectives and 
budgeting by programmes, in the early stages of which the government and WHO collaborate 
in identifying priority programmes for cooperation and in outlining the broad programme 
actions and resource allocations for the next biennial financial period. Detailed plans 
of action and related budgetary estimates are worked out closer to, and as a part of, 
programme implementation. To facilitate that, the Regional Directors issue a 
"provisional country planning figure" to each country in the region. 

16. In the managerial arrangements, stress is laid on monitoring and evaluating the use 
of WHO'S resources in the country, and on government responsibility for resources to meet 

1 Document WHA38/1985/REC/1, Annex 3, Appendix (document DGO/83.1 Rev.l). 



the country's own national needs as well as to meet international standards of 
accountability acceptable to the collectivity of Member States. Moreover, the WHO 
representative is accountable for WHO's activities in the country, both to the government 
and to WHO as a whole, as represented by the governing bodies, the Director-General and 
the Regional Director as the alter ego of the Director-General in the region. 

Functions of the Secretariat 

17. The Director-General has redefined the functions of WHO representatives in 
countries, of the regional offices and of headquarters in such a way as to enhance their 
capacity to support Member States in the system of decentralized management described in 
paragraph 13 above. Thus, the principal functions of the WHO representatives are : to 
clarify to the government of the country of the assignment the policies of the 
Organization's governing bodies； to support the government in the planning and 
management of national health programmes ； to negotiate with the government the most 
effective use of WHO's resources in ways consistent with collective policy; to 
collaborate in j oint government/WHO activities in the country; and to help the 
government to rationalize the use of internal and external resources for approved 
national health programmes. The main functions of the regional offices are : to service 
the regional committees； to ensure technical cooperation with individual Member States 
as well as technical guidance and coordinated support to them from all levels of the 
Organization； to support the WHO representatives； and to facilitate intercountry 
cooperation. The main functions of headquarters are: to service the World Health 
Assembly and the Executive Board; to conceive, and promote throughout the world, useful 
ideas regarding health; to crystallize and disseminate valid information; to develop 
and transfer appropriate health technology; and to support the regional offices. 

Regional programme budget policy 

18. Seventy per cent of WHO's resources are spent in the regions on country, 
intercountry and regional activities, and those activities are supported by significant 
resources at headquarters. It was that fact that led the Executive Board, in 1985, to 
request the regional committees to prepare regional programme budget policies that ensure 
optimal use of WHO's resources at both regional and country levels in order to give 
maximum effect to the Organization's collective policies. In compliance with a request 
made by the Board, the Director-General prepared guidelines as a frame of reference 
within which the regional committees could establish their regional programme policies 
and a system for monitoring them. Those guidelines include a wide range of criteria 
for making optimal use of the Organization's resources in support of the strategies and 
related programmes of Member States for attaining health for all by the year 2000. They 
lay particular emphasis on research and development, to ensure the availability of the 
information required to deal with the country's health problems, the use of the most 
appropriate technology by the health infrastructure, and the optimal organization and 
financing of the health system. The guidelines stress that WHO's resources have to be 
invested primarily as a spearhead for development; they are much too limited to be used 
for national recurrent expenditures. 

19. Later in 1985, the Health Assembly strongly supported the preparation of such 
policies by the regional committees. All regional committees subsequently prepared 
regional programme budget policies, each after its own fashion. Thus, whereas some 
regional committees adapted the Director-General‘s guidelines to the specific regional 
situation, others prepared more general or more succinct documents based on, or with 
reference to, those guidelines. To ensure that in the course of their continuing 
dialogue all concerned would have detailed criteria available for making optimal use of 
WHO's resources, the Director-General disseminated his guidelines to all governments and 
senior WHO staff, starting with the WHO representatives. He also sent them to bilateral 
and multilateral development agencies. 

1 Document WHA38/1985/REC/1, Annex 3. 



Audit in policy and programme terms 

20. To review the use of WHO's resources by governments, with a view to improving any 
defects that might come to light, the Director-General recently introduced a new type of 
audit, in addition to the conventional type, namely, financial audit in policy and 
programme terms, which aims at determining how decisions to use WHO's resources are 
arrived at, to what extent joint government/WHO activities comply with collective policy 
and what those activities have achieved. A number of such audits have been carried out, 
experience has been gained and the protocol audit is being refined. 

Issues for review 

21. It can thus be seen that WHO now has a well-defined system of values regarding 
health, a collective policy that reflects that value system, a strategy for giving effect 
to the policy, a plan of action for ensuring the implementation of the strategy and 
wide-ranging managerial arrangements to ensure that all concerned throughout the 
Organization, starting with individual governments, are responsible for the use of WHO's 
resources and accountable for the way they use them. The crucial questions are: 

-Is the value system being adhered to, the policy being applied and the strategy 
being faithfully carried out? 

-Are the managerial arrangements and regional programme budget policies for making 
optimal use of WHO's resources to the above-mentioned ends being followed? 

-Are WHO'S structures being properly used for the functions devolving on them? 

-Are national and WHO staff adequately equipped to make effective and efficient use 
of WHO'S resources for national health development? 

22. The Director-General addressed those issues in his Introduction to the proposed 
programme budget for the financial period 1988-1989. Some of the main highlights of that 
Introduction follow. It is stressed, as is mentioned in the Introduction, that these are 
impressionistic averages and trends and that there exists a wide range around them. The 
impressions are supported, however, by information drawn from audits in about 
20 countries. 

Value system, policy and strategy 

23. From the statements of government representatives to the regional committees and of 
delegates to the Health Assembly it appears that WHO's value system and related policy 
for health and development are greatly appreciated and wholeheartedly supported. Inquiry 
into the degree to which the value system is being adhered to by Member States throughout 
the world, as must be evident from their health policy and strategy for giving effect to 
it, requires an answer that has more nuance. The fact that 90% of WHO'S Member States 
reported on the evaluation of their strategies for health for all by the year 2000, 
remarkable as it is in itself, has to be balanced by the fact that all too frequently 
such evaluations are considered by governments as being a "WHO exercise" that is not 
relevant to the national health system but rather to some international shadow health 
system. In too many cases the WHO representative has been requested to complete the WHO 
common framework and format for evaluating the strategy, with little or no national 
involvement. 

24. The policy mentioned above, of using WHO's coordinating and technical cooperation 
roles in a mutually supportive manner, is being applied far too infrequently. Too many 
countries still consider WHO to be only one among many donor agencies providing technical 
assistance. They use the Organization's resources in too unplanned a manner, to fill in 
gaps in their budgets, often as a last resort among "external donors", rather than using 
those resources - policy decisions, intellectual and moral resources, valid information, 
relevant expertise, and the fruits of experience, in addition to limited funds - to 
further the development and implementation of national strategies for health for all 



based on primary health care. That being so, the question that has to be asked is 
whether it is really necessary to employ WHO technical staff in countries and in regional 
offices, since the ad hoc filling of national or international budget gaps can be ensured 
by a small number of non-technical staff. That very question was raised in launching the 
study of WHO'S structures in the light of its functions, and governments invariably 
replied that they were interested in technical support from WHO. The contradiction 
between assertions on the one hand and reality on the other has to be resolved. 

25. The Strategy for Health for All by the Year 2000 lays overriding emphasis on the 
development of health infrastructures based on primary health care. Yet WHO'S technical 
cooperation has had insufficient impact in strengthening the health infrastructures of 
developing countries, starting at one end with community health schemes, encompassing 
whole districts, and finishing at the other end with ministries of health. The use of 
WHO's resources as a catalyst to mobilize people and strengthen national managerial and 
financial capacities has not had as successful an outcome as could have been expected. 

Managerial arrangements and regional programme budget policies 

26. Progress has been slow in following the new managerial arrangements for making 
optimal use of WHO's resources. Moreover, there are few, if any, signs of serious use of 
the recently introduced regional programme budget policies. All regional offices have 
certainly taken steps to introduce mechanisms to ensure government/WHO dialogue, in line 
with the managerial arrangements and regional programme budget policy. However, the 
audits referred to above found the ensuing dialogue was wanting, either totally or in a 
number of important respects. In most countries, it did not include a systematic review 
of the national health situation for which WHO's support might be useful； nor did it 
proceed systematically, through WHO's general programme of work, to identify both what 
WHO could do for the country and the country experience that could enrich WHO's 
information base. For example, relevant WHO technical publications, such as reports of 
expert committees, are rarely if ever placed before governments as important resources. 
That too is the case for resolutions of the governing bodies that provide important 
policy guidance or programme principles. A consolidated audit report concluded that the 
gove rnmen t/WHO dialogue "was often an empty shell, a formal process with no content ； the 
dialogue was limited to discussing administrative procedures and it did not deal with the 
substance of programmes". 

27. The audits also revealed that established procedures for WHO programme budgeting 
were closely followed but in a purely administrative manner, missing the opportunity to 
apply regional programme budget policy guidelines and the substance of the general 
programme of work. Extensive reprogramming proved to be necessary in most cases, 
indicating that the dialogue had not properly identified priorities for action. The 
possible involvement of sectors other than the health sector was neglected, in spite of 
the emphasis given to i liter sec toral action by the governing bodies of WHO. Even within 
the health sector, a tendency was noted for certain groups to monopolize WHO, thus 
narrowing the range of beneficiaries from WHO support. Inadequate attention was paid to 
the long-term commitment required of many collaborative activities, leading to the 
initiatives being short-lived and falling short of achieving expected goals. That was 
particularly the case when such activities were initiated through personal contacts and 
were not reviewed by the joint government /WHO mechanism in the country. The habit of 
considering the tentative country planning figure as the property of the ministry of 
health has seriously impeded rational programme budgeting and open gove rnment/WHO 
dialogue concerning the use of WHO's resources. 

28. Linked to the habit of presuming that the tentative country planning figures are 
owned by the ministries of health is the unsystematic use of fellowships, revealed once 
more by the audits； the policy formulated by the Executive Board in resolution EB71.R6 
is far from being taken into account. Quite apart from considering whether to award a 
fellowship or whether to ensure training in other ways, as advocated by the Board, when 
fellowships are awarded they are often not relevant to the health development priorities 
of the country, let alone to the spirit of any national strategy for health for all. 



After failure in one or more subjects of study, extensions to study new subjects are 
being agreed to. The same individuals are receiving successive fellowships, usually from 
a different donor agency, and they are not being monitored. Unfavourable reports from 
the regional office of the region in which the country of study is situated are often 
ignored by the regional office sending the fellow. Instances are rioted where the 
fellowship failure rate and the attrition rate from the emigration of successful fellows 
are persistently high, rendering the investment of WHO's resources of little value. As 
an example, one of the audit reports revealed that no more than one-quarter of the 
fellowships awarded for university training are expected to have a positive outcome for 
the country. That situation has to be considered in the context of the percentage of 
WHO's resources in countries devoted to fellowships - often 50% - pointing to the risk of 
there being severe imbalances in WHO's involvement in the country health programme as a 
whole. 

29. Criteria for the use of, and limitations on, the provision of supplies and equipment 
from WHO's resources are provided in the Director-General‘s guidelines for regional 
programme budget policy; those criteria are too often not being properly applied. The 
audits revealed great variations in requests for supplies and equipment. In many cases 
excesses were observed. In general, supplies and equipment continue to be requested late 
in the biennium, either because what to do with WHO's resources is not known, or because 
of an inability to implement planned joint activities. The quantities of supplies and 
equipment not essential for implementing a joint activity that forms part of a strategy 
for health for all, or even directly relevant to that activity, point to the conclusion 
that too many countries still think of WHO as a donor technical assistance agency rather 
than as their partner in technical cooperation. 

30. The audits also revealed slowness in implementing joint activities. Thus, for the 
biennium 1984-1985, three regions obligated more regular budget funds in the last quarter 
of 1985 than in the first three-quarters of the same year. Organization-wide, 
US$ 71 000 000 were obligated in the fourth quarter of 1985 compared with US$ 89 000 000 
for the first three-quarters combined. At the end of 1985, three regions showed more 
than 20% of their total regular budget allocation for 1984-1985 as unliquidated 
obligations； the figure was 14.5% for the whole Organization. An analysis for the 
biennium shows that, for the Organization as a whole, the amounts obligated for the last 
quarter of 1985 for contractual services, supplies, materials, maintenance of premises, 
stationery, utilities, communications and local costs exceeded the total for the first 
three-quarters of 1985 for the same categories of expenditure. More than one-third of 
the total amount obligated for the entire biennium was obligated in the last quarter of 
the biennium. Those facts indicate that WHO is being reactive, rather than proactive as 
demanded by resolution WHA33.17. Such deficiencies in the management of technical 
cooperation can only lower the Organization's credibility, in spite of the tremendous 
efforts it is making. 

Use of WHO 'S structures 

31. Great variation exists among countries and regions concerning the way WHO structures 
are used. The following comments highlight some common problems； they have emerged in 
the light of experience rather than through systematic evaluation. Many of the comments 
are therefore presented in the form of questions that require further study. 

32. Can the offices of WHO representatives, as currently staffed, carry out the 
functions devolving on them described in paragraph 17 above? Any reinforcement of those 
offices should aim at strengthening their capacity to fulfil their functions in support 
of the government ； in no way should it aim at substituting them for the government in 
the dialogue between WHO and individual Member States. 

33. The regional committees are undoubtedly taking a more active part in the work of the 
Organization since they were urged to do so by the Thirty-third World Health Assembly in 
1980, but a review of the many resolutions adopted by them suggests that they are couched 



in much the same terms as Health Assembly resolutions. Surely regional committee 
resolutions should be much more regionally specific and more operationally oriented. 

34. By resolution WHA33.17 the regional committees were urged by the Health Assembly to 
include in their programmes of work the review of WHO's action in individual Member 
States within the region. A review of the reports of the regional committees does not 
suggest that they in fact do so. That makes it very difficult for the regional 
committees to assume their responsibility of accountability to WHO as a whole for the use 
of resources in the region. 

35. About a decade ago, health research was added to the fields of work taking place in 
the regions, and regional advisory committees on health research were established. While 
in some regions the advisory committees have been highly active and their work has been 
reviewed by the regional committee, in other regions that has hardly taken place, making 
it difficult to know how useful the advisory committees and the research activities have 
in fact been. Yet considerable resources are being devoted to such research. 

36. The way in which the regional offices and headquarters carry out the functions 
devolving on them, as described in paragraph 17 above, has also not been systematically 
studied. Once more there is great variation, but the following questions have to be 
addressed. Do the regional offices really concentrate on the management of technical 
cooperation, including intercountry cooperation, or do they perform the functions that 
should be carried out either by the WHO representatives on the one hand or by 
headquarters on the other? Do headquarters staff bypass regional offices and establish 
j oint activities with governments or with their technical counterparts in the country? 

37. The audits referred to above revealed great disparity among the regions concerning 
the delegation of responsibility to WHO representatives. In some cases practically all 
programme decisions have been delegated to the WHO representative, including the 
financial authority to act upon the decisions taken. In others, essentially every matter 
for decision must be referred to the regional office. And in yet others, although 
authorized by the regional office to take limited programme decisions, the WHO 
representative prefers not to. While decisions concerning the delegation of 
responsibility to WHO representatives must depend to some extent on the capacity of the 
WHO representative concerned to assume them, nevertheless it would appear that in too 
many cases caution regarding such delegation of responsibility is too great. 

38. Both the new managerial arrangements and the regional programme budget policy 
guidelines referred to above emphasize the establishment at regional offices of an 
appropriate country support mechanism. The purpose of such a mechanism is to ensure 
coordinated support to countries by providing a coherent response from all levels of the 
Organization to the total needs of each country as identified by the joint government/WHO 
mechanism in the country. While there is much variation among regions, the impression 
cannot be avoided that there is great reluctance to enlist support as necessary from 
other regions and from headquarters. That impression is supported by numerous requests 
from governments directly to top executives and programme managers at headquarters to 
provide them with various forms of support, particularly technical knowledge and 
know-how. 

39. Of course, managerial arrangements and mechanisms, while useful bases for sound 
management, do not of themselves ensure effective outcomes ； the quality of those 
involved is of par*amount importance. So questions have to be asked regarding the 
capacity of the structures concerned to ensure that the management tools are indeed 
effective and are not mere facades. For example, has it been possible to attract and 
maintain staff and consultants of sufficient professional competence for the regional 
offices to become the regional centres of excellence they were designed to become? Has 
the situation in that respect changed over the years in some regions, in the light of the 
growing body of expertise iri Member States and their increasing self-reliance in handling 
current technical aspects of health programmes? If the regional offices have the 



capacity to provide Member States with the technical support they require, why do a 
number of governments make direct requests to the global level as mentioned in 
paragraph 38 above? 

40. In turn, it is not always clear in which ways headquarters programmes can in fact 
support the regional offices in ensuring technical cooperation with Member States. For 
example, what expertise and what information and technical documentation emanating from 
those programmes are of practical use? Nor is it clear, on the one hand, if attempts are 
being made by headquarters programmes to ensure that what they produce has in fact 
practical value for countries and, on the other hand, if the regional offices are paying 
adequate attention to the assessment of the practical value for the countries of their 
region of headquarters publications and documents and of the possibility of making 
greater use of expertise residing in headquarters. It is often maintained by 
headquarters programmes that in their attempts to generate appropriate technology they 
need to be involved in the conduct of related research and development in countries and 
that they are often prevented from gaining such access. Those assertions too have not 
been studied systematically. 

Staff capacity 

41. An important question has to be asked with regard to the resolution of the above 
issues, namely, are national staff and WHO staff in countries and at other levels 
properly equipped to carry out the functions required of them to ensure the effective and 
efficient management of WHO's resources in support of national health development? There 
is evidently a great gap on the one hand between the availability of processes, 
mechanisms and information to make the above possible and on the other hand the capacity 
of those involved to use those tools. Any scheme for improving the management of WHO's 
resources will have to devote considerable attention to that problem. The situation is 
compounded by the growing tendency to employ, in countries and at regional offices, 
almost entirely individuals from within the region, thus diminishing the worldwide 
international character of WHO and the feeling by staff that they owe allegiance to the 
collectivity of all Member States throughout the world. 

Comments of the Executive Board at its seventy-ninth session 

42. The comments of the Executive Board on the Director-General‘s Introduction to the 
proposed programme budget for the financial period 1988-1989 are to be found in document 
EB79/1987/REC/2, pages 15-30. The comments highlighted below relate in particular to the 
management of WHO's resources. 

43. In the current financial crisis it is more vital than ever that the new managerial 
arrangements for optimizing the use of resources should be applied. WHO must be seen 
primarily as a source of guidance and not as a donor agency. Regional programme budget 
policies should be applied more firmly. Joint government/WHO dialogue in countries 
should give rise to WHO support to priority national health programmes, rather than to 
shopping lists of separate WHO programmes, isolated projects, or items of supplies and 
equipment unrelated to joint programme activities. Much greater attention should be 
given to strengthening health infrastructures and a greater proportion of resources 
devoted to that. In particular, attention and resources should be used to strengthen the 
management of health systems based on primary health care, especially at the district 
level. In so doing account should be taken of country specificity, including the 
particular sociocultural characteristics of the people concerned. All possible sources 
of funds, including alternative financing and the private sector, should be explored and 
expanded. 

44. Particular attention should be given to the implementation of resolution WHA33.17, 
referred to in a number of paragraphs above. The Executive Board should endeavour to 
ascertain why resolution WHA33.17 is not being implemented as required. It should also 
investigate why the fellowships programme continues to be abused. Financial audit in 



policy and programme terms is a particularly useful innovation and should continue. The 
possibility should be explored of allocating funds to countries in the light of each 
country's correct application of WHO policies and resources in the past. 

45. WHO's role in advocacy for health must be greatly intensified. In many activities 
WHO has played a key role, but others have received an undue share of the credit. 
Moreover, over the years there has been a gradual widening of the Organization's 
constituency to include broader segments of the world's population. WHO should therefore 
make its work known to other sectors besides the health sector, for example, politicians 
and selected members of the general public. 

46. As for the regional and global levels, much of the impact of the Organization lies 
in the successful implementation of its global programmes, and any shift towards 
strengthening its capacity to do so is worthy of support. There is merit in arguing for 
the strengthening of the managerial role in technical cooperation at regional level, but 
it is also important to retain an adequate technical input in at least some fields at 
that level if credibility is to be maintained. A balance must therefore be struck 
between the types of expertise that should be deployed at headquarters and in the 
regions, which will no doubt vary over time. It is the responsibility of the regional 
offices and their directors to ensure that WHO's resources are put to the best use within 
individual Member States ； but that responsibility is a delicate one, since it is 
sometimes difficult to resist ad hoc schemes evolving from the political level. Without 
implying any disrespect for the regional offices, a careful study might be made of their 
work, in view of the concern of the global governing bodies that the Organization's 
limited resources should be employed in the most effective manner. 

Comments of the Fortieth World Health Assembly 

47. The comments of the Fortieth World Health Assembly on general policy matters 
concerning the programme budget for 1988-1989 are to be found in document 
WHA40/1987/REC/3, pages 12-24. The following is a summary of those comments that relate 
to the management of WHO's resources. 

48. WHO is one of the organizations of the United Nations system and Member States have 
constitutional obligations, including the obligation to pay assessed contributions 
according to the scale in force for the whole United Nations system. To facilitate the 
sound management of WHO's resources, all Member States should pay their assessed 
contributions In full and in time. Such management of resources should lead to maximum 
results for the least possible cost. On no account should WHO be considered as just 
another donor agency providing technical assistance； rather, the Organization should 
fulfil its constitutional functions of directing and coordinating international health 
work and undertaking technical cooperation with its Member States in a complementary 
manner. 

49. Broad allocations of resources have to be approved by the World Health Assembly. To 
that end, the Health Assembly should establish priorities for programme activities, and 
guidelines to ensure conformity with Health Assembly resolutions and to avoid undue 
imbalance. Some delegations supported the idea that the level of allocation of resources 
to countries should be based on the degree of their application of the Organization's 
collective policy. Only those requests of Member States that are in keeping with the 
Organization's policies should be met from WHO's programme budget. That is emphasized in 
resolution WHA33.17, which the Secretariat is responsible for implementing no less than 
Member States. However, the infrastructures of developing countries are often not 
adequately developed for proper planning, management and evaluation, and corrective 
measures should be applied in such a way that that situation does not deteriorate. WHO 
should, therefore, cooperate with those countries to strengthen their capacities in such 
areas, thus enabling them to use the resources of WHO and other external partners more 
effectively. A number of delegations supported the idea of devoting more resources to 
global programmes that develop health policies and strategies, generate appropriate 
technology for health, provide valid information on health matters and promote relevant 
health research. 



50. To ensure optimal use of WHO's resources, attention should be paid to the proper 
relationships between programme activities at headquarters, regional and national 
levels； between WHO, bilateral agencies and the governments of developing countries 
regarding technical cooperation; and between programme activities financed through 
assessed contributions on the one hand and voluntary contributions on the other. It was 
stressed that programme needs should always be ranked higher than purely administrative 
functions and that efforts should focus on improving WHO's technical and administrative 
functions rather than on studying the balance between them. Support was given to laying 
emphasis on the district level in order to build up sound health infrastructures based on 
primary health care. Greater efforts should be made to support countries in 
strengthening their managerial capacities, thus at the same time facilitating the better 
management of joint government/WHO programme activities. In that connection greater use 
should be made of WHO's General Programme of Work and the regional programme budget 
policies, and further efforts should be made to ensure compliance with the managerial 
arrangements for the optimal use of WHO's resources in countries and the application of 
good administrative practices. While the concept of financial audit in policy and 
programme terms was supported, one comment was that care should be taken to avoid the 
routine application of such audits which might in itself constitute an inefficient use of 
resources. 

51. As regards activities in regions, emphasis was laid on the role of the regional 
committees in preparing better programme budgets and ensuring a more rational use of 
resources. Moreover, the regional committees should introduce or intensify the review of 
each country's plans for the use of WHO's resources. While strengthening the managerial 
capacities of regional offices and making greater use of the resources in countries and 
the WHO collaborating centres for technical know-how, there is a need to retain adequate 
technical expertise at the regional level if credibility is to be maintained. Some 
delegations raised a note of warning over the idea of transferring the offices of the WHO 
representatives out of ministries of health to ministries of planning or socioeconomic 
development, or outside government premises altogether. 

Options for action 

52. The following are a number of options for action in response to the above analyses. 

53. If, after more than a decade of constant institutional evolution, Member States 
believe that WHO's system of values for health and development is too Utopian, or if they 
believe that the policy and strategy for health for all by the year 2000 are a separate 
WHO affair that does not commit them domestically or in their bilateral relationships, 
then there is something radically wrong. When that is the case, it is possible either to 
change the policy or to make renewed efforts to implement it. It would seem unthinkable, 
but not impossible, to reverse the decisions of the regional committees and of the Health 
Assembly concerning the value system, policy and strategy. For example, regional 
committees could submit appropriate resolutions to the Health Assembly incorporating any 
reservations they might have. But if they do not wish to change the decisions, they 
should discuss practical ways of carrying them out in the region, obstacles hindering 
implementation and possible ways of overcoming those obstacles. Alternatively, a 
referendum among all Member States could be held, the results being reported to the 
Health Assembly. 

54. Specifically, Member States are entitled to have second thoughts about resolution 
WHA33.17, regarding their individual responsibilities, their responsibilities in the 
regional committees and the Health Assembly, and the functions of the Executive Board and 
Secretariat. They are also entitled to have reservations, in the light of experience, 
regarding resolution WHA34.24, which urged technical cooperation between Member States 
and their WHO in the spirit of the policies, principles and programmes those same Member 
States adopted collectively in WHO. It is their prerogative to separate completely the 



functions of directing and coordinating authority on international health work from that 
of technical cooperation and to convert the latter back to the old form of technical 
assistance, providing supplies, equipment and ad hoc types of fellowship. If they do 
have second thoughts or serious reservations they could adopt resolutions to that effect, 
proposing to the Health Assembly that the above-mentioned resolutions be nullified and 
replaced by more appropriate ones. If they do not wish to do that, they should discuss 
seriously, in practical ways, how best to implement the resolutions, subsequently 
adopting very specific, regional, operationally oriented resolutions. These might act as 
pilot resolutions indicating how specific regional resolutions might be formulated in the 
future on other matters. 

55. If the monitoring and evaluation of national strategies for health for all are 
considered by Member States to be burdensome chores aimed at providing reports to please 
WHO, they should decide to stop submitting such reports. If, however, they consider the 
common framework and format they agreed upon to be a useful tool for monitoring and 
evaluating their strategies for health for all, they should take practical measures to 
use that tool, ensuring the support of WHO as necessary. 

56. It is suggested that the regional committees should re-examine the main features of 
the managerial arrangements for ensuring the effective decentralization to Member States 
of operational responsibility for technical cooperation activities, which were originally 
presented in document DGO/83.1. If they then have any objections or doubts, they should 
state so frankly so that the issues can be either clarified or modified. If they do not 
have serious objections, they should decide in the regional committee to take practical 
measures to introduce those arrangements into every Member State in the region and to 
ensure that the work of the Secretariat, in countries and in the regional offices, 
complies with them. As a corollary, they should ensure that they receive support from 
WHO from the most appropriate source and organizational level. 

57. Regional programme budget policies have just been established. There is a need to 
use them systematically. No regional committee queried the principles in the 
Director-General‘s guidelines, but the degree of detail in the regional policy ultimately 
adopted varies widely from region to region. It is suggested that each regional 
committee should reconsider how best to use its regional programme budget policy and the 
Director-General's guidelines for formulating it, taking into account the fact that they 
provide a detailed checklist for deciding on the use of WHO's resources in countries in 
such a way as to ensure that the policy basis, the information, the technology and the 
know-how available to WHO are applied in practice. The checklist includes criteria for 
the following: 

-support to national strategies for health for all ； 

-promotion of the national health strategy; 

-development of the health system through support to national health programmes； 

-strengthening of national capacities to prepare and implement national 
health-for-all strategies and related programmes； 

-transfer of validated information and facilitation of its absorption; 

-research and development for health for all ； 

-making the optimal use of resources； 

-deciding on the form of WHO cooperation; 

-intercountry and regional activities； 



-training, including fellowships； 

-use of and limitations on the provision of supplies and equipment； 

-use of consultants； 

-meetings. 

Moreover, the guidelines indicate how those elements should complement one another so 
that, together with the national resources and those of other external partners, they 
give rise to a self-sustaining socially and economically relevant health strategy whose 
component infrastructure and programmes are managed by the country itself. 

58. The continuing dialogue with governments regarding the preparation of the 1990-1991 
programme budget proposals offers the first real opportunity of implementing regional 
programme budget policies and using the Director-General‘s detailed guidelines for them. 
It is suggested that the opportunity be vigorously seized. In that connection, the 
regional committees could, for example, request the Regional Directors not to accede to 
requests for fellowships from countries that do not report periodically and 
comprehensively on the use made of fellows who have returned, or that are not using 
fellows properly on their return. As another example, the regional committees could 
consider what types of supplies and equipment might appropriately be ordered by countries 
from WHO, with financing from WHO regular budget funds, and what types should not be 
ordered. The Regional Directors could be requested to include in an appendix to their 
reports to the regional committees on the work of WHO in the region a complete list of 
supplies and equipment purchased under regular budget funds for technical cooperation 
activities in countries. To give yet another example, the regional committees could urge 
Member States to use WHO regular budget funds to purchase WHO health literature, 
including periodicals. 

59. By resolution WHA33.17 regional committees are expected to review WHO's action in 
individual Member States within the region. It is suggested that this be carried out in 
two ways. Firstly, the regional committees could review the programme budget proposals 
for technical cooperation between each and every Member State within the region and WHO. 
Secondly, they could institutionalize regional audit in policy and programme terms, using 
the protocol referred to in paragraph 20 above, and selecting a few countries at random 
each year. They could possibly set up special subcommittees or charge existing 
subcommittees with those tasks, reviewing the outcome at the subsequent session of the 
regional committee. The Executive Board could then assume the function devolving on it 
by resolution WHA33.17, namely, of monitoring the work of the regional committees in 
those areas. Moreover, the Executive Board could request the Director-General to 
continue to perform independent audits, but to report on them not only to the governments 
concerned through the Regional Directors but also to the regional committees and the 
.Executive Board itself. In general, it could be profitable if Board members were to take 
an active part in the work of the regional committees, bringing to their attention global 
policy, following closely what is taking place in them and discussing their findings 
openly in the Board, which in turn could report on its review to the Health Assembly. 

60. The system of issuing tentative country planning figures might be abandoned. It 
could be replaced by programme budgeting in the real sense of the term, namely, 
programming by objectives and budgeting by programmes, the budgetary allocation being 
made in the light of the compliance of proposed programme activities with collective 
policy and prospects for successful outcomes in terms of self-sustaining national 
programme action. Funds could then be held at the regional level and released when the 
regional committee, or a body to which the responsibility has been delegated by the 
regional committee, is convinced that the programme budget proposals are sound. Regional 
committees could of course delegate that responsibility to the Regional Director. At the 
same time, the Executive Board could monitor and control the process, possibly retaining 
part of the funds as a reserve to be released when it is satisfied that WHO's technical 



cooperation activities comply with the Health Assembly's policies. The Board too could 
delegate that task to a subcommittee or to the Director-General. 

61. To ensure the timely implementation of joint activities, the regional committees 
could review the scheduling of the planning and management of those activities, with a 
view to ensuring that they start promptly, as soon as resources are available, and are 
carried out speedily and efficiently. To reinforce that action, a decision could be 
taken that, if three-quarters of the allocation to any country had not been obligated for 
agreed activities by the end of June of the second year of any programme budget biennium, 
the unobligated funds would be used for agreed activities in other countries that had 
fully used their allocation in the appropriate manner. 

62. Member States are entitled to disagree with the way in which the Director-General 
has redefined the functions of WHO representatives, the regional offices and headquarters 
in compliance with resolution WHA33.17. For example, they may find it embarrassing to be 
briefed by the WHO representative on the Organization's policies. They may believe that, 
since they attend the regional committees and the Health Assembly, they are better aware 
of those policies than the WHO representative, and they may prefer that functionary to 
act merely as a liaison officer with the regional office. Or they may prefer him/her to 
obtain support directly from all levels of the Organization, including headquarters. 
They may feel that WHO representatives should be much more independent than most of them 
are at present. If this is the case, the regional committee concerned could request the 
Regional Director to ensure speedy delegation of responsibilities to WHO representatives, 
as specified under the new managerial arrangements and the Director-General‘s guidelines 
for regional programme budget policy. At the same time, Member States could review the 
capacities of the WHO representatives ‘ offices, with a view to strengthening them if 
necessary, but in such a way as to support governments and not supplant them in their 
relationships with WHO. 

63. The regional committees might also wish to review the structures of the regional 
offices to ensure that they are best organized to fulfil their designated functions； 
that would, of course, include related questions of staffing. The Executive Board might 
wish to study such regional committee reviews； or it might wish itself to undertake such 
a review of both regional offices and headquarters and the relationships between them. 

64. If the regional committees, and ultimately the Board, believe in the importance of 
having the right kind of staff in countries and in WHO they should not hesitate to commit 
WHO resources to that end. Thus, they might wish substantially to increase the 
allocation of resources for the systematic training of staff, so that they can 
successfully fulfil the functions of WHO representative. Any reluctance to allocate 
resources to that end in the past may have stemmed from the assumption that there is an 
adequate pool of such staff in countries, but in the meantime the functions of the WHO 
representative have evolved and cadres of potential candidates have diminished. 

65. Adequate staffing of the WHO Secretariat being essential for it to carry out its 
role of supporting Member States, the present system of staffing should be reconsidered 
to ensure truly international support to Member States throughout the world - to 
individual Member States, under the regional arrangements, and globally. Any system of 
staffing must be based on Article 35 of the Constitution, namely: 11 The paramount 
consideration in the employment of the staff shall be to assure that the efficiency, 
integrity and internationally representative character of the Secretariat shall be 
maintained at the highest level. Due regard shall be paid also to the importance of 
recruiting the staff on as wide a geographical basis as possible". To ensure the 
"distribution" part of "geographical distribution" rather than geographical 
concentration, it might be necessary to introduce a centralized staffing system, a 
central bureau recruiting staff on as wide a geographical basis as possible in accordance 
with the Constitution but assigning them to posts in the light of needs. To start with, 
that might be tried out with regard to WHO representatives. Since such an idea has 
implications for all levels of the Organization, the Executive Board may wish to request 
the Director-General to study it. 



2. APPOINTMENT OF ALL REGIONAL DIRECTORS 

Note by the Director-General 

[EB81/6 - 1 October 1987] 

Introduction 

1. At its session from 29 June to 2 July 1987, the Programme Committee of the Executive 
Board reviewed a suggestion, prepared at the request of the Executive Board, regarding 
the involvement of the Director-General in the appointment of all Regional Directors. 
The Committee did not reach consensus on the matter. It favoured any procedure that 
would deviate as little as possible from existing ones, yet ensure greater involvement of 
the Director-General. The Committee requested the Director-General to prepare a document 
for the Executive Board based on the following principles : 

-There is a need for consensus in the regional committee, and the process of 
arriving at such consensus should be depoliticized as far as possible. 

-Agreement should be reached on criteria for the incumbent of the post of Regional 
Director. These would have to be elaborated, but examples were given, such as 
integrity and transparency, loyalty to WHO's value system and to the Organization 
as a whole, and readiness to assume a leadership role in promoting this value 
system. Such Organization-wide criteria should be agreed upon by the regional 
committees and the Executive Board. Candidates would then be considered in 
relation to these criteria. 

- A search committee should be set up in each region by the regional committee. It 
should start its work well in advance of the date of nomination for the post of 
Regional Director by the regional committee and should hold consultations with all 
Member States in the region with a view to reaching consensus on one candidate. 

-The Director-General should be consulted by each regional search committee to help 
ensure a unified approach to the application of the above-mentioned criteria. 

Reaching consensus 

2. Reaching consensus will be facilitated by agreement on the part of all Member States 
in the region to apply certain agreed criteria before proposing candidates, and to apply 
the same criteria in the regional committee for assessing who is most suitable among the 
candidates. The following is a draft of such criteria: 

Criteria for Regional Director 

1. Qualified medical doctor； 

2. Preferably between 40 and 50 years of age and only exceptionally older than 55; 

3. Leadership qualities； 

4. Integrity and transparency； 

5. Dedication to representation of WHO and ability to withstand possible pressures 
from his or her own government to further its interests or from any bloc of 
governments to the same end; 

6. Ability to exercise wide powers exclusively for their intended purpose and to 
resist the temptation of abusing power in the region; 



7. Deep commitment to the aims and policies of WHO ； 

8. Emotional and moral involvement in the goal of health for all by the year 2000 
and the Strategy for achieving it; 

9. Ability to take reasoned decisions, or make rational recommendations, in 
complex situations involving political, financial, social, cultural, technical 
and managerial factors； 

10. Ability to judge opposing arguments and reach clear decisions； 

11. Fluent in at least one of WHO'S official languages and good working knowledge 
of at least one additional one； 

12. Ability to communicate clearly in WHO's governing bodies and in public in 
representing the Organization； 

13. Ability to convince governments regarding WHO's policies； 

14. Ability to inspire the confidence of donor countries and agencies, and 
nongovernmental and voluntary organizations in the region; 

15. Ability to take part in democratic dialogue； 

16. Ability to accept criticism and draw the inferences for changed courses of 
action; 

17. Extensive experience of managing a complex organization； 

18. Knowledge of WHO from the inside； in particular, extensive experience of 
managing a substantial part of WHO or of managing activities at national or 
international level in close collaboration with WHO and capacity to bring 
together resources from different parts of the Organization to focus on 
countries' needs. Only exceptionally, knowledge of WHO from the outside； 

19. Broad epidemiological experience leading to capacity to grasp health situations 
and trends, and their political, economic, social and environmental as well as 
their biological determinants； 

20. Understanding of health science and technology and ability to draw the 
inferences for the region of global science and technology policy; 

21. Clear understanding of the meaning elaborated by WHO of a national health 
system, its infrastructure, and the delivery by it of appropriate health 
technology, as well as practical experience in such a system; 

22. Ability to judge and manage people of different cultural, religious and 
political backgrounds； 

23. Readiness to take an additional oath of allegiance to the effect that he or she 
will comply with collective policy decisions on all aspects of WHO's work, 
including the application of accepted managerial arrangements to ensure the 
democratic control of the Organization by Member States； 

24. Readiness to comply with the decisions of the Director-General - the chief 
technical and administrative officer of the Organization. 



Search committee 

3. In setting up a search committee the following points will have to be taken into 
account: terms of reference, size, method of selecting members, time of establishment, 
method of work and Secretariat support. 

4. The suggested terms of reference are to scout for suitable candidates in 
consultation with all governments in the region and to advise the regional committee on 
suitable candidates (say three names) in order of priority, on the basis of the 
above-mentioned criteria and after further consultation with the governments of all 
Member States in the region. 

5. For the committee to be manageable, its size should kept as small as possible and 
yet at the same time it should be as representative as possible. For example, different 
cultures, languages, political systems or geographical location could be taken into 
account. Three members might be the ideal number. 

6. It is suggested that members be selected by the regional committee, preferably by 
consensus rather than by a formal vote. The search committee might include the outgoing 
chairman and two additional members. Negative selection could be applied, namely the 
exclusion of representatives of governments intending to submit the name of a candidate, 
it being realized, however, that governments might experience difficulty in taking such a 
decision one year in advance. 

7. The search committee would have to be appointed at the regional committee session 
one year prior to the session at which the name of one candidate will be decided upon for 
submission to the Executive Board. The committee could then request governments to 
suggest possible candidates in their country, and to indicate those criteria that in 
their opinion the candidates satisfy, say by the end of the year preceding the session at 
which the regional committee will nominate one candidate. This would leave time for the 
search committee to hold further consultations with governments with a view to finalizing 
its advice to the regional committee. As part of its activities, the search committee 
would consult the Director-General with a view to ensuring a unified approach to the 
application of the above-mentioned criteria. 

8. The committee would require support from a secretariat. It is suggested that this 
be provided by the Regional Director currently in office if he or she does not intend to 
seek a further term of office. If the Regional Director does intend to seek a further 
term of office, secretariat support would be provided by the Director-General. 

Additional comments 

9. The establishment of such search committees will have financial implications； the 
travel costs of its members and the support service required could be substantial, 
particularly for regions having a large number of Member States. The Board would have to 
consider these implications, among others, before reaching its conclusions. Whatever the 
Board's decision on this issue, the Director-General feels strongly that the regional 
committee and the Board should at least reach agreement on the criteria for Regional 
Director, following review of the draft that appears in paragraph 2 above. If so, he 
would make it a rule to send these criteria to Member States along with his letter asking 
for nominations for the post of Regional Director. In addition , the criteria would be 
distributed to the representatives of Member States at the meeting of the regional 
committee at which the Regional Director is to be nominated. 

10. Since the regional committee would be submitting to the Executive Board the name of 
only one candidate - the practice today - the Board would continue to have the option 
only of accepting or not accepting the regional committee's choice. In the latter event, 
it would be necessary to repeat the whole process, and to find an interim solution until 
a Regional Director acceptable to both the Executive Board and the regional committee had 
been appointed. 



A UNIFIED APPROACH TO STAFF MANAGEMENT1 

Report by the Director-General 

[EB81/5 - 24 September 1987] 

The Programme Committee of the Executive Board, in its review of 
staffing issues, observed "that the Organization's strength lay more 
than ever in its scientific integrity, technical competence and 
credibility, which flowed to a large extent from the calibre of its 
staff". It recommended that the Director-General should make a 
study of the modalities and implications of a unified approach to 
staff management, applying it first of all to WHO representatives, 
and should report to the Board thereon. 

1. As part of the many initiatives needed to achieve health for all by the year 2000 
(resolution WHA33.17), this document will focus on the staffing issues involved in 
improving the management of WHO's resources over the next decade and beyond, with 
particular emphasis on the need to attract and retain staff of the highest quality for 
all posts, especially for the positions of WHO representative. The Programme Committee 
did not favour the adoption of a centralized system to achieve this purpose but preferred 
a unified approach to staff management, i.e., unified control by headquarters and the 
regional offices over the selection and rotation of staff recruited to the Organization. 

2. In accordance with the guidance given by the Programme Committee, the present study 
deals with WHO representatives, leaving to a later stage, after some experience has been 
gained, an examination of how such a system might be applied to other professional 
posts. If successful, the unified approach now being considered for WHO representatives 
would eventually be expanded to staffing at all levels where technical and administrative 
input into programmes is significant. 

Role of the WHO representative 

3. The WHO representative is accountable for WHO's activities in the country of his 
assignment both to the government, through the minister of health, and to WHO as a whole 
as represented by the governing bodies, the Director-General as chief technical and 
administrative officer of the Organization and the Regional Director as the alter ego of 
the Director-General in the Region. In view of the importance of the WHO 
representative‘s responsibilities towards the whole Organization, it appears important tc 
adopt a unified approach in recruiting and selecting the persons who are to occupy these 
positions. 

Definition of requirements 

4. While accurate and detailed post descriptions exist which outline the duties and 
obligations of WHO representatives (and indeed of others in the Organization) and the 
qualifications and experience required, there clearly appears to be a need for a common 
definition of the ideal profile and desirable characteristics of the men and women whom 
the Organization seeks to recruit to assume these important functions. Moreover, it 
would also be necessary to define the rotational system within which WHO representatives 

1 See decision EB81(15). 
о 
Annex 13, part 1, para 20 (p. 178). 



should be called upon to work. The normal duration of assignment, the conditions of 
rotation between countries and between regions and other operational aspects of this 
system need to be spelled out and agreed, since it is becoming increasingly difficult to 
recruit high-quality professionals into a system based on vague traditions and arbitrary 
decisions. Obviously, the Organization must retain a high degree of flexibility to meet 
the varying requirements of the different countries and authorities concerned, but if 
high-calibre performers are to be attracted, at least a minimum framework must be 
established to provide sufficient career opportunities and offer a degree of autonomy and 
responsibility for such candidates. 

Internal and external prospecting and search for talent 

5. The present infrastructure for prospecting and recruitment is widely dispersed and 
not altogether appropriate for a concerted effort to attract talent. The absence of a 
systematic approach, agreed profiles and criteria, and particularly the lack of common 
purpose result in appointments to posts of WHO representative that subsequently do not 
make rotation easy, especially between regions, and render such posts less attractive for 
the best candidates. 

6. To support a new, unified orientation and a common approach, prospecting for highly 
qualified candidates would need to be significantly improved, extended and coordinated in 
order to avoid duplication of effort. Although headquarters recruitment services 
regularly provide support to regional offices in their recruiting activities, a unified 
and improved system would require a greater exchange of information on current 
recruitment efforts in order to facilitate a j oint search for good candidates. This 
would also imply sending more candidates for initial interviews at the global level, and 
particularly for the testing of both technical and linguistic skills. The regional 
offices and headquarters would collaborate in establishing and maintaining an up-to-date 
and accurate central roster of internal and external candidates, as well as of potential 
candidates, for WHO representative positions. A highly competent and universally 
acceptable staff member would have to be designated as the focal point at headquarters to 
play a determining role in the evaluation, interviewing and testing of these candidates 
and their inclusion in the roster, and to prepare the selection process described in 
paragraph 8 below. 

7. Such improved prospecting and recruitment would certainly require a greater 
investment in time, money and staff. However, notwithstanding the financial constraints, 
it would appear to be in the best interests of the Organization to give priority to 
ensuring fresh talent and the highest technical competence in such important positions as 
those of WHO representative. 

Selection process 

8. The mechanisms for a unified approach to selecting WHO representatives would be 
different from the current one of a selection committee. A unified approach would 
require combined regional and global decision-making. While selection procedures would 
unavoidably become somewhat more complex, they would follow standard procedures and apply 
agreed criteria of quality. The direct involvement of the Director-General and all the 
Regional Directors would be absolutely essential. Together they could decide which 
candidates, internal or external, met all the requirements for qualifications, experience 
and personal qualities and place them on an "eligible list". Each time a vacancy 
occurred which was not filled by reassignment of a serving WHO representative, a 
candidate would be chosen from that list for appointment. In order to improve mobility, 
serving WHO representatives would be reviewed periodically for reassignment according, 
inter alia, to standards of desirable length of assignment. The duration of assignments 
would vary with the difficulty of the post, its location and the personal circumstances 
of the staff member. Staffing decisions could be made twice a year when the Regional 
Directors are all at headquarters - in January at the time of the Executive Board session 
and in June-July when its Programme Committee meets. In addition, consultations could be 
held as convenient at the time of the World Health Assembly in May. The personnel unit 



at headquarters, in cooperation with the staff member designated as focal point, would 
prepare and coordinate activities prior to staffing reviews. Two or three candidates for 
each post should be nominated, in order to facilitate the informal consultations 
described in paragraph 9 below. 

Informal consultations 

9. The authorities of the country to which a WHO representative is to be assigned are 
normally consulted by the Regional Director prior to any appointment, which has almost 
invariably meant that when a selected candidate was officially proposed to a country, 
that country's agreement to the appointment had already been obtained. Obviously the 
process of consultation would have to continue, but the Regional Directors' consultations 
with the national authorities should in future follow the joint selection of suitable 
staff and not precede it, as they frequently do at present. It is practically impossible 
for any selection authority to reverse a "pre- selection" after the national authorities 
concerned have given their agreement. It is for this reason that the selection process 
described in the preceding paragraph should result in the submission of a short list of 
candidates to the government, followed directly, without a new selection process, by the 
appointment of the candidate finally retained. 

Appointment and accreditation 

10. A strong and unanimous desire to make such a unified approach work is an essential 
requirement if this system is to function effectively and provide the benefits for which 
it would be designed. If the WHO representatives are to feel that they represent the 
Organization as a whole, the manner of their appointment and accreditation should reflect 
the unified approach which led to their selection. These formalities would assume some 
importance in the WHO representative's relations with the authorities of the country of 
accreditation, the UNDP Resident Representative and representatives of other 
international organizations. 

11. If the Executive Board should agree to a unified approach to the selection and 
rotation of WHO representatives along the lines described in this report, the 
Director-General, in consultation with the Regional Directors, would work out the details 
of the profiles, criteria, procedures and processes envisaged under the proposal and 
would endeavour to make the new system operational as soon as possible on an experimental 
basis. He would in due course evaluate the working and effectiveness of the new system, 
report thereon to the Executive Board and, if the experiment should prove to have been 
successful, propose the extension of the new system, with any adaptations that may be 
required, to other staff of WHO. 



RELATIONS WITH NONGOVERNMENTAL ORGANIZATIONS 

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 52 nongovernmental organizations were accordingly reviewed by 
the Standing Committee on Nongovernmental Organizations at its meeting on 
12 January 1988. 

Biométrie Society 
Council of Directors of Institutes of 
Tropical Medicine in Europe 

Helen Keller International, Incorporated 
International Academy of Pathology 
International Agency for the Prevention 
of Blindness 

International Association of Cancer 
Registries 

International Association of Hydatid 
Disease 

International Association of Lions Clubs 
International Association of Logopedics 
and Phoniatrics 

International Association for the Study 
of the Liver 

International Clearinghouse for Birth 
Defects Monitoring Systems 

International Commission on Radiation 
Units and Measurements 

International Commission on Radiological 
Protection 

International Council of Societies of 
Pathology 

International Cystic Fibrosis 
(Mucoviscidosis) Association 

International Diabetes Federation 
International Electrotechnical Commission 
International Eye Foundation 
International Federation of Hydrotherapy 
and CIimatotherapy 

International Federation of 
Ophthalmological Societies 

International Federation of Physical 
Medicine and Rehabilitation 

International Federation of Sports 
Medicine 

International Group of National 
Associations of Manufacturers of 
Agrochemical Products 

International League against Rheumatism 
International Leprosy Association 

International Organization against 
Trachoma 

International Radiation Protection 
Association 

International Society of Chemotherapy 
International Society and Federation of 
Cardiology 

International Society for Human and 
Animal Mycology 

International Society of Orthopaedic 
Surgery and Traumatology 

International Society of Radiographers 
and Radiological Technicians 

International Society of Radiology 
International Union against Cancer 
International Union of Immunological 
Societies 

International Union of Mircobiological 
Societies 

International Union against Tuberculosis 
and Lung Disease 

International Union against the Venereal 
Diseases and the Treporiematoses 

Rehabilitation International 
Rotary International 
World Association of Societies of 

(Anatomic and Clinical) Pathology 
World Blind Union 
World Confederation for Physical Therapy 
World Federation of the Deaf 
World Federation of Nuclear Medicine and 

Biology 
World Federation of Occupational 

Therapists 
World Federation of Parasitologists 
World Federation of Societies of 

Anaesthesiologists 
World Hypertension League 
World Rehabilitation Fund 
World Veterans Federation 
World Veterinary Association 

See decision EB81(17) and resolution EB81.R17. 



ANNEX 16 

FORMULATION OF PROGRAMME PRIORITIES1 

Note by the Director-General 

[EB81/11 - 8 October 1987] 

Background 

1. In reviewing the draft procedural guidance formulated by the Director-General for 
the preparation of the programme budget proposals for 1990-1991, the Programme Committee 
of the Executive Board, at its meeting from 29 June to 2 July 1987, recommended to the 
Director-General that he should emphasize the need for explicit priorities in all 
proposed programme activities at each echelon, based on the Eighth General Programme of 
Work and the Global Strategy for Health for All by the Year 2000. 

2. In this connection, the Programme Committee noted the Director-General‘s comments 
concerning the difficulties he had encountered in obtaining specific guidance on 
programme priorities from the governing bodies. The Committee also recognized that it 
had been possible over the years to redefine priorities in response to emerging health 
problems of Member States. Nevertheless, the Committee believed it was possible for the 
Health Assembly, the Executive Board, the Programme Committee and/or the regional 
committees to become more deeply involved in giving guidance to the Director-General on 
priorities - either to guide future programme development, including the ranking in 
priority order of substantive programmes, or to assist the Director-General in making 
programme reductions when these become necessary. The Programme Committee welcomed the 
Director-General's suggestion to present this issue at the forthcoming session of the 
Executive Board. 

3. Accordingly, this document outlines the policy basis, processes and mechanisms the 
Organization has established over the years and uses to determine programme priorities. 

II. Policy basis for the determination of programme priorities 

4. In 1977 the Health Assembly decided that the main social target of governments and 
WHO should be the attainment by all the citizens of the world by the year 2000 of a level 
of health that will permit them to lead a socially and economically productive life 
(resolution WHA30.43). In 1978 the International Conference on Primary Health Care, held 
in Alma-Ata, USSR, affirmed that primary health care is the key to attaining this target. 

5. In May 1980 the Thirty-third World Health Assembly decided to concentrate the 
Organization's activities over the coming decades, as far as possible in the light of all 
its constitutional obligations, on support to national, regional and global strategies 
for attaining health for all by the year 2000 (resolution WHA33.17) . Subsequently, the 
Thirty-fourth World Health Assembly (1981) adopted the Global Strategy for Health for All 
by the Year 2000. The main thrust of the Strategy is the development of each country's 
health system infrastructure, beginning with primary health care, for the delivery of 
countrywide programmes that reach the whole population. 

1 Document presented under agenda item 9. 



6. Article 28(g) of the Constitution of WHO requires its Executive Board "to submit to 
the Health Assembly for consideration and approval a general programme of work covering a 
specific period". In preparing the Seventh General Programme of Work covering the period 
1984-1989 inclusive - the first of the three general programmes of work needed to cover 
the period until the year 2000 - the Executive Board proposed, and the Health Assembly 
subsequently decided, that the focus of the Programme would be on WHO'S response to the 
Global Strategy for attaining the long-term goal of health for all by the year 2000. The 
Programme thus consisted of priority issues for WHO action, and the broad lines for such 
action, in the health sector as well as other sectors concerned, to support the 
collective and individual efforts by the countries of the world to attain that goal. The 
Eighth General Programme of Work covering the period 1990-1995 inclusive, which was 
adopted by the Executive Board and the Health Assembly in 1987, reflects WHO's continuing 
support to the Global Strategy for Health for All, particularly its national components. 

7. Priorities are implicit in these two programmes of work, because there are many 
areas that are not included, in particular tertiary clinical care which is altogether 
excluded. Furthermore, the Eighth General Programme of Work lays great stress on the 
democratic principle of priority activities that are consonant with collectively agreed 
policy being decided by governments through a process of continuing dialogue with WHO. A 
further important principle is that priorities have to be set within the realistic 
financial confines prevailing at the time of programme implementation. This process is 
described in Section III of the present document, and the relevant section of the Eighth 
General Programme of Work is attached as Appendix 1. 

8. In the Eighth General Programme of Work emphasis is maintained on strengthening the 
health system infrastructures of countries for the integrated delivery of health 
programmes, making use of appropriate technology which, in turn, has been systematically 
identified or developed on the basis of research. Particular emphasis is laid on 
supporting developing countries, but the needs of developed countries have also been 
taken fully into account. 

9. To ensure the preferential allocation of resources to priority activities, the 
Eighth General Programme of Work includes specified criteria for selecting programme 
areas for WHO involvement, and for determining at which organizational levels programme 
activities should take place, namely, country activities, intercountry and regional 
activities, and interregional and global activities. It also includes resource 
criteria. These criteria are attached as Appendix 2. 

10. Moreover, within the framework of the General Programme of Work, the Health 
Assembly, the Executive Board and the regional committees adopt resolutions that 
influence the determination of programme priorities. In addition, each region has 
adopted a regional strategy for attaining health for all by the year 2000 which, whilst 
reflecting the Global Strategy, takes into account the particularities of the region 
concerned. These regional strategies influence the determination of regional priorities. 

Ill. Processes for the determination of programme priorities 

11. WHO is a regionalized organization which has decentralized to Member States the 
management of its technical cooperation. Decentralization in this context means the 
transfer to individual Member States of policy and fiscal responsibility for the use of 
WHO'S resources in ways that are consonant with the collective decisions of all Member 
States, as well as the accountability of each Member State for the use of the 
Organization's resources. Two complementary processes are applied for the determination 
of programme priorities. 

12. The first starts with Member States and is the process of programme budgeting of 
WHOf s resources in countries which was approved by the Thirtieth World Health Assembly in 
1977 (resolution WHA30.23). It involves a continuous process of programming by 
objectives and budgeting by programmes, in the early stages of which the government and 
WHO collaborate in identifying priority programmes for cooperation that are consonant 



with defined national policy and strategies for health for all, and thus fall within the 
purview of the current general programme of work. The broad programming actions and 
resource allocations for the next biennial financial period are outlined. Subsequently, 
detailed plans of action and related budgetary estimates are worked out closer to, and as 
part of, programme implementation. 

13. To facilitate the j oint government/WHO development and execution of self-sustaining 
countrywide programmes, the Director-General introduced, in 1983, the new managerial 
arrangements for the optimal use of WHOy s resources at the country level• Under these 
arrangements, governments assume responsibility for the work of WHO and the use of WHO'S 
resources in their country, particularly those resources provided from the WHO regular 
budget. In addition, each region of WHO has now defined a regional programme budget 
policy that aims at ensuring the optimal use of WHO's resources in countries and at 
regional level to give maximum effect to the Organization's collective policies, 
particularly for the attainment of the goal of health for all. These processes have been 
introduced to help ensure that priority areas for WHO action at the country level will be 
decided by Member States themselves, in the light of their needs for support for their 
national strategies, taking into account the epidemiological, environmental and 
socioeconomic conditions, and reflecting the Global Strategy for Health for All by the 
Year 2000. These regional programme budget policies, which relate to resources that 
amount today to about 70% of the Organization's regular budget, were introduced almost a 
decade after the Health Assembly had adopted a global programme budget strategy by 
resolution WHA30.30, following the adoption in 1976 of resolution WHA29.48 on technical 
cooperation. 

14. To monitor the use of WHO'S resources by governments, as part of the effort to 
strengthen accountability for these resources, in 1986 the Director-General^*introduced a 
new type of audit, in addition to the conventional type, namely, the financial audit in 
policy and programme terms, which aims at determining how decisions to use WHO's 
resources are arrived at, to what extent joint government/WHO activities comply with 
collective policy, and what those activities have achieved. WHO will continue to carry 
out such audits during the period of the Eighth General Programme of Work. 

15. The second related process for determining programme priorities stems from the 
application of the unified managerial process which WHO has established for the 
development and management of its programmes at all organizational levels. General 
programmes of work are formulated on the basis of the Organization's policies and its 
strategies for implementing them. These programmes of work are then converted into 
medium-term programmes, and these in turn form the basis of biennial programme budgets, 
indicating as they do what activities WHO is in a position to undertake, and by 
implication what it is not in a position to undertake. As a part of the process, WHO 
elaborates intercountry and regional programme activities intended to reflect countries' 
priority needs, interregional programme activities intended to reflect the collective 
priority needs of a number of regions, and global promotion and coordination of these 
activities. Moreover, the unified managerial process leads to the formulation of global 
priorities, particularly for research aimed at generating appropriate health technology, 
within the framework of the General Programme of Work. 

16. The two processes, that is, the one that is initiated at the country level and the 
other that is initiated at the global and regional levels, interact, starting at the 
country level, and moving to intercountry, interregional and global levels. Thus, in 
building up its programmes, WHO combines the "top to bottom" and "bottom to top" 

1 "Managerial framework for optimal use of WHO's resources in direct support of 
Member States" (document DGO/83.1 Rev.l), published in document WHA38/1985/REC/l, 
Annex 3, Appendix, 

о 
Based on the Director-General‘s "Guidelines for preparing a regional programme 

budget policy" (document DGO/85.1), published in document WHA38/1985/REC/l, Annex 3. 



approaches, since global policies and principles give rise to programme activities at 
regional and national levels, and these in turn influence the global policies and 
principles. 

IV. Mechanisms for the determination of programme priorities 

17. To foster optimal use of WHO resources at the country level, mechanisms had to be 
established or strengthened to provide a forum for continuing dialogue and cooperation 
between Member States and the Organization, particularly with a view to ensuring that 
national and international health programmes are well coordinated and that priorities for 
WHO'S support are determined. Depending on the situation in each country and the level 
of resources being invested in it, these mechanisms have taken the form of permanent 
high-level joint government/WHO coordinating committees, forums for joint policy and 
executive-level coordination meeting at fixed intervals, senior-level officers in 
ministries of health having cooperation with WHO - and possibly other international 
development agencies - as their responsibility, j oint planning and evaluation groups, and 
the like. 

18. In accordance with the managerial arrangements for optimal use of WHO's resources, 
mentioned above, the essential needs for the development of the national strategy for 
health for all should be identified by the j oint government AJHO mechanism in the country, 
proceeding systematically through the global and regional strategies for health for all 
and considering the epidemiological, environmental and socioeconomic conditions and the 
state of development of the health system. National health programme support needs 
should be determined by proceeding systematically through the list of programmes in WHO'S 
General Programme of Work, and referring constantly to the regional programme budget 
policy. 

19. At regional and global levels, an important role in setting these priorities is 
played by the regional committees, the Executive Board and the Health Assembly. 
Following the study of WHO 'S structures in the light of its functions in 1977, additional 
ways of involving the regional committees more deeply in the work of the Organization 
were progressively put into practice. Various subcommittees of the regional committees 
were established or strengthened, having functions similar to those of the Programme 
Committee of the Executive Board, with particular emphasis on regional programme 
development. These committees are : 

-the Programme Sub-Committee of the African Region; 
-the Sub-Committee on Planning and Programme in the Region of the Americas； 
-the Consultative Committee for Programme Development and Management in the 
South-East Asia Region; 

-the Consultative Groups on Programme Development and Budgetary Questions in the 
European Region; 

-the Regional Consultative Committee in the Eastern Mediterranean Region; 
-the Sub-Committee on Programmes and Technical Cooperation in the Western Pacific 
Region. 

In most instances these committees have been involved, on behalf of the regional 
committees, in developing the regional programme budget policy, based on the 
Director-General‘ s guidelines, and have also been assigned the task of ensuring a more 
rational use of resources. In addition, regional programme committees, composed of 
senior staff of the regional office, review programme implementation and draw inferences 
for future activities. 

20. The regional committees and their subcommittees have traditionally reviewed in depth 
the proposed intercountry and regional activities. They have, however, rarely reviewed 
each country's plans for the use of WHO's resources. With a view to ensuring transparent 
accountability of Member States for the application of the collective policy, the 



Programme Committee of the Executive Board has suggested that in future the regional 
committees should set up an information system containing information on the progress of 
each and every country towards the attainment of health for all and the related use of 
WHO resources to this end. 

21. At the global level, the Headquarters Programme Committee, composed of senior staff, 
advises and assists the Director-General in the development and implementation of the 
Organization's programme on the basis of the policies and strategies evolved by the 
Health Assembly and the Board. A major function of this Committee is the guidance it 
provides for the formulation of the global and interregional biennial programme budget, 
following the systematic monitoring of global and interregional activities and the 
subsequent review of programme budget proposals and submission of recommendations on 
priorities to the Director-General. The biennial programme budget is reviewed by the 
Board and the Health Assembly, the main focus being on the proposed global and 
interregional activities. Recently, the Board has entrusted its Programme Committee with 
reviewing in detail the global and interregional components of each proposed programme 
budget in the same manner as the regional committees review the regional portions of the 
programme budget, and with making recommendations to the Director-General (resolution 
EB79.R9). The Programme Committee will review these components of the draft proposed 
programme budget for the financial period 1990-1991 in 1988. 

22. As regards the determination of priorities for the research components of WHO's 
programmes, the regional and global advisory committees on health research provide the 
Organization with overall guidance on the matter. In addition, a number of mechanisms 
have been established to provide specific guidance on priorities for various programmes 
that rely mainly on extrabudgetary funds, such as the Special Programme on Research, 
Development and Research Training in Human Reproduction and the Special Programme for 
Research and Training in Tropical Diseases, the Expanded Programme on Immunization, the 
Diarrhoeal Diseases Control Programme and the programme on research and development in 
the field of vaccines. These mechanisms, which are described in Appendix 3 of this 
report, function in an advisory capacity and it is the Board and the Health Assembly that 
finally endorse the Organization's research priorities. 

23. It can be seen that WHO has a very comprehensive system for determining priorities 
as appropriate to the Organization's functions at each organizational level. 

Appendix 1 

EXTRACT FROM THE EIGHTH GENERAL PROGRAMME OF WORK (COVERING THE 
PERIOD 1990-1995 INCLUSIVE) 

Determination of priorities 

148. Priority activities within the Programme will be arrived at in countries through 
continuing dialogues between governments and their WHO. These dialogues will focus on 
the careful analysis of the country's needs in support of its national health strategy. 
They will take place in conformity with the regional programme budget policy, applying 
the new managerial arrangements for optimal use of WHO'S resources as described in 
paragraph 94 above. In the course of joint go ve rnmen t /WHO reviews it will be useful to 
proceed systematically through the WHO classified list of programmes in the light of 
paragraphs 128 and 129 above. Care has to be taken to ensure the interaction among 
programmes needed for a coordinated national health system and to avoid the 

1 See also Annex 13, para ll(m) (p. 175). 



indiscriminate pursuit of activities for each and every WHO programme that are not of 
high priority for the country concerned. Priorities have to be determined with respect 
not only to programmes, but also to the various approaches under each programme, always 
keeping in mind the need to ensure that all programmes do in fact support the progressive 
development of comprehensive health systems based on primary health care. 

149. The setting of priorities among the different components of the Programme, and the 
nature and extent of WHO's involvement, will thus depend on priorities that are fixed by 
Member States themselves and are consonant with collectively agreed policy. At the 
country level, governments will normally set priorities in the light of the country's 
epidemiological, environmental and socioeconomic conditions and the state of development 
of their health system, taking into account what is practicable for them, through methods 
that are readily available and at a cost they can afford. At the regional and global 
levels an important role in setting the framework for these priorities is played by the 
regional committees, the Executive Board and the Health Assembly. At all levels 
priorities have to be set within the realistic financial confines prevailing at the time 
of implementation of the Programme. 

150. Closely linked to the question of priorities is the establishment of targets. 
Targets for WHO can only be meaningful if they are based on national targets but, at this 
stage, few countries have defined these clearly enough in connection with their 
strategies for health for all to make it possible for WHO to define global targets on the 
basis of them. The targets for each programme in the Eighth General Programme of Work 
appearing in Chapter 7 should therefore be considered as aspirational targets which the 
Organization considers that its Member States could feasibly attain by the date 
indicated. In the final analysis, such targets will only become realistic when they 
result from the synthesis of national targets defined by countries as part of their 
health strategies. The application by countries of an appropriate managerial process for 
health development will help them to arrive at feasible national targets. 

Appendix 2 

EXTRACT FROM THE EIGHTH GENERAL PROGRAMME OF WORK (COVERING THE 
PERIOD 1990-1995 INCLUSIVE) 

Programme criteria 

107. 

-Criteria for selecting programme areas for WHO involvement 

(a) the problem with which the programme area is concerned is clearly identified; 

(b) the underlying problem is of major importance in terms of public health, in view of 
its incidence, prevalence, distribution and severity; or in terms of its related 
adverse sociocultural and economic implications； 

(c) the programme is of high social relevance and responds to identified components of 
national, regional and global strategies for health for all； 

(d) there is a demonstrable potential for making progress towards solving the problem; 

(e) there is a strong rationale for WHO's involvement because the programme area is 
specifically mentioned in the Constitution, or resolutions of the regional 
committees, Executive Board, and Health Assembly; WHO'S involvement has been 
clearly indicated in national, regional and global strategies for health for all； 
WHO is in a unique position to deal with the underlying problems in view of its 



constitutional role in international health work; WHO's involvement could have a 
significant impact on the promotion of health and improvement of the quality of 
life； WHO'S involvement will promote self-sustaining programme growth at national 
level； the problem requires international collaboration for its solution; the 
programme has potential for generating intersectoral action for health development； 
or WHO'S status as a specialized agency of the United Nations system requires 
collaboration with other agencies of the system for the solution of the problem; 

(f) WHO 'S non-involvement would have serious adverse health repercussions. 

-Criteria for determining at which organizational level(s) programme activities 
should take place 

(a) country activities are indicated if: they aim at solving problems of major public 
health importance in the country concerned, particularly those of underprivileged 
and high-risk populations； they should result from a rational identification by 
countries of their priority needs through an appropriate managerial process； they 
are likely to give rise to the establishment and sustained implementation of 
countrywide health programmes； 

(b) intercountry and regional activities are indicated if: similar needs have been 
identified by a number of countries in the same region following a rational process 
of programming or a common awareness of j oint problems； the pursuit of the activity 
as a cooperative effort of a number of countries in the same region is likely to 
contribute significantly to attaining the programme objective; for reasons of 
economy the intercountry framework is useful for pooling selected national 
resources, e.g., for the provision of highly skilled technical services to 
countries； the cooperating countries, whether developing countries cooperating 
among themselves (TCDC/ECDC^"), developed countries doing so, or developed 
countries cooperating with developing countries, have requested WHO to facilitate 
such cooperation; the activity encompasses regional planning, management and 
evaluation or is required for regional coordination ； or the activity is an 
essential regional component of an interregional or global activity； 

(c) interregional and global activities are indicated if: similar requirements have 
been identified by a number of countries in different regions following a rational 
process of programming or a common awareness of j oint problems； the activity 
consists of facilitating or supporting technical cooperation among countries in 
different regions, and its pursuit is likely to contribute significantly to 
attaining the programme objectives; for reasons of economy the interregional 
framework is useful for pooling selected resources, e.g., for the provision of 
highly specialized and scarce advisory services to regions； the activity 
encompasses global planning, management and evaluation; the activity is required 
for global health coordination and for central coordination with other international 
agencies. 

-Resource criteria for programme activities 

(a) the programme activity can be satisfactorily developed and maintained by Member 
States at a cost they can afford and with human resources that are either currently 
available or could become available if appropriate training were provided; 

(b) the programme activity is likely to attract external resources from bilateral, 
multilateral or nongovernmental sources to well-defined national strategies for 
health for all, particularly in developing countries, but also as necessary to WHO 
in support of such strategies. 

1 Technical and economic cooperation among developing countries. 



Appendix 3 

EXAMPLES OF MECHANISMS IN DIFFERENT WHO PROGRAMMES 
TO PROVIDE GUIDANCE ON RESEARCH PRIORITIES 

Advisory Committees on Health Research 

The managerial responsibility for all programme-specific research rests with the 
individual technical programmes, a substantial part of their activities being 
decentralized to regional level. The advisory committees on health research (ACHRs) and 
their subcommittees, at global and regional level, provide guidance to the Organization 
on research policies, strategies and priorities. Meetings were held annually in 
the past ； the global ACHR now meets every two years, but a number of its technical 
subcommittees are active between sessions. The global ACHR is composed of 19 members. 
In addition, the chairmen of the regional ACHRs are invited to the meeting. Recently the 
global ACHR has prepared a health research strategy in support of health for all by the 
year 2000. With a view to having it discussed in scientific forums throughout the world,.-
ACHR has distributed the report to the appropriate authorities in WHO Member States, 
national research institutions, medical research councils, medical and university 
libraries, WHO collaborating centres and individual research workers. The report 
provides an analysis of the major influences on health, and a classification of diseases 
according to their origins is the basis for recommendations on future policies. Due 
emphasis is placed on the prevention of both infectious and noncommunicable diseases. 
The report also emphasizes the large contribution which will be made by biomedical 
research arid includes an assessment of its prospects based on current knowledge. 

Human reproduction research 

The Special Programme of Research, Development and Research Training in Human 
Reproduction was established in 1972 as the main instrument within WHO and the United 
Nations system for the promotion, coordination and support of internationally-based 
research and development relating to human reproduction and family planning and for 
strengthening research capability in developing countries. 

The principal advisory body to the Special Programme is its Policy and Coordination 
Advisory Committee (PCAC) which reports to the Director-General of WHO and makes 
recommendations on matters related to the policies, strategies, financing, overall 
organization, management and evaluation of the Programme. Membership of PCAC (totalling 
30) includes representatives of countries that contribute financially to the Programme, 
WHO Member States elected by their regional committees, other interested countries and 
nongovernmental agencies elected by PCAC, and the United Nations Fund for Population 
Activities, the World Bank, and the International Planned Parenthood Federation as 
permanent members. An independent external evaluation of the Programme as a whole is 
organized by PCAC on a five-yearly basis. 

The Scientific and Technical Advisory Group (STAG), which is an independent group of 
15-18 eminent scientists and administrators, is the principal advisory body of the 
Programme on scientific matters. It reports to PCAC and to the Director-General of WHO. 
At its annual meetings, STAG reviews progress made and proposes scientific and technical 
policies, strategies, plans and research priorities as well as the content and scope of 
the Programme. It carries out annually a review of the different research components and 
of the research capability-strengthening component of the Programme. In addition to the 
annual reviews, these components are evaluated in depth on a rotational basis by STAG 
through its scientific and technical review committees (STRCs). Each component is 
evaluated once every four years. 



Research is conducted mainly through task forces. The task forces are run by 
steering committees, which are multidisciplinary, multinational teams of 8-10 
scientists. The steering committees, which usually meet twice a year, recommend the 
research strategy of the task force and monitor its implementation. 

Strategies for the Programme's institution-strengthening activities are monitored 
and evaluated by its Committee on Resources for Research. This Committee, which meets 
annually, is comprised of 12-15 independent scientists； representatives from the 
regional offices and collaborating programmes also attend its meetings. 

Expanded Programme on Immunization 

The Expanded Programme on Immunization (EPI), which aims to reduce morbidity and 
mortality from diphtheria, pertussis, tetanus, measles, poliomyelitis and tuberculosis by 
providing immunization against these diseases, has its policy basis in resolution 
WHA27.57 adopted by the World Health Assembly in May 1974. The Programme is periodically 
reviewed by the Health Assembly, which endorsed a five-point action programme in 1982 
(resolution WHA35.31) and endorsed the Director-General‘s recommendations for further 
action in 1986 (resolution WHA39.30). 

The internal managerial process of the Programme is supplemented by a Global 
Advisory Group. The Group meets annually, together with the global and regional staff 
having EPI responsibilities and observers from various organizations of the United 
Nations system and donor agencies, to review the progress of the Programme compared with 
programme targets and make recommendations for the future. Since 1981, the Group has 
been involved in special reviews of regional programmes. These meetings and reviews 
provide the basis for annual progress reports and annual adjustments of the Programme. 

Tropical disease research 

The Special Programme for Research and Training in Tropical 
in 1975, in view of the urgent need for research and development 
strengthen the national capacity in most developing countries to 
the control of tropical diseases. 

The setting of policies, the review and approval of plans and budgets, and the 
Programme's financing are the responsibility of the Joint Coordinating Board (JCB), which 
includes representatives of 27 cooperating parties (governments/agencies) and the three 
со-sponsoring agencies - UNDP, the World Bank and WHO (the executing agency). JCB meets 
annually. It commissions an external review committee to review the entire Programme 
every five or six years. The last such review was undertaken during the 1986-1987 
biennium. 

Scientific and technical review, evaluation, and guidance of the entire Programme 
are provided by a group of 15-18 scientists serving in their personal capacities as the 
Scientific and Technical Advisory Committee (STAC), which meets annually and reports to 
JCB. Membership of this committee includes members of regional advisory committees on 
health research or the global advisory committee on health research. 

Research and development activities are directed by international scientists forming 
13 scientific working groups (SWGs). The steering committees of the SWGs, consisting of 
8-10 scientists each, plan, oversee and monitor the work of the SWGs. The Research 
Strengthening Group (RSG), composed of 12 individuals experienced in research management 
and training, guides and monitors activities to intensify research capability through 
institution-strengthening and training. The progress and plans of the SWGs and the RSG 
are evaluated in depth by STAC every five years. 

Diseases was established 
and for measures to 
undertake research on 



Diarrhoeal diseases 

The Diarrhoeal Diseases Control Programme (CDD) aims to reduce mortality and 
morbidity from acute diarrhoeal diseases, particularly in children under five years of 
age. It has its policy basis in resolution WHA31.44 adopted by the Thirty-first World 
Health Assembly in 1978. 

The Programme is guided by the Technical Advisory Group (TAG), which meets annually 
and reviews and evaluates, from a scientific, technical, administrative and budgetary 
standpoint, the contents and scope of the Programme. It also recommends priorities for 
implementation of the control and research components of the Programme and approves a 
budget for submission to the 25 contributors to the Programme. TAG is composed of eight 
leading scientists and eight public health administrators who serve in their personal 
capacity. 

The recommendations of TAG are considered at an annual Meeting of Interested Parties 
(MIP), which is attended by representatives of governments and agencies (including 
organizations of the United Nations system) that are contributing, or are interested in 
contributing, financial support to the Programme, as well as representatives from at 
least six developing countries. The overall management of the Programme is reviewed in 
depth at least once a year by the Management Review Committee, composed of 
representatives of the interested bodies and agencies (WHO, UNDP, UNICEF and the World 
Bank) and three national representatives nominated by MIP on a rotating (two-year) basis. 

At the global level, research is directed by three scientific working groups of 
international scientists, and is concerned with the development of new and improved 
treatment modalities and vaccines, and with measurement of the impact of specific 
interventions. At regional level, direct support is provided for problem-solving 
research related to the operational needs of individual national control programmes. 

Programme for research and development in the field of vaccines 

A new programme for vaccine development was set up during the 1983-1984 biennium 
aimed at supporting research in biotechnology (DNA recombination and cell fusion 
techniques) and immunological mechanisms, with the ultimate aim of harnessing these 
techniques for the development of new vaccines, or the improvement of existing ones, 
against tuberculosis, acute respiratory infections, dengue fever, Japanese encephalitis, 
encapsulated bacteria, hepatitis A and poliomyelitis. 

The programme is guided by the Scientific Advisory Group of Experts (SAGE), 14 
experts acting in their personal capacity. It meets annually to review progress and to 
advise on the future conduct of the programme, including the addition of new disease 
areas if there appear to be good prospects for the development of a new vaccine or the 
improvement of an existing one. SAGE makes recommendations to WHO on contracts to be 
awarded on the basis of proposals from the independent steering committees established 
for each area of the programme to plan strategies and review applications for support. 

The programme will be evaluated every five years by a committee appointed by the 
Director-General. The first such evaluation will take place in 1989. 



METHOD OF WORK OF THE HEALTH ASSEMBLY1 

Report by the Director-General 

[EB81/33 - 24 September 1987 and 
EB81/33 Corr.l - 19 January 1988] 

I• Introduction 

1. At its seventy-ninth session (January 1987) the Executive Board considered a report 
by its Programme Committee on the method of work of the Health Assembly. The subjects 
covered by the recommendations of the Programme Committee included a time limit on 
delegates' statements in the main committees of the Health Assembly, changes in the 
procedure for roll-call votes, and the date by which draft resolutions have to be 
submitted. Taken together, the proposals would involve amendments to Rules 27, 50, 52, 
55, 57 and 74 of the Rules of Procedure of the Health Assembly. 

2. The Fortieth World Health Assembly decided not to consider the draft resolution 
recommended by the Executive Board in its resolution EB79. R20, on "Method of work of the 
Health Assembly: amendments to the Rules of Procedure", thus enabling the Executive 
Board to monitor the method of work of the Health Assembly over the next three years in 
order to determine whether it would be desirable to adopt the proposed amendments to the 
Rules of Procedure of the Health Assembly. 

3. In its subsequent, eightieth, session in May 1987 the Executive Board discussed the 
implications of the measures referred to above and made a number of other suggestions for 
the rationalization of the work of the Health Assembly, all of which are reflected in the 
following paragraphs. 

II. Geographical rotation of Chairmen of main committees of the Health Assembly and 
Chairman of the Executive Board 

4. When the Fortieth World Health Assembly considered the nomination of the Chairman of 
Committee В, a debate took place regarding geographical rotation and the prerogative of 
one of the regions of the Organization to have a delegate of one of its Member States 
elected for this office. While the principle of geographical rotation of the offices of 
the President and five Vice-Presidents of the Health Assembly has been rigorously applied 
for several years and has in fact been recorded in the first report of the Committee on 
Nominations during each Health Assembly since 1978, a similar practice does not exist for 
the offices of Chairmen of Committees A and В. 

5. Nevertheless, Rule 25 of the Rules of Procedure of the World Health Assembly states : 
"The Committee on Nominations, having regard to an equitable geographical distribution 
and to experience and personal competence, shall propose (a) to the Health Assembly from 
among the delegates nominations . . . for the offices of Chairman of each of the main 
committees . . . " . The Committee on Nominations always has before it a document showing 
the distribution of offices at past Health Assemblies by country, including those of 
Chairmen of the main committees. Since the Chairmen of Committees A and В are always 
delegates from other regions than that of the President of the Health Assembly, a 

1 Report presented under agenda item 26, and amended in the light of the Board's 
discussions (see document EB81/1988/REC/2, summary records of the Board's fifth meeting, 
section 3, and fourteenth meeting, section 5). 



reasonable geographical representativity is ensured. In fact, a review of elections over 
the last twelve years shows that the chairmanships and vice-chairmanships of Committees A 
and В have been quite reasonably distributed. 

6. At the eightieth session (May 1987) of the Executive Board a member raised the 
question of geographical rotation of the chairmanship of the Executive Board, where the 
situation is somewhat different from that pertaining to the main committees of the Health 
Assembly. In keeping with the constitutional practice that members of the Board act in 
an exclusively individual capacity, the Chairman is elected on the basis of personal 
merit only. In the light of this practice, a formal requirement of geographical rotation 
of the chairmanship could be regarded as unconstitutional, especially as it could 
severely limit the freedom of the Board to "elect its Chairman from among its members" in 
accordance with Article 27 of the Constitution. It would force the Board to choose its 
Chairman from seven members at most and sometimes from only three members, depending upon 
the region concerned. However, although the principle of rotation has not applied to the 
chairmanship of the Executive Board, practice over the last several years shows that a 
reasonable rotation has nevertheless occurred. 

7. The Director-General would not recommend any changes to existing procedures or 
practices in this area, but believes that the relevant Rules of Procedure should continue 
to be applied in the same manner as hitherto. 

Ill• Monitoring of method of work of the Health Assembly 

8. Following the decision by the Fortieth World Health Assembly riot to consider the 
recommendations of the Board contained in resolution EB79.R20, the Secretariat will 
gather information for the Executive Board in order to enable it to monitor the method of 
work of the Health Assembly over the next three years, in accordance with decision No. 10 
of the Fortieth World Health Assembly. Such monitoring should be aimed at the efficient 
running of the Assembly and will cover, in particular, such aspects as the timing of 
delegates' interventions in the committees, recording of the dates on which draft 
resolutions were submitted by delegations, and the use of roll-call votes. 

9. The information gathered will be available to the Executive Board and any particular 
problems noted by the Secretariat will be brought to the Board's attention. 

IV. Documents and reports of the Director-General 

10. The observation was made by members of the Board that there was a tendency for the 
length of documents to increase with successive Health Assemblies, and that efforts 
should be made to reduce the volume of documentation and to improve its quality. 

11. A review of documentation for past World Health Assemblies reveals that there has 
actually been a downward trend in total pre-session documentation for the four years 
1982-1985 as follows : 1982 = 1400 pages； 1983 = 630 pages； 1984 = 400 pages; and 
1985 = 350 pages.1 

12. Over these same four years the length of documents also decreased in terms of 
average number of pages per document: 1982 = 39 pages； 1983 = 15 pages； 
1984 = 14 pages； and 1985 = 13 pages. 

13. For the last two Health Assemblies, in 1986 and 1987, the above trends have not been 
sustained, and the length of documents has again shown signs of increasing, reaching an 
average of 27 pages per document during the last Health Assembly. The corresponding 
total documentation volume of 535 pages for 1987 was nevertheless still significantly 
lower than the volumes reported for 1982 and 1983. 

1 English version only - excluding programme budget proposals. 



14. Since 1983 an informal limit of 30 pages per document has been maintained by the 
Secretariat, and this has generally been adhered to, with, however, some exceptions. As 
a comparison, the United Nations has since 1982 enforced a strict upper limit of 24 pages 
on all its documents for the governing bodies. Due to different page sizes and formats, 
the corresponding norm for WHO would be 16 pages. It should be recognized, however, that 
even if a more restrictive and formal limit were to be applied, there are certain 
documents which cannot be kept within such norms, at least not without resorting to an 
extensive use of voluminous annexes, as has indeed become a common practice. Documents 
like the proposed programme budget and the general programme of work covering a specific 
period are examples which by necessity would have to be regarded as exceptions to any 
such formal limit. 

15. Members of the Board pointed out that the quality of documentation was not only 
related to length and volume, but equally to whether these were drafted in such a way as 
to incite delegates to the Health Assembly to discuss the issues presented from the point 
of view of WHO's programme. The brief summary provided in the box on the front page of 
the documents for the Executive Board and the Health Assembly was introduced some years 
ago precisely for this purpose as well as to highlight the various issues covered in 
documents. The Director-General agrees that further efforts should be made in this area, 
and Secretariat staff responsible for drafting documents to the Board and the Health 
Assembly will be instructed to this effect. At the same time, the Director-General 
proposes that references to this matter should be included in the briefing notes for the 
Chairmen of Committees A and B, who could thus assist delegates in focusing more sharply 
on the various issues presented in the documents. 

16. Members of the Board also commented on the timing of despatches of documents for the 
Board and the Health Assembly, and the short time left to delegations properly to 
acquaint themselves with the issues at hand. It must be recognized in this context that 
the late receipt of documents is also often due to delays in the postal services and in 
the routing of documents within ministries or other organizations, and thus beyond the 
control of the Secretariat. Furthermore, in the case of the proposed programme budget, 
there are certain unavoidable factors - e.g. scheduling of meetings of regional 
committees in September and October, consolidation of regional with global and 
interregional programme proposals, translation and editing of manuscripts, and printing -
which determine the date of despatch to members of the Executive Board at the earliest on 
1 December. 

17. The Secretariat will continue to take all practical measures to deal with the 
situation within the limits of existing constraints. An opportunity, which is already 
being used in some cases and which will be further expanded, is the despatch of WHO 
documents through the diplomatic pouches of the permanent missions of Member States in 
Geneva. A further measure which will be taken is to check regularly with members of the 
Board and delegations to the Health Assembly that the addresses on file in the 
Secretariat are indeed the correct ones, in order to avoid any unnecessary and further 
delays at the receiving end. 

18. In view of the unavoidable sizes of the programme budget document and the report of 
the Executive Board to the Health Assembly, it was suggested by members of the Board that 
guidelines should be provided in odd-numbered years on how these two important documents 
were structured, in order to assist the delegates in focusing on the right issues in the 
course of the Health Assembly's proceedings. The Secretariat will prepare such guidance 
material, to be included in the "Guide for Delegates to the World Health Assembly" as 
from 1989. 

V• Information meetings 

19. During the eightieth session (May 1987) of the Executive Board, a proposal was made 
to the effect that the initiative taken at the Fortieth World Health Assembly in May 
1987, during which two informal meetings on AIDS and on oral health had been held, should 



be extended to future Health Assemblies. While the occasion will no doubt arise again 
for the Secretariat to inform the Health Assembly on important developments within a 
programme area or planned new activity, the Director-General believes that such 
initiatives should be kept on an ad hoc basis and not be institutionalized. If the Board 
feels that there are subjects of particular importance which it would want to draw to the 
Health Assembly's attention in accordance with its functions as set out in Article 28 of 
the Constitution, sufficient flexibility in the schedule of work of the Health Assembly 
should be maintained to permit this. In both cases, however, it is the 
Director-General's opinion that the number of such informal meetings should be strictly 
limited in order to avoid "parallel" Health Assemblies and in order not to unduly 
interfere with the already heavy agenda of the Assembly. 

VI• Scheduling of work and committee proceedings 

20. A suggestion was made by a member of the Board that better use should be made of the 
first day of the Health Assembly by beginning the debate on the reports of the Executive 
Board and of the Director-General on the opening day of the session. The question of the 
timing of the opening of the Health Assembly has been the subject of previous studies by 
the Executive Board and was most recently discussed during its seventy-first session in 
January 1983. On the recommendation of the Executive Board the Thirty-sixth World Health 
Assembly in May 1983 adopted resolution WHA36.16, operative paragraph 1(2) of which 
reads : "as from 1984 the opening meeting of the Health Assembly shall be held at 12 noon 
on a Monday, . . .11. 

21. Several earlier studies on this matter have revealed the following practical 
constraints to having the formal opening of the Health Assembly earlier than at 12 noon: 
(a) time required for the registration of delegations； (b) travel arrangements of 
delegates, many of whom prefer to arrive in Geneva on Monday morning rather than during 
the preceding weekend； (с) regional and other group meetings of delegations, which 
traditionally take place on the Monday morning； (d) the meeting of the Executive Board's 
Committee to Consider Certain Financial Matters prior to the Health Assembly; and (e) 
cost implications of having to recruit and brief a number of temporary staff as from the 
preceding Friday rather than from Monday morning. 

22. Recalling that it has often become necessary to transfer agenda items from 
Committee A to Committee В of the Health Assembly, some members of the Board commented 
that the distribution of work between these two committees appeared to require further 
attention. The tentative allocation of items between Committees A and В in the draft 
provisional agenda of the Health Assembly submitted by the Director-General for the 
Board's consideration at the January session each year reflects the terms of reference of 
each committee as set out in Rule 34 of the Rules of Procedure of the Health Assembly and 
in the relevant resolutions, particularly resolution WHA31.1. The need for transferring 
one or more items of the agenda from one main committee to another could therefore 
normally be determined only in the course of the session. This is a matter to which the 
General Committee has always paid particular attention when hearing the almost daily 
reports of the Chairmen of Committees A and В on the progress of work of their 
committees. Following appropriate consultations as to which items should be considered 
for transfer, such decisions are taken in accordance with Rule 33(d) of the Rules of 
Procedure. The earlier studies of this question by the Executive Board all concluded 
that the current procedure appeared to have worked well； the Director-General would 
therefore suggest that the established rules and practices in this respect should be 
applied as heretofore. 

23. A further suggestion by a member of the Board was that the Chairman of Committee A 
should remind delegates that an account of achievements in their own countries was 
irrelevant and that what had already been said by previous speakers need not be 
repeated. It may be recalled in this context that the Thirtieth World Health Assembly in 
1977 decided in resolution WHA30.50 that "Chairmen of the main committees of the Health 
Assembly should be requested to bear in mind the need to guide the proceedings of their 



respective committees in such a way as to prevent the discussion on a particular agenda 
item straying from the substance of the matter under consideration, as provided for in 
the Rules of Procedure". 

24. The Secretariat will further improve the briefing material for the Chairmen of the 
main committees of the Health Assembly in order to clarify their functions and authority, 
with particular reference to the Rules of Procedure. 

VII• Other matters 

25. A member of the Board raised the question of establishing a third main committee, in 
which Member States might make reports on their activities. This matter has also 
previously been discussed by the Executive Board, most recently at its seventy-ninth 
session in January 1987. At that time it was concluded that a third committee would not 
be advisable, since it would not only entail logistic problems for both the Secretariat 
and small delegations which would have to divide their attendance between three 
committees and the plenary, but would also lead to significant cost increases for the 
Organization in the form of rental charges and additional use of interpreters and other 
temporary staff. Furthermore, it was believed that a third committee would in all 
probability serve to encourage and institutionalize the politicization of the Assembly's 
work. 

26. The question was also raised whether time could not be saved if delegates 
participating in the debate in plenary meetings on the reports of the Executive Board and 
of the Director-General were to speak from their seats rather than from the rostrum. For 
several years in the past this was indeed the practice, but due to a number of recurring 
requests by delegates the matter was discussed by the Executive Board at its sixty-first 
session in January 1978. As a result, the Thirty-first World Health Assembly in May 1978 
decided by resolution WHA31.9 (operative paragraph 1(4)) that delegates should speak from 
the rostrum rather than from their seats, "through arrangements which ensure efficient 
use of time". It should be noted in this connection that the present arrangement whereby 
delegates are seated on the rostrum to await their turn to speak ensures that no time is 
lost between the moment a delegate is invited to speak and the beginning of his address. 

27. A member of the Board suggested that, in order to improve the debate in the Health 
Assembly, guidance should be provided by the Board to the delegates. This matter is in 
fact already being dealt with, since for the last several years the Executive Board, on 
reviewing the provisional agenda for the next Health Assembly during its January meeting, 
has indicated the issues it would wish to see highlighted in the debate. In his 
subsequent letter of convocation to Member States, the Director-General invites the 
delegations to focus on these issues in their statements in the plenary meetings at the 
forthcoming Health Assembly. 

28. With regard to the role of the Executive Board as an advisory body to the Health 
Assembly, provided in Article 28(d) and (e) of the Constitution, it was also suggested 
that draft resolutions on controversial subjects should first be considered by the Board 
at its January session before being submitted to the Health Assembly in May. At its 
seventy-ninth session in January 1987 the Board considered a report on method of work of 
the Health Assembly, by its Programme Committee which 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". The role of the Executive Board in this domain is 
also referred to in resolution WHA32.36, operative paragraph 1(3) of which refers to the 
support to be provided by Executive Board representatives to sponsors of draft 

1 Document EB79/1987/REC/1, Part I, Annex 9, para. 16. 



resolutions. On several occasions at recent Health Assemblies the Director-General has 
drawn the attention of delegations to the desirability of prior review by the Board of 
resolutions and issues brought forward in the Assembly. Although this has not always 
resulted in meeting what would appear to be the wish of the Health Assembly, he will 
continue his best efforts in this respect. 

VIII. Conclusion 

29. In the light of the information presented in this report, the Board may wish to take 
note of the current situation regarding the method of work of the Health Assembly and to 
consider the various initiatives and measures which the Director-General proposes to take 
to improve the present procedures and practices. 
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