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SIXTH MEETING 

Wednesday. 17 January 1990. at 14h30 

Chairman: Dr S. ТАРА 

1. 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 (REPORTS BY THE PROGRAMME COMMITTEE AND THE 
DIRECTOR-GENERAL): Item 13 of the Agenda (documents EB85/16 and EB85/17) 
(continued) 

Mr SRINAVASAN commended the Director-General on his report (EB85/17)； the revisions 
of the global indicators proposed in paragraph 17 were in general on the right lines, 
although as time passed further improvements could no doubt be made. Both the original 
and the revised indicators rightly attached great importance to sustaining an interest in 
and commitment to health for all at the highest political level. One way of doing so 
would be to ascertain periodically whether the planning and managerial processes of 
individual countries were reasonably in line with those required to attain that goal. To 
that end, he endorsed the recommendation at the conclusion of paragraph 13 that countries 
should develop additional indicators of their own, appropriate for their own health 
situations. Such indicators should help people to grasp what changes were called for in 
order to achieve progress in health. 

With regard to indicator No. 6, he agreed with Sir Donald Acheson that assistance 
provided for health-related activities should also be taken into account in computing the 
amount of aid received or given for health. Such aid should be scrutinized to see 
whether it generated employment or income for the population, particularly in the case of 
the disadvantaged who were in need of health care. In many cases, access to health care 
facilities was conditional upon steady employment. 

It was important, as Dr Cabrai had pointed out, to have an indicator to show the 
changes occurring in underprivileged urban populations. Many countries had a large urban 
population, most of it underprivileged； unless that population was considered 
separately, important changes might go unnoticed. Provision for such separate indicators 
might perhaps be made through a specific reference to large urban connurbations as one of 
the possible subgroups included in the various indicators. 

Improved collection and processing of information necessarily involved expenditure； 
if the cost of greater accuracy was unacceptably high, such efforts should perhaps be 
postponed for the time being. Perhaps when the indicators themselves had been finalized, 
an exercise might be carried out in each country, through the regional offices, to see to 
what extent they could be determined from existing information flows. A particular 
concern was that some of the suggested indicators called for an input of data that might 
not be available in the absence of suitable infrastructure. In India, for example, 
health-for-all planning called for indicators related to family planning; however, 
although quantitative indicators on coverage of the population in that domain, in terms 
of information, supplies and services, did exist, qualitative data on official and 
private attitudes and practices was far less accessible. It was thus important that the 
data sought in that area should remain basically quantitative； the definition of family 
planning and the kind of quantitative information it should cover should - he believed -
be left to individual countries in order to ensure that the information provided by the 
indicators concerned was such that it could easily be collected. 

In most who Member countries, primary health care was taken to mean rural, 
non-urban, peripheral health care. The most important factor in achieving health for all 
was the degree of success achieved in delivering resources to that level whether through 
decentralization, administrative action, political mobilization or other measures. It 
followed that strong emphasis should be given to those aspects of the global indicators 
indicating the degree of proximity between resources and people, especially in rural 
areas. If the means of determining how far resources had been pushed down to the 
peripheral level could be worked out for individual countries with the assistance of the 
secretariat, that would provide a qualitative measure of tine rate of appropach to health 
for all. 



Professor MEDINA SANDINO noted general awareness of the need for information in 
order to determine where to go and how to get there. However, rather than merely 
pointing to trends, indicators to follow-up activities, assess nearness to goals and 
progress towards health for all should be instrumental in channelling efforts towards 
specific objectives. That aspect was somewhat lacking in the measures proposed. Apart 
from the fact that it was easier for countries to define specific goals, the latter were 
necessary because greater impact was achieved by chanelling resources in consequence. 
Conditions had changed since the Alma-Ata Declaration; evaluation was now called for to 
enable countries to specify practical targets for achievement by the year 2000. Such 
goals should primarily be defined by the countries themselves, the role of the 
Organization being to promote their attainment, assist in the relevant decision-making 
and help countries to reach the objectives they had assigned themselves. It was 
important that realistic goals be set in areas where the necessary resources could be 
guaranteed, because it was clear that a real improvement in health would result. 

When change was being initiated, success depended on impetus at the grassroots 
level. Where information systems were concerned, it was the capability of countries 
themselves to gather and process data and make timely use of it for decision-making and 
action that needed to be fostered. For optimum results, efforts should be concentrated 
in the areas where health-promoting initiatives were most urgently called for. In 
addition, in order for health-for-all strategies to become a reality, countries needed 
help in strengthening information collection in specifically defined areas； to seek data 
for vague and over-generalized indicators would be non-productive. In sum, specific 
answers to specific questions in order to set specific achievable goals were what was 
needed. 

Another purpose of gathering information was to provide a basis for deciding how to 
share out resources. That should be the aim of the periodic evaluation to be conducted 
throughout the coming decade : otherwise the efforts to achieve health for all would be 
in vain. It was to be hoped that the Board, the Secretariat and the regional committees 
would bear those considerations in mind during the coming year. 

Dr LIЕВESWAR warmly welcomed the decision to use additional sub-indicators such as 
maternal and child mortality as a further step towards ensuring that the indicators gave 
a more realistic reflection of the health situation in a country. It was important when 
considering what information to seek, to start from the standpoint of the questions a 
stranger to a country might need to ask in order to inform himself of the health 
situation there. 

Dr REILLY said he foresaw problems in determining the percentage of women of 
child-bearing age in union using family planning. He also shared the doubts expressed by 
other speakers over the use of the term "in union". Perhaps a more appropriate indicator 
of the incidence of family planning would be the fertility rate, which could be obtained 
from census data in the same way as indicators 8, 9 and 10. Such an indicator would also 
meet Sir Donald Acheson's concern with the issue of future population growth. 

Professor HASSAN remarked that the purpose of evaluation was to measure the progress 
achieved by WHO programmes implemented during the past decade. The slogan "Health for 
All by the Year 2000" perhaps instilled a false sense of security and optimism. Sight 
should not be lost during the evaluation process of diseases self-induced by society, or 
of the fact that some of the diseases prevalent in various countries had yet to be 
covered by health programmes. Those factors, including the appearance of new and 
terrible scourges such as AIDS, might force postponement of the achievement of health for 
all beyond the end of the decade. In addition, the precision of the indicators was not 
always all that it might be; and the data on which they were based were not always 
entirely reliable. That was particularly true when countries used such statistics for 
propaganda or political purposes. Even in cases where data were accurate, the political 
instability in some countries meant that such information was not always available on a 
regular basis. 



Dr BERNARD (International Epidemiological Association - IEA), speaking at the 
invitation of the CHAIRMAN, said that as an affiliated nongovernmental organization, the 
IEA had a keen interest in contributing, together with the World Health Organization, 
towards attaining health for all. Epidemiology was an essential tool in that effort； 
the best use of epidemiology in attaining health for all was made in three ways : when 
staff was appropriately trained - and that referred not only to epidemiologists 
themselves but also to those in general public health functions needing training in how 
to integrate epidemiology in their daily work; when epidemiological methods were 
available that were appropriate for application in the worldwide health-for-all effort -
some of those methods had yet to be developed or adapted, and required critical testing 
under field conditions, which would vary from region to region; and, finally, when 
appropriate data were being collected and made available for the analysis best adapted to 
whatever needs might arise in any given situation. 

Since the adoption of resolution WHA41.27 on the role of epidemiology in attaining 
health for all, WHO had not been alone in preparing to meet that challenge； the IEA had, 
in parallel, extended its activities. In particular, it had established, and was still 
expanding, a worldwide network of epidemiologists, both in universities and in health 
agencies, to be put to use in the context addressed by resolution WHA41.27. That network 
included close and friendly ties to national and other international associations of 
epidemiologists and public health specialists. What the IEA could offer was access to a 
widely spread reserve of skilled and interested manpower. It hoped to be able to do so 
in close partnership with the World Health Organization and through it with other 
international bodies as well as with Member States. Developments in recent months 
promised rapid progress in that respect. 

Dr MACEDO (Regional Director for the Americas) said Dr Cabrai‘s question greatly 
resembled a challenge, and he would take it in that spirit, combining his response with 
comments on matters raised by Sir Donald Acheson, Mr Srinivasan, Professor Medina and 
Dr Bernard. 

One of the most significant changes in recent years in the Region of the Americas in 
the basic elements determining health status and the provision of health services to 
populations was in the demographic sphere. The Region had been extraordinarily 
successful in reducing the prevailing birthrates, so that even though a radical drop in 
mortality rates had also been observed, the population's growth rate had greatly been 
reduced. Indeed, population growth projections made some time ago had proven to be 
highly exaggerated. 

Still, the population of Latin America and the Caribbean was expected, before the 
end of the year 2000, to grow by an additional 120 million people, all of whom would be 
living in the cities and swelling the existing populations of urban areas. The size of 
the rural populations that still existed would decline in real, not only in relative 
terms, as had been the case for the past two decades. By the end of the year 2000, 76% 
of the population of the Region was expected to be living in cities. 

That spatial redistribution of the population would be magnified by cultural 
urbanization in such a way that nearly the totality of the population would exhibit 
tendencies regarding demand - for health services, inter alia - identical with what in 
the past had been viewed as urban patterns of behaviour. 

The pattern of urbanization in the Region of the Americas was largely characterized 
by the growth of major cities - real megalopolises - to an extent that bordered on the 
absurd. By the end of the century, urban centres like Mexico City would have 
approximately 30 million inhabitants, with all the concomitant pressures and constraints 
in the provision of services - not only of health, but in infrastructure, and so on. 
Over 40% of the entire urban population would live in cities of 5 million inhabitants or 
more. 

Such cities did not grow - they became malignant growths. The result of that 
inordinate expansion, together with the limited progress of development activities, 
especially economic development, was a population explosion on their periphery. The 
phenomenon only exacerbated existing inequalities, and that must be taken duly into 
account in the proposed evaluation arid in the regular administration of services 
provided. 

Averages were no longer of any use : it was necessary to monitor health indicators 
in specific groups. Yet the Region's health information systems had not been designed to 



take account of such realities, and many setbacks had been suffered in the handling of 
the subject. Initially, attempts had been made to improve basic data collection, 
especially vital statistics, on birth and mortality, and to carry out special studies on 
mortality in specific population groups, such as children. But those efforts had been 
unsuccessful or insufficient. An attempt had then been made to draw up integrated 
information models, but the existing capacity for data processing and analysis and the 
real needs for utilization had not been taken properly into account. Over a decade had 
been wasted on that fruitless effort. An immense amount of documentation had been 
generated, meetings and courses had proliferated, and at the end of the day there was 
very little to show for it. 

The approach that was to be followed now centered on three fundamental strategies. 
First, to try to increase the awareness of the need for information that could be used 
effectively: for decision-making, management, planning, etc. Second, with that 
information as a base, to develop analytical capacities and then to create a chain of 
inputs running from utilization to data collection, to its generation, transmission and 
processing. Third, in the context of decentralization efforts and the development of 
local health systems, where most data must be generated, the improvement of the 
information system was to be a crucial priority, including the needs for local 
management. Those approaches were seen as complementary. 

Epidemiology was arguably the most appropriate discipline to make a contribution to 
such ends. But immediate answers were also needed, and he thus returned to the question 
put by Dr Cabrai. The intention was, first of all, to use the evaluation exercise as a 
major tool to transform the strategy into a permanent fixture, while assisting 
governments in carrying out the changes mentioned by Professor Medina. Until a system 
capable of generating the necessary information was put in place, however, it would be 
necessary to work, in solving the health problems of the marginalized populations in the 
cities, and other groups. Existing information would be supplemented with the results of 
specific studies in regard to those groups, the aim being to adapt and expand the results 
to the scale of populations. 

Dr JARDEL (Assistant Director-General), responding to Sir Donald Acheson's question 
on progress in the implementation of resolution WHA41.27, said that in November 1988 a 
group of experts had been brought together to make recommendations on the strengthening 
of basic epidemiological capabilities at country level and on research and training. A 
report on the subject had been submitted to the Executive Board in January 1989, and the 
Board had called for increased technical cooperation with Member States. 

In February 1989, an interregional consultation had been held on the use of 
information in the management of health systems. It had proposed a plan of action for an 
international initiative designed to enhance epidemiological capacity in Member States. 
The subject had also been discussed at the Forty-second World Health Assembly. 

A decision had since been taken to hand responsibility in the matter over to the 
Division of Epidemiological Surveillance and Health Situation and Trend Assessment, which 
had been restructured for the purpose. There were a number of epidemiologists in 
different technical programmes in WHO, but the Division had a particularly important role 
to play in promoting and coordinating common activities. 

Numerous activities had been carried out by WHO at the international level and by 
the regional offices, but the main initiative, involving the combining of efforts to 
assist developing countries in expanding their epidemiological capacities, had been slow 
to get under way. Extrabudgetary resources had had to be sought. The problem had been 
discussed with representatives of the International Epidemiological Association (IEA), 
the Association of French Language Epidemiologists, the Centers for Disease Control 
(CDC), the World Bank, and the London School of Hygiene and Tropical Medicine. A project 
had been worked out with the CDC, and he had reason to believe that an agreement for 
coordinated action by a number of organizations to back up the work of the Regional 
Offices would soon be reached. 

Some of the main activities - creating ari inventory of epidemiological training 
programmes and of educational materials and analysing epidemiological training needs, for 
example - were already in progress, and the IEA was cooperating in those efforts. As 



regarded country support, attempts were being made to redirect the activities already 
being carried out and to put the final touches on the joint initiative which, it was 
hoped, would be launched in 1990 with support from organizations willing to contribute. 
he believed the Board would see real progress in that area by the time it met in 1991. 

Finally, WHO was active in promoting epidemiology in, and support of health for all 
at every possible opportunity in international forums. 

In connection with the report in document EB85/17, he observed that the twelve 
global indicators were an integral part of the international strategy adopted at the 
Thirty-fourth World Health Assembly. They were not the sole tools that were used for 
evaluation, however: a number of questions and non-quantitative criteria were added to 
the indicators in the evaluation process. 

The twelve indicators were not to be modified radically - the proposal was to adjust 
their formulation on the basis of experience gained over the past three monitoring and 
evaluation exercises, to enable them better to gauge change and equity. He could respond 
in the affirmative to Dr Cabrai‘s question on that point. 

Evaluation of health-for-all strategies was primarily a national activity, not just 
an exercise carried out by WHO. The reports on progress made and the evaluation 
submitted to the Assembly in May 1989 clearly showed the advances made by countries, even 
when using imperfect indicators. But, as Mr Srinivasan had pointed out, countries must 
evaluate their progress themselves using more advanced indicators, especially for their 
specific health problems or those of at-risk groups. Global indicators thus were to be 
taken only as a flexible structure for adaptation at national or regional level, where 
additional indicators were also called for. In most regions, in fact, such indicators 
had been developed. 

He agreed with Professor Medina on the need for specific goals at national and 
possibly regional level in order for the evaluation process to be meaningful but that was 
the very purpose behind the formulation of national health for all strategies. 

The Secretariat would take due account of the comments made by Board members in its 
efforts to improve the definitions and the formulation of the indicators, but in the 
final analysis Member States would have to interpret the indicators as they saw fit. 
Sometimes information under a given indicator was unavailable or cost too much to obtain 
in certain countries, but that was not sufficient reason to abandon that indicator. The 
progress countries could make in their capacity to gather, analyse and use data was 
itself a useful indicator of their desire to achieve health for all, and WHO should give 
them all possible support in those efforts. 

Professor Ransome-Kuti could rest assured that although the levels originally 
included in the formulation of global indicators had not been carried over into the new 
formulation, they would be referred to in the analysis at regional and national level of 
results obtained by countries. 

Finally, he stressed that radical change was not being proposed: only a few 
improvements, which the incisive comments of Board members would render even more 
appropriate. 

Dr HAPSARA (Division of Epidemiological Surveillance and Health Situation and Trend 
Assessment) thanked Board members for their encouraging and constructive comments 
regarding improvement of the indicators for the second evaluation of the Strategy. The 
Secretariat had carefully considered the nature of the indicators, which should be 
relevant, objective, sensitive and specific. But, as many members had pointed out, what 
was most important was feasibility, and that would be further improved and checked in 
field tests in various countries in all regions early in 1990. 

In document EB85/17, the emphasis had been on indicator use, but there would be 
other tools, including criteria, i.e. standards by which actions were measured and 
questions pertinent to the actions evaluated. 

As had been stated on many occasions in the Executive Board and at the Health 
Assembly, the purpose of the evaluation was to improve health programmes and the health 
infrastructure for delivering them and to guide the allocation of resources in current 
and future programmes. 



Several members had commented on the need for careful definitions in the wording of 
indicators, and those comments would be taken into account in improving the guidelines or 
common framework for the second evaluation. 

Improvement of indicators, as some members had pointed out, was an ongoing process 
and the strengthening of epidemiological and statistical capability in Member States was 
very important in that context. The original purpose of indicator No. 6, to which 
Sir Donald Acheson had referred, had been to measure the transfer of resources for health 
from donors to needy countries, but it had yielded no clear and quantitative response. A 
new formulation had therefore been suggested which, it was hoped, would furnish more 
specific and quantitative information. In the guidelines, the Secretariat would ensure 
that all types of aid which impinged on health would be included. 

Concerning indicators on malaria, AIDS, life-styles and others, he reminded members 
that the global indicator list must be kept short. Many countries could not produce 
reliable information on those problems, but some regions had already adopted specific 
indicators on them. 

Professor Kallings had mentioned the problem of disability; it had already been 
introduced in the draft common framework under the sections on morbidity and mortality, 
and some regions had already developed those indicators. 

In response to Dr Borgoño‘s and other members' comments on the word "union" in 
indicator No. 7, the Secretariat would suggest it be deleted. An effort would be made to 
provide clear instructions in the guidelines. 

Some indicators on nutritional status were indeed difficult to obtain, but WHO was 
encouraging Member States to develop their capacity to acquire them for further analysis. 

It was hoped that it would be possible to synchronize the timing of the evaluation 
process among headquarters, regions and countries in future. 

He thanked Dr Cabrai for emphasizing the importance of trends over time : the 
Secretariat was beginning to look into future health trend assessments and had already 
identified some of the main principles and variables for future trend assessment. 
Dr Reilly had also mentioned the important aspects of demography for trend assessment - a 
matter on which the Secretariat was in full agreement. 

All comments were very important for further improvement of the indicators and 
implementation of the second evaluation of the Strategy, as well as the strengthening of 
epidemiological capacity, monitoring, evaluation and future trend assessment in 
countries, regions and headquarters. 

Dr SANTOS, following up on the comments by Secretariat members, said the important 
steps taken and foreseen to improve the use of epidemiology as one of the tools in the 
evaluation of the global strategy were consequences of decisions taken by the Health 
Assembly and the Board. In view of the complexity of the subject, the prolonged 
maturation period of the endeavour, and the important steps still to be taken and 
described by Dr Jardel, it might be useful for the Board to adopt, at its current 
session, an additional resolution or recommendation on the subject. 

Dr RODRIGUEZ CABRAL asked whether some indication could be given of the kind of 
subgroups which might be used, whether they would be proposed by WHO or whether 
individual national health systems would be left to determine what best suited their 
needs. 

The DIRECTOR-GENERAL said that as the title of the agenda item indicated, the Global 
Strategy for Health for All had been adopted by the Health Assembly in 1981, on the basis 
of which regional and national strategies had been worked out. Plans of action had been 
formulated and programmes were implemented on the basis of the national strategies. The 
twelve existing indicators had been found not to be entirely satisfactory as the basic 
indicators for monitoring and evaluation of those strategies. With the health situation 
changing rapidly in many regions, successful programme implementation required the 
identification of priorities and optimum resource allocation, both human and financial. 
In other words, there had to be an action-oriented planning process, based on priorities 
in programme budget implementation. For the monitoring and evaluation of implementation 
of the Global Strategy For Health for All, more detailed information was required on the 



implementation of national and regional strategies. To add to that monitoring and 
evaluation process, an office of programme development and monitoring had been 
established and was setting up a system for a more comprehensive measuring of the 
implementation rate of WHO's global, regional and country programmes of cooperation, in 
terms of both budget and programme. The results would indicate the efficiency and 
possibly the effectiveness of WHO's cooperative programmes and provide information 
necessary for a redetermination of priorities at national, regional and global levels, 
based on health-for-all strategies. 

Dr JARDEL (Assistant Director-General) said that the breaking down of indicators was 
essential if progress was to be measured accurately. Some subgroups were quite obvious, 
such as the male and female subgroup, but beyond that problems arose which were peculiar 
to each country. Geographical distinctions, for example, had their own problems : the 
urban-rural definition seemed simple enough on the surface but was not so simple where 
certain countries were concerned. Some countries liked to differentiate between the 
capital and the rest of the country. Distinction according to age was clear. Some 
countries, for their health services, made subdivisions for distances in relation to 
accessibility. It was difficult, therefore, in formulating global indicators, to make 
specific proposals on subgroups. However, in the instructions accompanying the 
evaluation material examples and suggestions would be given of the sort of subgroups 
which might be used or were recommended. The intention was not to establish precise 
global statistics cm the basis of 166 national reports. The important thing was to see 
how the situation was developing in each country according to its own indicators and to 
make a more qualitative analysis of that general development on a world wide basis. 

The CHAIRMAN, referring to the suggestion by Professor Santos, said that if the 
Board agreed, the task of drafting a resolution in connection with document EB85/17 could 
be left to the Secretariat in collaboration with Professor Santos, for submission to a 
later meeting of the Board. 

Professor BORGOÑO fully endorsed the suggestion by Professor Santos : the draft 
resolution should take account of the opinions expressed in the course of the discussion. 

It was so agreed. 

2. METHOD OF WORK AND SCHEDULING OF THE HEALTH ASSEMBLY (REPORTS BY THE PROGRAMME 
COMMITTEE AND THE DIRECTOR-GENERAL): Item 20 of the Agenda (Documents EB85/24, 
EB85/25 and EB85/26) � 

Professor KALLINGS, introducing document EB85/24, said that the Programme Committee 
had examined a report by the Director-General reviewing a number of issues concerning the 
method of work of the Health Assembly which had been raised by Members of the Executive 
Board at its eighty-fourth session. That review was annexed to the Programme Committee's 
report on the subject contained in document EB85/24. 

The Programme Committee had recalled that in accordance with decision WHA40(10) 
adopted in 1987, the Board was in the process of monitoring the method of work of the 
Health Assembly over a period of three years, and that a full report on its findings was 
to be submitted to its eighty-seventh session in January 1991 and subsequently to the 
Forty-fourth World Health Assembly. 

The Committee had taken note of the information provided by the Director-General in 
sections I and II of his report, including comments on the length of interventions by 
delegates and the Secretariat; its observations and recommendations on that issue were 
reflected in paragraph 3 of its report. 

With regard to the question of imposing a deadline for the circulation of draft 
resolutions, dealt with in section III of the Director-General‘s report, the Committee 
had felt that since that matter was part of the monitoring exercise, it should be taken 



up by the Board when the report on the results of the three-year monitoring became 
available. 

The Programme Committee had endorsed the proposal by the Director-General in 
section IV of his report to make greater use of subcommittees and drafting groups in 
preparing acceptable draft resolutions. 

On the issue of the scheduling of work between main committees, presented in 
section VI of the Director-General‘s report, the Programme Committee had favoured the 
present system whereby Committees A and В concentrated their work during the second week 
of the Health Assembly. However, it had welcomed the Director-General‘s intention to 
propose changes in the order in which programmes were reviewed during discussions of the 
programme budget, so that important disease prevention and control programmes could be 
considered earlier. The Programme Committee had also urged that efforts to limit 
Committee A's agenda to programme budget matters only, in the budget review years, should 
continue. 

On the subject of Technical Discussions, covered in section VII of the 
Director-General's report, the Programme Committee had shared the concern expressed at 
the eighty-fourth session of the Board that to save time they should be held in 
even-numbered years only (in nori-programme budget years), when there was no programme 
budget to discuss. 

The recommendations and observations of the Programme Committee on other issues 
covered in the Director-General‘s report, such as information and guidance for delegates, 
were contained in paragraphs 9-11 of the report. 

Professor BORGOÑO observed that the subject had been discussed for a long time and 
that some points in the report were familiar. However, a number of problems needed to be 
highlighted with a view to achieving some solution by 1991 or earlier. Generally 
speaking, while it was true that some statements were kept to the time limit, others were 
very long, both in Committees A and B, including those made by representatives of the 
United Nations, United Nations agencies or nongovernmental organizations, which did not 
always deal directly with the subject under discussion. The recommendation that they 
should be heard only after delegates' interventions might result in their being 
shortened. Some of the replies by the Secretariat were also unnecessarily long. 

The question of the circulation of draft resolutions was a difficult one, because 
delegations believed that they were entitled to submit a draft resolution at any time 
either individually or as members of a group. An effort should be made to exercise some 
discipline by not leaving draft resolutions to the last minute. They were not always 
well studied beforehand, thus involving long discussions in committee before they could 
be submitted to the plenary, as had occurred the previous year. It ought to be possible 
to agree on a deadline of six days after the opening of the Health Assembly, as 
suggested. 

As regards section VI, the Director-General‘s suggestion to change the order in 
which programmes were reviewed during the discussion of the programme budget was a very 
practical one, because, quite clearly, the degree of importance attached to them varied 
from country to country. It should be possible, through the policy-making bodies and 
other mechanisms of communication within the Organization and the various committees, to 
work out the most appropriate order for discussion and apportion the time accordingly. 

The proposal made by Dr Hyzler the previous year that there should be no Technical 
Discussions in budget years was a commendable one, since it would allow more time for 
discussion of so important a subject as the programme budget. There had been lengthy 
discussions about the holding of Technical Discussions during the Health Assembly, but so 
far no clear decision had been reached. 

Regarding the holding of biennial sessions of the Health Assembly, referred to in 
paragraph 10 of the Programme Committee's report, there was a vast majority in favour of 
an annual meeting, particularly in so dynamic a process as health and with the goal of 
health for all by the year 2000 so close at hand. 

He strongly favoured the proposal referred to in paragraph 11, to advance the 
nomination of Members to designate Executive Board members to the first week of the 
Health Assembly. It was the week when most ministers attended the Assembly, and he hoped 
that it would be put into practice at the forthcoming Health Assembly. 

Another point which called for considerable caution when approving the agenda that 
the Executive Board was required to submit for the Health Assembly, was that of the 



number of topics to be discussed respectively by Committees A and В. He had been 
informed that in 1992 Committee A was to be assigned ten subject areas as opposed to four 
in 1991. There were some subjects, such as AIDS, which habitually gave rise to a very 
lengthy debate involving a vast number of speakers. Discussion of some subjects was 
required every year in pursuance of the relevant resolutions. It was important to bear 
those considerations in mind when deciding on the agenda of the main Committees, and also 
to look into the question of resolutions requiring annual consideration of certain 
items. In his view, the topics were not always evenly distributed between the two 
committees, with the frequent result that technical subjects scheduled for discussion by 
Committee A had to be dealt with by Committee В because of constraints. 

Dr CABRAL agreed with most of the Director-General‘s proposals. In connection with 
the timely circulation of draft resolutions, he requested an explanation about the "new 
initiatives" referred to in paragraph 15 of the Director-General's report (document 
EB85/PC/WP/5). With reference to paragraphs 16 and 17, his experience was that the 
number of politically sensitive issues that had interfered with the normal proceedings of 
the Health Assembly had decreased in the past decade. One mechanism that could be 
brought into play in order to reach consensus on draft resolutions on such issues were 
the regional group meetings held in the first day or two of the Health Assembly; he 
would like to hear the opinion of the Director-General on that subject. 

Regarding the distribution of work between Committees A and В and the comments made 
by Professor Borgoño about categorizing various programmes and strategies, the question 
of the revision of all reporting procedures had in fact been discussed before. A 
proposal by the Secretariat would be most welcome, and he hoped that the study undertaken 
by the Director-General would help to solve the problems encountered by Committee A. 

On the subject of the scheduling of work of the main committees, one argument in 
favour of maintaining the status quo was precisely the holding of the regional group 
meetings early on in the Health Assembly, and the assistance they could provide in 
helping to solve sensitive issues before the main committees started their work. 

He agreed with Professor Borgoño on the importance of Technical Discussions. 
Although the majority position in the Programme Committee appeared to be that no 
Technical Discussions should be held in years when the programme budget was being 
discussed, Technical Discussions were important for WHO'S prestige and were a unique 
forum for communication between WHO, members of institutional bodies and specialists 
representing the informal sectors. As Professor Borgoño had pointed out, the health 
situation was evolving rapidly, with changes in the determinants of disease and disease 
profiles and also social factors, as well as the ability to adapt to new developments. 
Some highly topical issues had been proposed for Technical Discussions in recent years； 
he believed that they would remain a very special occasion for exchanging views, 
determining priorities and the scope of certain initiatives and devising strategies. He 
was therefore in favour of maintaining annual Technical Discussions. 

Sir Donald ACHESON welcomed the proposals received by the Programme Committee. 
Regarding the Technical Discussions, he said that if the recommendation that they should 
be held every second year reflected not only the programme budget issue but also some 
unease about the quality of the Discussions, then ways of improving them should be 
found. The technical aspect was the most important aspect of the Organization, and the 
Health Assembly was the only occasion where every country had a representative in 
Geneva. Moreover, events in the field of health technology and health policy were moving 
very fast, and the Technical Discussions afforded a very good occasion for exchanging 
information. Various methods could be explored: a popular format, but by no means the 
only one, had been that used at the fortieth anniversary Health Assembly. 

Dr KIM WON HO said that the reports by the Director-General and by the Programme 
Committee reflected comprehensively the important issues raised in improving the methods 
of work of the Health Assembly. One of those issues was the length of statements by 
delegates in the main committees. As could be seen from the table in the 
Director-General's report, the vast majority of delegates kept their statements to within 
five minutes. An exhortation to that effect by the Chairman at the first meeting would, 



he believed, be sufficient to restrict the length of statements without necessarily 
having to amend the Rules of Procedure. Furthermore, in order to help delegates focus 
their statements on the essentials, the relevant documents should be well prepared to 
that effect. 

Mr SRINIVASAN referred to paragraph 17 of the report by the Director-General 
(document EB85/PC/WP/5) and the guidance sought from the Programme Committee on the 
question of draft resolutions on politically sensitive issues. It was important to 
accept the fact that such issues did arise in so international a gathering as the Health 
Assembly, even though they might not be its direct responsibility. Recalling the 
creditable tradition of consensus in WHO, he urged that informal consultations be 
continued, as well as - on pragmatic grounds - resolution of issues by consensus. 

He commended the Director-General's readiness, as stated in paragraph 26, to 
reschedule the more important issues for discussion at an early stage in the session. In 
that connection, he suggested that consideration might be given to slotting items into an 
appropriate place on the agenda and timetable of work, so that the more important items 
could be considered at the beginning of the Health Assembly when many eminent persons 
were present. 

He agreed with Dr Cabrai that the Technical Discussions added prestige to the 
Organization, and he joined in what appeared to be the consensus that they should 
continue to be held every year. 

Mr LARSEN (Office of Administrative Management and Evaluation) thanked Board members 
for their constructive comments. 

Professor Borgoño had referred to the lengthy interventions sometimes made in the 
main committees, and to the Programme Committee's recommendation that statements by 
representatives of other United Nations agencies and nongovernmental organizations should 
be heard only after delegates' interventions. This procedure was already being applied 
in Committee В and had also been followed by the Chairman of the Board at the present 
session. It was recalled that the Rules of Procedure already contained provisions that 
could be used to limit the time allocated to each speaker, specifically Rules 27 and 57. 
However, the question of limiting statements was part of the ongoing monitoring exercise 
as referred to in document EB85/24. A more extensive reply on the matter would therefore 
be given to the Board in January 1991. 

In reply to the comments of Professor Borgoño and Dr Cabrai on the submission of 
draft resolutions, he said that the question of imposing a six-day limit after the 
opening of the Health Assembly was also part of the monitoring exercise. As indicated in 
the report, experience at the last two Health Assemblies had shown that the situation was 
not too serious in Committee В. However problems had arisen at the last Health Assembly 
in Committee A in relation to draft resolutions on substantive programme areas. A number 
of steps were however being taken by the Director-General to streamline the handling of 
resolutions in the Secretariat. He had set up within Planning, Coordination and 
Cooperation, a special office, entitled Governing Bodies and Protocol, headed by Dr Ray, 
one of whose functions was to coordinate resolutions submitted to the Secretariat. 
Further, the question of resolutions was one of the issues considered at the regular 
meetings between the Director-General and programme managers in preparation for the Board 
and the Assembly: namely which resolutions might be anticipated, which ones were 
required, which ones could perhaps be deferred if sponsors were to agree, and so on. A 
third measure was to make wider use of the provision contained in resolution WHA31.9, 
which stated inter alia that the "sponsors of draft resolutions on technical subjects for 
consideration by the main committees of the Health Assembly should normally be invited to 
submit with them whenever feasible and appropriate (and jointly when appropriate) an 
explanatory note or memorandum providing background information on the proposal made, 
provided such information is not already available in the documentation before the Health 
Assembly, it being understood that the Secretariat would report, in writing if feasible 
or appropriate, on any technical, administrative and financial implications which the 
proposal might have". The more systematic application of that provision should also 
contribute to solving the sort of problems encountered at the previous Health Assembly 
concerning handling of resolutions. 



There had been a number of studies on the Technical Discussions in previous years. 
The most recent resolution, WHA37.21, provided for Technical Discussions to be held 
annually and lasting one and a half days. There was, of course, nothing to stop the 
Executive Board recommending a change to the Health Assembly if it so wished and, in 
fact, a change to holding Technical Discussions in even-numbered years only might even be 
welcomed by the Director-General. 

The suggestion made by both Dr Cabrai and Mr Srinivasan that regional group meetings 
might be used as a means of consulting on politically sensitive issues was a good one and 
should be examined further. However, such meetings generally took place at the beginning 
of the Health Assembly, whereas draft resolutions were often not submitted until later. 
Furthermore, Rule 52 of the Rules of Procedure stipulated that any draft resolution 
should be circulated two days prior to its discussion. Thus, if draft resolutions were 
only received in the second week of the Health Assembly, time constraints could develop 
for such consultations. Nevertheless, the suggestion made was a constructive one and 
should be pursued. 

The distribution of work between the two main committees was based on specific terms 
of reference for Committees A and В which had been laid down in earlier resolutions. In 
this regard, resolution WHA32.36 might perhaps be implemented more rigorously, which 
stated, inter alia. that 11 the Executive Board, when preparing the provisional agenda of 
each regular session of the Health Assembly, shall take into consideration the 
desirability of achieving an appropriate balance in the volume of work in the Health 
Assembly from year to year, and in this connection, as a general principle, individual 
technical programme items shall preferably be included in the agenda of the Health 
Assembly as separate items only in the years when the Health Assembly does not undertake 
a full review of the proposed biennial programme budget, thus allowing more time for such 
technical items and providing a better balance of work of the Health Assembly". However, 
it was important to keep in mind also the fact that any Member State had the sovereign 
right to propose a draft resolution, and merely initiate a discussion in a committee, if 
so wished. The regional groups might also be able to help in that respect. 

Dr Cabrai had endorsed the status quo regarding the concentration of most of the 
work of the main committees in the second week of the Health Assembly. There were good 
reasons for maintaining that practice, as outlined in document EB85/24. 

Sir Donald Acheson had referred to the quality of the Technical Discussions and the 
fact that these events were important opportunities which sometimes might be better 
utilized. That issue was perhaps outside the scope of ari examination of method of work 
as such, and should be considered separately if need be. 

In reply to Dr Kim Won Ho, he said that the purpose of the summary information in 
the ruled box on the front page of Health Assembly and Executive Board documents was 
precisely to enable delegates to focus on the key issues under review. The Secretariat 
would examine how these summaries could be improved. 

Mr Srinivasan's suggestion that the specific timing of discussion of particular 
programmatic agenda items be decided at the start of each Health Assembly so that 
delegates had a clearer idea of when important disease prevention programmes were to be 
considered was a good one and fully in line with the Director-General‘s intentions. 

The DIRECTOR-GENERAL considered that Dr Cabrai‘s comment regarding the use of 
regional mechanisms for the handling of politically sensitive issues was perhaps better 
directed to the Regional Directors. In some regions, matters of regional concern were 
confined to the regional level and were never brought to the global level through the 
Health Assembly. When he had been Regional Director, he had made use of several 
mechanisms to try to limit such issues to the regional committee level or to the plenary 
debate at the Health Assembly on the reports of the Executive Board and the report of the 
Director-General on the work of WHO. The Health Assembly was a governing body which made 
decisions and solved problems where possible； it was also a forum for the exchange of 
information, an opportunity for the Secretariat and Member States to learri from one 
another. A number of the decisions made by the Health Assembly were politically 
sensitive, especially when related to constitutional and financial matters. A good 
example of the value of careful preparation of work, through the regional committees and 
other bodies, was the Health Assembly's adoption of the programme budget by consensus. 
Of course, delegations to the Health Assembly included not only health professionals 



among their members, but diplomats and those more versed in politics. Currently, the 
regional group meetings held prior to the Health Assembly usually involved discussions 
about problem-solving and joint action for health rather than purely political issues. 
However, it was sometimes the case that internal conflicts arose within regional groups 
between those concerned with health and those concerned more with politics. If they were 
agreeable, the Regional Directors might be able to coordinate those political and health 
groups in order to assist in finding solutions to sensitive political issues. 
Unfortunately, experience had shown such issues to be very complex, requiring many 
consultations, and he was wary of increasing the workload of the Health Assembly still 
further. However, he hoped that the Regional Directors would, where possible, become 
more involved in such matters in order to try to solve them at the regional level, 
thereby avoiding unnecessary debate at the global level, where the focus should be on 
health issues. 

Dr KO KO (Regional Director for South-East Asia) affirmed that the Regional 
Directors were, of course, willing to do what they could in that respect. However, 
experience had shown that when politically sensitive issues arose it was the more 
politically oriented members of delegations who took part in the debates rather than 
those concerned with health. Further, in many cases, the issues lay beyond the regional 
level, interfacing with or influenced by international, interregional and geopolitical 
problems, with many political aspects. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) observed that, while 
the Regional Directors did their best, it was difficult to keep things calm once the 
situation was out of control. When people were being killed and the violence was being 
publicized through the media, it was unrealistic to expect that such matters could be 
ignored at the Health Assembly. While debate on such issues should be kept to a minimum, 
it could not be avoided altogether. However, it was important to minimize the length of 
debate and to focus on finding practical solutions rather than listening to mere 
rhetoric. 

Dr MONEKOSSO (Regional Director for Africa) noted that his Region was fortunate in 
that political issues were directed through the Organization of African Unity and were 
largely solved by consensus. In fact, in the past, Members of the Region had acted as 
brokers for peace when such issues had threatened the existence of WHO. He agreed with 
Dr Cabrai that in recent times discussions at the Health Assembly had been relatively 
peaceful and even difficult issues had led to little disruption in the Assembly's work. 
Much of the discussion and problem-solving had occurred in meetings of regional groups, 
held outside the main work of the Assembly. The Health Assembly had generally considered 
such issues only after a solution had apparently been found. 

As Dr Ko Ko had said, the Regional Directors stood ready to do what they could and 
would join together to look at interregional conflicts and to support the 
Director-General in ensuring the safety of WHO. However, the final responsibility lay 
with delegates to the Health Assembly. It was fortunate that, in most instances, 
delegates appeared to consider that health was related to peace, so that even the most 
sensitive issues acquired a relatively peaceful dimension at the Health Assembly. 

The meeting rose at 17h25. 


