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ABBREVIATIONS 

Abbreviations used in WHO documentation include the following: 
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Coordination International Development 

ACHR Advisory Committee on Health OAU Organization of African Unity 
Research OECD Organisation for Economic 

AGFUND Arab Gulf Programme for United Co-operation and Development 
Nations Development РАНО Pan American Health 
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Nations Cooperation with Developing 
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Development Agency SIDA Swedish International 

CIOMS Council for International Development Authority 
Organizations of Medical UNCTAD United Nations Conference on 
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DANIDA • Danish International UNDCP United Nations International Drug 
Development Agency Control Programme 

ECA • Economic Commission for Africa UNDP -United Nations Development 
ECE -Economic Commission for Europe Programme 
ECLAC -Economic Commission for Latin UNDRO Office of the United Nations 

America and the Caribbean Disaster Relief Coordinator 
ESCAP -Economic and Social Commission UNEP -United Nations Environment 

for Asia and the Pacific Programme 
ESCWA -Economic and Social Commission UNESCO • United Nations Educational, 

for Western Asia Scientific and Cultural 
FAO -Food and Agriculture Organization 

Organization of the United UNFPA -United Nations Population Fund 
Nations UNHCR -Office of the United Nations 

FINNIDA Finnish International High Commissioner for Refugees 
Development Agency UNICEF -United Nations Children's Fund 

IAEA International Atomic Energy UNIDO -United Nations Industrial 
Agency Development Organization 

IARC International Agency for UNRWA -United Nations Relief and Works 
Research on Cancer Agency for Palestine Refugees in 

ICAO International Civil Aviation the Near East 
Organization USAID -United States Agency for 

IFAD International Fund for International Development 
Agricultural Development WFP -World Food Programme 

ILO International Labour WIPO -World Intellectual Property 
Organisation (Office) Organization 

IMO International Maritime WMO -World Meteorological 
Organization Organization 

ITU International Telecommunication 
Union 

The designations employed and the presentation of the material in this volume do not imply the 
expression of any opinion whatsoever on the part of the Secretariat of the World Health Organization 
concerning the legal status of any country, territory, city or area or of its authorities, or concerning the 
delimitation of its frontiers or boundaries. Where the designation "country or area" appears in the headings of 
tables, it covers countries, territories, cities or areas. 
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PREFACE 

The eighty-ninth session of the Executive Board was held at WHO headquarters, Geneva, from 
20 to 28 January 1992. The proceedings are published in two volumes. The present volume contains the 
summary records of the Board's discussions, List of participants and officers elected, and details regarding 
membership of committees and working groups. The resolutions and decisions, and relevant annexes, are 
published in document EB89/1992/REC/1. 
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Professor R. BEAL 

International Federation of Surgical Colleges 

Dr S. W. A. GUNN 

International Organization of Consumers Unions 

Ms M. MORSINK 
Ms N.-J. PECK 

Professor Paule REY 

International Federation of Clinical Chemistry 

Dr A. DEOM 
Dr M. FATHI 

International Federation of Gynecology and 
Obstetrics 

Professor A. CAMPANA 

International Federation of Hospital Engineering 

Mr V. OVIATT 

International Federation of Hydrotherapy and 
Climatotherapy 

Mr C. OGAY 

International Federation of Ophthalmological 
Societies 

International Organization for Standardization 

Mr K.-G. LINGER 

International Pharmaceutical Federation 

Dr N.-O. STRANDQVIST 
Mr P. BLANC 
Mr A. GALLOPIN 
Mr P. CHATELANAT 
Mr J.-C. FILLIEZ 
Mr P.-A. GRAS 
Dr H. IBRAHIM 

International Planned Parenthood Federation 

Dr Pramilla SENANAYAKE 
Mr C. RITCHIE 

International Society for Biomedical Research on 
Alcoholism 

Dr L. P. BALANT 

Professor A. ROTH 

International Federation of Pharmaceutical 
Manufacturers Associations 

Dr R. B. ARNOLD 
Miss M. CONE 
Mr J.-F. GAULIS 

International Society of Biometeorology 

Dr W. H. WEIHE 

International Society for Burn Injuries 

Professor J. A. BAÑUELOS 
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International Society of Chemotherapy 

Dr Teresa LEUNG-NAKATANI 

International Society of Hematology 

Dr P. BERIS 

International Special Dietary Foods Industries 

Dr G. P. BORASIO 
Mr G. A. FOOKES 
Mr J. MAGEE 
Mr J. GANZEVOORT 
Ms EMERLING 

International Union of Family Organizations 

Mrs H. PAPATHEOFANI 
Mrs A.-M. HOFER 

International Union of Nutritional Sciences 

Dr B. SCHÜRCH 

International Union against Tuberculosis and Lung 
Disease 

Dr H. MEYER 

International Union against the Venereal Diseases 
and the Treponematoses 

Dr G. M. ANTAL 

Inter-Parliamentary Union 

Mr S. TCHELNOKOV 

Medical Women's International Association 

Ms R. BONNER 

Medicus Mundi Internationalls (International 
Organization for Cooperation in Health Care) 

Dr S. RYPKEMA 
Dr E. BURNIER 

Mother and Child International 

Mr R. P. BERNARD 

Network of Community-oriented Educational 
Institutions for Health Sciences 

Professor T. FÜLÓP 

World Assembly of Youth 

Mr A. ORIAS-BLEICHNER 

World Association of Girl Guides and Girl Scouts 

Mrs I. UYGUR 

Mrs B. VON DER WEID 

World Federation of Hemophilia 

Dr Lili FÜLOP-ASZODI 

World Federation for Medical Education 

Professor H. WALTON 

World Federation for Mental Health 

Dr S. FLACHE 
World Federation of Proprietary Medicine 
Manufacturers 

Dr J. A. REINSTEIN 

World Federation of United Nations Associations 

Mr M. WEYDERT 

World Organization of National Colleges, 
Academies and Academic Associations of General 
Practitioners/Family Physicians 

Dr M. K. RAJAKUMAR 

World Veterinary Association 

Dr B. HASSENE 



COMMITTEES AND WORKING GROUPS1 

A. COMMITTEES2 AND WORKING GROUPS OF THE BOARD 

1. Programme Committee 

Professor O. Ransome-Kuti (Chairman of the Board), ex officio，Mr K. Al-Sakkaf, 
Professor J. M. Borgoño, Dr M. Daga, Professor J.-F. Girard, Dr С. González Posso, Dr Kim Won Но, 
Dr E. Kosenko, Dr I. Margan, Dr J. O. Mason, Dr C. Shamlaye, Mr Song Yunfu 

Sixteenth session, 1-4 July 1991: Professor O. Ransome-Kuti (Chairman), Mr К. Al-Sakkaf, 
Professor J. M. Borgoño, Dr A. Caycedo Borda (alternate to Dr C. González Posso), Mr Cao Yonglin 
(alternate to Mr Song Yunfu), Dr M. Daga, Professor J.-F. Girard, Mr Kim Won Ho, Dr E. Kosenko, 
Dr I. Margan, Dr J. О. Mason, Dr С. Shamlaye 

2. Standing Committee on Nongovernmental Organizations 

Dr J. B. Kanyamupira, Dr О. M. Mubarak, Dr M. Paz Zamora, Dr Meropi Violaki-Paraskeva, 
Dr A. S. Yoosuf 

Meeting of 21 January 1992: Dr Meropi Violaki-Paraskeva (Chairman), Dr F. F. Bunni (alternate to 
Dr О. M. Mubarak), Dr J. B. Kanyamupira, Dr M. Paz Zamora, Dr A. S. Yoosuf 

3. Committee to Consider Certain Financial Matters prior to the Forty-fifth World Health Assembly 

Mr K. Al-Sakkaf, Professor J. M. Borgoño, Professor O. Ransome-Kuti, Dr Meropi Violaki-Paraskeva 

4. Committee on Drug Policies 

Mr K. Al-Sakkaf, Dr A. R. A. Bengzon, Dr C. González Posso, Dr G. Komba-Kono, Dr J. O. Mason, 
Dr L. C. Sarr, Dr Tin U, Mr J. F. Varder 

B. OTHER COMMITTEES3 

1. Darling Foundation Committee 

Chairman of the WHO Expert Committee on Malaria and Chairman and Vice-Chairmen of the Board, 
ex officio 

1 Showing their current membership and listing the names of those who attended meetings held since the previous session 
of the Board. 

2 Committees established pursuant to the provisions of Rule 16 of the Rules of Procedure of the Executive Board. 
3 Committees established in accordance with the provisions of Article 38 of the Constitution. 

- 9 -
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2. Léon Bernard Foundation Committee 

Professor J.-F. Girard, together with the Chairman and Vice-Chairmen of the Board, ex officio 

Meeting of 22 January 1992: Dr A. R. I. Khairy (Chairman), Professor J. M. Borgoño, 
Dr P. Caba-Martin, Dr A. George-Guiton (alternate to Professor J.-F. Girard), 
Professor O. Ransome-Kuti 

3. Jacques Parisot Foundation Committee 

Professor A. Jablensky, together with the Chairman and Vice-Chairmen of the Board, ex officio 

Meeting of 22 January 1992: Dr P. Caba-Martin (Chairman), Professor J. M. Borgoño, 
Professor A. Jablenslq^, Dr A. R. I. Khairy, Professor O. Ransome-Kuti 

4. Dr A. T_ Shousha Foundation Committee 

Dr M. Sidhom, together with the Chairman and Vice-Chairmen of the Board, ex officio 

Meeting of 22 January 1992: Professor J. M. Borgoño, (Chairman) Dr P. Caba-Martin, 
Dr A. R. I. Khairy, Professor O. Ransome-Kuti, Dr M. Sidhom 

5. Child Health Foundation Committee 

The Chairman and Vice-Chairmen of the Board, ex officio, a representative of the International Pediatric 
Association and a representative of the International Children's Centre, Paris 

6. Sasakawa Health Prize Committee 

The Chairman and Vice-Chairmen of the Board, ex officio’ and a representative designated by the 
founder 

Meeting of 23 January 1992: Professor J. M. Borgoño, (Chairman)，Dr P. Caba-Martin, 
Dr A. R. I. Khairy, Professor K. Kiikuni, Professor O. Ransome-Kuti 

7. UNICEF/WHO Joint Committee on Health Policy 

WHO members: Professor J. M. Borgoño, Dr P. Caba-Martin, Dr J. M. Carvalho, Dr M. M. Edjazi, 
Dr Lu Rushan, Professor O. Ransome-Kuti, Dr Tin U; Alternates: Mr К. Al-Sakkaf, Mr Cao Yonglin, 
Mr E. C. Carter, Professor A. Jablensky, Dr Kim Won Ho 

Twenty-ninth session，30-31 January 1992: Professor O. Ransome-Kuti (Chairman), 
Professor J. M. Borgoño, Dr P. Caba-Martin, Dr M. M. Edjazi, Dr Lu Rushan, Dr Tin U 



SUMMARY RECORDS 

FIRST MEETING 

Monday, 20 January 1992，at 9h30 

Chairman: Professor O. RANSOME-KUTI 

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

The CHAIRMAN declared the eighty-ninth session of the Executive Board open and welcomed the 
participants, including several newly designated members and alternates. 

2. APPOINTMENT OF REPRESENTATIVES OF THE EXECUTIVE BOARD AT THE FORTY-FIFTH 
WORLD HEALTH ASSEMBLY 

The CHAIRMAN said that as Dr Solari and Dr Ake, who had been appointed by the Board at its eighty-
eighth session to represent it at the Forty-fifth World Health Assembly, were no longer members of the Board, 
two new representatives would have to be appointed. He suggested Professor J.M. Borgoño and Dr Meropi 
Violaki-Paraskeva. 

Decision: The Executive Board appointed Professor J.M. Borgoño and Dr Meropi Violaki-Paraskeva as 
representatives of the Board at the Forty-fifth World Health Assembly in addition to its Chairman, 
Professor O. Ransome-Kuti, ex officio, and Mr K. Al-Sakkaf, already appointed at its eighty-eighth 
session.1 

3. APPOINTMENT OF A MEMBER OF THE STANDING COMMITTEE ON NONGOVERNMENTAL 
ORGANIZATIONS 

The CHAIRMAN, noting that neither Dr Reilly, a member of the Standing Committee on 
Nongovernmental Organizations, nor his alternate was attending the present session of the Board, suggested 
that Dr A.S. Yoosuf be appointed as member of the Committee. 

Decision: The Executive Board appointed Dr A.S. Yoosuf as a member of the Standing Committee on 
Nongovernmental Organizations for the duration of his term of office on the Executive Board, in 
addition to Dr J.B. Kanyamupira, Dr O.M. Mubarak, Dr M. Paz Zamora and Dr Meropi Violaki-
Paraskeva, already members of the Committee. It was understood that if any member of the Committee 
was unable to attend, his or her successor or the alternate member of the Board designated by the 
government concerned, in accordance with Rule 2 of the Rules of Procedure, would participate in the 
work of the Committee.2 

1 Decision EB89(1). 
2 Decision EB89(2). 

-11 -
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4. ADOPTION OF THE AGENDA: Item 2 of the Provisional Agenda (Document EB89/1) 

The CHAIRMAN indicated that items 17 and 18 should be deleted from the provisional agenda. 

The agenda，as amended, was adopted.1 

5. PROGRAMME OF WORK 

Professor BORGOÑO stressed that sufficient time should be allowed for the discussion of item 16 of the 
agenda. 

The CHAIRMAN proposed that the order of the items as listed in the agenda be followed as closely as 
possible but pointed out that there would be a few modifications. For example, item 5 (Appointment of the 
Regional Director for the Eastern Mediterranean) would be considered in private and he proposed that it 
should be taken up on Thursday, 23 January, at the beginning of the afternoon meeting. Similarly, item 25 
(Awards), sub-items 25.1 to 25.4, would be considered in private and he proposed that this should be done on 
Monday, 27 January, at the beginning of the afternoon meeting. 

It was so agreed. 

6. CHANGES IN THE PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1992-1993 (REPORTS 
BY THE PROGRAMME COMMITTEE AND BY THE DIRECTOR-GENERAL): Item 3 of the Agenda 
(Documents EB89/22 and EB89/2 Add.13) 

Professor BORGOÑO, speaking as Vice-Chairman of the Programme Committee, said that at its 
meeting in July 1991 the Committee had reviewed programme orientation and priorities for 1992-1993 and 
1994-1995. Obviously, any plans would have to take account of the world situation as well as the financial 
position of the Organization, and would therefore have to be reviewed periodically before definitive decisions 
were taken. 

The proposed programmes for 1992-1993 focused on five priority areas: the interrelationship between 
the world economy and sustainable health development, and their impact on less developed countries; the 
environment and human health; adequate food and nutrition for health development; integrated disease 
control; and dissemination of information for advocacy and for educational, managerial and scientific 
purposes. The Regional Directors would be asked to achieve a 5% increase in those priority areas by making 
cuts averaging 2% in other programmes. In 1994-1995 emphasis would be maintained on the same priority 
areas and it was hoped to achieve an additional increase of about 14% in certain key programmes, implying a 
further average reduction of 1% in other programmes at global and regional level. The key programmes would 
be programme 4 (Organization of health systems based on primary health care), programme 11.4 (Control of 
environmental health hazards), programme 13.1 (Immunization), programme 13.3 (Malaria), programme 13.6 
(Diarrhoeal diseases), and programme 13.8 (Tuberculosis). 

The Programme Committee considered that those proposals should be made more specific and that ways 
of generating additional resources for the priority areas should be sought. 

The Committee had discussed the possibility of a new layout for the programme budget document to 
simplify the presentation and facilitate its discussion by the Executive Board. It had also discussed and found 
acceptable a 12% increase in costs for 1994-1995 - less than the 16% previously estimated. The changes taking 
place in the world and the financial position of the Organization had to be taken into account, so it was 
extremely difficult to set a figure for future cost increases. 

Mr AL-SAKKAF, peaking as a member of the Programme Committee, introduced its report on the 
changes in the programme budget for the financial period 1992-1993 with respect to the funds allocated from 
the Director-General's and Regional Directors’ Development Programme (document EB89/2). As indicated in 

1 See p. v. 
2 Document EB89/1992/REC/1, Annex 5, Part 1. 
3 Document EB89/1992/REC/1, Annex 5, Part 2. 
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paragraph 4，the Director-General had decided to use a total of US$ 1 200 000 for six specific activities, in the 
ways indicated in his report to the Programme Committee (Annex to document EB89/21). 

The Programme Committee agreed that funds from the Director-General's and Regional Directors' 
Development Programme should be used for urgent responses to emergency situations as well as for new 
health problems that arose, and noted the regional activities for which funds could be used, as set out in 
paragraphs 11 to 16 of the Annex to the document. The Committee supported the Director-General's 
decisions concerning the allocation of funds to the six activities mentioned earlier and recommended that the 
Director-General give due attention to programme 13.6 (Diarrhoeal diseases), to meet the emerging threat of 
cholera. 

Dr MASON noted that the use of US$ 1 350 000 from the Director-General's and Regional Directors’ 
Development Programme was envisaged. That amount represented some 11.2% of the funds available to the 
Director-General and the Regional Directors for the various programmes. He would like the Director-General 
to keep the Board informed of his decisions and intentions regarding further allocations from those non-
earmarked funds, thus allowing for greater accountability. 

Dr VIOLAKI-PARASKEVA said that the political, economic and social changes taking place in the 
world represented new challenges for WHO and the proposed changes in the programme budget, including the 
new allocation for cholera, reflected realistic preferences in dealing with them. Nutrition played a key role in 
health and, to supplement the information given in paragraph 5 of Attachment 3 of the Annex to document 
EB89/2, she wished to have further details of WHO's contribution to the joint FAO/WHO International 
Conference on Nutrition to be held in 1992. She welcomed the emphasis placed on maternal and neonatal 
health services in Attachment 4 (Safe motherhood) of the same Annex. 

Dr LU Rushan expressed his appreciation of the allocation of US$ 1 200 000 to support the six activities 
listed, as well as the allocation of US$ 150 000 for cholera. In developing countries, especially the poorest of 
them, health resources were extremely limited. In such circumstances additional difficulties were often created 
by the lack of knowledge of macro-economics. Capacities in that respect therefore needed to be strengthened, 
and that would require the mobilization of additional funds. Furthermore, it was important to ensure that the 
International Conference on Nutrition and the Ministerial Conference on Malaria were properly prepared. 

Dr KANYAMUPIRA expressed his support for the proposed changes in the programme budget for 
1992-1993, which were in keeping with the current concerns of most Member States. The funds allocated were, 
nevertheless, modest in the light of the extent of the problems, and that was presumably why they had been 
described as catalysts for the mobilization of extrabudgetary resources. Was there any specific department 
responsible for coordinating the campaign to raise extrabudgetary funds at the headquarters, regional office or 
country level? If not, consideration should be given to establishing one. 

Mr MORTENSEN (alternate to Mr Varder) asked whether, in view of the fact that the budget was 
geared to zero growth, the new activities and programmes proposed would be established at the expense of 
existing activities and, if so, what were the activities to which it had been decided to attach less importance. 

In the changes in the programme budget proposed in documents EB89/2 and EB89/2 Add.l it appeared 
that six different areas of activity had been granted an equal amount of US$ 200 000 and one area of activity 
an amount of US$ 150 000. Although he had no doubt that all the funds allocated were deserved, the method 
of distribution seemed rather mechanical; the allocation of the same amount for each area of activity might 
give the impression that it was not entirely based on a proper scrutiny of actual needs. In his opinion it would 
be more appropriate to allot differentiated funds for specific activities where specific needs had been 
demonstrated. 

Dr GONZÁLEZ POSSO asked about the strategies being pursued to attract extrabudgetary funds for 
strengthening programmes as necessitated by changes in the world economic and social situation. He also 
requested some further information on the allocation for cholera and suggested that in the safe motherhood 

The DEPUTY DIRECTOR-GENERAL, replying to Dr Mason's comment regarding the use of the 
Director-General's and Regional Directors, Development Programme, assured the Board that the 

1 Document EB89/1992/REC/1, Annex 5, Part 1, Appendix. 
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Director-General would keep it informed of subsequent disbursements during the regular sessions of the Board 
itself and of its Programme Committee. Moreover, any use of the Development Programme was reported to 
the Committee of the Executive Board to Consider Certain Financial Matters prior to the Health Assembly. 

Mr Mortensen had asked how additional funds had been allocated among the six priority areas. The 
allocations had been made in response to the wishes expressed by Board members, either in the Executive 
Board itself or in its Programme Committee. For example, the amount allocated to programme 13.6 
(Diarrhoeal diseases) for the prevention and control of cholera had been suggested by Professor Borgoño as an 
approximate figure. The final arrangements for the use of the sums suggested were made after the 
Programme Committee had made its proposals and the Director-General had given his agreement in principle. 
The programmes concerned then worked out the technical activities to be undertaken within the limits of the 
budget allocation. The allocations would be insufficient to create new activities, but the technical programmes 
concerned might be able to attract extrabudgetary resources. 

The point raised by Dr Violaki-Paraskeva concerning the International Conference on Nutrition would be 
taken up in the general debate on collaboration within the United Nations system and at a special meeting 
organized by the programme concerned. However, Dr Rochon, who was responsible for coordinating the 
arrangements for the Conference, could supply some immediate information. 

Dr ROCHON (Division of Health Protection and Promotion) said that the International Conference on 
Nutrition was being organized jointly by FAO and WHO in close collaboration with other agencies, especially 
UNICEF. The financial and technical arrangements as between FAO and WHO were being shared on a 50-50 
basis, their two technical teams working together in both Rome and Geneva. The current phase was the 
holding of regional meetings, and there again the regional offices of FAO and WHO were working on a 50-50 
basis. The next stage would be the organization of a high-level technical meeting to be held in Geneva to 
finalize the technical aspects of a plan of action and a declaration in preparation for the final conference to be 
held in Rome in December 1992. The ultimate purpose of the Conference would be to support country 
activities by reviewing and, if necessary, reorganizing strategies and plans of action at the country level. A 
responsible person to coordinate country preparation, drawn from either the agricultural or medical fields, had 
been identified for at least 75% of countries. The arrangements were going very well and full information 
would be supplied at the forthcoming meeting referred to by the Deputy Director-General. 

Dr MONEKOSSO (Regional Director for Africa), commenting on Dr Mason's question regarding 
further use of the Director-General's and Regional Directors' Development Programme, said that at the 
regional level it had been agreed that the funds would not be used to finance meetings or thematic activities. 
Apart from emergencies, the funds would be used for grass-roots activities, such as the alleviation of vitamin A 
deficiencies at the district level rather than for a scientific meeting on the epidemiology and impact of 
vitamin A deficiency, which were already well known. The funds would thus have a direct effect on the 
population and might enable the countries concerned to find additional resources from sponsors interested in 
specific activities. 

Decision: The Executive Board noted the Director-General's report on changes in the programme 
budget for the financial period 1992-1993 with respect to global and interregional activities, and its 
Programme Committee's report thereon.1 

7. STATEMENT BY THE DIRECTOR-GENERAL 

The DIRECTOR-GENERAL said that the present session of the Executive Board might be an 
appropriate moment to reflect on the current situation and on the key factors that would have an important 
bearing on WHO's activities in the coming biennium. It seemed a very good time to take a look at what had 
been achieved so far and what still needed to be done. It was particularly important to do so at the present 
juncture, since WHO had just completed the second evaluation of the implementation of the Global Strategy 
for Health for All and was embarking on a new biennium. In addition to achievements, the evaluation showed 
what gaps remained, especially between rich and poor. To close those gaps was the challenge facing the 
Organization in its commitment to social justice and equity. The evaluation had not, of course, been intended 
to determine solutions to inequities, but that was precisely what WHO and its Member States must do if they 
were to attain their goals. 

1 Decision EB89(3). 
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The world had arrived at a critical juncture in its history. With the end of the cold war, it was turning 
towards greater democratization and pluralism. However, that itself was giving rise to a wide range of conflicts 
among national, ethnic, cultural and special-group interests. An increasing number of political and economic 
groupings and regional and within-country conflicts were greatly affecting the health conditions of specific 
populations. Yet there was a globalization of the world economy that was making people more 
interdependent, auguring well for world peace and prosperity for all. The nature of mankind, by its very 
diversity, made conflict virtually inevitable; interdependence made it imperative to resolve such conflict by 
non-violent means. It was not only the economy that brought people together: neither environmental 
problems, nor nutrition, nor indeed any health problem respected national boundaries. Yet mankind would be 
playing a "minus sum" game if environmental governance did not ensure both the equitable sharing of nature's 
riches and sustainability. 

Therefore the future of the world depended on what mankind did and how it went about solving 
problems and conflicts and redressing social imbalances and wrongs both today and in the coming years. There 
was a compelling need to find a common language and a universal set of values which would serve as 
foundations for global dialogue. Those who worked in health were fortunate, because what better universal 
value was there than good health? For health to serve as a bridge for that purpose, health professionals must 
open up their sector to interaction with all parts of society and move from the arcane language of then-
professional peers to a language that could be understood by all. Madame Simone Veil had spoken eloquently 
on that point at the Public Health Summit held at Omiya City, Saitama, Japan in September 1991. 

Those were the developments impelling him to suggest that there was a need for new public health 
action, a suggestion which would be open to discussion during the current session of the Board. Members 
would no doubt have noticed that he had not touched on the specific health problems that WHO traditionally 
addressed; indeed, while some might feel that he was going beyond the health mandate of WHO, it was 
precisely to ensure that that mandate was carried out successfully that he believed it imperative to confront the 
broader issues of society upon which depended the health of every woman, man and child. WHO's work was 
essential to the peace and stability of the world through healthy human development which would be the key to 
socioeconomic development in the current decade and the coming centuries. 

The burden of disease carried by each country could ultimately be expressed in quantitative terms, both 
of cost of treatment and of lost social and economic development. There was no better example than AIDS to 
illustrate the multisectoral ramifications of disease - not only health but also socioeconomic, educational, 
environmental and political ramifications. How was it possible to ignore the moral and ethical issues? Some 
might recall that immediately after the Second World War many countries had faced such a situation in respect 
of tuberculosis, and public health action had started with tuberculosis control as national development strategy, 
with some success. What was intolerable was the fact that still too many people, especially children, were 
suffering and dying from diseases for which the technology existed to prevent or to treat. It was totally 
unacceptable, for example, that pregnant women in developing countries were several hundred times more at 
risk of dying from the greatest natural event of life - childbirth - than pregnant women in developed countries. 

Many health problems could be solved or at least attenuated if more resources were made available. 
However, the global economic situation remained uncertain; at a time when there were great needs the world 
over, there was a concomitant shortage of financial capital. Whatever resources were available must therefore 
be used in the most effective and efficient manner; management needed to be improved and innovations were 
needed in the delivery of health services; better data were needed to help decision-making for the optimum 
allocation and utilization of resources and to measure progress. Above all, it was essential to harness the 
energy and will of the peoples of the world. 

Those issues were touched upon in the discussion paper on a paradigm for new public health action 
(document EB89/11) and he looked to the Board for guidance in confronting questions about what WHO and 
its Member States should do in preparing the Ninth General Programme of Work. Member States had shown 
the greatest courage and foresight in committing themselves to the goal of health for all. Moreover, 
development agencies were currently stressing that people were central to all development endeavours. In 
countries, national health development administrations would have to take the lead in socioeconomic 
development work in the same way as WHO was expected to lead at a global level as the directing and 
coordinating authority on international health work, not merely in "normative” but also in development work. 
The way in which WHO responded would decide whether it would continue to be the leader in the process 
started with the Declaration of Alma-Ata in 1978. He was confident that collective experience would result in 
the best decisions and in the implementation of the most effective programmes. What was required was a 
close partnership coordinating nationally implemented health policies and programmes with their international 
counterparts. To do that it would be necessary for governments to determine, quantify and analyse their 
health problems and to establish priorities made on the basis at least of information available and perceived 
capabilities. In addition, the option was open to choose how to implement priorities. "Décide si tu peux, 
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choisis si tu l'oses" ("Decide if you can, choose if you dare") was an appropriate phrase in that context. The 
implementation of priorities required clairvoyance and, in particular, courage. 

It was also necessary to be aware that economic development by itself did not automatically lead to good 
health, as had been seen very clearly at the international forum held in Accra in December 1991, on which 
occasion it had been shown that economic policies and development strategies had resulted in increased 
vulnerability or the marginalization of certain sectors of the population, with consequent poor health status. 
By putting human health at the centre of development it was hoped to avoid such a tragedy. 

As a result of the dramatic changes that had occurred in central and eastern Europe, including the 
former Soviet Union, WHO was welcoming a number of new Member States and other States were 
reactivating their membership. At the same time, when WHO was taking on very difficult health development 
challenges, it was also being confronted with a major financial crisis, resulting from rising costs, zero-real-
growth budgets and non-receipt or delayed receipt of assessed contributions. The crisis was affecting the entire 
United Nations system and he had informed the Secretary General of the United Nations of WHO's readiness 
to cooperate in finding a coordinated solution. 

On his retirement, the former United Nations Secretary-General, Mr Pérez de Cuéllar, had left the world 
a safer place, where the threat of nuclear conflict was receding. However, new problems, particularly those 
relating to economic changes, were coming to the fore. He wished the new United Nations Secretary-General, 
Mr Boutros Boutros-Ghali, success in assuming his heavy responsibilities and assured him of WHO's strong 
support in his endeavours to ensure that all the principles of the United Nations Charter became reality for 
the whole of mankind. It would be his pleasure and privilege to welcome to WHO, in April 1992，Mr Boutros-
Ghali and his own counterparts in other United Nations organizations and bodies for an important session of 
the Administrative Committee on Co-ordination. Indeed, the coordinated action of each organization and 
body of the United Nations system - particularly WHO, IMF, the World Bank and GATT - and other 
international organizations - including OAU, the European Community, OECD and the Red Cross - Member 
States, nongovernmental organizations and individuals was essential for the effective and efficient 
implementation of action for health and socioeconomic development. 

Professor GIRARD suggested that in the light of the Director-General's statement there should be a 
general discussion of the need for the Executive Board to place its concerns within the global context. Major 
events had taken place in 1991 and against that background health should no longer be regarded as an 
individual value but increasingly as a source of social cohesion and a subject of universal value. WHO was 
currently at a crossroads, as indeed were health institutions at national level which must play an essential role 
in the coordination of health policies. While some might foresee a fragmentation of the Organization, others 
might urge toward a certain protectionism, recommending that the Organization should look inwards to ensure 
that it accomplished its original mission - that of health management for the world as a whole and, in 
particular, for those in greatest need. The Secretariat and the Board must seek a way forward in the 
establishment of appropriate working methods. It was important, on the threshold of the 1990s, to redefine 
the purpose of the Board. Whether that purpose was merely to record events, to provide an opportunity for 
reflection, or to act as a decision-making body, it was clear that a change was called for. Moreover, any 
consideration of public health matters in the light of changed economic circumstances must also take full 
account of ethical issues and the whole question of human rights. It was only by reflecting on all those areas, 
on which the development of countries depended, that the Board could provide the necessary support to the 
Director-General. 

The CHAIRMAN suggested that members of the Board should embark on a general discussion following 
the presentations of the Regional Directors under item 4 of the agenda. 

It was so agreed. 

8. REPORTS OF THE REGIONAL DIRECTORS ON SIGNIFICANT REGIONAL DEVELOPMENTS, 
INCLUDING REGIONAL COMMITTEE MATTERS: Item 4 of the Agenda (Documents EB89/3, 
EB89/4, EB89/5, EB89/6, EB89/7, and EB89/8) ' 

The Americas 

Dr GUERRA DE MACEDO (Regional Director for the Americas), referring to the Director-General� 
statement highlighting the changes in the world situation and their causes, observed that the situation was not 
one of conflict only, but also one of challenge and of great opportunity and hope. In the Americas, the year 
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1991 had started in the sadness of war and had ended in the joy of the advent of peace in El Salvador. The 
year had also seen the beginning of economic recovery in many countries of Latin America and the Caribbean, 
as the Region had shown its ability to reduce high inflation rates, to establish disciplined fiscal management 
and handle economic relations with other countries, including matters of external debt, and, most importantly, 
to continue to strengthen democracy. At the same time, subjects of particular economic concern remained, 
particularly in relation to the economic situation of Brazil and to the recession in the United States of 
America. A major effort was being made in the Region to ensure that it played an increasingly effective role 
in the "new world economic order" and, by extension, a new political order. There had been intense diplomatic 
activity in 1991 to establish a machinery for regional and subregional integration in order to facilitate overall 
progress and create opportunities to participate effectively in world development. The heads of State of the 
Region had met on several occasions over the past year - including the first Ibero-American Summit - and the 
subject of health had been an item on the agenda of most of those meetings. 

Perhaps the outstanding aspect of the health situation in the Americas during the past year had been the 
reappearance of cholera after more than a century. To date, cholera had affected more than 400 000 people 
and had caused nearly 4000 deaths, testimony to the inadequate living conditions of large portions of the 
Region's population. While almost all of Latin America had been affected by the cholera epidemic and had 
had to take emergency action, countries maintained their efforts to prevent and control other diseases and 
above all to modify their health systems, based on the guiding principles of health for all, universality, equity, 
effectiveness and participation. He was concerned, however, that a misunderstanding of neo-liberal views 
might lead governments unrealistically to consider that economic growth would automatically solve the 
problems of health and well-being in the Region, and thus to limit the role of the State in dealing with those 
problems and granting them the priority attention they deserved. 

The Organization had made the greatest possible efforts to meet the various challenges confronting the 
Region. It had decided jointly with Member States to attack the cholera problem in two complementary 
phases. The first, the emergency phase, was designed to combat cholera directly, in order to contain the 
epidemic and to limit its socioeconomic and health effects on the countries concerned. That phase would last 
three years, until approximately 1993, requiring the mobilization of some US$ 700 million, the major share 
coming from the governments themselves. In 1991, it had been possible to mobilize approximately 
US$ 13 million, from its own resources and from cooperating bilateral and multilateral agencies. The second 
phase, which would begin in 1992，reflected the fact that the cholera epidemic was a result of inadequate living 
conditions and, in particular, the extraordinary gap between the demand for and availability of services. To 
remedy those deficiencies, an ambitious plan of long-term investment in the infrastructure of the environment 
and the health services was proposed. It was estimated that some US$ 200 000 million would be necessary to 
implement the plan even partially, with US$ 50 000-60 000 million being required from external sources. 

The Organization continued to fulfil its mandate for the eradication and elimination of disease. The 
eradication of poliomyelitis was being consolidated under the Expanded Programme on Immunization, the last 
confirmed case having been reported in September 1991 in Peru. It was now considered that the circulation of 
poliovirus in the Region had been interrupted, and activities to certify the fact were being carried out. 

Other goals included the eradication of neonatal tetanus and the elimination of measles; for the latter, 
campaigns had started in the English-speaking Caribbean, Cuba and Canada, and similar activities would begin 
in Brazil, Central America and Mexiœ. Targets were expected to be set for the entire Region in the near 
future. Progress had been made, particularly in the Southern Cone, in the control of Chagas disease by 
stopping transmission by the triatomine vectors and through blood transfusions. It was expected that 
onchocerciasis could be fully eliminated from the Region, and activities were proceeding with respect to other 
diseases. 

The Organization had been striving to place health within a new context, highlighting the fact that health 
was part of and vital to the new development processes in the Region and stressing the need for a 
comprehensive perspective, with the human being as the final objective of development. As part of this effort, 
it had been working with parliaments to define for the Region as a whole and for each subregion and country a 
legislative agenda for health problems. It had also been striving to decentralize health systems and services in 
the Region, by setting up or strengthening local health systems and by providing increasingly detailed analyses 
of the economic status of the health sector and its modes of financing, in particular social security and health 
insurance systems. Of particular interest in that connection was the extent to which States were willing to take 
responsibility for the well-being and health of their people in the light of their role and responsibilities in the 
development process. 

ТЪе Organization continued to encourage cooperative efforts among countries in each subregion through 
the identification of common goals and the elaboration of joint programmes and projects. It was currently in 
the second stage of the Health Initiative for Central America (Heahh and Peace towards Develqjment and 
Democracy) and was continuing its efforts in the Southern Cone, the Andean region and the Caribbean. 
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Growing awareness of environmental problems had led the Organization to make profound changes in its 
programmes in that sphere. While still granting priority to the specific problems of drinking-water supply and 
sanitation, it was paying increasing attention to the quality of water, protection of water sources and the 
problems of environmental degradation in general. It was also continuing its efforts to mobilize resources, 
working with governments and social institutions. As an innovation in 1991, a specific programme had been 
established to promote cooperation with nongovernmental organizations. The Organization had also 
established a programme for health promotion and had included in its programme classification an item 
concerning the participation of women in health and development, which was backed up by specific projects. 
The Organization was encouraging all aspects of social communication, especially the use of the media to 
disseminate health-related messages; to help individuals, families and communities take more responsibility for 
their own health; and to increase awareness of the availability of health services, so fostering social 
participation in their management. With its capacity to stimulate broader and better-informed participation, 
social communication was perhaps the most powerful instrument for the advancement of health，as was 
evidenced by the significant decrease in mortality rates in the 1980s despite a 10% reduction of income and the 
growth of poverty. 

One of the priority issues for the Organization in the coming years was food protection; in that 
connection, it had established in 1991 a new Pan American Institute for Food Protection and Zoonoses, which 
would replace the Pan American Centre for Zoonoses and start operations in 1992. It had also continued its 
efforts to support and promote research and to provide and disseminate technical information, including 
support for the development of the most appropriate technologies. 

All those efforts were taking place in the context of the mandate for 1991-1994: the Strategic 
Orientations and Programme Priorities for РАНО, approved by the Pan American Sanitary Conference in 
1990. Within that framework, the РАНО Directing Council/WHO Regional Committee for the Americas had 
in 1991 approved the Programme Budget for 1992-1993, which involved a reduction in real terms of almost 5% 
compared with the previous biennium. That would result in the elimination of 74 posts and the need for a 
more careful allocation of available resources. In consequence, every effort was being made to streamline 
administrative activities. It was planned to continue the process of decentralization and to strengthen the 
programming and evaluation system (AMPES), in particular the annual programming of activities (APB), 
which would be closely articulated with the field financial management system (FFMS). A set of new and 
comprehensive administrative systems was being developed, including a new system for financial 
administration, a new purchasing system, and adaptation of the payroll system to regional needs. Finally, in 
view of the expanding programmes, РАНО had decided in 1991 to build new headquarters premises, to be 
financed without recourse to the regular budget. 

South-East Asia 

Dr KO KO (Regional Director for South-East Asia) reported that the Regional Committee for South-
East Asia had held its forty-fourth session from 22 to 28 September 1991 at Kurumba Village, Maldives, under 
the chairmanship of Mr Abdul Sattar Yoosuf, Deputy Minister of Health and Welfare of the Republic of 
Maldives. In his statement to the Regional Committee, the Director-General of WHO had referred to many 
important issues, including changes in the global health and socioeconomic situation, the role of international 
solidarity in achieving the goal of health for all, and the health consequences of the armed conflict in the 
Middle East and of other man-made disasters, accentuated by natural disasters, the cholera epidemic, the 
endemicity of malaria and the AIDS pandemic. 

In addition to reviewing the Regional Director's Annual Report for the period 1 July 1990 to 30 June 
1991, the Committee had considered other matters, namely: the prevention and control of AIDS; the second 
evaluation of the regional health-for-all strategies; the evaluation of the International Drinking Water Supply 
and Sanitation Decade; and the contribution of WHO to international efforts towards sustainable development. 
Technical Discussions on disaster preparedness had also been held during the session. 

Commencing with the 1992-1993 biennium, WHO collaborative programmes would be implemented 
through annual detailed plans of action, by country. By December 1991, those plans had been finalized for all 
the countries of the Region and letters of agreement regarding implementation had been signed. It was 
expected that the new procedures would enable Member States to plan realistic and appropriate activities, 
based on their actual needs, thus making implementation more efficient. 

In formulating the 1994-1995 programme proposals, Member States had been requested to apply, within 
the framework of their national priorities, the criteria for priority-setting developed by the Board. They were 
currently preparing those proposals under the guidance of the Sub-Committee on Programme Budget of the 
Regional Committee, using the guidelines issued by the Director-General and the five priority programme 
areas that he had identified: Managerial process for national health development; Organization of health 
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systems based on primary health care; Nutrition; Promotion of environmental health; and Disease 
prevention and control. In consultation with the WHO Representatives, Member States were developing 
relevant priority activities in the five programme areas. 

HIV infection and AIDS were matters of increasing concern in certain countries of the Region. 
Countries which had previously had no reported cases of AIDS, or very low prevalence, were reporting 
significantly higher rates of HIV infection. The problem was particularly serious in India, Myanmar and 
Thailand, where the rate of increase of HIV infection since 1987 was similar in magnitude to that observed 
during the early stages of the epidemic in sub-Saharan Africa. Moreover, HIV infection was being rapidly 
transmitted among drug users in those three countries, with the concomitant risk of infection of their spouses 
and offspring. To combat those problems, Member States had initiated several measures, among them, 
stronger political commitment to AIDS control, strengthening of HIV surveillance, enhancement of public 
awareness, the use of health education and counselling training in clinical, laboratory and prevention 
techniques, and improvement of blood transfusion services. 

The Committee had expressed its deep concern with the situation and had urged all Member States to 
make an all-out effort to include comprehensive AIDS/HIV prevention and control activities in their national 
programmes. 

An important milestone in 1991 was the second evaluation of the regional health-for-all strategies. There 
had been perceptible progress since 1985, the date of the initial evaluation. Noteworthy among the 
achievements were the decline in infant mortality in most countries, improvement of life expectancy at birth, 
greater community involvement in primary health care, and a more equitable distribution of resources for 
primary health care. Certain concerns, however, remained: the need for countries to improve their capacity 
for health policy development and to find additional resources; the need for disaggregated epidemiological 
and other information for planning and programming purposes; insufficient integration of other health-related 
sectors in the health-for-all movement; and the persistent gap between health policies and their 
implementation. 

To address the inadequacies in health policy analysis and strategy development, a regional consultation of 
national health administrators and planners had drafted a regional plan of action, designed to develop and 
strengthen overall health management. Extrabudgetary resources would, however, be needed to implement the 
plan. Two countries, the Maldives and Sri Lanka, had developed country action plans. 

Within the framework of the WHO initiative for intensive cooperation with countries and people in 
greatest need, joint WHO headquarters and Regional Office missions had visited five countries, with a view to 
identifying specific action to accelerate national health development. In Bangladesh, WHO had played a 
strong technical role in the formulation of the World Bank's fourth population and health project for the 
period 1992-1996. In Mongolia, the initiative was contributing to the restructuring of the national health care 
system in line with recent political developments and to mobilizing external resources. In Bhutan, Myanmar 
and Nepal the Regional Office, in collaboration with WHO, was using the mechanism of the initiative to 
mobilize more resources for priority programmes. 

Following the Technical Discussions held at the Regional Committee in 1990，Member States had taken 
various steps to address the problem of the health of the underprivileged. An intercountry consultation on that 
subject, held in India in August 1991，had reviewed the health development process since the Alma-Ata 
Declaration of 1978; it had recommended that health-for-all activities should reflect a people-centred human 
development strategy, linking economic and social development and micro- and macro-level strategies. The 
consultation had urged Member States to adopt innovative approaches in implementing the health-for-all 
strategy and, by using sensitive indicators, to monitor progress in improving the health of underprivileged 
populations. 

The Region was sustaining its progress in controlling several diseases or disorders that represented major 
public health problems. The number of registered leprosy cases had declined sharply, from 3.7 million in 1985 
to 2.7 million in 1990，and it was expected that leprosy would be eliminated as a public health problem within 
two to three years from Bhutan, Sri Lanka, and Thailand. It was also expected that dracunculiasis, which 
within the Region was confined to India, would be eradicated by 1994. The incidence of poliomyelitis had 
decreased significantly and trends indicated that the target of eradication by the year 2000 could be attained. 
There was also renewed confidence that, through universal iodization of salt, iodine-deficiency disorders could 
be eliminated in most counties by the year 2000. An interregional malaria pre-summit meeting for Asia and 
the Pacific, to be held at the Regional Office from 3 to 7 February 1992，would address, inter alia，technical 
issues involving malaria control, diagnosis and treatment and health care delivery. 

The seventeenth session of the South-East Asia Advisory Committee on Health Research, held in 
Yangon in April 1991，had reviewed the regional research programme. The Committee had urged Member 
States to develop national plans of action in response to resolution WHA43.19 on the role of health research 
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in the health-for-all strategy. Under the guidance of the Advisory Committee on Health Research, the 
Regional Office was fully cooperating in that endeavour. 

More emphasis was being placed on the promotion and development of health systems research. 
Noteworthy among efforts to that end were the strengthening of institutions and the organization of 
consultative meetings for the assessment of priority health systems research needs and the identification of 
criteria for the appraisal of project proposals. A "nutrition-cum-action" network had been established to 
identify the major nutritional problems in the Region, strengthen nutrition research and action capabilities and 
promote selected nutrition projects and training schemes. The Regional Office continued to provide support 
to Member States for research on the development of human resources for health, and several consultative 
meetings had been held to that end. An intercountry consultation on research in nursing had been held in 
Thailand in June 1991. The subject of research on human resources for health would be on the agenda at the 
next meeting of the Directors of Medical Research Councils and Analogous Bodies in the Region, to be held 
in 1992. i 

Noteworthy in the field of biomedical research was support for multicentre intercountry projects to study 
the epidemiology and prevention of non-A, non-B hepatitis, large outbreaks of which had occurred in several 
countries. A regional programme had been supporting a dengue vaccine development project for several years 
and it was expected that by 1993 or 1994 a tetravalent vaccine against all four strains of the virus would be 
produced. 

The ninth Meeting of Ministers of Health of countries in the Region had been held in the Maldives from 
29 September to 1 October 1991. In addition to reviewing progress in the implementation of decisions taken 
at previous meetings, the Ministers had addressed important regional issues such as the health of the 
underprivileged, AIDS, and environmental health, and had made policy decisions on further action, stressing 
the importance of collaborative efforts among Member States. 

The Regional Office and Member States had taken great interest in the new health paradigm outlined to 
the Board by the Director-General at its eighty-seventh session and had submitted their observations on that 
subject to headquarters. Despite the limited time for in-depth discussion of the Ninth General Programme of 
Work, information on its development had been transmitted to national coordinating committees in all 
countries of the Region. Those efforts, it was hoped, would help to finalize the Programme, which should be 
not only technically sound but also practically feasible. 

Efforts must be made to ensure that national programmes derived maximum benefit from the catalytic 
nature and multiplier effect of WHO's technical cooperation. Member States of the Region were in different 
stages of socioeconomic and political development and faced varied and complicated health problems. The 
quantity of resources required to fill all the gaps was large, and those available, though inadequate, could and 
should be used effectively. Member States had great need of international financial support. 

Financial obstacles, however, had not deterred them from striving to maintain the momentum towards 
the goal of health for all by the year 2000. To enable them to achieve that goal, it was imperative, now more 
than ever, for WHO to make concerted efforts to mobilize resources from all extrabudgetary sources, with a 
view to reducing, to the extent possible, the yawning resources gap. 

Dr ASVALL (Regional Director for Europe) said the forces of change in the eastern half of the Region 
in 1989 and 1990 had brought forth a ground swell of yearning for freedom and democracy. Unfortunately, in 
many areas deep-rooted nationalistic, ethnic and other tensions had exploded into tragic violence, in some 
cases leading to civil war. The countries of Europe were intensely aware that the start of the 1990s was a 
turning-point that would deeply affect the future of the Region's 850 million inhabitants. December 1991, 
which had witnessed the end of the Soviet Union, would stand out in years to come as the end of an epoch. 
The event had given the 285 million residents of the former country a strong urge to create their own 
independent states, centred on the 15 republics. In certain areas, ethnic and other tensions had unleashed 
tragic clashes which, it was to be hoped, would soon cease. Even more tragic had been the intense conflict 
tearing apart another Member State of the Region, Yugoslavia. There, a bloody, vicious civil war had brought 
death and destruction to innocent civilians, killing and wounding tens of thousands, and forcing some 700 000 
to 800 000 more to flee their homes and seek safety elsewhere. Those developments had radically marked the 
work of WHO in the Region in 1991 and would have an even stronger effect in years to come. ТЪе number of 
Member States would be greatly increased, and the new countries would look for different approaches to 
health development from those used in the past. 

The situation was severely complicated by a dramatic decline in economic performance and output in 
large areas of eastern and central Europe. The lack of economic resources resulted not only in shortages of 
drugs, vaccines, etc., but also in a dangerous breakdown of cooperation between the various units of society, a 
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lack of clarity regarding direction of development, a serious lack of motivation among the people, and a 
disintegration of discipline. In Albania, for example, the changes had resulted in a siarp rise in crime, a 
breakdown in basic infrastructure, and the disappearance of food supplies. A rapid increase in unemployment 
and in the size of impoverished groups, particularly the elderly and low-income workers no longer able to make 
ends meet, was creating a dangerous situation. 

While the emergence of a new democratic leadership in many countries was a very encouraging sign, the 
forces he had just described were so formidable that only massive outside help could make a difference. So 
far, there was no sign that aid on the necessary scale was forthcoming. 

Another tragedy had struck the Region in 1991 with the outbreak of the Gulf War, which had sent half a 
million Kurdish refugees fleeing Iraq into the mountainous border area with Turkey. For six months preceding 
that event, the Regional Office had worked intensively with the Government of Turkey to prepare contingency 
plans for just such a possibility and for protection against chemical warfare targeting civilian populations. 
Together with other organizations, WHO had provided effective aid in handling the refugee situation. 

Not all the events of 1991 in Europe had been bad, however. The 12 members of the European 
Community had taken an important step towards strengthening their political and economic cooperation, 
including a stronger mandate in the public health field, which would open up new possibilities for strong public 
health action. 

As for the health status of Europeans in 1991, the armed conflicts he had mentioned had left thousands 
dead, wounded or disabled, and the number of people affected by depression and other mental health 
problems could well approach the millions. There were signs that the AIDS epidemic was slowing somewhat, 
however, and that slow-down might be linked to the intensive public health efforts made by European countries 
after the mid-1980s. The potential for a further spread in central and eastern European countries, where 
social values were rapidly changing and drug abuse and crime were on the rise, was still cause for deep 
concern. 

The Regional Office's work in 1991 had focused on four major areas: assistance to the central and 
eastern European countries; efforts to promote the development of health-for-all policies by Member States of 
the Region; research and development; and involvement of a wide range of groups - public and private, 
professional and non-professional - in achieving health for all. 

The situation in central and eastern Europe had forced a major reorientation of the Regional Office's 
priorities and approaches. Many country-specific missions had been carried out to assess urgent needs for 
drugs and health services development, financing and decentralization. New donor agencies had become active 
partners with the newly independent countries: the World Bank, the European Community and the European 
Bank for Reconstruction and Development were the most important examples. In addition, many Member 
States, both within and outside the Region, had worked intensively with the countries of central and eastern 
Europe. 

The Regional Office had been closely involved in coordinating such efforts by opening up its data-bases 
and sharing its knowledge of the countries concerned. Its fund-raising activities had been modified in 
conformity with the new situation, and its overall approach to working with the countries had been revised. It 
had begun establishing liaison offices in central and eastern Europe in order to speed and coordinate its 
assistance. Excellent cooperation had been established with a number of headquarters units, including work on 
the production of a newsletter. A special programme called "EUROHEALTH" had been set up, focusing on 
some twenty areas in which the Regional Office's work in central and eastern Europe must go forward. 

The Regional Committee for Europe was preparing for a major discussion, at its September 1992 
session, on the future of Europe and WHO's orientations in the wake of the new developments. 

Turning to health-for-all policy development, he said nearly two-thirds of the countries in the Region had 
already begun the process, and over the past year France, the United Kingdom, and three other countries had 
taken steps to follow suit. Finland had been the first country to finalize a health-for-all policy based specifically 
on the regional one, and the Regional Office had conducted an objective evaluation of the Finnish policy's 
strengths and weaknesses and suggested measures for its improvement; another Member State was also 
interested in WHO's carrying out a similar evaluation. Such an external policy-evaluation function in the 
health sphere (like that of OECD in the field of financial policies) could provide an interesting future role for 
the Organization. 

A number of interesting initiatives towards creating health-for-all policies at the subnational level were 
also under way, including one finalized recently in Catalonia. 

The regional health-for-all policy and targets were now seven years old, and the Regional Committee had 
decided the time had come to update them. In September 1991，it had approved new regional targets. 

Research and development efforts had been carried out in a number of fields, including environmental 
health. In 1991, the Regional Office had begun working with centres in the Netherlands and Italy that, while 
being full-fledged WHO facilities, were fully funded by the respective Governments. WHO's regional resources 
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for scientific work in environmental health had thus been tripled; the centres were already involved in efforts 
relating to central and eastern Europe. An agreement on another such centre had been signed with France in 
December 1991. 

The promotion of healthy life-styles was a major part of the regional strategy, and the Regional Office 
was heartened to see a strong commitment to it in many countries. In that context, the Regional Committee 
had decided to develop a special European action plan against alcohol abuse. It had also started new projects 
on health promotion at schools, hospitals and work-sites and had established new collaborating centres and 
networks linked to those activities. 

Reform of health services financing and management was under way, not only in central and eastern 
Europe, but also in other countries. A new programme, "EUROCARE", had been created to provide a more 
integrated framework for research, development and assistance in that area. 

Long-term research and development efforts in concert with the European branch of the International 
Diabetes Federation had resulted in a new programme that would enable the health of diabetics to be 
substantially improved and health service expenditure for diabetes significantly decreased. 

Turning to the involvement of a wide range of partners in achieving health for all, he noted that the 
"Healthy Cities" network was the largest of such efforts. It had been expanded in 1991 to comprise 34 cities, 
and a new element, "multi-city action plans", had been introduced. The plans enabled cities that wished to 
concentrate on a single area of concern, such as tobacco, care of the elderly, or AIDS, to join their forces 
under the Regional Committee's auspices. The "Healthy Cities" network had proved to be a versatile tool in 
dealing with emergencies and difficult political situations, notably in St Petersburg and Zagreb, and might offer 
WHO a new way of proceeding in such situations. 

In 1991，the Regional Office's work with national medical associations had led to the creation of a 
European forum of those associations and WHO, and a similar forum for national pharmaceutical associations 
and WHO had been established only two weeks since. 

In April 1991 the Parliamentary Assembly of the Council of Europe had endorsed the European health-
for-all policy and urged all national parliaments to support it. He had subsequently agreed with the Secretary-
General of the Council on the principles for mutually supportive cooperation in that area. The Regional 
Office had greatly expanded its collaboration with the European Community in 1991，particularly in efforts 
relating to central and eastern Europe. 

The past year had been a challenging and difficult one for the Regional Office's management and 
financing. The challenge had been to reorient priorities in response to the new situation in central and eastern 
Europe, and the staff had really risen to the occasion. A new planning system had been introduced, providing 
for more decentralized management and group efforts. A new staff development and training programme had 
been launched; and a new staff appraisal system had been instituted, in an endeavour to overcome what he 
felt was one of the Organization's major weaknesses. 

It had been encouraging to see strong support from staff for those development efforts. The Regional 
Office now had staff that were well aware of the challenges ahead and willing to adapt their working methods 
to enhance efficiency and quality. The biggest problem was money. The budgets approved by the Health 
Assembly of late had not only not covered costs, but had actually reduced available funding. A close look 
would have to be taken at that problem. The staff, however, had shown great maturity in accepting that the 
overriding objective, even above job security, was for WHO to remain a fighting force in the health world 
today. 

The meeting rose at 12h35. 
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Monday, 20 January 1992，at 14h30 

Chairman: Professor O. RANSOME-KUTI 

REPORTS OF THE REGIONAL DIRECTORS ON SIGNIFICANT REGIONAL DEVELOPMENTS, 
INCLUDING REGIONAL COMMITTEE MATTERS: Item 4 of the Agenda (Documents EB89/3, EB89/4, 
EB89/5, EB89/6, EB89/7 and EB89/8) (continued) 

Eastern Mediterranean 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) said that the International Decade for 
Natural Disaster Reduction had not begun well: disasters, not only natural but also man-made, notably those 
resulting from the Gulf crisis and other armed conflicts, had adversely affected the health and socioeconomic 
well-being of many people in the Region, especially infants, children, women and the elderly. Essential health 
care services had been destroyed, the satisfaction of basic minimum needs such as food, drinking water and 
sanitation had been disrupted, and efforts to control and prevent the spread of communicable diseases had 
been hampered. 

Another matter of grave concern had been the pollution and severe environmental damage caused by the 
Gulf War, some of which would take years to rectify and would require concerted regional and interregional 
action. Protection of the ecosystem was essential to the survival of the human race. The Regional Office, 
together with the Centre for Environmental Health Activities in Amman, Jordan, and national and 
international agencies, was actively involved in environmental activities, concerning which he would periodically 
report to the Board. 

Progress had been made in providing water supply and sanitation throughout the Region: water supply 
coverage in urban areas had increased to around 98% and sanitation coverage to 82%; in rural areas the 
figures were lower (around 49% and 20% respectively), largely owing to the complicated nature of the local 
topography. 

Under the "regional strategy for water supply and sanitation beyond 1990," problems such as water 
scarcity, lack of human resources, funding，and rapid population increases would be tackled. Problems such as 
pollution, congestion, inadequate housing and lack of jobs, resulting from the unprecedented increase in urban 
population growth, were being dealt with through a regional "healthy villages" project along the lines of the 
"healthy cities" project that had originated in the European Region. 

Over the past few years, both the European and Eastern Mediterranean Regions had significantly 
strengthened their school health strategies: he referred in particular to the latter's "action-oriented school 
health curriculum" and the former's proposal for a network of "health-promoting schools". A joint interregional 
programme to promote exchange of experience, fund-raising and a network of "healthy schools" in both regions 
had been proposed. 

At the fifteenth meeting of the Regional Consultative Committee, topics examined had included criteria 
for resource allocation and an evaluation of the International Drinking Water Supply and Sanitation Decade. 
The thirty-eighth session of the Regional Committee for the Eastern Mediterranean had addressed the topics 
of health of the elderly, the incorporation in primary health care of services such as occupational health, 
safeguards against pesticides, toxicity, health laboratory services and basic surgery. The Technical Discussions 
had covered health economics, and other discussion items had included the importance of national health 
information systems, progress reports on AIDS and on the Expanded Programme on Immunization, the second 
report on regional evaluation of health-for-all strategies, and an update on the Leadership Development 
Programme in International Health. The Regional Committee had adopted 22 resolutions and four decisions, 
as described in paragraphs 1 to 5 of the report. He thanked members of the Regional Committee for having 
submitted his candidature for a further five-year term of office as Regional Director. 

-23 -



24 EXECUTIVE BOARD, EIGHTY-NINTH SESSION 

The AIDS situation in the Region, to combat which approximately US$ 5.6 million had been made 
available by WHO in 1991’ was alarming, albeit less so than in some other regions. The number of new AIDS 
cases had almost doubled each year since 1987 and there was evidence of sustained indigenous transmission 
within high-risk population groups. Some Member States were now implementing their national plans entirely 
from national resources. 

Progress with the Expanded Programme on Immunization (EPI) continued, the reported immunization 
coverage among infants under one year old being 86% for BCG, 81% for DPT3/OPV3, and 75% for measles. 
Coverage for pregnant women, which had now reached 52%, except in Afghanistan, Somalia and southern 
Sudan on account of local conflicts, had prevented annually 300 000 child deaths from measles, neonatal 
tetanus and pertussis, as well as over 57 000 cases of poliomyelitis. The persistence of those diseases, however, 
reflected the continuing urgent need to raise the immunization coverage levels. Routine vaccination against 
hepatitis В had been introduced into national EPI programmes in a number of countries. There was, however, 
a need to establish a regional interagency collaborative committee to raise funds for EPI. 

Referring again to the second report on regional evaluation of health-for-all strategies, he said that the 
goal of health for all by the year 2000 was still fully endorsed by Member States of the Region. The year just 
ended had underlined the urgent need to respond to emergencies effectively and promptly and had 
demonstrated that peace was without doubt the key factor in attaining the goal of health for all. 

Western Pacific 

Dr HAN (Regional Director for the Western Pacific) said that in 1991 the Regional Committee had 
welcomed two new Members, the Marshall Islands and the Federated States of Micronesia, and one Associate 
Member, Tokelau. The year before, Hong Kong had participated in the Committee in its own name for the 
first time. Cooperation with Cambodia had been resumed after an interruption of 12 years. All those evolving 
partnerships were bringing new demands but also a new vitality to the work being done in the Region. 

The assessment of achievements revealed three important developments: the search for new ways to 
finance health services; the escalation of environmental health problems; and the emergence of diseases 
related to life-style. 

In an effort to place the health system on a more dependable financial footing, Member States had 
sought to mobilize, allocate and use resources more effectively, to decentralize budgeting and managerial 
processes, and to build-up information support systems; the result had been a rising demand for training for 
local and district level responsibility and the exchange of information and experience between countries. In 
response to that demand, for example, the Fiji School of Medicine had introduced new programmes to qualify 
health workers to meet the specific needs of countries. Two major aspects of financing • health insurance and 
decentralization of the health system - were being explored, in association with other measures which each 
country would have to take according to its needs, and it was clear that an innovative approach was called for. 

Environmental health, which included problems related to anarchic urban expansion, hazardous waste 
dumping, uncontrolled logging and the destruction of marine resources, was a key issue. The Regional 
Committee had chosen the topic of "Healthy urban environment" for its next Technical Discussions. A 
Consultative Group on Health and Environment which had met in Manila in November 1991 had produced a 
number of recommendations concerning WHO's responsibilities in that area and specific interventions relating 
to the control of environmental health hazards. 

As diseases related to life-style had become the major cause of mortality in most parts of the Region, 
policy-makers and the general public must be made more aware of ways of avoiding such diseases. For that 
purpose, the post of Regional Adviser in Health Promotion had been created to replace that of Regional 
Adviser in Health Education. Health promotion activities were also essential in combating AIDS, which was 
steadily increasing in the Region, even though every country now had an AIDS prevention and control 
programme. Surveillance and laboratory capabilities for diagnosis and for ensuring safe blood had been 
developed rapidly but the problem of overcoming ignorance was one of the most difficult faced. 

Considerable progress had been made in preventing and controlling communicable diseases, with over 
90% of the children in the Region now immunized against the six target diseases, although there were still 
great differences between countries. Control programmes on acute respiratory infections were operational in 
15 countries and areas, with the result that WHO's standard case management was now available to 20% of 
the child population • an achievement due to well-organized, large-scale training programmes for health 
workers in first-level health facilities. Diarrhoeal disease control had also made steady progress, oral 
rehydration therapy now being available to over 70% of the children in some of the developing countries of the 
Region. Regarding the second health-for-all evaluation, 29 of the 35 countries and areas in the Region now 
indicated that at least 80% of the population had access to health care, which included the availability of at 
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least 20 essential drugs. In 20 countries and areas at least 90% of newborn children had a birthweight of 
2500 grams or more, and infant mortality was on the decline. 

Certain major health problems had shown little sign of declining. Some 800 000 cases of malaria had 
been microscopically diagnosed in 1990 - a 35% rise in incidence since 1984 in countries other than China. In 
China, on the other hand, incidence had declined from almost one million cases to less than 100 000 during the 
same period, mainly because of strong support for control programmes, low population mobility and the 
relative instability of the disease in that country. Elsewhere, most malaria programmes were facing shortage of 
human and financial resources and it was to be hoped that the ministerial conference on the issue later in the 
year would help to meet those needs. 

New approaches were also needed in prevention and control of tuberculosis. In 1991, 1.4 million new 
cases had been recorded and the incidence was 1% or more in 11 countries and areas. 

Poliomyelitis eradication had gathered momentum and the only factor which could prevent the Region 
from reaching zero incidence by 1995 was a shortfall in vaccine supplies, for which work with the relevant 
donor agencies must continue. Regarding leprosy, the systematic use of multidrug therapy, which had begun in 
1983, had resulted in 50 000 patients (70% of all known cases) being released from treatment. As the 
remaining 30% came under therapy, attention was turning more to case-finding, with the goal of total 
elimination in selected countries by 1995. 

The increasing drain on available financial resources, coupled with the constraints imposed by the current 
world situation, had caused a financial crisis in the Western Pacific Region in 1991. During the current 
biennium，expenditure had had to be cut drastically by about 25%. That meant that both the Member States 
and the Secretariat would have to make some difficult decisions in the coming months, and to select priorities 
for action with the utmost rigour. 

Africa 

Dr MONEKOSSO (Regional Director for Africa) referred to the vicissitudes of the political situation in 
Africa which, despite positive democratic developments in some countries, had inevitable repercussions on the 
health situation and health policies. The heads of State and government of the Organization of African Unity 
(OAU), in a declaration on "the current African health crisis" made at the OAU Summit at Abuja, Nigeria, the 
previous year, had analysed the problems and recommended ways of overcoming them, recognizing, in the 
spirit of the Addis Ababa Declaration of 1987，that health was crucial to development. 

The Regional Office was working with the African countries to find solutions to Africa's acute health 
problems through the reinforcement of national health systems. The implementation of the African health 
development framework, involving intersectoral cooperation and centring very much on villagers themselves 
and their communities at the district level, was being pursued with renewed vigour. Since 1985 most countries 
in the Region had adopted the framework and had approached WHO with requests for assistance in 
developing health policies. WHO representatives continued to work to strengthen management capacity at the 
district level. 

Without going into the details of disease prevention and control activities, it could be said that some 
successes had been achieved in combating tuberculosis, leprosy, malaria，neonatal tetanus, poliomyelitis, 
dracunculiasis, onchocerciasis, meningitis, yellow fever, cholera, diarrhoeal diseases and plague. 
Regionalization of the AIDS programme was nearly complete. 

Technical cooperation with individual countries was the basis of the Regional Office's activities. 
Expanded WHO country teams comprising nationals working with WHO representatives had been further 
strengthened in 1991. As of 1992 the country teams would be financed from the regular budget allocation of 
the countries themselves. In addition, 2% of the regional budget had been set aside to ensure the teams' 
optimal functioning. With the promotion and establishment of health systems based on primary health care 
and the emphasis now placed on direct support to countries, the members of intercountry teams were currently 
being reassigned to other duties, particularly action against AIDS. 

The role of the WHO representatives had also been strengthened, leading to genuine cooperation and 
joint programme management between countries and WHO. Greater use was being made of information 
technology and modern communication methods for programme management, for example through the African 
programme operations coordination system (AFROPOC) and the planned electronic mail systems for 
improved regional communication at a moderate cost. 

In pursuance of the regional policy concerning technical cooperation with countries, the topics selected by 
the Regional Committee for the technical discussions in the next three years were: monitoring of progress in 
health activities; improvement in health infrastructure; and the financing of health activities. The absence or 
virtual absence of financing for health systems had prompted the Regional Office to initiate a programme for 
the financing of health care, based on the positive experience of the Bamako Initiative. Sources other than 



26 EXECUTIVE BOARD, EIGHTY-NINTH SESSION 

solely governmental ones were being explored, including voluntary and private sector funding, with due regard 
to equity and social justice. 

The Regional Office had struck up health "alliances" with numerous international agencies and 
organizations: with UNICEF on the Expanded Programme on Immunization, nutrition, breast-feeding, and 
other subjects; with UNDP on AIDS; with the World Bank on health policy development; with the African 
Development Bank on health infrastructure and medical education and training; with the Organization of 
African Unity; and with several nongovernmental organizations. 

Following the Bujumbura appeal "A call for Africa", launched at the forty-first session of the Regional 
Committee, the Minister of Health of Burundi, Chairman of the session, had urged all ministers of health to 
mobilize the populations of their countries for health in 1992. The campaign was based on a wide range of 
activities outlined by the Regional Office, which each individual, family and village could undertake at little 
cost, demonstrating the important principle of self-reliance. The mobilization campaign would culminate in an 
African conference on community health in September 1992. 

In conclusion, he stressed that while alliances with other agencies were certainly desirable, the prime 
need was to ensure greater coordination and cohesion within the Organization itself for the benefit of all. 

The CHAIRMAN invited members of the Board to discuss the reports of the Regional Directors. 

Dr TIN U commended the succinct and comprehensive report by the Regional Director for South-East 
Asia. In response to the doubling, if not tripling, of the number of cases of AIDS in some countries of South-
East Asia during the past two years, a National AIDS Committee had been set up in Myanmar, under the 
leadership of the Minister of Health. Although health education and health information were the accepted 
cornerstones of AIDS prevention, in countries such as Myanmar attention must also be paid to prevention of 
transmission by blood transfusion, since HIV testing of blood was not possible in all centres. Thought should 
be given to ways in which blood transfusion could be rendered safe under such circumstances. 

Professor BORGOÑO, drawing a distinction between general trends at the global level and health and 
development as part of social and economic progress in individual countries, pointed out that in some instances 
matters were improving and in others not. Although general trends were important indicators of progress 
towards the goal of health for all, in a context of solidarity, full account must also be taken of the actual 
problems facing the Organization, whose zero-growth budget, already shrinking in real terms, was threatened 
with a further 10% cut because of the arrears of a major group of countries. A consequent reduction in the 
Organization's activity would have to be confronted; it was up to the Board as a governing body to assist the 
Director-General in doing so. Some current problems were indeed a heritage of the past, but that did not 
absolve the Board from its responsibility to seek solutions. If WHO was to function properly as a catalyst, its 
management system had to work efficiently, at the global and regional levels alike. Countries must also display 
a far greater political commitment to solving health problems than they had done to date. 

Among specific problems, other than those on the Board's present agenda, of concern to certain 
countries he singled out cholera as a major problem facing Latin America; though it was unlikely to spread to 
all countries in the area, it was certain to remain endemic in some of them for the foreseeable future. That 
again highlighted the importance of political will to take immediate measures and also to draw up medium-
term plans. 

Although it had not risen to its former levels of incidence, tuberculosis was increasingly prevalent 
throughout the world and not merely in developing countries, often in association with other major infections, 
including AIDS. WHO was, however, providing the leadership expected of it in the control of the disease, 
which caused more deaths worldwide than any other infectious illness. 

Issues such as those he had mentioned, whether global, national, subregional or regional, must of course 
be taken into account in considering the Ninth General Programme of Work. However, 25 years of experience 
with the Organization and its governing and other bodies had led him to believe also that change was called 
for: that over the coming five years an effort must be made to give real thought to new orientations and, more 
especially, to the disquietingly erratic course budget policy had followed in past years as a result of world 
economic problems and the economic difficulties of individual countries, which made it very difficult to 
maintain successful undertakings such as the Expanded Programme on Immunization and to sustain the 
advances that had already been made. 

Dr VIOLAKI-PARASKEVA noted with satisfaction the reference in paragraph 24 of the report of the 
Regional Director for the Americas - the sole report to mention the issue - to action in respect of women, 
health and development. She asked for further information on the Pan American Institute for Food Protection 
and Zoonoses, mentioned in paragraph 33 of the report. 
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A sombre note was struck in paragraph 9 of the report by the Regional Director for South-East Asia 
with the remark that maternal mortality remained unacceptably high. It was stated in paragraph 12 that 
deafness was becoming a major public health problem. Did that have any connection with rubella? She 
welcomed the news that 80% of children in the Region had received immunization coverage by 1990. 

The Regional Office for Europe was to be commended on the national health-for-all policies being 
implemented in two-thirds of Member States and the establishment of a global task force to intensify 
collaboration with countries in central and eastern Europe. Joint action on many public health problems was 
imperative in view of the inequalities in health that still existed between and within countries. The Diabetes 
Action Programme, another important activity in Europe, could well be combined with work on other non-
communicable diseases. 

She applauded the work on infant and young child nutrition described by the Regional Director for the 
Western Pacific in paragraph 36 of his report and was gratified that the status of health development in the 
Region as a whole was deemed to be satisfactory. 

Mr MORTENSEN (alternate to Mr Varder), welcoming the report of the Regional Director for Europe, 
observed that changes in the countries of central and eastern Europe had created health problems of 
unprecedented magnitude, constituting the greatest challenge that had ever confronted the Region and leading 
to the EUROHEALTH programme of intensified cooperation. As health would be a major collective concern 
within the European Community from 1 January 1993, such cooperation would become even more pertinent in 
order to secure the pooling of experience and offset any competitiveness in the health field, which could 
hamper rather than promote effective action. Member States in the Region, stressing the need for constructive 
collaboration, had offered some guidelines on the matter to the Regional Office which, given its important role 
as a clearing-house, was to be commended on the steps already taken in collecting, organizing and 
disseminating information. In coming years, the significance of valid health information would be increasingly 
recognized, not merely in Europe, as a prerequisite for attaining health goals. 

Dr BUNNI, after remarking on the importance of receiving documents in advance of Board sessions, 
which had not happened in his case, said that the reports under review were of considerable interest. 
Although conditions differed from one region to another it was always useful to be informed of activities 
elsewhere and participate in an exchange of views. Although he detected greater cause for optimism than 
pessimism in the reports, the grass-roots situation in certain countries, especially those of the Eastern 
Mediterranean Region, was not always clearly reflected in them. Peace and stability were essential 
prerequisites for health. If countries devoted to those ends a mere fraction of what they spent for military 
purposes, health conditions would be greatly improved and WHO helped out of its present financial impasse. 

The former practice of organizing meetings between neighbouring countries to prevent the trans-frontier 
spread of disease seemed to have been discontinued, since no appropriations had been made for the purpose. 

Dr MASON said it was clear from the discussion that the world faced many problems and that much 
work remained to be done. Massive and rapid mutations were under way everywhere - not only in central and 
eastern Europe but also in the Far East and in Central America: changing economic conditions, changing 
technologies and the AIDS pandemic were just three examples. At the same time, serious health problems 
persisted in all regions, particularly in Africa; hence the enormous challenges confronting the Organization 
even before the process of change had been completed, each of which must be transformed into an 
opportunity. Above all, the goal of health for all must not be abandoned. 

That being said, despite the world-shaking events he had alluded to, WHO seemed to remain time-
warped in the period immediately following the Second World War. Was the Organization conceptually and 
organizationally prepared to provide the health leadership needed by the present changed world, or would it 
leave the task to other United Nations agencies that were initiating activities in the health field? The Board 
should address that question and also consider how WHO could make better use of the strength of its Member 
States to augment its technical resources. Member States could perhaps do far more than they were doing at 
present, thereby releasing resources for things that no country could do on behalf of another. A critical look 
should be taken at the Organization in the context of the Regional Directors' reports. He therefore proposed 
that the Board should consider setting up a small subcommittee to take a broad look, in cooperation with the 
Secretariat, at the Organization and the leadership it should provide in a changing world, the health paradigm 
and the Ninth General Programme of Work, taking into account the roles of and relationships between 
United Nations agencies, nongovernmental organizations, Member States and others, scrutinizing management 
and organization and looking hard at priorities. 
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Dr MARGAN endorsed Dr Mason's proposal that a subcommittee should be established by the Board. 
With reference to the tragic conflict in Yugoslavia, he was endeavouring to collate information for the 

Board on its effects on the health sector in various parts of the country, regardless of the political aspects and 
the intentions and wishes of the various political parties involved, with the sole view of obtaining assistance in 
solving a number of priority health and health-related problems. In the early stages of the conflict, he had 
contacted WHO headquarters with those ideas in mind, but had not received a definite answer for various 
reasons which he accepted. However, he had been trying to re-establish links with WHO, since there was no 
longer a regular exchange of information with some parts of the country. He was particularly grateful to the 
Regional Director for Europe for his understanding and help in re-establishing communications and 
cooperation. While not asking the Board to add the item to its agenda, he would be grateful to the 
Director-General and Board members for any assistance in the re-establishment of communications between 
WHO and health institutions that had been interrupted by the conflict. 

Mr AL-SAKKAF thanked Dr Gezairy for his report highlighting the successes achieved in the Eastern 
Mediterranean Region in providing a better level of health services in spite of the painful and totally 
unprecedented events in the Region in 1991. However, those events and their aftermath had led to outbreaks 
of disease that had taken a heavy toll of life and to a deterioration in the quality of health services in a 
number of countries. The Region had obviously not been sufficiently prepared to face such events and their 
dire consequences. In future, WHO should have the necessary financial resources to enable assistance to be 
provided quickly to afflicted countries, without waiting for the regular session of the Regional Committee, 
where decisions in any case usually failed to have the desired effect because the means to deal with natural or 
man-made disasters were lacking. 

Dr SIDHOM noted the great strides taken towards health for all by the year 2000, as shown by tangible 
improvements in many indicators of health service coverage and quality, in spite of the shrinkage in the 
resources available. However, the AIDS epidemic continued to spread, threatening the results achieved by 
other programmes. Communicable diseases such as cholera and malaria continued to take their toll in many 
parts of the world; they could be controlled only by the coordinated efforts of a number of different 
authorities, but in the absence of an effective plan there was inevitably duplication of activities. The 
Organization should therefore consider how it could continue to play its leading role in promoting health, in 
addition to strengthening health manpower in Member countries. 

Healthy life-styles were also important, as the problems caused by smoking exemplified. Greater 
resources needed to be devoted to primary health care in order to achieve a more equitable distribution of 
health services. 

Dr KOMBA-KONO said the Regional Directors' reports had shown that diseases were interrelated, and 
that all countries had the same objective: to fight a common enemy. 

A perennial problem in Sierra Leone concerned the collection of data at grass-roots level, their 
transmission to central level and their dissemination outside the country: the difficulty was working out 
modalities for transmitting data to the central level. National staff did not lack technical know-how in data 
collection: the big problem was documentation. 

Another problem was training. Trained staff had migrated to greener pastures, for which perhaps they 
could not be blamed, but people were needed in their home countries. He endorsed the recent trend in WHO 
and other agencies for staff to be trained within their own geographical areas. Training should be planned in 
conjunction with national staff, otherwise it might be difficult to place people after they had been trained. 

Over the years WHO had overemphasized the concept of primary health care and had ignored the 
clinical setting. In that regard, he stressed the importance of the referral system; a patient referred in good 
time might be lost for want of care at the final point of referral. 

The African initiative on essential drugs was timely; there had been persistent problems with availability 
of drugs and, even when they were available, with distribution. As the Director-General had said, more was 
sometimes spent on distributing drugs than on purchasing them. 

In Sierra Leone only 52% of health care was provided by the conventional system and the remainder by 
traditional practitioners. Since resources were not available to provide drugs to meet all the health needs of 
the people, WHO and the Regional Office should not ignore traditional medicine, which might solve many 
problems. 

Finally, he recalled the Bujumbura appeal, stressing that diseases could be eradicated only if they were 
tackled from all angles; although it had been launched in Burundi, it addressed both the haves and the have-
nots. He echoed the call for increased aid for Africa. 
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Dr LU Rushan said that, under Dr Han's leadership, the Regional Office for the Western Pacific had 
pioneered the implementation of WHO programmes and had helped Member States to implement and 
formulate programmes and projects. The majority of countries in the Region had satisfied the minimum 
requirements of health-for-all targets. He referred, in particular, to developments in six key areas: disease 
eradication, health manpower resources, promotion of health, environmental health, managerial skills, and 
experience and information exchange. A poliomyelitis eradication programme had been formulated and 
implemented; the integrated treatment of leprosy had been extended; a training network had been 
established; a tuberculosis control programme had been formulated; curricula had been revised, with 
emphasis on continuing education; a smoking and health action plan had been formulated and activities had 
been carried out to help Member States to develop their health information systems. In the past year, China 
had further developed its cooperation with the Regional Office, an implementation rate of 100% having been 
achieved in the 1990-1991 programme. With the support of the Regional Office, China had formulated and 
was implementing medium-term plans for the control of AIDS, diarrhoea and acute respiratory infections. All 
those programmes had helped to raise the Chinese people's standard of health and contributed towards 
attaining the goal of health for all by the year 2000. However, the task facing the Western Pacific Region was 
arduous: there were still problems of equity in health and of health care standards; vaccine quality needed to 
be improved; poliomyelitis had to be eradicated by 1995; the control of malaria and other communicable 
diseases which were on the increase had to be strengthened; and the problems of an aging population and of 
environmental health had to be addressed. He hoped that the Regional Office would be able to strengthen 
cooperation with Member States still further, and to formulate and implement an even greater number of 
practical programmes. 

Dr KOSENKO said that, since the last session of the Board, there had been important political changes 
in the European Region, with the emergence of new independent States. There had been a number of 
dramatic events, but thanks to the efforts of the world community their adverse effects had been largely 
attenuated in many places. Many States were now facing considerable economic difficulties, and the entire 
international community, and in particular WHO, should assist in overcoming them. He stressed the efforts 
made by the Director-General and the Regional Directors to strengthen cooperation with States in all regions 
in tackling the most serious social and health problems facing them, and in particular with the States of eastern 
and central Europe. 

Experience had shown that WHO Member States could find a proper balance in structure and functions 
as between centralization and decentralization. Life did not stand stül: new problems and the challenges 
associated with them were continually emerging. It was only by human action that difficulties could be 
overcome, and it was only by adopting that approach in national and international activities that medicosocial 
and other problems could be solved. WHO should not forget the need for effective mechanisms for planning, 
implementing and evaluating global, interregional and national activities; the problems of central and eastern 
Europe could not be solved by the efforts of the European Region alone. 

He agreed with Dr Mason that the time had come for the Organization to ask in what direction it was 
going, in both the near and the longer term. It would not be a bad idea to form a "brains trust" of people who 
had been working in the Organization for many years to provide a different viewpoint. Only an optimum 
balance between centralized and regional organizations could assure success. 

Dr KHAIRY noted that the reports of the Regional Directors and the Director-General showed differing 
method and results according to the regions. The Director-General's and the Regional Directors' perceptions 
might be part of an integrated policy for WHO's technical activities, but he feared that politics might get the 
upper hand. A working group could very well be set up that would emphasize the technical aspects and avoid 
politics as much as possible. 

The reports by the Director-General and the Regional Directors had identified extremely important 
questions that were worthy of greater attention so that specific conclusions could be drawn from them. The 
research projects supported by WHO at country level had no mechanisms in common; many other Board 
members had also noted that insufficient efforts to coordinate projects were made by those in charge of the 
offices of other United Nations agencies. At times, that created obstacles to programme implementation in 
some countries. A mechanism should be established to coordinate interagency activities in the United Nations, 
with emphasis on health programmes. For instance, more than one United Nations agency was examining the 
questions of an early warning system for malnutrition and of aid to refugees. All those agencies did good 
work; he was only unhappy about the lack of coordination with WHO. The Organization should develop 
policies to ensure that rational use was made of the scarce resources available. 
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Professor JABLENSKY expressed his appreciation to Dr Asvall and his staff for rising to the challenge 
of an extremely complex and unprecedented situation in the European Region, one that might become even 
more complex in the future. There had been profound changes in the countries of central and eastern Europe, 
with implications for the health and the physical, mental and social well-being of many people in those 
countries. The Regional Office for Europe had responded quickly and with enthusiasm, particularly in 
emergency relief and assistance with reconstruction, resource mobilization, including multilateral and bilateral 
support, technical assistance and the emerging programme of EUROHEALTH, and the improvement of 
communication and information through the establishment of liaison offices in many countries in central and 
eastern Europe. 

The period 1990-1991 had been one of transition, when old approaches had begun to fail, but new ones 
had not yet taken shape. A paradigm shift had already occurred in the countries of central and eastern 
Europe, which were already making clear their desire for a break with the past and for a reorientation of 
health policies towards the values of neoiiberalism. The problem would be how to achieve a proper mix 
between the different types of approach. 

The countries of eastern Europe had seen the emergence of a new generation of decision-makers who 
had different priorities, and who viewed WHO as simply one of many international organizations with which 
they were seeking to establish a relationship. While it had previously been a common understanding between 
WHO and countries that the major emphasis would be on health promotion, greater weight was now being 
given in that part of the world to curative medicine. Doctors in such countries represented a powerful 
pressure group, and as such were playing a more central role. In addition, the transition to a decentralized 
market economy, taking place under conditions of severe unemployment and shortage of capital, was posing 
many problems, and had led to a deterioration in some health indicators in the population. While the previous 
subregional collaboration network was disintegrating, it had not yet been replaced by a new one. For reasons 
that were understandable, the countries of eastern Europe were tending to distance themselves from the health 
concerns of the Third World, and from global health concerns in general. The implications of all those changes 
had not yet been fully evaluated. 

A new relationship needed to be built up between WHO and the countries of eastern Europe; that 
would involve a renegotiation of priorities and thus of some health-for-all targets. There should be a radical 
rethink of the strategy and methodology governing the use of WHO's resources, and there was a need for 
greater coordination between WHO, the European Community, the World Bank, and other international 
organizations and structures. 

Until recently, Europe had been dominated by two monolithic opposing blocs, but the situation had 
rapidly changed to one of extreme fragmentation, which could have highly detrimental consequences for health 
policies. One important priority was thus to rebuild the structure of intercountry cooperation in the European 
Region. 

The situation described in the reports of the Regional Directors had a direct bearing on the choice of a 
paradigm for health, which was to be discussed under item 7.1 of the Agenda. The changes that had occurred 
were affecting the very foundations of the entire United Nations system, which had been laid after the Second 
World War and had remained intact until a few years ago. The changes posed important questions as to how 
far WHO should retain, or redefine, its leadership role. 

He supported Dr Mason's proposal that a subcommittee should be set up to examine the future of the 
Organization. One of its tasks would be to see how far WHO would be able to define new goals, rather than 
simply retain those that had been the basis of its health policies until now. 

Dr SARR said that one basic point that had emerged from all the interventions was the inadequacy of 
the resources for health development in all regions. Even with a 10% increase in the proportion of their 
budgets devoted to health, the resources of developing countries were still insignificant in comparison with the 
enormous health needs of their populations. New ways and means must be sought of financing their health 
systems. 

In the African Region a system of microplanning had been adopted, whereby the individual and the 
family were made the centre of all endeavours to solve health problems. It was on the basis of microplanning 
that national health systems were financed. 

Although health was a prerequisite for development, development did not always have a positive impact 
on health. Dr Mason had rightly asked whether WHO, as it was now structured, was capable of playing a real 
leadership role within the United Nations family. The Organization should do more to ensure that a larger 
proportion of funds allocated for development projects was earmarked for the health sector. Initiatives such as 
the Accra International Forum on Health should be encouraged, since they allowed WHO to play its rightful 
leadership role in international health development. 
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Professor GIRARD said that the Regional Directors' reports helped to throw light on the question which 
he had already raised of what WHO's role should be following the recent major changes in the world situation. 
That question was not theoretical, it must be raised. As Dr Mason had pointed out, the Organization was still 
in more less the same situation as when it had first been created, and needed to evolve in response to changing 
circumstances. 

He did not share the view that WHO should confine itself to a purely technical role and remain non-
political. Health was itself a political issue, and the Organization should be capable of reconciling its legitimate 
technical role with some degree of inevitable involvement in political debate. 

Certain questions clearly in need of answers had emerged, e.g., whether the Organization had not taken 
decentralization too far and whether bodies whose powers were widely dispersed might not be at a 
disadvantage when dealing with highly centralized ones. While he welcomed the Director-General,s decision to 
increase the allocations to six of WHO's activities, he did not think that sufficient account had been taken of 
the comments made by the Board at its eighty-seventh session and by the Health Assembly. Should not WHO 
go further in redefining its priorities? Was it reasonable to continue having such a large number of 
programmes? Was there a proper balance between the programme approach and the country approach, or 
should there be greater emphasis on support for particular countries, particularly the most disadvantaged ones? 
Finally, was the role being played by nongovernmental organizations the most appropriate one? 

Mr TAGUIWALO said that the Regional Directors' reports had been useful in conveying something of 
the diversity of WHO's achievements in the regions, but it would have been helpful if they had been presented 
more coherently, and if a clear distinction had been drawn between facts and opinions. Some reports lacked 
any sense of action taking place in the world of actual health care delivery, rather than in that of conferences 
and meetings. The reports should be structured so as to make clear how developments in Member States, in 
regional cooperation, in the regional offices, and in the regional committees were interrelated. 

The information given would have been more useful if the Board had been told more about progress - or 
lack of progress - in assessing the health problems confronted, as well as the degree of consensus achieved in 
decision-making, and how far the decisions taken had been implemented. Information on the capacity of 
WHO's existing machinery to assess, decide and implement would also have been helpful. WHO was like a 
nervous system, with branches extending from the centre, where decisions were reached, to the nerve endings, 
where action was taken. Most of the questions raised concerning the effectiveness of WHO were related to 
how well that system operated. 

It would likewise have been useful if the Regional Directors had made clear the extent to which they had 
acted as observers, as key participants, or as accountable officials in the various activities described. Three 
kinds of development were of particular interest to the Board, namely those indicating how far the Board's 
decisions had been implemented, those which provided feedback on whether the decisions had been right in 
the first place, and those which had implications extending beyond the region itself. Only if information of that 
kind was provided would the debate on WHO's role and nature in a changing world be a meaningful one. 

Dr CABA-MARTÍN said that the countries of central and eastern Europe were suffering from serious 
health problems caused by their lifestyle, their environment, their supply system and the organization of their 
health systems. He hoped that when the Board came to discuss the question of a paradigm for health it would 
also consider the question of how to establish effective health systems and not merely how to avoid wastage 
and poor organization. While that was obviously necessary, the essential requirement was that adequate 
resources should be available for health, which was not the case at present. 

The break-up of the health systems of the countries of central and eastern Europe did not necessarily 
mean that the Western approach was the best or the only one: medicine based on free-market principles was 
also undergoing a profound crisis. There was a tendency to evade the key issue of how health was to be 
financed, and the Board should tackle that question in the course of its discussions. 

The meeting rose at 17h35. 



THIRD MEETING 

Tuesday, 21 January 1992, at 9h00 

Chairman: Professor O. RANSOME-KUTI 

1. REPORTS OF THE REGIONAL DIRECTORS ON SIGNIFICANT REGIONAL DEVELOPMENTS, 
INCLUDING REGIONAL COMMITTEE MATTERS: Item 4 of the Agenda (documents EB89/3, 
EB89/4, EB89/5, EB89/6, EB89/7, and EB89/8) (continued) 

Dr KANYAMUPIRA said that the reports of the Regional Directors showed that, despite the 
appreciable progress made in 1991, the obstacles to the Organization's work were increasing. Economic 
difficulties had emerged a short while after the adoption of the strategy for health for all by the year 2000, 
followed by a resurgence of communicable diseases, the appearance of the AIDS pandemic, the occurrence of 
many natural disasters, and sociopolitical upheaval in many Member States. 

WHO had so far displayed dynamism and great initiative in coping with those difficulties, and the 
Secretariat was to be congratulated on its efforts. Nevertheless, the difficulties mentioned in the Regional 
Directors' reports had become so substantial that there was now a need to reflect more seriously on the 
measures and strategies to be adopted by the Organization. He therefore supported Dr Mason's proposal for 
the establishment of a subcommittee of the Board. 

He was pleased to note that several initiatives had been taken in the African Region, particularly the 
mobilization of high-level political commitment, as shown by the Abuja declaration and the Bujumbura appeal. 
Their impact, however, might be greatly weakened by the advent of democratization, as a consequence of 
which many leaders were worried for their future. In such a situation, WHO should do all it could to promote 
health at the district level. The Organization's country offices should also be strengthened by the establishment 
of teams to support primary health care at the community level. 

Dr YOOSUF commended the Regional Directors on their reports, particularly the Regional Director for 
South-East Asia. In that Region much progress had been made in moving away from vertical programme 
structures, and comprehensive services, collaborative efforts and managerial problem-solving had come to the 
forefront. However, closer attention needed to be given to the development of managerial capacities and more 
funds must be allocated for that purpose. 

In the first evaluation of the health-for-all strategy, in 1985，it had become clear that a considerable effort 
had been made to develop health policies related to the primary health care concept, and plans to develop 
primary health care manpower had emerged. Nevertheless, not enough work had yet been done to raise the 
productivity of primary health care workers through better management. Incentives must be provided and 
alternative, more cost-effective and more efficient strategies and evaluation procedures developed. While 
much had been achieved in lowering various morbidity and mortality indicators, the gains had not been as 
great as they should have been because of the shortage of manpower and managerial capacity. In the new era 
of progress in intersectoral collaboration and of movement towards a more people-oriented development, the 
health sector might have to take on a problem-solving role in intersectoral diplomacy, in which greater 
emphasis on the development of health manpower capacities and managerial potential would be required. The 
South-East Asia Region had already taken steps in that direction and was moving towards sustainable 
development in health and other areas. 

Dr GONZALEZ POSSO noted that in the Board's discussion concern had been expressed regarding the 
reduction of the resources available to the Organization, although, as the Regional Director for the Americas 
had observed, that reduction had paradoxically been accompanied by an improvement in public health, as a 
result of the efforts made by individuals to survive. People wondered whether, over and above the slogan of 
"Health for All by the Year 2000", there was any unifying concept in the Organization. In his opinion, the 
main problem was what to do at a time when the world balance of power had been qualitatively changed after 
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the most important events since the Second World War. The disappearance of the Soviet Union and other 
changes in eastern Europe, the Gulf War and new local wars had ail affected WHO. Particularly disturbing in 
the Region of the Americas was the fact that health was being pushed into the background by market forces 
and neoliberal concepts. Even the place occupied by health within States was being reviewed. Up to the 1980s 
health had been universally recognized as an essential public service, but that common assessment was now 
being questioned. Certain central ideas would have to be examined and some of them questioned. They 
included the insistence on the common goal of health for all and the concept of health as a public service to 
which the private sector also contributed. Solidarity and integration could give unity and meaning to policies. 
WHO's leadership was the central problem at the moment, and the conditions in which it could be exercised 
should be the major concern of the Executive Board. 

Dr PAZ ZAMORA thanked the Director-General for his statement at the first meeting, in which he had 
provided a picture of the real role to be played by the Executive Board. Given the limited duration of its 
sessions, the statements made by the Director-General and the reports of the Regional Directors were of 
especial importance. He had been particularly struck by the report of the Regional Director for Europe, with 
its references to the extraordinary events in that Region and to the action taken by countries and by the 
Regional Office. 

It was gratifying to note that in the Region of the Americas many governments were taking a greater 
interest in health matters than ever before and that the parliaments in the Region had begun to operate 
dynamically through monitoring of activities and the formulation of specific policies. That approach should be 
followed up. 

Several countries in different regions were obtaining loans for the first time. International credit 
institutions were beginning to invest in health, and national systems and services were being strengthened. It 
was, however, questionable whether the human resources needed to take charge of those services were being 
trained in sufficient numbers. He wondered whether WHO could not convince universities in the Region of 
the Americas that what was needed was human resources geared to reality. He supported Dr Mason's idea 
concerning the establishment of a subcommittee of the Board. 

Professor GRILLO considered that, if a subcommittee were to be created, it should be small, efficient, 
and of finite duration. 

Dr DAGA recalled that, in 1991, the Director-General had referred to the three dimensions of health: 
the political, the economic, and the social. If any of those dimensions was in disharmony with the others, 
problems arose. A glance around the world, particularly at Africa, showed that all three were in disharmony; 
there was a real crisis, and health had to bear the burden of all the problems that had arisen as a result. 
When a further evaluation was made in a few years' time, there was a real risk that it would be found that 
progress had been reduced because the political dimension was not in harmony with the other two. The crisis 
could not be resolved by a single committee or subcommittee set up to consider the work done by WHO 
together with other United Nations agencies. Such a committee could merely highlight the situation. The 
problem was a very serious one which required analysis, and a document on it would be helpful. 

Dr KO KO (Regional Director for South-East Asia) noted that some of the points raised during the 
discussion were of relevance to his Region: for instance AIDS, communicable diseases, maternal mortality, 
deafness, the underprivileged, the evaluation of health-for-all strategies and remedial measures. He would 
speak on those matters under the appropriate agenda items. Deafness, however, was unlikely to be discussed 
later in the session. The problem of deafness - like others such as diabetes, allergies, genetic diseases, the 
health of the elderly, and accidents - had always been present but was now being given its due recognition. In 
the South-East Asia Region it had been decided that the initial step in the campaign against deafness should 
be to establish the facts by epidemiological situation analysis and problem identification so that the 
international community could be presented with a case and made aware of the problems. In combating the 
condition, the Regional Office was working in cooperation with the International Federation of Oto-Rhino-
Laryngological Societies, IMPACT (International Initiative against Avoidable Disablement), and several 
national associations inside and outside the Region, including a collaborating centre in Bangkok which 
concentrated on training. However, unless more extrabudgetary resources could be mobilized, it would be 
difficult to make much progress. 

Regarding reporting by the Regional Directors, it would be difficult to systematize their reports because 
the regions themselves were so very diverse. Improvements certainly could be made, but it would be necessary 
to know how much detail the Board really wanted. For example, did it wish to look into the details of what 
was happening in individual countries, or was that the role of the regional committees, with the Board giving 
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overall guidance through the Director-General? Supplementary details could be supplied by the Regional 
Directors if Board members requested them. 

Dr Mason had suggested an inquiry into whether WHO was fulfilling its leadership role in health 
matters. The question was a crucial and relevant one, but the Organization did not operate in a vacuum and 
he could assure the Board that it did take a leading role in health in many countries of all regions. In any such 
review it would be necessary to take account of the whole situation, including not only the interactions between 
WHO's different organs (the Health Assembly, the Executive Board, and the Secretariat), but also what 
happened within them, for instance, at headquarters, in the regions, and in countries. The main concern 
should be to ascertain how WHO，s leadership role could be improved. 

Dr GUERRA DE MACEDO (Regional Director for the Americas) said that, while the reports of the 
Regional Directors were by their nature restricted to certain aspects of the Organization's activities in the 
regions, together they expressed the wealth of experience accumulated in the different regions as a result of 
their diversity but also of their belonging to a common body. Perhaps decentralization, rather than having 
been carried too far, was still very limited. 

It was important to focus on the political dimension of health, for health was an outcome of the social 
process and, in particular, of the exercise of power in societies throughout their historical development. The 
political pressure that health could bring to bear, which was closely related to the Organization's ability to 
respond to health problems, was dependent upon the will of the governments of its constituent Member States. 

As Professor Borgoño had observed it was believed that cholera would remain endemic in the Region of 
the Americas and that a long-term effort must therefore be undertaken to improve infrastructure and living 
standards. 

Regarding Dr Violaki-Paraskeva's remark on women, health and development, he said that the Region 
was very proud of its programme and believed that women had the potential to contribute not only to 
improving their own health but to improving health in general. In the Americas not only was the role of 
women in health and in development one of the "strategic orientations" of the Organization and part of the 
global strategy; it also formed a specific programme going beyond providing health services in the context of 
maternal and child health care to embrace the activities of women in development and indeed in society as a 
whole and in relation to women's rights as full citizens. 

In answer to Dr Violaki-Paraskeva's question about the Pan American Institute for Food Protection and 
Zoonoses, he explained that nine or 10 Pan American centres had been established in the Region to conduct 
research and promote technological advances in different programme areas, as well as to support technical 
cooperation efforts. One of those, the Pan American Zoonoses Centre, in Argentina, had closed in 1991 and 
was being replaced by the new institute, which was of a somewhat broader nature, being concerned not only 
with zoonoses but also with food protection, in order to emphasize the importance of the quality of food 
products in relation both to nutritional value and to defining the standards and controls needed for the 
development of common markets within the region and for trade with the rest of the world. The new institute, 
known as INPPAZ, had started up in Buenos Aires at the beginning of 1992 and was expected to be fully 
operational by July. 

The DIRECTOR-GENERAL said that the preceding discussion had constituted an interesting 
introductory review of the very important problem facing the Organization and health systems as a whole. 
Members of the Board had clearly recognized that there was a crisis of transition and mutation as a result of 
the current climate of political change and the health, social and economic issues which it was engendering. 
Indeed, health had become a political matter at all levels - within the United Nations system, in the regions 
and in countries. For that reason he welcomed the suggestion made by Dr Mason for the establishment of a 
committee or working group to elaborate with the Secretariat a substantive basis for proposals on the future 
action to be taken by WHO and the future of health systems and health services, the implementation of which 
could be monitored and evaluated through the Programme Committee or the Executive Board. Discussion to 
establish precise terms of reference would be appropriate in the context of item 7 of the agenda. 

Regarding the discussion about health as a political issue, there had been lengthy debate in the United 
Nations system concerning the right of intervention and how international and intergovernmental organizations 
might proceed while continuing to respect the sovereignty of their Member States. The role both of 
governments and of States had to be taken into account in that respect; WHO, for example, worked with 
governments and recognized States, while being firmly situated politically within the United Nations system. 
At the same time, it should be noted that in the WHO Constitution, one of the functions attributed to the 
Organization was to intervene to provide health assistance in emergency situations; there were in that 
connection growing expectations that WHO would play a role in conjunction with humanitarian assistance 
agencies in both execution and operation at country level. 
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Political constraints were accompanied by strict financial constraints, as a result of the dichotomy 
between the perception of WHO and health on the one hand and of humanitarian action and assistance on the 
other. Whereas, at the end of the preceding century, human rights had often been regarded in terms of 
charity, since the Declaration of Alma-Ata it had been recognized that human rights in terms of health were a 
matter of social justice and equity. 

It was therefore timely to look closely at the question of health leadership in terms of overall 
development at global and country levels. In that respect, the twofold concern arising from political aspects 
and public information - with their associated economic factors - and from the still strong sense of health 
professionalism and bureaucracy had to be recognized to achieve consensus and harmonization. The Board 
had already identified several issues which the current crisis had generated and which would no doubt be 
reflected in the Ninth General Programme of Work and possibly in the approach to programme 
implementation even before then. 

2. IMPLEMENTATION OF THE GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000， 
SECOND EVALUATION; AND EIGHTH REPORT ON THE WORLD HEALTH SITUATION: Item 6 of 
the Agenda (document EB89/10) 

Dr JARDEL (Assistant Director-General), introducing document ЕВ89/10’ said that the second 
evaluation of implementation of the global strategy was based on national reports and on the evaluation 
reports on regional data, as well as information from WHO programmes and other sources. There had been a 
marked improvement since the first evaluation in the quality of the data received; to date 151 out of 168 
countries - representing 96% of the world population - had presented reports. The document before the Board 
should be considered as a draft, since it was to be updated to include the most recently received reports as well 
as supplementary information and any modifications that the Board might wish to make before being issued in 
final version. The document comprised 8 main chapters. Chapter 1 described changes in the political, 
economic, demographic, social and technical environment and their relation to health; Chapters 2-6 dealt with 
general developments in health systems, health care coverage (particularly primary health care), the utilization, 
mobilization and development of health resources, health status, and the relationship between health and the 
environment; Chapter 7 was a synthesis of the preceding chapters in an effort to evaluate the progress, 
appropriateness, effectiveness and impact of implementation; and Chapter 8 sought to outline future trends 
and the challenges the international community would have to face in order to advance the concept of health 
for all. 

Concerning the most significant results of the evaluation, analysis of socioeconomic factors had revealed 
a trend towards recognizing the importance of health as a basic element of development. Increasing literacy 
and the recognition of the role of women in development were favourable factors in health development, but 
the world economic situation of the 1980s, population trends in developing countries, social and political unrest 
in some countries, and natural and man-made disasters had meant that many countries had not been able to 
sustain their socioeconomic development and that the health sector in particular had suffered. Socioeconomic 
imbalance and its effects on the increase in poverty, together with population imbalance and overpopulation in 
cities, had had severe consequences for environmental health and for the provision of safe water, hygiene and 
accommodation, particularly in the poorest countries. While commitment to the health-for-all aims remained, 
the implementation of strategies to achieve them had in many cases slowed down as a result not only of 
economic factors but also of the rigidity of health systems, the difficulty of integrating health activities into an 
often weak infrastructure, the difficulty of achieving real participation among all sectors, and inadequate health 
systems management. 

At the global level, health status measured in terms of traditional indicators such as life expectancy and 
child mortality was constantly improving and the gap between the industrialized and the developing countries 
was becoming narrower. However, the gap between the least advanced countries and the others was widening. 
There were indications that differences within countries were also increasing. In the developing countries, the 
epidemiological shift was continuing: cardiovascular diseases and cancer continued to increase, several tropical 
diseases were showing a disturbing rise, and the AIDS pandemic continued. However, as a result of 
immunization programmes, preventable diseases among children were showing a marked decline. While the 
availability of essential health care was increasing over all, there were marked differences in the coverage 
provided by the different elements of primary health care, suggesting that much remained to be done to 
implement integrated health care. In many cases, differences in coverage between the developed and the least 
developed countries were tending to increase. Per capita health expenditure continued to increase in the 
industrialized countries whereas it was decreasing in most developing countries. Moreover, there were few 
signs of any significant transfer of resources towards peripheral activities, particularly in the developing 



36 EXECUTIVE BOARD, EIGHTY-NINTH SESSION 

countries. At the same time, new financing approaches were being developed, with increasing contributions 
from the private and the nongovernmental sectors. The imbalance in the distribution of health personnel 
remained a major obstacle to the implementation of strategies. Low productivity as a result of poor working 
conditions and remuneration was an aggravating factor in many countries. 

In summary, substantial results had been achieved. However, while the gap between the developing and 
developed countries appeared to be lessening, that between the least developed countries and the other 
developing countries had grown. Furthermore, there were increasing disparities between certain population 
groups within countries. In addition, while there was a solid political commitment to and a sound base for the 
health-for-all strategy, that had not necessarily led to a more equitable distribution of resources. A major 
problem was the lack of coordination between the various programmes within the health sector and insufficient 
coordination with other sectors. 

The report provided an update of the five challenges for monitoring the progress of the health-for-all 
strategy, as outlined in the previous report. The first challenge was addressed to governments, which should 
sustain their commitment to resolving social inequities, in particular with regard to underserved populations. 
The second challenge concerned the reorientation of health systems, which implied a new definition of the role 
of governments in health care. Increased attention should be given to health promotion and disease prevention, 
the quality of care, decentralization, the development of private and nongovernmental sectors, and 
strengthening the role of the communities. The third challenge was to find better methods for financing health 
programmes - methods which could at once resolve the problems of inequality and inefficiency and control the 
overall level of health budgets. The fourth challenge concerned the expansion of managerial capacities, with 
emphasis on improved coordination between the various sectors involved in health promotion and taking into 
account the close relation between health and development. The final challenge involved the need for greater 
international cooperation in the health field. In particular, it was necessary to improve the technical and 
administrative aspects of WHO collaboration with countries and to mobilize more resources for the least 
developed countries. 

In conclusion, sustainable health development required a new framework, one that was based on the 
principles of equity in health care and equality of access to primary health care and which was designed to 
mobilize resources for priority health needs and population groups. 

Dr KIM Won Ho said that the concept of health equity, defined as universal coverage with health care 
provided according to need, had been recognized as an important element in the health-for-all strategy since it 
served to reduce the gap between countries and between different groups within countries. Yet great 
discrepancies remained between the health situations in the developed and the developing countries, in 
particular the least developed countries, where health problems such as tropical diseases, nutritional 
deficiencies and AIDS posed serious threats to the well-being of the population. That situation was 
unacceptable and led to only one conclusion: priority must be given to improving the situation in the 
developing countries. 

Primary health care was a key element in the overall provision of health care and should be developed 
further. Efforts should be geared to improving the overall quality, organization, services and methodology of 
primary health care. Special attention should be paid to strengthening district health systems. 

WHO should increase its financial, material and technical support for primary health care in the 
developing countries, in particular the least developed among them. Moreover, it should provide accurate 
evaluations of the effectiveness of its programmes and direct greater efforts towards identifying concrete 
methods of project implementation. 

Dr CARVALHO said that in general the health-for-all movement had produced positive results. 
However, the current economic, social and political difficulties of the developing countries and the somewhat 
bleak economic outlook for the future called in question the viability of the health-for-all strategy. Of course, 
certain countries could point to significant developments in their health situation; at the same time, those 
same countries were far from achieving the goals of health for all by the year 2000. 

While the application of the health-for-all strategy depended essentially on the countries themselves, 
international support was also important. In principle, WHO should be a leader in providing such support; 
yet he had the impression that, in his own country at least, the Organization was beginning to be overshadowed 
by other agencies, which were carrying out many more activities in the field. 

Perhaps the theme should in future be changed to "All for health" since that was a prerequisite for the 
survival of mankind. He hoped also that there would be a more equitable distribution of resources, thereby 
changing the direction of the health curve. WHO had an important role to play in that respect, particularly 
within the United Nations system. 

In conclusion, he fully agreed with Dr Jardel, Assistant Director-General, about the challenges for the future. 
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Dr LU Rushan said that the report offered a comprehensive review of political, economic, demographic 
and social development trends and reflected the current status of the health sector. The implementation of the 
health-for-all strategy had already brought about marked progress in the world health situation. 

The report confirmed that there was a global trend away from health services research. The emphasis 
was being placed instead on people as the centre of development, stressing that human beings had a role as 
protagonists in their own development, that each individual was responsible for his own well-being and health. 
Furthermore, good health constituted a dividend for the development of all sectors of society. It was the 
mission of WHO to guarantee a constant renewal of highly productive manpower. 

Socioeconomic development was a prerequisite for health development; however, the current world 
economic situation could not support sustainable development. The conditions in many countries, in particular 
the least developed ones, were so difficult that they were no longer able to develop health systems based on 
primary health care. 

Chapter 8 of the report, "Outlook for the Future", pointed out that in identifying future trends in health, 
two kinds of environment had been taken into consideration: external and internal. ТЪе external environment 
required that broad support and cooperation should be obtained from sectors other than health; the internal 
environment referred to the notion that the health sector should progressively refine its mechanisms and 
should adapt them to specific national situations. 

Chapter 8 also provided analyses of future trends in six different areas, which would serve as practical 
guidelines for Member States in developing their health systems and in implementing the health-for-all 
strategy. 

Finally, he agreed with the five new challenges outlined by Dr Jardel, Assistant Director-General. 

Mr AL-SAKKAF said that the high country response rate achieved in the second evaluation 
demonstrated the close cooperation between the Organization and its Members. The strengthening of national 
capabilities would lay the foundation for national development. In addition, the participation of all the sectors 
concerned, especially those responsible for sanitation and the provision of drinking-water, was vital to the 
improvement of health conditions at the national and international levels. 

A number of countries had been placing increased emphasis on social participation in health 
development as a means of expanding health care and strengthening cooperation between the various sectors 
of society. Another positive trend was the participation of various sectors in health development. WHO would 
do well to study in detail how those approaches were being used. 

Mr MORTENSEN (alternate to Mr Varder) said that the second evaluation of the health-for-all strategy 
had given Member States a welcome opportunity to present their experiences, to identify problems and to 
suggest action to be taken by WHO. However, the report might raise doubts about the next step to be taken. 
It was his belief that the Organization's first task should be to update the primary health care strategy. It 
should begin by clarifying its own role as well as that of governments and communities and by seeking 
appropriate financing mechanisms, with special attention to populations in greatest need. Other major 
elements involved in the process were activities to strengthen technical and managerial operations at WHO 
country offices, improve coordination of health activities within the United Nations system, and accelerate 
implementation of health-for-all strategies. 

He wondered how the primary health care concept could be further developed and made more 
operational, and whether there were any plans to intensify efforts to meet the challenge of the alarming health 
crisis in Africa described in the report. 

Mr CARTER said that in the Americas health matters were receiving much greater recognition, with 
governments giving high priority to the concept of health for all. In his opinion, that represented a worldwide 
trend, a fact which should put to rest any concerns as to whether the health sector would receive adequate 
attention in the years to come. 

There was also growing awareness in his Region that marginalization was unacceptable. The Bahamas 
was located between a very rich and a very poor country, a fact relevant to any analysis of health systems. The 
Bahamas could not help but be affected by the difficult health conditions in Haiti, neither could it ignore the 
wide range of health services available in the United States of America - the challenge was to keep its own 
health priorities realistic. 

Despite the wealth of scientific information available, the collective effort of so many high-level 
professionals and all the financial support for health systems development, the world health situation was not 
improving. Preventable diseases were on the rise and the spread of AIDS could not be stopped. In his view, 
those failures were due to an inability to communicate properly with governments or with the people. That 
was the real challenge confronting WHO over the next few years. The new priority being accorded to health 
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provided the perfect opportunity for WHO to revert to its true role of assisting governments and people in 
solving health problems around the world. 

The CHAIRMAN, speaking in his personal capacity, said that he agreed with Mr Carter's observations, 
in particular that health organizations had still not found the best way of communicating with people and 
changing their behaviour. It was true that many changes had to take place before the goal of health for all 
could be attained. Nevertheless, it was important to bear in mind that there had been many innovations over 
the years and that WHO had many successes to its credit. It had tackled a large number of very difficult 
problems, for example, bringing modern health practices to traditional communities. In general, it could be 
said that many health problems had been solved in the 15 years since the Alma-Ata Declaration. 

Professor JABLENSKY said the eighth report on the world health situation came at an important 
juncture and would be of special importance as a reference point. A comprehensive and authoritative 
statement by WHO on the world health situation that was relevant and cogent and contained reliable in-depth 
analysis was certainly needed. The report was intended to provide a picture of world health, yet that picture 
was made up of a series of puzzle pieces, each from a different part of the globe and produced under widely 
differing circumstances. They varied in their information content, source and processing method and were 
influenced by the unconscious introduction of fixed expectations and selectivity in data gathering. Hence the 
need for a preface or annex giving an honest and critical discussion of the methodology and its constraints. 

In the report's presentation, the intermingling of facts and evaluative statements should be avoided. A 
phrase like "Countries seem to have felt a greater sense of responsibility...", found in the first paragraph of the 
Executive Summary, was a generalization that did not advance the discussion. Such pronouncements were all 
too frequent in WHO documents, and often resulted in inconsistencies. The report should be revised carefully 
to eliminate any contradictions before it was submitted to the Health Assembly. 

Professor BORGOÑO said the second evaluation of implementation of the strategy for health for all 
represented a significant advance over the first. The collection of information not only from countries but also 
from WHO and other international organizations was a useful innovation. Such data were often 
complementary and could only enhance the content of the report. Country response had been excellent, nearly 
90%. Before its submission to the Health Assembly, the report should be shortened. The incorporation of 
material in annexes, as suggested, might facilitate its consideration. It was very important for the evaluation to 
be taken into account in the preparation of the Ninth General Programme of Work. 

One problem identified in the report, and requiring further work, was the growing disparities between 
the health situations of different countries and of different population groups within countries. International 
and bilateral financing agencies had apparently failed to reorient significantly their priorities regarding aid to 
the least developed countries. Another major problem was that, while some progress had been made, a real 
increase in community involvement in primary health care and general health care programmes had yet to be 
achieved. 

The advances in medical training programmes were noteworthy. Training for all members of health care 
teams • not just physicians and nurses - should be a priority clearly expressed in WHO programmes, 
particularly in the Ninth General Programme of Work. 

The efforts made by WHO and Member States to compile timely and relevant data had yielded more 
reliable statistical information, showing that the health situation in most parts of the world had improved. On 
the basis of that information, WHO's future activities at the national, regional and world level must be 
redefined with a view to ensuring rapid and realistic implementation of public health programmes and 
sustainable development. 

Dr KOMBA-KONO, referring to chapter 1 (Global socioeconomic development trends) of the report, 
said the use by the least developed countries of international aid resources for the achievement of health for 
all through primary health care strategies had not always proceeded free of problems. Such aid resources 
reflected the policies and strategies of the donors, which were not always in line with those of the recipients, 
adversely affecting the ability of the latter to implement their own policies. Donors must learn to acknowledge 
local policies and strategies. 

Dr SHAMLAYE said that, although there had been a high country response rate, data for many 
indicators were incomplete. That problem should be rectified before the final version of the document was 
submitted to the Health Assembly. Small countries with populations of less than 300 000 had been excluded 
from coverage for certain indicators. While the statistical arguments for doing so were strong, it meant that 
some 12% of the total membership of WHO were being left out. He did not agree that the length of the 
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document should be reduced; it would be useful to include full and specific country data, perhaps as an annex, 
as well as a summary of global indicators. 

Dr CABA-MARTÍN warned against undue rejoicing over the situation described in the report. While 
progress had been made in respect of some targets, notably infant mortality, maternal health and life 
expectancy, in other areas there had been stagnation or even regression. There had been an alarming overall 
increase in disparities in health; the gap between developed and developing countries had continued to grow. 
Life-styles and risk factors remained unchanged. 

He believed priority should be given, in the context of the second evaluation, to three areas: inequities 
in health, environmental risks and their effect on health, and life-styles. Valid data on those problems must be 
sought at the regional and national levels as well as from governmental and nongovernmental organizations. 
Though that would not be easy, it would be worth while, for it would contribute to a better knowledge of the 
real situation in each country. In Spain, for example, the health-for-all strategy had first been applied in the 
autonomous regions before being implemented nationally, and that approach had revealed considerable 
inequalities between communities. 

It would be useful to evaluate the success of the health-for-all strategy not only in terms of mortality and 
morbidity, but also in relation to quality of life. The report revealed the need to "demedicalize" WHO to some 
degree; while medical considerations were of course important to health, experience had shown that political, 
economic and social ones were even more so. 

Dr KOSENKO said the second evaluation of implementation of WHO's health-for-all strategy had shown 
that important steps had been taken towards achievement of health for all. The evaluation had occurred at a 
time of complex political and socioeconomic transformation in Europe and throughout the world. Further, the 
methodology had been improved. Analysis of its results and comparison of country indicators would give a 
clearer idea of urgent tasks and of prospects opening up. The material in the report was so valuable that it 
should be made widely available to countries, organizations and professional groups. Primary health care, as a 
key element of the health-for-all strategy, should be expanded and strengthened. 

He agreed with previous speakers that the report was rather long, especially the first chapter, and that 
the language used was frequently complex and vague. Further, a clearer correlation should be drawn between 
WHO's efforts and their effects on health, although the difficulty of such a task was evident, given the volume 
of material provided by Member States. 

Dr VIOLAKI-PARASKEVA noted that the second evaluation was based on regional reports derived 
from national contributions; while WHO could be held responsible for the formulation and presentation of the 
document, its thrust was determined solely by the performance of countries. The report revealed a trend in 
health development towards greater involvement of individuals and the community in policy-making. It was 
disappointing to see that health systems based on primary health care had not always been applied adequately 
by countries. An inequitable distribution of health personnel often persisted. In implementing the global 
strategy for health for all, attention should be paid to the economic, social and ethical problems raised by 
advanced technology. The information given in the report was more than satisfactory, but consideration might 
be given to including regional reports as an appendix. 

Dr DAGA said that in reading the document it must be kept in mind that none of the indicators were 
weighted. Taken together, they showed that progress had been made, but if they were reviewed separately, the 
progress appeared less impressive. Moreover, certain problems did not emerge from the overall approach 
taken in the document, so if anything it should be expanded rather than shortened, in order to cover them. In 
his country, for example, distribution of health care personnel between urban and rural areas was 
unsatisfactory, but that did not emerge from the statistics on health care workers trained. He fully agreed with 
Dr Jardel, Assistant Director-General, on the five challenges that countries must face in order to secure better 
health for all by the year 2000. 

Mr TAGUIWALO said the report successfully overcame the difficult problem of generalizing in a 
situation of diversity and relative lack of information. It might be useful to try to discern patterns that had 
governed the strategy's implementation in various Member States. WHO continued to have ministries of 
health as its main interlocutors, yet it was increasingly evident that health was affected by issues not solely 
within their mandates. An indication should be given of how far other ministries - of finance and the interior, 
for example - were committed to the health-for-all strategy. He agreed on the importance of the five 
challenges outlined in chapter 8 but thought an attempt must be made to describe the institutional framework 
for dealing with those challenges within WHO, national bureaucracies and agencies involved in health. What 
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was the role of government, for example? To what extent did ministries of health have the knowledge and 
capacity to mobilize financial resources? 

Dr YOOSUF said that, despite some internal inconsistencies, the report described well the problems and 
challenges facing countries. Chapter 8 outlined five main challenges, which related largely to managerial 
inadequacy. The implications of those challenges could have been spelt out more clearly. There was a need to 
accelerate policy and programme implementation, to clarify future governmental roles in health, to strengthen 
managerial capability and to raise quality while controlling costs, in other words to increase efficiency and 
effectiveness. While WHO had done much to improve management at country level, especially in health 
planning and evaluation, a focus on the training and employment of health personnel had diverted attention 
from the overall management process. The need to strengthen the management of national programmes and 
their resources remained and a new thrust was required from WHO to develop new management styles. All 
available resources (such as nongovernmental organizations and consultants) should be tapped and more 
attention should be given to country-specific needs - smaller and poorer countries often required extra support. 
Developing managerial capacity not only helped countries to make their programmes more efficient but 
indirectly cut WHO costs, an important consideration in view of the financial constraints faced by the 
Organization. Much management training was currently given in the context of vertical programmes, for 
example, EPI, tuberculosis and leprosy, which met the needs of specific sectors but did not give adequate 
emphasis to the holistic nature of the health system. Bearing in mind the holistic paradigm, with its emphasis 
on intersectorality, it was clear that people increasingly needed to be trained to see the whole world as one. 
Managerial capacities could be developed through a wide range of experience in different health areas, 
ultimately resulting in expertise in looking at the whole system. But such a method was time-consuming and 
there was little time left to meet the goal of health for all by the year 2000. Going beyond that goal, the aim 
was to give populations the best health care as quickly as possible; hence the need to find quicker ways of 
developing holistic managerial capacity. WHO should act to speed up such processes at national level. 

Dr MONEKOSSO (Regional Director for Africa) thanked Mr Mortensen for his concern about the 
desperate health situation in Africa. It was worth while recalling that, during the 1960s and 1970s, dramatic 
improvements had been made in all areas of health work, but the 1974 oil crisis had resulted in economic, 
social and political destabilization in Africa, with severe consequences for health, particularly affecting life-
style, demographic patterns, environmental management and the health services. The early 1980s had thus 
seen a downturn in the health situation. The Regional Office for Africa had made efforts to deal with the 
problems and had achieved some striking successes, for example in the vaccination of children. Unfortunately, 
such successes were not sufficient to change the overall situation. All the countries in Africa had developed a 
people-oriented, community-based, district-managed framework for primary health care, as well as community 
health indicators that were complementary to the global indicators but could be calculated at district level 
without the need for expert assistance. Those organizational changes alone could not eradicate disease; but 
they provided a framework for progress. 

Reference had been made to the holistic approach: the WHO structure in the African Region had been 
transformed from an essentially bureaucratic presence at regional and country level to WHO country teams set 
up to implement practical activities. A series of seminars and workshops had been held for WHO 
representatives who had now become active partners with governments instead of playing a purely diplomatic 
role. Professor Ransome-Kuti had referred to the difficulty of changing traditional attitudes. In that respect, 
the possible contribution of traditional practitioners was not being overlooked. The framework could be of 
particular value in the prevention and control of AIDS, since, in the final analysis, such outcomes rested on 
individual, family and group behaviour and decisions. Progress would be made by mobilizing society as a 
whole, as well as the groups within society. 

The African Region was looking for sympathetic support from all concerned, especially the international 
community. One particular difficulty was that of attracting high-quality personnel; not everyone wanted to live 
and work in Africa, especially as living conditions could be difficult. Perhaps the remarks of Mr Mortensen 
and others could be interpreted as a plea that WHO should make Africa its priority for the time being. A 
breakthrough could be made by mobilizing all resources. The African Region was doing its best not to remain 
the weakest link in the global health chain, but support from its sympathetic partners everywhere was needed. 

\ 

Dr JARDEL (Assistant Director-General) said that account would be taken of the various comments in 
drawing up the final version of the report. It might be possible, through the use of annexes, to meet the calls 
for both brevity and greater detail. ТЪе methodology would be described more fully and every effort would be 
made to correct inconsistencies in the text. It should be recalled, however, that a global synthesis could not 
cover every single question, and that the final report would be accompanied by six regional reports, as in the 
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case of the first evaluation. The report set out what should be done and why; those statements should be 
translated into action but the report itself did not indicate how. The information presented should be seen in 
the context of the guidelines presented by the Director-General in the discussion paper entitled "A paradigm 
for health: a framework for new public health action" (document EB89/11),1 to be considered under item 7.1 
of the agenda. The implications for WHO programmes should be taken into account in the Ninth General 
Programme of Work. 

The DIRECTOR-GENERAL, responding to comments about the inconsistency of data, highlighted the 
problem posed by small countries, those with populations of less than about 100 000. To take a hypothetical 
example, two or three accidental deaths of children in a small country could dramatically increase child 
mortality rates, whereas an increase in the export of a single commodity could greatly increase per capita gross 
national product. It could then be erroneously concluded that economic development had an adverse impact 
on child mortality. Data analysis was evidently a complex task. There was no system-wide information system 
within the United Nations. WHO itself was mandated to report on strategy implementation every three years 
and had not yet been able to set up daily, monthly or yearly information systems. Despite the effort and 
investment in health information and statistics and information system development, WHO was not yet able to 
offer an Organization-wide health information service to Member States. But if WHO did not offer such a 
service, Member States would not be encouraged to collaborate by responding to WHO's requests for 
information. The need for more data from Member States was nevertheless clear. For example, some 
developing countries reported primary health care coverage of around 80% but also stated that about 60% of 
the population consulted traditional medical practitioners. It could not be determined from those data whether 
the traditional practitioners had been retrained to work in primary health care or whether primary health care 
and traditional practitioners constituted two separate systems. Furthermore, an estimate of coverage alone was 
not sufficient; it was important to have information on the accessibility, quality, social equity and sustainability 
of health care. Much work therefore remained to be done in order to build a comprehensive information 
network. 

Some speakers had commented that the report was too long, others felt that it should contain more 
detailed country-specific information. A compromise had to be reached between those two opposing views. 
The report was prepared in a bureaucratic way, with information flowing from country to regional and 
ultimately to headquarters level. That process allowed for data to be consolidated and the report shortened. 
Evidently, the validity of the report rested on the quality of the data bases. Unfortunately, up-to-date 
information was not available in many cases, thus creating difficulties for comparison and analysis. Holistic 
data collection and continuous monitoring would improve managerial capacity to deal with problems faced in 
the implementation of health-for-all policies. 

Developing human resources for health was only one aspect of providing health care coverage; despite 
decreasing health budgets, salaries had to be paid. It was a waste of investment to produce health manpower 
which the health system could not afford to employ. The Regional Director for the Americas had also 
mentioned wasted resources. It was to be hoped that the Board would take the problem very seriously, in 
redefining the important role of health and of WHO for the future. 

The CHAIRMAN asked the Rapporteurs to prepare a draft resolution reflecting the preceding 
discussion, for consideration by the Board at a later meeting. (See summary record of the twelfth meeting, 
section 6.) 

The meeting rose at 12h35. 

1 See document EB89/1992/REC/1, Annex 9. 



FOURTH MEETING 

Tuesday, 21 January 1992，at 14h30 

Chairman: Professor O. RANSOME-KUTI 

NINTH GENERAL PROGRAMME OF WORK COVERING A SPECIFIC PERIOD (1996-2001): Item 7 of 
the Agenda (continued) 

A paradigm for health: Item 7.1 of the Agenda (Document EB89/111) 

The DIRECTOR-GENERAL said that the need for a paradigm for new public health action was 
determined by far-reaching social, economic and political changes in the world as well as changing disease • 
patterns which had serious implications for development. WHO must help its Member States to anticipate 
those changes and to take steps to mitigate their adverse effects, especially on health. The document before 
the Board (EB89/11) consolidated some of the implications of findings from the second evaluation of 
implementation of the global strategy for health for all and some ideas for reflection. 

So far, the health-for-all strategy was being implemented as it had been envisaged in 1979. In general, 
Member States had adopted the primary health care approach for the development of their health systems. 
The evaluation report showed that while there had been improvements in health, disparities between the least 
developed and other developing countries, within countries, and possibly among certain population segments 
had increased. However, when the health-for-all concept was viewed in a broader context, it was clear that the 
indicators used for the evaluation did not cover the full scope of the strategy; health for all meant not only 
health for all people but also health during each phase of an individual life cycle. Such a broader vision 
brought to the forefront three major issues related to health systems development: coverage, accessibility and 
quality. 

Coverage was a question not simply of numbers but of proper facilities enabling health workers to be 
productive. Accessibility related not merely to the location of facilities but to whether they were acceptable in 
terms of local values and culture and were sustainable. Quality of care meant not just the availability of 
qualified health personnel and sophisticated technology but whether they served their purposes effectively and 
efficiently. Those three fundamental factors were unfortunately not given due consideration, especially in 
evaluation. Over the years, WHO had given insufficient attention to the diseases affecting the entire spectrum 
of the working population, from working children to adolescents, adults and the working elderly. 
Noncommunicable diseases such as cancer and cardiovascular diseases, accidents, suicide, alcoholism and drug 
dependence, and psychosocial conditions such as dementia must now be given greater attention. 

The evaluation had clearly shown that there was commitment to primary health care at the highest 
political level, although it must be recognized that politicians，perception of health differed from that of health 
professionals. There was also some success in social mobilization at community level. The weakness lay in the 
translation of political commitment into an equitable provision of health services in the community - a 
weakness accentuated by global economic adjustment policies and situations of economic crisis. Too much 
emphasis was still being laid on care for the individual at the expense of public health measures benefiting the 
whole community, although the ethical aspect of the proper balance between the two needed studying. The 
training of the health workforce had to be changed to reflect those issues, with due regard to the 
interconnections between the remuneration of health workers, such as nurses, and their professional motivation 
and aspirations. 

The changes affecting health which were occurring in society would require the development of new 
indicators. Economic issues would be central to decisions in the health sector. Health financing, particularly 

1 Document EB89/1992/REC/1, Annex 9. 
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government budget systems, were slow to follow changes in macroeconomic policies. Many developing 
countries still adhered to an approach in which responsibility for the provision of health care rested solely with 
governments through government health institutions; partnership with the private sector, including 
nongovernmental organizations, had been minimal. Similarly, even where there had been shifts to market-
based economies, medical care continued to be provided free. For example, the health budget in the Russian 
Federation remained the same as it had been in former Union days. The cost of pharmaceuticals and food for 
hospital patients had risen as a result of liberalization, with critical implications for hospital care, which had 
been the main form of curative care in eastern and central European countries. 

Only the working population were covered by health insurance, and not the unemployed. In some 
countries the uninsured might account for as much as 30% of the population. If they could not pay for their 
health care or for insurance, who would pay and how much? Similar questions arose for retired persons, 
particularly women. 

The uncertainty he had observed among health professionals as to the possibility of achieving health 
goals was, he felt, the result of an inability to adapt to the rapid pace of change. To sum up, the goal of health 
for all and the primary health care approach were still as valid as they had been in 1978. The global strategy 
had, however, been a paradigm for advocacy. The Eighth General Programme of Work had been a good 
planning tool. What was now needed was a paradigm for public health action, to accelerate the achievement of 
health for all Member States and thus health for all people in the world over all the phases of their life cycles, 
which would be the essence of the Ninth General Programme of Work. The need to formulate a new 
paradigm for health was part of a broader paradigm shift in all sectors of society, resulting from the political 
implications of a changing economic situation and changing international relationships. Under the old 
paradigm for primary health care, programmes tended to be compartmentalized, constrained by limited 
resources and increasingly donor-driven. Planning had become almost an end in itself and little consideration 
had been given to implementation of strategies reflecting current or changing conditions, management styles or 
performance capabilities. There had been advocacy without support for action. The concern had been to 
extend coverage, without an adequate assessment of accessibility and acceptability to users. Concern about 
details of health care facilities had not been backed up by sustained support to ensure services of an acceptable 
quality. Insufficient emphasis had been laid on the special needs of vulnerable groups. The international 
development arena had been characterized by struggles for territory; many organizations of the United 
Nations system were themselves embarking on health activities that were totally uncoordinated, especially at 
country level. In that connection he was pleased to inform the Board that the World Bank's 1992 world report 
would be devoted to health and that WHO's full cooperation was being sought in preparing it. 

The new paradigm must therefore be formulated in a more genuinely democratic manner, the goal being 
to determine and rank priorities for meeting basic human needs for development and to select and implement 
those that were compatible with available resources and had potential for success. That called for thorough 
situation analysis and forecasting giving due consideration to human rights based on social justice and equity. 
He was convinced that WHO would rise to the challenge of responding to change and current realities and so 
sustain its leadership role in health and development. 

He then showed a number of slides, grouped under five headings, to illustrate the findings of the second 
evaluation of implementation of the global strategy for health for all and indicate future perspectives in the 
context of a paradigm for health. 

The first group of slides covered the achievements of the strategy, starting with a diagram giving the 
framework for monitoring and evaluation explained in section 7 of document EB89/10. The first evaluation 
had concentrated on the groundwork areas of health policy, resource mobilization and resource allocation, and 
community involvement, whereas the second had been concerned with implementation, i.e. activities and 
services, coverage, and some inquiry into health status. The second slide illustrated one of the most striking 
achievements of the strategy - the universal decline in infant mortality; that decline, however, had been lowest 
in the least developed countries, which were falling further and further behind the other developing countries. 
Another achievement of the strategy had been the increased immunization of children: the third slide showed 
the spectacular increase in BCG coverage. Access to local health services had increased significantly in 
developing countries, as the fourth slide showed, although not in the least developed countries, where it had 
decreased slightly. Maternal mortality had decreased only marginally throughout the world since 1983, as 
shown by the fifth slide, remaining high in the developing world and continuing to be low in the developed 
countries. The sixth slide, giving the estimated causes of death among children under 5 years old in developing 
countries between 1985 and 1990, bore witness to the success of the Expanded Programme on Immunization 
(EPI) in lowering mortality from vaccine-preventable diseases. One exception to the significant decrease in the 
mortality figures for such diseases was tuberculosis. Deaths from acute respiratory infections and diarrhoea 
and in the neonatal and perinatal periods had increased. The final slide in the group looked at immunization 
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coverage and childhood deaths: there again, with the exception of tuberculosis, increased coverage for the EPI 
target diseases had decreased the number of deaths. 

The second group of slides illustrated a number of additional findings. The first slide showed global 
trends, past and projected, in childhood and infant mortality rates for 1970-2000. The number of deaths among 
1-5-year-old children had fallen perceptibly, as had infant mortality rates, but it was significant that a third of 
all deaths in the age group occurred among children in the first to fourth week after birth. It was noteworthy 
that the death rate in the age group 1-5 years was decreasing more rapidly than that for children under 1 year. 
The second slide gave the estimated number of neonatal deaths by age and cause in developing countries in 
1990, which, since most of those deaths were preventable, illustrated the need for a new approach to perinatal 
care in addition to the safe motherhood programme. The third slide gave the percentage of first births to 
women under 20 years old in selected countries, showing that a large proportion of first births continued to be 
among women in their teens, which had implications for the health of both mother and child and confirmed 
the need for the safe motherhood programme. The fourth slide gave the estimated distribution of deaths from 
major diseases in 1985 in the developing countries and in the developed market economies, showing that 
developing countries faced a double burden of infectious and parasitic diseases as well as diseases of affluence, 
which were by no means the preserve of the developed countries. The fifth slide, comparing life expectancy 
and disability-free life expectancy over a decade in two developed countries, showed that longer life had not 
meant significantly longer disability-free life. The sixth slide showed, on the basis of age-standardized death 
rates per 100 000 persons in 25 European countries, that although death from cardiovascular diseases had 
significantly decreased there had been no perceptible decline in deaths from external causes, namely accidents 
and suicide, indicating a need for attention to psychosocial and other social aspects of such mortality. The 
final slide, giving the population aged 65 and over and health expenditure by age in the OECD countries, 
showed that increased life expectancy accompanied by unchanged life expectancy without disability in many 
developed countries had resulted in 1984 in a per capita health expenditure four to five times as high for those 
over as for those under 65 years old, making it a very significant proportion of all social expenditure and 
underlining the need for health education and promotion of healthy life-styles from childhood on. 

The third group of slides was concerned with prognosis and perspective in the context of a paradigm for 
health. The first slide, looking at total fertility rates per woman over a fifty-year period ending in the year 
2000, showed that fertility rates were beginning to fall in both developing and least developed countries, 
although in the latter they were still high and were expected to remain so. In the less developed countries the 
decrease in fertility attained by family planning programmes was expected to slow down and the rate to settle 
at between 3 and 4, whereas in the more developed nations it was expected to remain constant at around 2， 
although in some developed countries it had currently fallen below 1.5. The second slide, concerned with the 
population aged 65 years and over in the period 1950-2000, showed that the population in the more developed 
countries was expected to age significantly by the end of the period. That trend would also be evident, but to a 
lesser extent, in the less and least developed countries. The third slide, comparing the percentage of the 
population aged 65 years and over with the percentage of females in that age group, showed that women would 
continue to form a large proportion of the elderly, although in the developed countries their overall percentage 
was expected to decrease slightly. The fourth slide, which looked at the population in urban areas, predicted 
increasing urbanization in all countries. The fifth slide, which considered the growth of cities with populations 
of 10 million and over, predicted that megacities would increase significantly in the less developed countries 
and at a much slower pace in the more developed countries. The sixth slide, prepared by the Global 
Programme on AIDS, showed the projected impact of AIDS on infant and child mortality in a sub-Saharan 
African country and predicted that AIDS might well neutralize the gains made in infant and child mortality as 
a result of child care and child survival programmes. The seventh slide, looking at the refugee population, 
showed that the number of refugees in the world had more than doubled over the past 10 years. The last slide 
in the group, showing the aid from Development Assistance Committee countries to the least developed 
countries over a decade, made it clear that, although aid overall was increasing, the percentage of it directed to 
the least developed countries was decreasing. 

The fourth group of slides provided a number of economic indicators. The first slide, on a topic of 
considerable interest in the United Nations arena, showed percentages of central government spending on 
defence, education and health over an approximately five-year period starting in 1983. It was evident that 
although many developing countries had increased expenditure on education, their expenditure on health 
remained relatively stationary. In developed market economies, on the other hand, expenditure on health was 
tending to increase and that on education to decrease. The second slide looked at per capita GNP in 1987 and 
life expectancy at birth in 1990 and made the interesting discovery that higher per capita income did not 
necessarily imply better health status; although life expectancy at birth did rise as per capita income increased 
it levelled off once a certain figure, approximately US$ 5000’ had been reached. TTie last slide in the group 
compared income ranges with corresponding ranges for life expectancies at birth and infant mortality rates in 
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1988 and showed that the last two variables were not necessarily linked to size of income, proving that any 
country could attain a relatively high level of health with a judicious use of resources. 

The fifth and final group of slides were devoted to a paradigm for health. The first slide showed that 
equity and equality were two complementary but different aspects of human rights and how they related to the 
WHO Constitution and the Global Strategy for Health for All by the Year 2000. The second slide examined 
the issues, conceptual basis and implications related to the health paradigm; they had been prepared for 
document EB89/11 and would perhaps require some revision in the light of the Board's current discussion of 
the subject. The final slide gave diagrammatic expression to the interrelationships between resource allocation, 
equity and value system within the health paradigm. The peak of that paradigm pyramid, attained through the 
various inputs shown, was health status, which had such a decisive part to play in achieving peace and stability 
throughout the world. That was the reason why a new paradigm was needed, especially at a time of rapid 
social and economic change. 

The CHAIRMAN thanked the Director-General for his thought-provoking presentation, which had surely 
paved the way for an open and constructive exchange of views on the many issues raised and should enable the 
Board members to assist him in steering the Organization on the best possible course through a rapidly 
changing environment. 

Dr GONZÁLEZ POSSO commended the Director-General's presentation of the item. The paradigm 
for health was obviously important for the broad lines of WHO policy and would have far-reaching 
repercussions in each of the Member States. What was fundamental in the Director-General's approach was 
its optimism about the possibility of achieving the goal of health for all and of keeping the year 2000 as the 
focal point for WHO's efforts. It was also vitally important that the question of resources had been tied in 
with basic concepts: the paper before the Board pertinently asked what WHO's resources were and how they 
were to be invested, how expenses were to be managed and how cost-benefit ratios might be determined. 
Health for all raised the question of resources and orientations; it was more a matter of social realities that 
must be altered than of mechanisms for advocacy. 

In the conceptual part of the paper, due importance was attached to the principles of equity and social 
justice, but there was a need to integrate them within guidelines that could actually bring about change. The 
ideas of equality and equity had been talked about ever since the eighteenth century; what seemed to be new 
in the concept of health and its social dimension, which the United Nations had recognized in speaking of 
"third-generation" rights, was comprised in what the United Nations system had termed the right to solidarity. 
The principle of solidarity could flesh out and give new significance to equality, equity and democracy itself as 
the basis for health care. Moreover, the universalization of health coverage in conjunction with social security, 
which had been shown to be conceivable for developing as well as developed countries, could only be achieved 
through solidarity, not just in international or inter-State cooperation but also in the formulation of domestic 
models; that implied solidarity of the highest income groups with the poorest sectors in each country. 

New concepts, then, had to be grafted on to eighteenth-century principles in order for the latter to bear 
fruit, and many countries were acting accordingly, actively seeking to create a completely new health culture. 
Strategies for change were required; for example, primary health care and prevention had been talked about 
since Alma-Ata but, in his own region at least, 80% of the budget was still devoted to curative care. Changes 
were called for, too, in the attitudes of institutions, in the thinking of individuals directly responsible for health 
care, and in communities, so that the issue of health might be properly related to life-styles and community 
participation, and infused with a genuine philosophy of change. Ibat was the spirit required to revolutionize 
the situation: routinely repeated principles alone could not transform reality. 

Dr LU Rushan praised the concepts embodied in the Director-GeneraFs paper. The second evaluation 
of the implementation of the global strategy for health for all by the year 2000 had shown that there had been 
a substantial improvement in the health status of populations and in health service coverage through primary 
health care. However, disparities among regions and countries persisted; although basic health care had been 
extended, millions of people were still deprived of necessary health services and there was a very long way to 
go before equity and social justice were attained. The Director-General had described the obstacles and 
constraints that remained both outside and inside the health sector in implementing the health-for-all strategy: 
overcoming them would undoubtedly be the crucial problem in the coming years. 

Against that background, the discussion paper proposed that the road of primary health care be taken to 
the goal of health for all, together with the launching of public health actions. That was indeed necessary and 
inevitable; as the Director-General pointed out in his conclusion, health was intersectoral and knew no 
boundaries in scope and action. It demanded a breakdown of traditional barriers and the involvement of 
society as a whole, with concerted action among countries on the basis of solidarity and partnership and full 
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support of WHO's and national governments' authority. Only thus could the challenges in health work be met: 
it was crucial to modify attitudes, strengthen health concepts and set up holistic health care models which took 
account of the individual, of the collectivity, of behaviour and of the ecological environment, and mobilized the 
whole of society. Political will on the part of governments and authorities was essential. Further, the current 
bias in favour of therapy over prevention had to be overcome, and attention shifted to systematic health 
promotion and improvement. Health care delivery was indeed a basic right of peoples; but they must actively 
assume responsibility for their own health. The promotion of health activities was not just the affair of the 
health sector; other sectors such as education, food and nutrition, and the environment must also be involved. 

In evoking the launching of public health actions, the discussion paper was indicating what must be the 
obligatory trend of health development. The document had a powerful central theme and had reached the 
heart of the matter: the transition from theory to practice. In giving impetus to health development on a 
global scale, it could not but advance the cause of placing health at the centre of human development. 

Dr VIOLAKI-PARASKEVA, congratulating the Director-General, welcomed the frank analysis of the 
reasons for the insufficient implementation of the health-for-all strategy. With regard to emerging issues she 
submitted that what were referred to as "diseases of affluence" were in reality the product of industrialization 
and urbanization, and the consequence of life-styles and the poverty, both in value systems and in income 
levels, which constrained people to live in heavily polluted areas close to industrial plants for reasons of 
economy and exposed them to greater health risks; a further example was the consumption of unhealthy 
foods, often not by choice but because they were all that was available or affordable. Such issues had been 
raised at the International Forum at Accra, which had thrown into relief the relationship between economic 
policies and health status. She took the point made by the Director-General in paragraph 13 of the discussion 
paper that there was a "double burden", imposed on the one hand by communicable diseases and on the other 
by the disorders increasingly associated with the phenomena to which she had referred. 

The Director-General had rightly called attention to the appearance of new vulnerable groups and the 
worsening of the health status of existing ones. Reference was made in paragraph 27 of the discussion paper 
to women and children, but, as pointed out in other paragraphs, the elderly and other marginalized groups 
were also affected. 

Concerning key orientations for new public health action, she endorsed the emphasis laid on community 
participation, intersectoral cooperation, and protection and promotion of health. However, those objectives 
were far from new and were, moreover, still far from attainment; WHO must consider carefully what would 
make a difference in the coming years. She urged the members of the Board to join in a quest for greater 
pragmatism, asking themselves, for example, how WHO could increase its technical credibility and political 
visibility, and whether it should do more in the political arena, as some members advocated, forging alliances 
with different partners and at the same time concentrating on a limited number of approaches at grass-roots 
level to provide the necessary leverage in negotiating for health. She hoped that some of those questions could 
be pursued, so that the paradigm might be taken further in charting specific courses of action. 

Mr MORTENSEN (alternate to Mr Varder) recalled that, when the paradigm had been discussed at the 
Board's eighty-eighth session, Mr Varder had expressed some anxiety because the concept had seemed rather 
vague; however, the Director-General's discussion paper had shed much more light on the ideas and purposes 
of the paradigm, which he now fully supported. It was important that the overall strategies should be formed 
always in the mould of the goals of health for all and equally important to pursue the objectives of primary 
health care. 

There had been some rigidity in health systems and difficulties in involving national authorities, 
organizations and relevant health personnel in health care delivery. It was also true that WHO could not 
confine its work purely to the prevention and treatment of disease. He strongly supported the idea that 
WHO's failures called for an adjustment of its previous orientations so as to adapt its work to present and 
future challenges. The ideology of the new orientation seemed to him to be very wise and he looked forward 
to seeing it translated into concrete activities; public health actions should be directed towards and integrated 
into a wider social, political and economic context. Widespread understanding of the ideas of the paradigm, if 
implemented appropriately, could lead to a general improvement in global health status. However, its concrete 
results remained to be seen; he therefore asked the Director-General to explain how the paradigm was to be 
implemented. 

Finally, he supported Dr Mason's proposal that a subcommittee should be set up. 

Mr TAGUIWALO said that what was needed was a consensus that would lead to action. Above all, he 
feared drift and lack of direction; partial directions were preferable to a prolonged search for truly 
comprehensive ones. 
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He had been struck by the comment that WHO's previous paradigm had been a paradigm for advocacy, 
as opposed to the new paradigm for action. The Director-General had shown that the conditions now facing 
WHO were very different from those it had faced when the health-for-all strategy had been formulated. 
However, there was no detailed critique of WHO's current paradigm in the discussion paper. Why was that 
paradigm inadequate to meet the new conditions that had to be faced? The fact that conditions had changed 
did not necessarily mean that current ways of looking at things could not take those changes into account. 
How did the new paradigm enhance WHO's leadership function? Under the current paradigm, the main 
challenge was not inequality and inequity as such but the fact that they adversely affected human survival; 
hence the insistence on a minimum level of health. That paradigm did not simply speak about differences 
between nations and peoples; it stressed that such differences determined who lived and who died. If 
humanity was regarded as crossing an ocean, the current paradigm insisted that everyone should cross safely; 
hence the insistence on health for all. Underdevelopment was then the decisive challenge to WHO's health-
for-all strategy, and socioeconomic development the main task, but it would not be allowed to determine who 
survived and who did not. 

Despite poverty and underdevelopment, every human being had the right to health. That priority had 
not been made clear in the new paradigm, which provided a basis for making choices but did not indicate what 
kind of choices needed to be made; it spoke of value systems without asserting any particular value. Whereas 
the current paradigm offered a window through which one could see, the new one was like a mirror that 
reflected whatever was placed before it. If it became a basis for future action the consensus that health for all 
was a matter of survival might be weakened, and WHO, instead of leading, might allow the leadership role to 
be taken by others. 

Professor JABLENSKY observed that the diagnosis and prognosis presented by the Director-General 
were both timely and relevant. The time had come for drawing up a balance sheet and analysing the results of 
the health-for-all policies that had been pursued by countries and by WHO before the Ninth General 
Programme of Work. 

The health-for-all concept had been a blend of three elements, the first of which was public health with 
its emphasis on prevention as better than cure, the need to eradicate whatever ills were eradicable, and the 
expansion of primary health care. The second was the development ideology of the 1970s and early 1980s, 
promoted by influential international organizations and expressed in such key documents as the Brandt and 
Brundtland reports. Finally, the third element was the emphasis on individual responsibility for health and the 
resulting place given to the relationship between life-styles and health in the paradigm. That combination of 
three elements had had a powerful appeal because it had emphasized social equality and the international 
dimension of health, and had inspired, for example appeals to developed countries to transfer 1% of their 
resources to the developing world, which unfortunately had not taken place. It had become clear 15 years later 
that, in spite of the achievements outlined in the Director-General's report, there were important constraints 
and obstacles, because WHO was facing a situation that could not have been foreseen, as exemplified by the 
emergence of AIDS and the political changes in the former Soviet Union. Some current problems were 
refractory to the health-for-all approach in its original form; they had been termed the "failures of success". 
Many developing countries had to bear the double burden mentioned by the Director-General. Little attention 
was paid to the increase in absolute poverty in the so-called least developed countries, which accounted for 
one-fifth of the world's population. There was also an increasing tendency to look the other way when man-
made disasters occurred. The total number of refugees according to some data was 30 million, not 17.2 million 
as indicated on one of the slides shown by the Director-General. Finally there was the dramatic increase in 
the cost of medical technology and care, so that much of what was available and feasible was beyond the reach 
of developing countries. 

Other new factors to be taken into account included the exponential growth in knowledge and in 
biomedical science and technology, so that interventions unthinkable 20 years ago were now feasible. At 
present, at least theoretically, a defined level of health for a population could be purchased. Health therefore 
did have a cost, and in many countries a price, so that many thinkers and politicians saw health for the first 
time as an economic investment; that was one of the major problems faced by WHO in developing the Ninth 
General Programme of Work. The global situation was characterized by the end of the Cold War and the 
resulting changes in the role of the international organizations. In addition, it could be expected that in the 
coming decade there would be no increase either in the WHO regular budget or in the Voluntary Fund for 
Health Promotion, but there would probably be an increase in the total world expenditure on health 
development, including greater interest in providing funds to deal with emergencies, and a diversification of the 
channels and modes of funding for health. What were the implications for WHO and the new paradigm? 
Firstly, the right balance had to be sought between goals and targets on the one hand, and processes, including 
political processes, on the other for achieving those goals and targets. Secondly, should WHO have a political 
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role or should it be restricted to its technical role? Thirdly, the role of governments in health had to be 
reconsidered: were there limits to State interventionism in health policies? Fourthly，how could 
nongovernmental health sectors be integrated into a common health policy? Fifthly, there was the question of 
centralization and decentralization in WHO. 

Finally, a paradigm could not be changed by fíat or by a decision of the Executive Board or the Health 
Assembly; it was a complex set of beliefs, assumptions and premises on which WHO acted. In his view, the 
Organization was already halfway into the new paradigm, so that it was a question of identifying what was 
already happening. 

The CHAIRMAN drew attention to paragraph 55 of document EB89/11, which stated that the goal of 
health for all was still as valid as when it had first been proclaimed in 1977, although some approaches needed 
to be strengthened and new ones devised to respond to the changes that had occurred. The Director-General 
was therefore suggesting that the current paradigm needed to be adjusted to meet changing needs, notably by 
making better use of the skills available in sectors other than the health sector, and by better integrating 
WHO's activities with those of other United Nations agencies. 

Dr MASON asked how the new paradigm was related to the Public Health Summit held in Omiya City, 
Saitama, Japan, in September 1991, and to the Ninth General Programme of Work. 

Dr SIDHOM said the Director-General's report showed that，while there had been some progress over 
the past 11 years, the world was now facing a number of new health problems, notably in community 
participation and intersectoral collaboration, both essential elements for the success of any health programme. 
Under the new paradigm as just described, the role of health workers at every level would be crucial, since 
health promotion and access to health care would require their active participation. Were health workers 
being made aware of their new role, and were they being properly trained for it? The main obstacle to 
effective social mobilization and intersectoral collaboration was the inability of health workers to mobilize 
support from other sectors. If the new approach was to succeed, such workers must be properly trained. It 
was also essential to mobilize further resources, both human and material, and make better use of existing 
ones. The evaluation showed that personnel costs accounted for 80% of resources, so that, at most, only 20% 
remained for actual health activities. 

Professor BORGOÑO said that the new paradigm was a new frame of reference to take into account the 
changes that had occurred since Alma-Ata, though without altering the basic goal of health for all through 
primary health care. However, the aspects that had been stressed by the Director-General in his analysis 
seemed to suggest that health should be regarded as a kind of spearhead for development. While that was 
perhaps an inspiring notion, it also required further clarification. 

Nobody could disagree with the Director-General's intentions in proposing his new paradigm, but for it 
to become a reality leadership was needed, both in the health sector itself and multisectorally, in pursuing 
development-related objectives, and at present such leadership was lacking. That was important, since an idea 
would remain a dead letter unless proper steps were taken to implement it. The scope of the new paradigm 
was vast: how were priorities now to be decided, in the light not only of the magnitude of the problems, but 
also of the resources available for solving them? That would somehow have to be reflected in the 
Organization's budget; there was no point in defining new goals if nothing was done to mobilize the resources 
needed to achieve them. 

The problem had to be faced not only by the Director-General, but also by Member States: if they really 
accepted the new idea, they must have the political will to put it into effect. They would also need to adapt 
themselves to the new structure, although the margin of flexibility was not great. 

The question deserved careful study, and he supported Dr Mason's suggestion that a subcommittee of 
the Board be set up for that purpose. The new paradigm could not be separated from the Ninth General 
Programme of Work; the two should be considered together. It was essential that the new paradigm should 
be clearly defined so as to avoid the confusion that had arisen initially over the concept of health for all. 

The Director-General's proposal constituted a challenge which the Board, as a major governing body of 
the Organization, should take up. 

Dr CABA-MARTÍN said that the debate had helped to break down the barriers standing in the way of 
innovation. While he did not wish the Organization to remain stagnant, once a basic concept had been 
accepted it should be retained and its scope enlarged, rather than its validity questioned. Adaptation of the 
concept to changing conditions was the best way of meeting new needs as they arose. 
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Changes in the world situation required the Organization to adopt new approaches and to discard 
outdated theories. Could that not best be done simply by adding to the framework that already existed? As 
Mr Taguiwalo had asked, what in fact were the outdated values which were so in need of replacement? An 
urgent need for change arose only when informed observers had become convinced that existing institutions 
were inadequate to meet current needs. A new paradigm could be defined as one that made it possible to 
solve problems that the old paradigm could not. Although the model developed at Alma-Ata was based on 
ideals that still remained valid, the recent spectacular political changes must affect health strategies. Both 
political changes and changes in the economic relations between countries called for new approaches. 

The gulf between rich and poor countries was widening, and inequalities in the former were increasing. 
The world was moving ever farther away from the social justice inherent in the concept of health for all. 
Economic recession in the developing countries and their debt burden both affected health expenditure. 
Environmental degradation, population growth, and rapid urbanization had altered epidemiological patterns at 
a time of rising health costs and zero real growth for the Organization, so that new technologies could not be 
introduced and the very existence of some health systems was in jeopardy. 

For decades two different economic and political systems, namely the centralized, planned economies and 
the less centralized, market economies, had dominated the world stage. Both systems had experienced 
insuperable difficulties in achieving an acceptable level of health, and both needed to be revised in order to 
adapt to the profound changes that had taken place. Enormous advances had been made in technology, but 
there had been no progress in mobilizing resources for their application. In some countries the main problem 
was the lack or poor quality of health services, while in others it was excessive bureaucracy leading on the one 
hand to wastage and on the other to the use of costly and unnecessary technologies. Greater decentralization 
was needed to remedy the situation. 

There was indeed a need for a new health paradigm, which countries could apply in accordance with 
their own needs and their own level of development. Such a new paradigm should focus on equity in health 
care; the development of health strategies based on new political, social and cultural policies; the promotion of 
healthier life-styles; the mobilization of sufficient resources for health and the adoption of measures to ensure 
their optimum use; and a strengthening of interdependency in health matters between countries in order to 
mitigate the effects of wars and disasters. 

The Director-General's proposal would open up the debate on the global crisis faced by humanity. If 
that crisis was to be averted, advances in science and technology would have to be used to benefit mankind as 
a whole rather than a particular country or social group. The new paradigm should give priority to such values 
as equity, solidarity, and peaceful relations between peoples, all of which were essential prerequisites for 
health. 

Professor GIRARD noted that there were many points on which consensus had not been reached, one 
being the previous paradigm of health for all, on which divergent views had been expressed, not as to the basic 
concept itself but as to the way in which it had been managed. The present situation called for greater 
openness on three levels: firstly concerning values, in which ethical and economic considerations now had to 
be taken into account; secondly concerning the methods of work of health professionals, who must now 
collaborate with other disciplines (such as anthropology and demography) and with decision-makers, although 
health manpower as a dynamic social force should not be overlooked; and thirdly, towards other partners, not 
in a struggle for power but as an opening towards other organizations. It was clear that political leaders were 
taking an interest in health both from the economic point of view and as an integral part of development. In 
developing countries health, nutrition and the environment were inextricably interlinked. It was WHO's 
responsibility to strengthen its expertise and technical competence, but not solely in order to exclude other 
organizations. 

He supported the proposal to set up a subcommittee and suggested that it should confine itself to five 
objectives: to determine the role of WHO's programme of intensified cooperation with countries in greatest 
need in future health development; to give a clear definition of priorities in the Ninth General Programme of 
Work and draw the relevant conclusions for programme organization; to review the functioning of WHO 
including issues such as decentralization, budget allocation machinery and improved flexibility; to improve 
coordination with other partners, such as agencies of the United Nations system and nongovernmental 
organizations, each having its own roles and responsibilities; and finally to provide the means to modernize 
WHO's expertise in research and training. 

Dr KIM Won Ho thanked the Director-General for having presented a paradigm for health which 
deserved careful consideration, especially with regard to the implementation of the health-for-all strategy and 
primary health care. In view of its importance, a clearer definition of the paradigm and its implementation 
was needed. He was therefore in favour of establishing a special study group and informing Member States of 
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its conclusions so that they could approve them unanimously. The idea of providing all people with equitable 
health care, already embodied in the health-for-all strategy and primary health care, should be given firm 
support. 

Mr AL-SAKKAF thanked the Director-General for having presented a framework for new public health 
action that reflected reality and the changing world situation, including problems such as the lack of 
cooperation between the different sectors and between Member States. He hoped that the document would 
provide initial guidelines for future activities that would be applied in practice and not only in theory. 

Dr SAVEL'EV (adviser to Dr Kosenko) said that document EB89/11 raised a number of very important 
problems which, thou幼 not new, had recurred because of current changes in the political and economic 
situation at all levels, so that it was necessary to review the degree of priority to be given them. The search for 
a paradigm or concept of the development of health care and WHO，s role in such development was an ongoing 
process which should be reflected in WHO's Ninth General Programme of Work covering the period 

He agreed with the Director-General that the basic concept of health for all and of primary health care 
as the key element in achieving that goal would not require any substantial review in the near future, but some 
adjustments might be required in the light of the chan • world situation. 

Paragraphs 3-12 of the document reflected both achievements of the health-for-all strategy and the 
obstacles to implementing it. The latter should be covered by the action programmes set out in paragraphs 37-
54 of the document. The emerging issues and trends described in paragraphs 13-36 of the document, such as 
respect for human rights and problems of equity, deterioration of the environment, natural and man-made 
disasters, the aging of the population, and the increasing cost of medical services in the light of new 
technological developments, were not new. They must be properly reflected in the Ninth General Programme 
of Work. He had no objection to the grouping together of the main areas of WHO's activities. 

WHO's role within the United Nations system was defined in its Constitution: its main field of activity 
was in health, and it should not try to play a major role in socioeconomic development, as suggested in 
paragraph 41. It would be far more useful in achieving such development to harmonize the efforts of all the 
organizations in the United Nations system and strengthen cooperation with them and other interested 
partners. He endorsed the view expressed in paragraph 43 as to the responsibility of governments not only for 
health but also for the quality of life, and agreed that health could not be left solely to market forces. The 
problems of financing health care must be solved on principles of equity, ethics and human rights, as stated in 
paragraph 51. 

Under "Resources for health" (paragraphs 49-51), the role and scope of the concepts of satisfying basic 
needs, technical and economic cooperation with developing countries, and support for national efforts to 
implement the health-for-all strategy, should have been defined; they had repeatedly been the subject of 
Health Assembly resolutions in recent years. 

The idea expressed in paragraph 58 concerning WHO's unique role in the creation of a new system of 
values centred on health was appealing. It seemed an appropriate time to discuss the new orientations in 
public health work that determined the content of the paradigm for health; it would be a useful step forward 
in defining WHO's role in international cooperation in health during the new period of history that was 
beginning. 

Dr KHAIRY thanked the Director-General for his presentation of a new paradigm for health. The 
political application of the paradigm was acceptable, as both primary health care and health for all contained a 
political element, even though their application had not led to the desired results, but he had some concern as 
to the professional commitment of those working in the field of health and those who prepared and 
implemented health plans and programmes. 

It was important to adopt a very broad approach which would link the health sector to all related fields, 
such as those of the environment and population planning, so as to ensure that the same problems did not 
arise as with previous paradigms. The regional offices had so far been successful in applying such an approach 
through workshops, seminars and symposia encompassing all the health-related sectors. 

He endorsed the proposal to establish a working group to consider the implementation of the 
Director-General's proposals, as well as all their financial implications, which would have to be reviewed 
together with all other aspects, if success was to be achieved. 

Dr BUNNI welcomed the Director-General's proposed new paradigm for health. The concept of health 
for all by the year 2000 through primary health care had been effective, and he would welcome a comparison 
in tabular form between the old and new paradigms. Although the health sector must have the primary role, 
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that did not exclude cooperation with other sectors as well as with nongovernmental organizations. Indeed, it 
was an area of cooperation which should be expanded in view of the willingness and ability of such 
organizations to help governments in their efforts. 

Mr CARTER shared the appreciation already expressed of the Director-General,s discussion paper. A 
great many aspects of the health situation in the world today were highly unsatisfactory, and WHO must 
achieve greater coordination so as to direct world attention to specific areas in which it was unacceptable. It 
was essential that WHO should reorient its actions with a view to eliminating the inequalities between regions 
and adapting to the present world situation. The Director-General had asked the right questions and it was 
now for governments to seek the right answers. 

The meeting rose at 17h35. 



FIFTH MEETING 

Wednesday, 22 January 1992, at 9h30 

Chairman: Professor O. RANSOME-KUTI 

NINTH GENERAL PROGRAMME OF WORK COVERING A SPECIFIC PERIOD (1996-2001): Item 7 of 
the Agenda (continued) 

A paradigm for health: Item 7.1 of the Agenda (document EB89/111) (continued) 

Dr PAZ ZAMORA said that a year ago, when he had first listened to the Director-GeneraPs views on 
the paradigm for health, he had been somewhat surprised. He had since come to realize, however, that the 
Director-General had taken it upon himself to alert the Board to the current state of affairs and to which areas 
of health were progressing successfully and which were not. Health for all remained a great paradigm and 
must continue to do so. The current focus was on the search for an instrument - a means of evaluating 
progress and direction - to ensure that the Organization's structures were effective, efficient and modern so 
that it could attain its goals more rapidly. 

He continued to believe that the Organization should undertake an analysis and establish leadership 
machinery. As Professor Borgoño had said the previous day，leadership was needed in order to exert technical 
and scientific influence on governments, parliaments and peoples. WHO's position in relation to the media 
must be such that the latter obtained an in-depth knowledge of the Organization's work and satisfactory 
answers to such questions as whether it was really worth while to go on immunizing severely malnourished 
children. Recent initiatives such as the International Consultation on Control of Acute Respiratory Infections 
held in December 1991 and the World Summit for Children held in September 1990 were significant and 
WHO must ensure committed technical and political follow-up to them. Bolivia was currently receiving 
support from WHO for a number of programmes, for example relating to essential drugs and drug addiction, 
which had a direct effect and illustrated the paradigm that inspired the activities of the Organization. The 
paradigm would remain the same; what was required was an adjustment of structures, as the Director-General 
had said the previous day, and constant support. 

He reiterated his support for Dr Mason's earlier suggestion that the Board should establish a committee 
or working group to review the future role and work of the Organization. The Board should ensure that it was 
constituted in such a way that it could carry out that important task effectively. 

Dr MARGAN said that undertaking a precise analysis of the current world situation was a complex and 
difficult task but was a prerequisite for the establishment of a framework for new public health action. The 
building of a paradigm of that kind not only depended on the subjective interpretation of emerging phenomena 
in different societies but was to a large extent defined by real processes in society and the changes which 
occurred as a consequence of them. The Organization was still in the early stages of its consideration and of 
the elaboration of a new concept and a great deal of additional effort and knowledge must be invested in order 
to achieve a final version of a new health paradigm. 

A number of pragmatic aspects must be considered. In that connection he referred to paragraphs 57 and 
58 of document EB89/11 and observed that ultimately health policy had to be formulated by government or a 
government body responsible for macro-economic policy. It was not so much a question of whether macro-
economic policy makers were committed to public health as of the resources at their disposal to meet 
requirements and to solve health and health-related problems. It was they who were in a position to consider 
possibilities of matching external and internal means and resources and ideas and of translating them into 
realistic national policy as a framework for health care programmes. They needed to have at their disposal a 

1 Document EB89/1992/REC/1, Annex 9. 
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national system of organized and adequately financed health services which could provide them with all the 
necessary information on health needs and problems, indicators and parameters of health status, and details of 
programmes and services. For external cooperation purposes, they needed to be well informed about the 
current WHO General Programme of Work, the criteria for determining priorities and the Medium-Term 
Programme on TCDC for Health for All. 

Another reality to be taken into account was the external debt problem. The burden of constantly 
increasing debts was a heavy one for the economies of developing countries and hardly conducive to 
achievements in the field of health. 

WHO must not fail to play a leading role in its field of competence, and he himself would be happy to 
serve on any committee or working group set up to review the future role and work of the Organization. 

Dr SHAMLAYE observed that a paradigm was not created in a vacuum but evolved with changes in 
reality. It was therefore essential not only to explain and understand the realities but to build the necessary 
structures and define the necessary action to maintain momentum in health development. The document 
before the Board referred to "a paradigm for health", not a new paradigm for health; that was a clear 
indication that the matter at issue was one of establishing practicalities rather than principles. It was not a 
matter of one paradigm coming to an abrupt end and a new one being introduced. Against that background, 
he endorsed the broad areas for action outlined in the document. 

Health ministries and health professionals must take certain opportunities and initiatives to ensure 
progress. In financing, for example, a minister of health should be able to speak the language of a minister of 
finance to ensure that health was not merely viewed as an inefficient area that consumed a large part of 
national wealth. Further, in public health evaluation there was a risk that health professionals might lose the 
initiative to economists and business managers. More appropriate indicators should be developed, placing 
emphasis on measuring impact, outcome and effectiveness, while taking into account output and efficiency. 
Outcome, not merely output, was what mattered and it was health professionals who should define the 
appropriate measurements. 

At the global level, environmental issues should not be allowed to divert resources from health ministries. 
Rather, environment should be seen as a health issue. 

The CHAIRMAN, speaking in his personal capacity, said that when the concept of a paradigm for health 
had originally been proposed by the Director-General, there had been some apprehension that a new 
philosophy was going to evolve with regard to the development of health systems within countries. However, 
there had been an assurance by the Director-General that the basic principles adopted at Alma-Ata would 
remain inviolate. It was nevertheless true that, since the Declaration of Alma-Ata, new problems had 
emerged: the new economic climate, the debt crisis, the reverse flow of resources from developing to 
developed countries, new demographic trends, new lifestyles, the transition in the health field from infections 
to chronic diseases. Therefore, while the principles on which the Organization's activities had been based for 
the past 20 years remained, and while there was nothing wrong with existing ideas of health service 
implementation at country level, it was essential to take cognizance of the new factors when planning 
strategies, and to use new technologies and models when planning and implementing services to ensure that 
action was more effective in the future. For example, new management skills must be developed at all 
echelons of health services, from the international to the community level; new cooperative mechanisms must 
be developed with other sectors to confront both the old and the emerging health problems; a new language 
must be used for communicating data and information to achieve a political conviction that resources should 
be allocated for health and to ensure that communities were mobilized to act in their own interest; there must 
be new ways of achieving equity and social justice, as they had always been a condition on which health 
services were designed and implemented. At the International Forum held in Accra in December 1991, and 
attended by policy-makers and by professionals in various fields including some health workers, a new 
dimension had been given to health by placing it at the centre of development. He hoped that the Accra 
Initiative resulting from the International Forum would be followed up. 

WHO was being assailed on all sides by those who felt they could make a difference to the health status 
of people throughout the world; however, the fundamental structure of health services was not being attacked. 
WHO should go back to its first principles, which it knew best, while at the same time seizing the opportunity 
to define the conditions for a new surge forward in the development of effective health systems in both 
developing and developed countries alike. He strongly supported the Director-General's approach in that 
respect, as it would give WHO new life and a new opportunity to assume leadership in the health sector. A 
committee or working group as proposed by Dr Mason would be an effective means of examining the issue. 
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The DIRECTOR-GENERAL, referring to the existing paradigm and the question of a new paradigm, 
said that when he had taken office as Director-General three and a half years ago he had said that his 
approach would be "change with continuity". The standard Western scientific model was simply not adequate 
to explain and solve many current problems, including those in the health field. 

Thomas Kuhn had introduced the use of the word "paradigm" in contexts in which established scientific 
models were inadequate in addressing situations brought about by change. A new paradigm offered a way of 
explaining and solving health problems, taking current realities into consideration. Of course, traditional 
Western models could always be applied to analysis of the health situation, but that approach would fail to take 
into account certain realities and would not be constructive. Consequently health status would not change. So 
if there was to be further achievement fresh efforts were required. 

Virtually all States had made commitments to health for all through primary health care. At the same 
time, certain leaders had been using that commitment for their own political purposes，which was not bad in 
itself, but with a change in leadership the commitment, and thus the delivery of primary health care, ceased, 
resulting in crisis. 

If all the factors affecting a given health situation were not viewed together, such as the impact of 
applying economic adjustment measures and the correct application of international health regulations, crisis 
could also result. Despite commitment to the concept of primary health care and to adapting health care to 
the needs of particular populations, there had been Little change in most undergraduate medical curricula. 
Medical graduates trained overseas were often returning home with a great deal of knowledge that was simply 
not applicable to the reality of their own countries. In the delivery of primary health care there were many 
operational problems. For example, a drug effective against a certain disease was available and had even been 
donated to WHO; but governments had no resources to finance the far greater cost of delivering the drug to 
the population groups who needed it, nor did they always have sufficient information to identify those groups. 

It was not just a question of political leadership at country level, there were operational problems. WHO 
had a unique decentralized structure with six elected Regional Directors who had used their political influence 
to try to ensure that primary health care was correctly implemented. But outcomes were still unsatisfactory 
and interagency cooperation was frequently still ineffective. He himself had made great efforts at meetings of 
the Administrative Committee on Co-ordination over the past three years to improve interagency cooperation 
in health, particularly at country level. As he had mentioned earlier, health was also becoming a topic of great 
interest to the Economic and Social Council. 

WHO had continued to maintain its leadership role in health thus far. However, the experience of other 
agencies was perhaps a salutary warning. For example, technology transfer for new agricultural developments 
had become the concern of a new organization, the International Fund for Agricultural Development, although 
the Food and Agriculture Organization of the United Nations had existed for some time. Similarly, the United 
Nations Environment Programme had not been called upon to provide the Secretariat for the forthcoming 
United Nations Conference on Environment and Development to be held in Brazil in June 1992 - an entirely 
new Secretariat had been created. Thus there was a tendency for developmental issues to become highly 
politicized. The risk was that sensitive health issues, such as substance abuse, the eradication of 
microorganisms and pests (which some regarded as decreasing biodiversity) and the role of health in 
development, which could not be solved in purely scientific terms, could evolve in the same way. WHO was 
operating in a complex political, economic and social environment; that was why a new paradigm was needed. 

He thanked the Board for its proposal to establish a working group and pledged the support of the 
Secretariat in providing all the necessary information. 

Dr VIOLAKI-PARASKEVA suggested that instead of establishing a new group to examine the issues, as 
proposed by Dr Mason, it might be better to appoint a subcommittee of the Programme Committee. 

Preliminary outline of the Ninth General Programme of Work: Item 7.2 of the Agenda (Document 
EB89/12) 

Dr JARDEL (Assistant Director-General) said the Ninth General Programme of Work was of special 
importance in that it would set the standards for WHO's programmes through the year 2000 and beyond and 
identify priority areas for action by governments. The preliminary work had proceeded in parallel with the 
second evaluation of implementation of the global strategy for health for all and with analysis of future 
directions for public health action, as proposed by the Director-General. The Board's discussion of those 
issues under items 6 and 7.1 of the agenda would be taken into account in future work on the Programme, as 
would the criteria for setting of programme priorities recommended by the Board in its resolution EB87.R25. 
The experience gained at all levels of the Organization in the use of criteria must be taken into account in the 
preparation of the draft programme budget for 1994-1995. 
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Over the years, the general programme of work had become increasingly complex and detailed; more 
and more targets, approaches and programmes had been introduced. Experience with the Seventh and Eighth 
General Programmes of Work had shown that while they served as reference tools for Member States and as 
frameworks for programme budgeting within WHO, their practical usefulness was considerably less at country 
level. Because they defined a large number of discrete programmes, they militated against programme 
integration, leading, in some countries, to the creation of separate programmes rather than of an integrated 
system focusing on priority concerns. Further, the time lapse between preparation of detailed general 
programmes of work and actual implementation also reduced their relevance. 

The structure and content of the Ninth General Programme of Work would accordingly have to be 
modified. It must describe the political and strategic objectives of WHO's work rather than give details about 
programmes - that would be taken care of in the biennial programme budgets. It must provide a framework to 
facilitate improved allocation of resources in line with major objectives, while offering more flexibility for 
response to change. It should also make it possible to integrate the activities of various programmes in pursuit 
of common objectives, thus serving as a better model for Member States. A broader view of the relationship 
between health and overall development should be advanced. 

It was therefore proposed that a new approach be adopted which would coordinate programmes by 
outlining an overall framework with five or six broad themes, to be chosen on the basis of the results of the 
second evaluation and the application of the new health paradigm. Extensive consultation on the choice of 
themes should make it possible to identify objectives at all levels of the Organization; the proposed working 
group might address itself to that task. Programme structure and classification would then be determined on 
the basis of the themes chosen. Document EB89/12 offered as an example five main themes arising from the 
concerns expressed in document EB89/11; they were purely illustrative and had not yet been the subject of 
consultation. 

Should the Executive Board approve the principles set out in the preliminary outline, the year 1992 
would be devoted to developing the main themes and structures of the Ninth General Programme of Work for 
consideration by the Board at its January 1993 session. Preparation of the Programme itself would continue 
through the first half of 1993 and a draft would be considered by the Programme Committee in July 1993，with 
a view to submission to the Board in January 1994. 

The CHAIRMAN invited members of the Board to comment on the preliminary outline of the Ninth 
General Programme of Work. Following that discussion, he would entertain proposals on that document as 
well as on the paradigm for health submitted under agenda item 7.1 (document EB89/11). 

Dr SAVEL'EV (adviser to Dr Kosenko), stressing the importance of the Ninth General Programme of 
Work for WHO's policy until the year 2001, said the preliminary outline substantiated the conclusion that new 
approaches were needed and that working methods had to be revised in order to enable the Organization to 
carry out its functions effectively in a period of resource constraints and budget stabilization. Recognition of 
the contribution of health to societal development, pursuit of peace, and reduction of military spending would 
facilitate increasing the flow of resources to the health sector at all levels. It was, however, important not 
merely to increase the resources available to WHO, but to use them more effectively, eliminating duplication 
of efforts, facilitating flexibility, applying an integrated approach, and keeping in mind that such resources must 
serve as a catalyst, not a substitute, for national efforts. 

The Ninth General Programme of Work itself was acceptable as outlined: it followed logically upon the 
Eighth and yet took account of changing circumstances and new trends. While he had nothing against the 
Programme's political orientation, he would warn against over-emphasizing the political component at the 
expense of substantive aspects of specific programmes. 

Finally, he noted that the Programme was still in preliminary form, and that its strengths and weaknesses 
would become increasingly apparent as work on its preparation proceeded. 

Dr MASON offered some general suggestions on what the document might ultimately include. All 
targets should be formulated in terms of clear, measurable outcomes, even if that meant having fewer targets. 
An attempt should be made to assess, through statistics on morbidity and mortality if possible, the negative 
consequences of not attaining certain output targets within the specified time frame. That information would 
drive home to budget directors the consequences of not making necessary resources available. The output 
targets should be adjusted in each biennial programme budget in the light of progress achieved and progress 
anticipated. The suggestion that the classified list of programmes should be consolidated, resulting in fewer 
programmes and more effective integration, was welcome. Specific proposals along those lines should be 
developed. 
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In view of the continuing concern that priorities should be established, the Ninth General Programme of 
Work might contain a section explaining clearly the different types of priorities and their relationship to 
resource allocations from the regular budget. Strategic priorities, for example, were those adopted by the 
Board and Health Assembly and the key areas recommended by the Director-General; they should provide 
guidance to Member States in devising their national health strategies and programmes. National priorities 
were those of Member States, but they should, in principle, be consonant with the strategic priorities. WHO 
programme priorities related solely to the Organization's own activities, financed from its own resources. The 
Programme should also explain how the priorities were interrelated and how they were reflected in the 
allocation of WHO regular budget and extrabudgetary resources. 

On a trial basis, and for a limited number of programmes, the Ninth General Programme of Work might 
endorse a new approach to technical cooperation. It would consist in asking experts in Member States to be 
available, on request from WHO, to provide advice and assistance to other Members. Calling more upon the 
expertise of Member countries might result in some savings on technical posts at headquarters and in the 
regional offices. 

Finally, he reiterated the proposal he had made at the second meeting that a working group should be 
established to consider the Ninth General Programme of Work, the health paradigm, and other important 
issues. 

Mr MORTENSEN (alternate to Mr Varder) said that the preliminary outline of the Ninth General 
Programme of Work included some very promising perspectives for future priority setting and strategies. 
Noting that the first of the five themes set out in paragraph 32 of document EB89/12, "Health and human 
development policy", included health aspects of equity and human rights, he considered it particularly 
important for the ethical aspects of health-related matters to be given greater emphasis in the presentation of 
the Ninth General Programme of Work. 

Dr DAGA considered that the new paradigm for health, when it had been fully developed, would 
constitute one of the themes making up the policy framework of the Programme, along with the five set out in 
document EB89/12. With regard to the first of those themes, "Health and human development policy", 
referred to by Mr Mortensen, it was clear that many countries, notably in Africa, faced serious difficulties in 
implementing development policies, owing to a lack of resources. Recourse to the private sector was 
sometimes envisaged. It was not clear, however, how that would resolve the problem of how to bridge the 
great gap between the rich and the poor. 

Professor BORGOÑO expressed his agreement with Dr Mason on the importance of setting priorities, a 
point that had already been given special emphasis by the Board in resolution EB87.R25. For the Eighth 
General Programme of Work, countries had presented a veritable shopping list of programmes, spreading 
budget resources thinly over a wide range of activities. Obviously, conditions might change significantly over 
the six-year duration of the Ninth General Programme and final decisions on programmes would be taken by 
the countries themselves; nevertheless, the setting of clear priorities would provide invaluable WHO guidance 
to Member States. While, at the present stage, proposals on the nature and structure of the Ninth General 
Programme of Work were necessarily of a preliminary nature, he suggested that the Programme should take 
into account both the new paradigm for health and the second evaluation of the implementation of the global 
strategy for health for all. The proposed committee or working group should study both the new health 
paradigm and the Ninth General Programme of Work so as to ensure compatibility and appropriate follow-up. 

Mr AL-SAKKAF commended the Secretariat on the excellent preliminary outline for the Ninth General 
Programme of Work. WHO should help Member States to develop programmes that responded to their needs 
and priorities and there should be close cooperation between WHO and Member States at regional as well as 
country level, in order to ensure that the Ninth General Programme was valid. 

Professor JABLENSKY said that the preliminary outline of the Ninth General Programme of Work was 
a promising beginning, but it was important not to finalize the technical and political content prematurely as 
much economic, political and scientific development might take place during the four years of preparation. In 
order to ensure that the Ninth General Programme of Work was responsive to changing needs and trends, as 
well as technically sound and up to date, the Programme Committee should consider provisions for 
modification and elaboration of the Programme, for example, to take account of further work on the paradigm 
for health, while retaining the overall structure. 

Referring to the five themes presented in paragraph 32 of document EB89/12, he suggested that 
reference should be made under "Health and human development policy" to the social and ethical impact of 
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new health technologies. In addition, the importance of the quality of life and promotion of healthy mental 
development should be stressed under the theme "Promotion of health", to speU out the ideas expressed in 
paragraph 29 of the document and in recognition of the fact that world populations were aging. The health 
problems outlined in paragraph 29 called for increased international efforts to promote the creation of 
environments and social structures which enhanced quality of life and healthy mental development. Those 
processes had wider implications than just the management and prevention of specific mental disorders. 

Dr LU Rushan said that the excellent outline presented in document EB89/12 and by Dr Jardel, 
Assistant Director-General, constituted a feasible basis for formulating the Ninth General Programme of Work, 
taking into consideration the findings of the second evaluation of the implementation of the global strategy for 
health for all and the new health paradigm. WHO should draw attention to the implications for the health 
sector of political, economic, social and environmental changes taking place throughout the world. Human 
health should be seen in a broad social perspective, with specific recognition of the role of health in 
socioeconomic development as a whole. The Ninth General Programme of Work should become a major tool 
for use by WHO and Member States in guiding and directing public health action. The outline of the Ninth 
General Programme appeared better integrated than that of the Eighth, and the five themes presented in 
paragraph 32 provided an excellent policy framework. 

Dr GEORGE-GUITON (alternate to Professor Girard) considered that the outline for the Ninth 
General Programme of Work offered a much more flexible framework than the Eighth, providing for breadth 
of approach, management flexibility, pragmatic adaptation to change, and internal modification of WHO's 
structure. However, the themes set out in paragraph 32 might be presented in a different, more logical 
manner. The fifth theme, "Knowledge development and transfer", should come first, because WHO should 
clearly maintain its role as a world scientific authority and source of information, not only on the "hard" health 
sciences but also on the human sciences - social, economic and political. The second main orientation would 
be the improvement of economic analysis of the context in which health systems operated. The past decade 
had shown that public health programmes could succeed only when adequate financing was available. There 
should be no preconceived ideology; many different health systems existed in Western Europe, for instance, 
but their common denominator was that they provided access for all to health care. The third major 
orientation would be to elaborate "strategies by country", in other words to allow countries in the greatest need 
to define their own national strategies, with WHO playing a supportive role in situation analysis and the 
refinement of priorities. Within national strategies, it was evident that countries would have to coordinate 
multilateral, bilateral and nongovernmental assistance in order to avoid duplication of effort and waste of 
resources. The fourth line of action, again relating to country strategies, would be to assist Member States in 
their priority areas, such as improving the management of their health systems and developing personnel 
training. The human resources were available but they were not always well used, they were often badly 
distributed within countries, and they were frequently ill adapted to change for lack of continuing education 
and training. Those four themes might be considered by the proposed working group, in preparation for 
substantive discussion of the issue by the Executive Board. The matrix approach outlined in paragraph 33 of 
document EB89/12 might prove a useful tool for analysing programmes in terms of the above-mentioned 
policy themes. As stated in paragraph 33, that would probably lead to a regrouping of WHO's programmes to 
simplify its structure. 

Referring to paragraph 26’ she agreed that greater emphasis should be given to ethics, especially in the 
light of accelerating technological and social change. 

Recognizing that the implementation of the Ninth General Programme of Work would begin only in 
1996，she wondered how WHO activities prior to that date could be modified, taking into account the 
conclusions of the working group and of the Executive Board. 

Dr MARGAN considered that document EB89/12 presented a very good outline and agreed with the 
concepts it contained, especially regarding the decentralization of programme formulation and establishment. 
Referring to paragraph 32, he asked what "international cooperation" was envisaged under the theme "Human 
and health development policy", and what it would mean in terms of programme formulation. He suggested 
that the concept of technical cooperation among developing countries (TCDC) should be explicitly included, 
possibly using the wording of paragraph 69 of document EB89/21: "TCDC should be incorporated into the 
Ninth General Programme of Work of WHO and corresponding biennial programme budgets so that the 
concept permeates the activities of all programmes at all levels of the Organization." In the past, in particular 
in the Eighth General Programme of Work and the previous biennial programme budgets, TCDC had been 
subsumed under each programme area. 
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Concerning the fourth theme mentioned in paragraph 32 of document EB89/12, "Response to 
environmental health problems", while he did not know exactly what was envisaged for the final version of the 
General Programme of Work, he noted that the excellent report of WHO's Commission on Health and 
Environment contained no reference to islands and their ecosystems or to their impact on health. 
Environmental problems were important not only because of their substance but also because a number of 
international agencies were very interested in cooperating with WHO in that field. The Programme 
Committee should therefore bear that in mind when considering the Ninth General Programme of Work. 

Dr VIOLAKI-PARASKEVA said that it was obvious that the Ninth General Programme of Work should 
be linked to the paradigm for health. She agreed with previous speakers that certain additional points would 
have to be included: for example, a few clear words about the effects of the development of new medical 
technologies, which had increased the cost of health care and raised complex ethical, social and human rights 
issues. 

Dr BUNNI endorsed the comments made by previous speakers concerning the ethical dimension of 
health care; health was a right of peoples, regardless of their political system. Paragraph 32 unfortunately 
contained no reference to vocational training, which was an important subject that required a specific section. 
He supported Dr Mason's idea that a new committee should be set up, but its terms of reference must first be 
defined in order to avoid any overlapping with the Programme Committee. 

Mr TAGUIWALO, noting the comprehensive nature of the Ninth General Programme of Work, said 
that there were many available foundations for the development of a policy framework. They included the 
evaluation of the strategy for health for all, a further elaboration of the paradigm for public health action, and 
a consideration of the current programme framework and modifications to it; each of those was based on a 
different perspective. What was needed most of all in the discussion on the outline was an evaluation of the 
effect of WHO's resources and technical inputs on Member States' decisions and actions. The Board had to 
ask which elements in the current programme had had greater impact than others, since the answers would 
provide important indicators for decisions on priorities. It was all very well to state that certain goals were 
desirable, but account had to be taken of the experience gained in moving towards them. Finally, it would be 
necessary to know which activities should be stopped or reduced, which changed, which continued, and what 
new work initiated. In that way the Ninth General Programme of Work could be formulated on the basis of 
the experience gained with the Eighth. 

Dr SIDHOM said that the document before the Board reflected new thinking about a very clear strategy. 
Nevertheless, greater flexibility was needed in order to respond to any change in the background 
circumstances. Professional ethics in health had not been sufficiently stressed. Now was the time to ensure 
that the process of formulating the Ninth General Programme of Work was in line with programme 
requirements. Reliable data were needed, and provision should be made for periodic evaluations. 

The CHAIRMAN gave some further information on the recent International Forum held in Accra, to 
which he had referred earlier in the meeting. The International Forum had issued a declaration1 affirming 
health to be an important aspect of every form of development. It had also discussed the issue of vulnerable 
groups in any community, the conditions that defined them, and their health status as an indicator of 
development, as well as the action that could be taken to improve their health and to make them self-reliant by 
enhancing their economic status. The International Forum, organized by WHO, had been attended notably by 
the spouses of Heads of State from many parts of Africa and by many high-ranking non-health professionals. 
The declaration adopted by it ought to be taken into consideration in the formulation of the Ninth General 
Programme of Work. 

Dr YOOSUF said that it was his understanding that the preliminary outline of the Ninth General 
Programme of Work had been prepared with the idea that greater flexibility needed to be incorporated in the 
light of the very diverse events taking place in the world and that programmes should be integrated in order to 
increase their scope. He agreed with other speakers that the paradigm for health could advantageously be 
linked to the outline. The Secretariat had described some of the key areas to be included under the five 
themes selected. Nevertheless, an effort should be made to establish some limits for each of those areas so 
that it would be possible to work within the constraints of the Organization's budget. That point should be 

1 The text of the Declaration is reproduced in document EB89/1992/REC/1, Annex 8. 
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taken into account in any review of the policy framework. Finally, the tremendous environmental problems 
that small countries potentially faced ought to be emphasized. 

The CHAIRMAN said that, in the absence of any objection，he would take it that the Executive Board 
wished to establish the working group suggested by Dr Mason. 

It was so agreed. 

After a brief procedural discussion, the CHAIRMAN suggested that the Board should decide on the 
exact status, title and composition of the working group when the Secretariat had proposed draft terms of 
reference for it. 

It was so agreed. 

(For continuation, see summary record of the fifteenth meeting, section 5.) 

The meeting rose at 12H35. 



SIXTH MEETING 

Wednesday, 22 January 1992, at 14h30 

Chairman: Professor O. RANSOME-KUTI 
later: Dr P. CABA-MARTÍN 

1. APPOINTMENT OF A MEMBER OF THE UNICEF/WHO JOINT COMMITTEE ON HEALTH POLICY 

The CHAIRMAN, noting that the member from the Western Pacific appointed at the Board's eighty-
eighth session was unable to attend the forthcoming meeting of the UNICEF/WHO Joint Committee on 
Health Policy, proposed the appointment of Dr Lu Rushan as member of that Committee. 

Decision: The Executive Board appointed Dr Lu Rushan as member of the UNICEF/WHO Joint 
Committee on Health Policy, to replace Dr A.R.A. Bengzon.1 

2. IMPLEMENTATION OF RESOLUTIONS (PROGRESS REPORTS BY THE DIRECTOR-GENERAL): 
Item 8 of the Agenda 

Strengthening of the role of nursing and midwifery personnel in support of the strategy for health for 
all (Resolution WHA42.27; Document EB89/13) 

Dr VIOLAKI-PARESKEVA said that, while the contribution made to health services by the nursing 
profession was universally recognized, considerable problems still remained, especially with regard to the 
contribution nurses should be making to policy decisions at all levels; their involvement in policy-making was 
essential if the best use was to be made of available resources. It might be useful to set up a multidisciplinary 
task force with a view to implementing the recommendations contained in the resolution. She deplored the 
fact that a number of nursing posts in the Organization remained vacant, as shown by the table following 
paragraph 65 of the report. 

Dr Caba-Martin took the Chair. 

Professor BORGOÑO observed that relatively little progress had been made in strengthening nursing 
and midwifery in support of health-for-all strategies. Furthermore, the countries that had a fundamental role 
to play in that task had failed to take the requisite action. The nursing profession carried out a wide variety of 
complex duties, some of which were increasingly managerial in nature. In a country such as his own, nurses 
were in short supply primarily because there was no career structure and wages were low; once they had 
finished their training, which represented a considerable investment by the country, many left the profession. 
For that reason, not only must advanced training be provided, but countries would also have to have the 
political will to improve conditions and make the profession more attractive. 

Mr VARDER said that the report contained little factual information on what WHO had done at the 
headquarters and regional levels to implement the resolution and no concrete plans for future development. It 
would be unfortunate if that was a sign of declining interest in and commitment to primary health care. Why 
had fewer nurses been employed by WHO in 1991 than in 1989 and why had some posts remained vacant? 
Nursing and midwifery were vital to primary health care, but attention should not be focused solely on the 
needs of a particular professional group; efforts should instead be directed to assessing the health care needs 

1 Decision EB89(4). 
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of a given population, after which consideration should be given to the professions and levels of the health care 
system that would best cater for those needs. The report should therefore be revised. 

Dr SAVEL'EV (adviser to Dr Kosenko) remarked that, although a large amount of work had been done 
on implementing the resolution under review, little had been achieved to date, partly because only a short time 
had elapsed since the resolution was adopted and partly because it had set very broad goals, calling for 
considerable financial investment, which many countries could not afford. His country also faced problems in 
finding funds to strengthen nursing and midwifery. Another problem was that of changing the perception of 
nurses as subordinate to physicians. There was also a shortage of qualified teachers of nursing who had 
practical experience of the profession and its problems. However, his country had now decided to open its first 
faculty for higher education of nurses. He was concerned that fewer nurses than expected were filling 
management posts in the Organization, as was evident from the table following paragraph 65 of the report. 

Mr AL-SAKKAF stressed that the report dealt with a very important aspect of human resources, one 
vital to making health for all a reality. In the Eastern Mediterranean, adequate numbers of nurses and 
midwives were not being recruited, which was having an adverse impact on the health services. If the situation 
was to be improved, an inquiry would have to be made into the reasons for the decline in the numbers in the 
profession and consideration given to ways of attracting more recruits to it. 

Dr SARR said that in Africa, and in developing countries generally, the nursing profession was the 
cornerstone of health policy. In Senegal, 75-80% of the population lived in rural areas where nurses were 
generally the only providers of medical care and were also responsible for promoting community involvement 
in health care. Since personnel originally trained to provide curative care were becoming involved in 
programme management, they needed further training, which was gradually being provided. In the meantime, 
nurses needed some incentive to remain in their profession despite the increasing demands made on them. 

Dr GEORGE-GUITON (alternate to Professor Girard) said that in her country too the nursing 
profession was the mainstay of health care. Nurses worked not only in hospitals, but also in outpatient care 
and, increasingly, in nursing care in the home. There had recently been massive demonstrations by nurses 
against difficult working conditions and insufficient remuneration. That had led the government to institute 
reforms to enhance the profession and improve salaries. One of these reforms was to introduce, in place of 
separate courses on psychiatric and general nursing, a single course of general nursing training, on completion 
of which a number of types of specialist training were available. 

Nurses were called on not only to provide preventive and curative care but also to undertake 
management duties and act as team-leaders. The profession ought therefore to be involved in decision-making 
in public health. Under recent legislation, nurses in France were now serving as advisers to decision-making 
bodies all the way from hospital level to regional and ministerial levels. 

Nurses also played a significant role in research and felt that that aspect of their work had been 
neglected. Recent legislation was intended to remedy that situation. 

She agreed with earlier speakers that the number of nurses on the staff of the Organization at all levels 
should be increased. 

Dr MASON also agreed that nursing was a vital resource in any government strategy for achieving the 
goal of health for all. However, the report failed to provide adequate information on any specific action taken 
or funding provided by WHO under the resolution since its adoption. Information would have been welcome 
on what had been done to support Member States in strengthening, planning, implementing and evaluating the 
nursing and midwifery components of national health programmes, on the priorities for the years ahead and on 
the extent to which the Nursing unit, in view of its lack of staff, was working with other WHO programmes 
that had a nursing component. Such additional information should be included in the report to be submitted 
to the Health Assembly so that a proper evaluation could be made of the implementation of the resolution and 
the steps that needed to be taken to strengthen nursing and midwifery support to Member States. 

Dr KOMBA-KONO said that nurses in Sierra Leone had always been called upon to perform leadership 
functions. The problem at present was that nurses were leaving the country in large numbers to work abroad, 
and were reluctant to return unless they could be assured of adequate conditions. The situation was even 
worse in the case of specialist nurses, who were much in demand elsewhere, even in the industrialized 
countries. Unless that haemorrhage of nursing staff could be stemmed by improving their conditions and 
through bilateral cooperation between the governments concerned and WHO, primary health care services 
would be virtually crippled. 



62 EXECUTIVE BOARD, EIGHTY-NINTH SESSION 

The CHAIRMAN, speaking in his personal capacity and noting with concern that nurses were rarely 
involved in decision-making, said he was gratified to hear that the position was changing in France. An 
in-depth analysis of the nursing profession was needed if solutions were to be found for its current problems; 
the report had been somewhat incomplete in that respect. A major problem was the shortage of nurses in 
many countries. The status of nurses was affected by many factors that varied according to the country and 
period concerned, and such diversity made sweeping generalizations difficult about either the level of training 
or the nature of nursing. Nursing was regarded as a woman's profession, calling for action rather than thought, 
and accessory and subordinate to medicine. Most countries did not provide any nursing training at university 
level. Problems arose because decisions on health and educational policy were made without any input from 
the profession, leading to general dissatisfaction among nurses and their abandonment of the profession. 
There were also problems in the training of nurses, which was too exclusively practical and focused too much 
on pathology. Nurses also took very little part in the training of other nurses; they found it difficult to obtain 
teaching posts in nursing. In many countries the functions of nurses were not precisely defined. They had to 
work unsocial hours and were poorly paid. Nurses also lacked incentives to improve their skills. A set of goals 
must be established to upgrade the nursing profession and enable nurses to take more part in management and 
decision-making, and in policy-making in health education. Courses in nursing should also be provided by 
universities and the curricula tailored to health objectives and to nurses' role in national health-for-all 
strategies. In addition，remuneration would have to be in line with working conditions and the importance of 
nurses' contribution in the region. Nurses' functions needed to be defined; they should be represented - or 
more strongly so - in institutions and their decision-making capacity increased. 

Dr BUNNI said that the position of nursing and midwifery in the Eastern Mediterranean Region was a 
matter of serious concern. Although remuneration was important it was not the only factor. In Iraq, measures 
had been taken to attract as many new nurses and midwives as possible. Training institutes and schools had 
been established, as had scholarships and fellowships, but many nurses had left the profession. The disruption 
of family life was one factor; nurses and midwives often had to work unsocial hours, so that it was difficult for 
them to play their roles as mothers. Men did not take up nursing because traditional opinion in the Region 
was that women were more suited to it. A study to determine why it was so difficult to attract people to the 
profession and to retain them would be welcome. Perhaps the Executive Board could conduct one or establish 
a committee on the question. 

Dr MARGAN agreed with the content of the document but was uncertain as to how the position of the 
most committed of health workers could be improved. Everyone knew the magnitude of the burden borne by 
nurses and midwives, and that their work and place within health systems were not properly valued. Decisions 
of a general nature would not substantially change their position. He could only suggest that, in the operative 
part of resolution WHA42.27, an additional paragraph ought to have been inserted requesting the Director-
General to organize a round table consultation with the same title and purpose as the resolution. That would 
have provided an opportunity for further elaboration of possible solutions and a better basis for concrete 
decisions. 

Ms HOLLERAN (International Council of Nurses), speaking at the invitation of the CHAIRMAN, said 
that she saw nursing as an essential health service rather than as a profession that was being developed, and 
therefore stressed the need for much greater emphasis on nursing and midwifery in WHO to assist in the 
development of a strong and effective nursing component within the health services of every country. A 
comment in the last paragraph but two of section 4.3 of document EB89/10 seemed to imply that technical 
assistance might no longer be needed in the nursing profession, but there was in fact a great need for it in 
many parts of the world. 

Document EB89/13 showed that，in WHO's forty-fifth year, firm data were still lacking on nursing needs 
and resources in many countries, although such data were available for many of the other health professions. 
Much more needed to be done; on visits to hospital wards and community clinics in many countries, her staff 
saw many apparently underemployed physicians, while the few nurses available had unbelievably heavy patient 
loads. 

WHO's major health initiatives were still very narrow in orientation; the Director-General, soon after 
assuming his position, had called for a broader perspective to be developed, and that was beginning to happen. 
Resources were very limited and would remain so in years to come, and every aspect of WHO activities had to 
be reassessed. She asked only that that reassessment should be made fairly and broadly, with input from all 
groups and based on health care needs. How could any government minister, regional director or global 
programme director control health care costs if nurses did not participate in the discussions or were not 
trained as managers? Nursing costs were a major factor in every health budget and nurse managers therefore 
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played a vital role in cost-control and cost-effectiveness. Yet in WHO very few nurses were employed in P4 
positions and above, and there were none at all in many major units of the Organization. Very little had 
changed since 1989; indeed, as several Board members had pointed out, the report, which itself was not up to 
date, showed that there had been an overall reduction in posts and that even so there were more vacancies. 
Since 1989, the changes in central and eastern Europe and parts of the Middle East and Africa, together with 
the AIDS pandemic, had greatly increased the need for expert WHO nursing assistance at all levels, yet the 
additional staff required were still not in place. 

The report was perhaps a first step: it was still non-specific and outlined no plans for new initiatives or 
follow-up of work in progress. Long-term strategy was not yet clearly defined. The unanimous endorsement of 
resolution WHA42.27 showed that nursing, as an e&sential component of the health system, needed to be given 
higher priority both by governments and in WHO. She hoped that that commitment would be reinforced by 
WHO through more active recruitment, promotions, and adequate budget and extrabudgetary support. Many 
lives depended on it. If nurses were to continue to be responsible for the safety of large numbers of patients, 
to undertake their responsibilities in health prevention and promotion in primary health care, and to be 
effective in preventing the spread of HIV infection and in caring for those dying from AIDS and other serious 
illnesses, they needed assistance in training, up-to-date information on new diseases, treatments and drugs, and 
better training in research and management. She hoped that the Board would encourage and monitor the full 
implementation of resolution WHA42.27 through commissioned reports, and that the item would be on the 
agenda of the forthcoming Health Assembly. Her organization offered its full support to WHO in undertaking 
that urgently needed work. 

Dr HIRSCHFELD (Nursing), replying to Mr Varder and Dr Mason, explained that a fuller report would 
be made to the Health Assembly and that WHO did not consider that attention should be limited to the needs 
of a specific professional group, as Mr Varder had rightly said, but rather that nursing work should be 
coordinated in the many areas of the Organization's activities. The report had concentrated on specific 
activities under the nursing budget that were related, among other things, to improving the management 
capacity of nurses and their ability to participate in policy-making. As many Board members had mentioned, 
the crucial issue for nurses at present was their need to take part in determining the policies which they 
afterwards had to carry out. In a recent survey of management in health services, nurses from over 80 
countries had reported that they were excluded from decision-making but left with the responsibility of carrying 
out the daily work. The other requirement the report emphasized was the strengthening of the capacity of 
countries for strategic planning. There too, nursing was part of the armoury of human resources for health; it 
could not be considered apart from the role of the physician, the community health worker and the whole 
range of health care workers. In several regions country workshops had encouraged countries to consider 
where nursing and midwifery fitted into overall human resource development. Incidentally, in one study group 
the only midwife present had said that when the obstetrician was there her job was to clean the floor; in his 
absence she was nurse, midwife and obstetrician. Part of the problem was to define the role of the nurse and 
the midwife in the development of human resources for health. 

She stressed that there was a clear trend towards primary health care in the orientation of basic nursing 
education initiated and advocated by WHO. Nursing education was being strengthened within universities in 
theoretical aspects, with WHO encouraging countries not to neglect practical training requirements and the 
relevance of education to changing health care needs. There had been WHO efforts to encourage and train 
nurses to be leaders in health care. 

One of the many issues which needed a re-evaluation was the utilization of nurses and midwives in 
primary health care. As several Board members had mentioned, nurses were the backbone of primary health 
care in many countries and in particular in rural areas. But crucial policy issues remained to be resolved, e.g., 
whether countries could afford to have nurses and midwives working in rural areas and providing primary 
health care directly or whether their role should be the supervision and management of auxiliary staff. That 
might depend on the country and the socioeconomic development of the region. 

She expressed gratitude for the Board's support for the future development of the WHO nursing 
programmes at headquarters and in the regions. 

Finally, she assured Dr Bunni and Mr Al-Sakkaf that questions of retaining nurses and of training men 
were being raised in all the regions. A global study on nursing personnel resources had been initiated at 
headquarters. Owing to the brief time since the adoption of the resolution there were only preliminary 
findings, which did show, however, that nursing shortage was aggravated by migration, poor working conditions 
and lack of adequate recognition. In those countries where recognition was adequate and working conditions 
had improved, more men had joined the profession and there were no difficulties in recruitment. 
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The Board noted the Director-General's progress report on strengthening of the role of nursing and 

Health promotion, public information and education for health (Resolution WHA42.44; Document 
EB89/14) 

Dr MASON endorsed the three main action strategies mentioned in document EB89/14: advocacy, 
empowerment and social support. Health education was a major tool in all health programmes. 

Dr SIDHOM said that health promotion, public information and education for health were not merely 
the basis of primary health care but were also an essential component of all health activities. No one could 
deny the role of individual behaviour in the promotion and preservation of health, including the individual's 
own health, but health education also had a direct effect in producing healthy behaviour. However, that 
activity had not yet been properly mastered by many health workers, whose training had mainly been in 
curative care. The importance of health education, the need for a proper mastery of communication 
techniques and for training adapted to needs meant that, in implementing resolution WHA42.44, it was 
necessary to strengthen national capacities for training and the development of services in order to help 
countries adapt their activities to their real needs, and to promote the exchange of practical experience and 
experience in health information and communication. That was all the more important where a number of 
countries had several features in common and might use such experience in deriving maximum benefit from 
previous investments. Finally, there was a need to strengthen national and regional initiatives. The Eastern 
Mediterranean Region had undertaken to integrate health and educational messages into the school 
curriculum. That would have a dual effect, educating the pupils themselves and using them to pass on those 
messages to their families. 

He stressed the importance of the basic training of health professionals and the adaptation of training 
programmes to the roles that they were called upon to play in order to use available resources more effectively 
and improve the implementation of the health-for-all strategy. 

Dr LU Rushan said that he fully endorsed the programme orientation, activities and goals defined by the 
Director-General in the area under discussion, as well as the three main action strategies. 

While everyone wished to reach the goal of better health, there were differing views as to how that could 
best be achieved. Health promotion policies should be devised and health information disseminated with the 
aim of persuading the public to adopt scientifically based and effective health concepts and practices. In 
addition to the policies and strategies outlined in the report, WHO should also endeavour to combat the 
tendency to see health as dependent on the use of drugs and sophisticated medical equipment. There was an 
ever-increasing demand for health care, in terms of both quantity and quality, leading to a growing reliance on 
expensive technology which required substantial investment by governments, often leading to abuses and 
wastage. 

Health education and information should therefore stress that the key to health was a healthier 
environment and life-style, and should discourage automatic resort to drugs and high-cost technology for even 
the most minor ailments. Greater emphasis should also be placed on the principle that the essence of health 
care was self-care. Only if each individual took responsibility for his own health could a healthier environment 
and life-style be attained. 

Dr KOSENKO said that he was glad to see that much had been done in the period under review, and 
that the test success achieved by health education had been in disease prevention and control. 

If ] th education was to be successful in conveying to the public the importance of healthy life-styles, it 
would need to target specific population groups. He endorsed the increasing emphasis on life-style education 
for young people and schoolchildren so as to create a healthy society in the future. The particular attention 
that WHO was paying to the formulation and implementation of national policies to promote healthy life-styles 
would ensure that health information received by the public was also acted upon. 

Events such as World Health Day, World No-Tobacco Day and World AIDS Day, as well as the material 
produced by WHO on those occasions, had had a major impact and had been given wide coverage by the 
media. 

Part IV of the report covered all WHO's most useful activities, which he hoped would be continued and 
extended. 

In view of the importance of the subject under discussion, a further evaluation of progress in 
implementing resolution WHA42.44 should be made in three years’ time at the Forty-eighth World Health 
Assembly. 
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Dr VIOLAKI-PARASKEVA observed that among the causes of avoidable mortality referred to in 
paragraph 8 of the report half of the 12 million deaths that occurred annually from cardiovascular diseases 
could be prevented. Public information and education for health could play a vital role in that connection. 

She welcomed the reference to media coverage on health in paragraph 113 of the report. The role 
played by the mass media was very important; in Greece, for example, statements made in the press or on 
television made a greater impression on the public than those in specialist publications. It was therefore vital 
for WHO to develop good relations with the mass media. 

As pointed out in paragraph 115, special priority should be given to education for health in schools. It 
was also important to involve parents' associations in that effort, since teaching schoolchildren about, for 
example, oral health would be ineffective if what they were taught at school was not what was done at home. 

The suggestions made by Dr Kosenko were valuable ones, which should be acted upon. 

Dr GEORGE-GUITON (alternate to Professor Girard) concluded from the excellent report that public 
information and education for health was a perfect example of a horizontal programme which touched upon all 
WHO's other programmes; indeed, it was completely integrated with certain specific undertakings, such as the 
"tobacco or health" and AIDS programmes. That integration must be maintained and intensified. 

Paragraphs 31 and 119 of the report both addressed the important issue of ensuring that the information 
conveyed produced results. The approach involving pre-campaign tests to measure possible resistance, as well 
as post-campaign tests to determine short-term impact, was fairly recent, and needed to be further developed. 
Many specialties could be usefully drawn upon, such as sociology or anthropology, and also communication • 
and even marketing and advertising - techniques. 

There were three ways of trying to change behaviour: the first was to frighten the public and induce a 
sense of guilt, but impact tests had proved it ineffectual. Another way was to use constant repetition, but there 
the boredom factor tended to intervene. The third and to her mind only effective way was to encourage active 
participation and informed individual choice. To motivate people was more effective and morally acceptable 
than to merely condition them. WHO still had much to learn in the social science field: in her country, for 
example, the national institute for medical research (INSERM) had made a point of including social scientists 
in a number of recently created public health research units. For action to be effective, it had to include 
contributions at all levels, from health professionals, the media, the community, and individuals alike. 

Education for health also had an ethical dimension. This kind of education in fact only reached those 
whose level of culture or social achievement would have led them to change their behaviour anyway. Efforts 
should therefore be directed towards those sectors of the population which did not have access to the media or 
to health professionals, and whose needs were the greatest. Another delicate ethical question was how far was 
one entitled to attempt to modify behaviour by intervening in intimate cultural matters which were in a sense 
the private property of individuals and peoples. 

It was also important to produce more than merely transitory impact. In her country, despite enormous 
efforts to convince vulnerable groups, such as young people and drug addicts, of the need to take precautions 
against AIDS, the effect produced seemed to last only a few months. With the help of the social sciences, ways 
should be found of remedying that shortcoming. 

Mr CARTER agreed on the importance of ensuring that health education produced more than just 
short-term effects, especially where the behaviour patterns of young people were concerned. In the Bahamas, 
an intensive campaign to make young people more sexually responsible had led to marked improvements, at 
least in the short-term: the difficulty lay in sustaining them. 

He would welcome access to case studies from other parts of the world as a means of determining how 
well health education programmes were working. 

Located at a mid-point between the drug producers of South America and the drug consumers of North 
America, the Bahamas tended to be used as a springboard for drug activities. The drugs life-style was often 
portrayed in a romantic light, which encouraged the poorer elements among young people to adopt it. Despite 
the difficulties, the problem had been successfully confronted, and he would be happy to furnish an interesting 
case study on how misconceptions about drug use had been corrected. 

The Bahamas was now encountering obstacles in its efforts to combat the AIDS scourge, and there too it 
would be useful to learn from other countries which of their programmes had succeeded and which had not. 
WHO could perform a most valuable service in collating relevant information and in alerting and guiding the 
health systems of countries on specific behavioural problems. 

Dr LAVADENZ MANTILLA (alternate to Dr Paz Zamora) submitted that the question of how to 
achieve changes in behaviour was being approached from an excessively sectoral viewpoint. In the Region of 
the Americas a number of parliamentarians had been active in promoting the adoption of specific legislation to 
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facilitate the dissemination of health information, and certain programmes developed in the Region in 
collaboration with groups of journalists and health education officials had been highly effective in generating 
new information. Such endeavours, which included the restriction of advertisements harmful to health and the 
promotion of a healthy life-style, could well be carried out on a more intersectoral basis. 

If legislation in itself was not to remain a dead letter, it must be properly incorporated in health policies, 
or applied strictly enough to win eventual popular acceptance. For example, whereas in earlier years a ban on 
smoking on flights of less than two hours would have been unthinkable in some countries of his Region, it was 
now enforced by all airlines. 

Professor Ransome-Kuti resumed the Chair. 

Professor WALTON (World Federation for Medical Education), speaking at the invitation of the 
CHAIRMAN, said that WHO had from the outset provided great assistance to the Federation in its efforts to 
reform the training of physicians everywhere. Describing the different stages leading to the convening of the 
World Conference on Medical Education in 1988，he recalled that the main outcome of the Conference had 
been the Edinburgh Declaration, which had defined 12 principles for the reform of medical education and had 
been endorsed by the Forty-second World Health Assembly. 

One of the requirements of the Edinburgh Declaration was that the Federation should organize 
consultations between ministers of education in all the regions. A recent consultation at Abuja, Nigeria, had 
resulted in the establishment of a task force for Africa, to be responsible for reforming the medical education 
system throughout the continent. 

Progress was being made with the International Collaborative Programme for Reorientation of Medical 
Education, under which demonstration projects were being carried out at the global, regional, national and 
institutional levels, in close collaboration with WHO, UNICEF, UNESCO and UNDP. Much was expected of 
the follow-up world conference which was to be organized by the Federation in 1993, again in close 
collaboration with WHO, to consider developments such as those raised in the Director-General，s discussion 
paper on a paradigm for health.1 

Dr CABA-MARTÍN, underlining the significance of health promotion, public information and education 
for health in relation to the contents of WHO's plans and strategies, said that although it might seem obvious 
that education for health should form part of each individual's general preparation for life, it could not be 
effective if it was confined to the statement of global principles rather than geared to specific needs. Formal 
and informal education might both be of use, but they should be locally generated and the educator should be 
a member of the local community. Programme objectives should not be so broad as to be unachievable, 
leaving the educator disillusioned with the results. 

In view of the difficulty of persuading communities to give up deeply-ingrained habits prejudicial to 
health, the provision of information which would bring about a change of attitudes from within was preferable 
to attempting to impose change from outside. 

Pointing out that there could be contradictions between the educational messages received through 
different media, he said that in "publicity" for health care should be taken to maintain the quality of the 
message, which should be adapted to the vehicle, to the cultural level of the community for which it was 
intended, and to the age of the target population; messages should be tested initially with a small audience 
and contain a central item of interest that would focus attention. 

Whereas it was indeed important to avoid repetition in health education programmes, it was equally 
important to maintain continuity: some discredit had been laid upon health education because of 
discontinuous and ineffective programmes. Sometimes the desired results were not achieved because those 
responsible were working in isolation and not as members of a multidisciplinary team. 

The health educator required intensive additional training in, for example, sociology and psychology so as 
to be able to make better use of epidemiological data and draw the appropriate conclusions. Above all, health 
education must match the circumstances, and should be adapted to the age-group, whether children, 
adolescents, adults or the elderly, who all received the message in a different fashion. 

He proposed a drafting amendment to paragraph 6 of the Spanish version of document EB89/14: the 
word "defensa" should be replaced by the word "promoción", which was a closer rendering of the English word 
"advocacy". 

1 Document EB89/1992/REC/1, Annex 9. 
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The CHAIRMAN observed that the solution of most health problems depended on a high level of 
education in the community, and stressed the difficulty of using health education to change deep-rooted habits 
and attitudes, even when the scientific cause of a disease had been determined. For example, in many parts of 
Africa it was difficult to convince people that guinea-worm came from infected drinking-water rather than the 
influence of evil spirits. The main problems involved were: lack of general education; the remoteness of 
many areas, inaccessible to the media; the cost of health education campaigns; and the shortage of 
experienced educators. Whereas information on AIDS, for example, could be divulged rapidly in developed 
countries through the use of modern technology, remote communities in developing countries could be 
informed only through individual interventions on the spot, a highly expensive process. New strategies could 
overcome those basic difficulties. It was to be hoped that conferences, such as those held in several developed 
countries to establish new mechanisms for sustainable health development with a view to combating diseases 
related to life-style, would some day be held in parts of Africa and South-East Asia, and thereby encourage 
changes in attitudes and behaviour. 

Mr DHILLON (Division of Health Education) observed that the views expressed confirmed that an 
enlightened public, active community involvement and hygienic living conditions were of crucial importance in 
improving health. WHO would endeavour to strengthen health education, bearing in mind the points that had 
been raised. 

There was increasing agreement on the need for strategies to stimulate public interest in health, to place 
health high among national priorities and, as had been pointed out by the Chairman, to narrow the gap 
between knowledge and behaviour. 

He concurred with Dr Kosenko, Dr Violaki-Paraskeva and Dr Sidhom that health education in schools 
must be strengthened. As stated by Dr Gezairy at the second meeting, considerable efforts were being made 
in that direction. Referring to Dr George-Guiton’s emphasis on health-behaviour and health-communication 
research, he said that attempts were being made with the Centers for Disease Control (USA) and with the 
Directorate of Health Promotion in Canada to devise and test strategies for health education and promotion at 
community level. As to the effectiveness of attempting to change attitudes by instilling fear, alluded to by 
Dr George-Guiton, it would seem that positive statements achieved better results, although the issue was 
controversial. 

Regarding ways of ensuring long-term results from health education, referred to by Mr Carter and 
Dr George-Guiton, the main challenge lay in building values and social norms which supported health. A 
strong effort should therefore be made to ensure that health habits became part of the community life-style. 

He agreed with Mr Carter on the need for case studies in certain areas demonstrating how health 
education could achieve better results, and also with the Chairman that media action was important but must 
be combined with community-based activities, especially in remote areas. The involvement of social 
institutions, political and religious bodies, community leaders and community workers was essential in ensuring 
a sustained information flow within the community. 

Consideration would be given to Dr Kosenko's suggestion that a progress report on health promotion, 
public information and education for health might be presented every two or three years. 

Dr MONEKOSSO (Regional Director for Africa) stressed the importance of setting health education 
and information in the context of the health concerns of the community. It was in that spirit that the Regional 
Office for Africa had reissued a guide to the selection of community health activities covering a wide range of 
themes and written in simple language with a view to encouraging people to participate rather than remain 
passive receivers of health information. However, such action required literacy and some basic scientific 
knowledge in the population, which was not the case in many remote villages of the Region. The transmission 
of a health message to mobilize the local population could often be achieved better through other agencies and 
associations than through the health sector. 

The Board noted the Director-General's progress report on health promotion, public information and 
education for health. 

Disability prevention and rehabilitation (Resolution WHA42.28; Document EB89/15) 

Professor JABLENSKY described disability as a pandemic afflicting developed and developing countries 
alike; as death-delaying technology was more powerful than disability-prevention technology, the number of 
disability cases in the world was increasing much faster than the number prevented or treated. 

Even before the beginning of the United Nations Decade of Disabled Persons, WHO had conducted a 
realistic and trail-blazing analysis of the problem of disability, introducing the concept of three interlinked 
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components: impairment; disability proper; and handicap. Each of those components lent itself to clearly-
focused activities that could result in prevention, containment, or improvement of the quality of life. 

Disability, in its manifold forms and with its multiple causes, affected both body and mind as well as the 
social context of those affected. It could be addressed nationally at three levels: at the level of legislation, 
policy, upholding of human rights, and government support for local initiatives, including self-help and mutual 
aid, with the collaboration of nongovernmental organizations; at the level of health services, with training, 
consultation and back-up to prevent disability; and at the level of the community, where there should be 
education to counteract sti atization, so that the disabled could take part in community decision-making. 

The role of WHO со cover: promotion of disability prevention and advocacy of the rights of disabled 
people, in collaboration with UNICEF, ILO, UNDP and nongovernmental organizations such as Rehabilitation 
International; research to develop strategies for coping with disability and their evaluation through WHO's 
collaborating centres; improvement of technology and methodology, including the preparation of manuals for 
field-workers, the designing of technical aids for the disabled, and possibly the further improvement of the 
international classification of impairments, disabilities and handicaps developed by WHO; and integration and 
continuity with primary and secondary prevention. The last of those should rightly be the essential concern of 
the present report, but in his view, disability activities in WHO tended to be dispersed among other 
programmes. Disability prevention and reduction were so important that they should be given greater visibility 
and more resources in the Ninth General Programme of Work. 

Professor BORGOÑO, subscribing to Professor Jablensky's comments, said that the report was 
particularly timely, coming as it did at the conclusion of the United Nations Decade of Disabled Persons, 
although it suffered from a lack of appropriate, reliable and up-to-date global, regional and country data. An 
epidemiological approach was urgently needed in analysing the problem of disability and the implications for 
rehabilitation and primary prevention. There was also a need for integrated action on all the aspects of the 
issue, involving close cooperation with other sectors, other organizations in the United Nations system and 
nongovernmental organizations. 

Although progress had certainly been made in the primary prevention of certain communicable diseases, 
as well as in dealing, for example, with the sequelae of poliomyelitis, other forms of primary prevention, for 
instance in regard to accidents or blindness, must be given closer attention. Experience in his own country had 
shown rehabilitation within the framework of primary health care at the community level to be altogether 
feasible, given adequate training and appropriate information and education. 

Due regard must also be given to the social aspect of disability. Employment opportunities and 
accessibility of recreational facilities, buildings and other public places could all be greatly improved if WHO 
were energetically to promote action by the sectors concerned. It was clear that there was the necessary 
political will at the international level, but a corresponding commitment at the national level was obviously of 
vital importance. 

In conclusion, he said that although the programme had hitherto been somewhat "low-key", there were 
now grounds for optimism that WHO could play a leadership role in what was an important area. With the 
conclusion of the United Nations Decade of Disabled Persons, the Executive Board might wish to adopt a 
resolution on the subject. 

The CHAIRMAN said that a draft resolution would be prepared by the Rapporteurs for submission to 
the Board.1 

Dr SIDHOM saw no reference in the report to congenital disease and disability resulting from marriage 
between blood relations, which was quite common in a number of regions. He also wondered what measures 
had been taken to address the social problems engendered by economic and industrial development and the 
breakdown of traditional family structures, which had a direct influence on mental health and resulted in 
handicap in the social sense of the term. 

Dr GEORGE-GUITON (alternate to Professor Girard) endorsed the action proposed in the report but, 
like Professor Borgoño, noted the lack of facts and figures. Thus, although one proposal (paragraph 64) 
involved the establishment of an information base to monitor the effectiveness of the programme, there were 
few indicators to draw upon. One useful indicator - disability-free life expectancy - had emerged from the slide 
projection presented by the Director-General at the fourth meeting, but figures were available only for a few 
developed countries. Comprehensive data for all regions were required. She also subscribed to Dr Sidhom's 

1 See summary record of the thirteenth meeting, section 2. 
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comments about genetic diseases and handicaps relating to mental health, but there again epidemiological 
descriptions and a rigorous analysis and classification of the underlying causes were needed. 

Dr VIOLAKI-PARASKEVA agreed that, while the scale and the enormous worldwide economic, social 
and psychological impact of disability were well established, there was scant quantitative and detailed 
information on the subject. Greater opportunities must be provided for the disabled to participate in social 
and community life and in decision-making and training. Increased attention should be paid to enhancing 
public awareness about the prevention of accidents in the home, at the workplace and on the roads. Priority 
must be given to disability prevention through the Expanded Programme on Immunization. 

WHO must help to remove the barriers to full participation by disabled persons in active employment. 
Prevention called for a multidisciplinary approach in such areas as maternal and child health, mental health 
and family planning. Finally, she welcomed the instructive diagram in the document concerning primary, 
secondary and tertiary prevention. 

Dr ROCHON (Division of Health Protection and Promotion) assured Board members that due note 
would be taken of their support for the programme and of their suggestions. Particularly welcome was the 
emphasis placed on the need for higher visibility and increased resources because, following a programme 
review on health protection and promotion, disability prevention and rehabilitation had been singled out as one 
of the five or six areas to which priority should be given in the years to come. 

In response to calls for increased international cooperation, WHO had strengthened its collaboration 
with UNICEF and UNDP in particular, and also with other United Nations agencies, through its special 
relationship with the international initiative IMPACT. Steps were now being taken to intensify that 
cooperation not only at the international level but, in particular, by implementing the programme at 
community level in close cooperation with the various national IMPACT foundations providing support, with a 
view to mobilizing local resources and integrating primary and tertiary prevention activities into primary health 
care and community activities. In the coming year, every effort would be made to develop supporting 
activities, especially research and the collection of epidemiological data as the next stage in developing the 
programme's public health base. 

Dr BUNNI said that it was very important for Member States, in cooperation with WHO, to carry out 
studies on the causes of disability. Furthermore, although it was difficult to quantify disability resulting from 
natural disasters or wars, it placed an often intolerable burden on public health systems in countries so 
afflicted. 

Rehabilitation services were very costly, and many countries might not be able to meet the demands of 
all the disabled if rehabilitation were solely government-funded. Financing by nongovernmental and other 
organizations should therefore be encouraged. 

The CHAIRMAN observed that the situation in regard to disability prevention and rehabilitation on the 
African continent remained particularly bleak. Despite the successes of the Expanded Programme on 
Immunization, there were reports that the price of vaccines might rise, with the result that many developing 
countries might suffer a setback in their immunization campaigns, with the return of diseases now largely 
contained. High accident rates, maternal morbidity and onchocerciasis were but a few examples of causes of 
disability affecting the developing countries, especially in Africa. A major problem was the very high cost of 
prevention, in terms of materials, vaccines and health education. WHO advocated community-based 
rehabilitation, which should be integrated into primary health care. However, it had emerged from discussions 
at the current session that primary health care was, at best, in its infancy in Africa. Another problem was that 
of providing job opportunities for disabled persons. Efforts had been made to rehabilitate people afflicted with 
blindness or deafness, but they very often failed to find suitable employment. Given the discouraging outlook 
regarding disability prevention and rehabilitation in the developing countries, the time had perhaps come to 
devise new strategies appropriate to the level of development of the countries of the African Region. 

The DIRECTOR-GENERAL, commenting on the points raised by several Board members, said that 
WHO had been, and would continue to be, deeply involved in special relief and rehabilitation operations in 
times of natural disasters and conflict, in cooperation with other United Nations organizations. At the same 
time it was his responsibility as Director-General of WHO to raise his voice in the international political 
community to advocate disarmament, especially the abolition of weapons specifically designed to cause human 
casualties. The proliferation of such weapons - anti-personnel devices and the like - had caused a sharp 
increase in the number of disabled victims of conflicts and had serious long-term economic and social 
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implications, quite apart from diverting resources from health care. The abolition of anti-personnel weapons 
could be considered one of the major peace dividends from which the health sector would benefit. 

Responding to the Chairman�comment about the rise in the price of vaccines as one of the causes of 
the difficult situation confronting Africa, he agreed that WHO and Member States were facing an emergency 
for which a solution must be sought. WHO was making every effort to alleviate that newly emerging situation 
which could be the cause of more disability. 

(For continuation, see summary record of the thirteenth meeting, section 2.) 

The meeting rose at 17h45. 
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Chairman: Professor O. RANSOME-KUTI 

IMPLEMENTATION OF RESOLUTIONS (PROGRESS REPORTS BY THE DIRECTOR-GENERAL): Item 8 
of the Agenda (continued) 

Prevention and control of drug and alcohol abuse (Resolution WHA42.20; Document EB89/16) 

Dr VIOLAKI-PARASKEVA said it was encouraging that, as part of the overall strategy of its new 
programme on substance abuse, WHO had begun to develop, promote and coordinate behavioural, 
epidemiological, economic, communications and biomedical research. The new programme should be closely 
linked with other WHO programmes, especially those concerned with mental health and adolescent and child 
health. 

Although it was a producer of alcohol, Greece did not have problems of alcoholism or drug dependence. 

Dr KOMBA-KONO said that planning for resource mobilization and allocation in the substance abuse 
field was based in general on insufficient clinical data，drawn only from individuals who sought help. In most 
cases, the dependency problems of that portion of the population were already well-advanced; in consequence, 
it was difficult to plan preventive programmes. 

Health professionals generally encountered few problems in educating groups at risk on the dangers of 
alcohol abuse, but they had great difficulty in explaining to people the distinction between substance abuse, 
essential drugs, and drugs for special purposes. The semantic problem was further complicated by the fact that 
a "drugstore" was a place where medicine was dispensed. 

Among the steps that should be taken to prevent and control substance abuse were: teaching health 
workers and the public more accurate use of the relevant terminology; collecting baseline data on drug and 
alcohol users and abusers; and planning for the rehabilitation of substance abusers. 

Dr GEORGE-GUITON (alternate to Professor Girard) said there was some confusion in the 
terminology used in document EB89/16. While it was important to acknowledge the common features of 
alcohol, drug and tobacco consumption, the terms used in discussing those subjects should not be interchanged 
unthinkingly. Paragraph 4 of the French version of the progress report, for example, stated that "toxicomanie" 
(drug abuse) was a leading cause of lost workdays, traffic accidents and injuries in the home, whereas those 
problems were in fact more attributable to alcohol abuse. The failure to discriminate between drug and 
alcohol abuse was serious since the prevention and treatment strategies were not the same for both. 

The Organization should ensure that its "abuse trends linkage alerting system" (ATLAS) did not 
duplicate the International Drug Abuse Assessment System (IDAAS) operated by the United Nations 
International Drug Control Programme (UNDCP) since 1991. It was essential that WHO should work closely 
with UNDCP rather than compete with it. 

In the near future her country would be assisting Côte d'Ivoire to set up a regional training centre to 
combat drug abuse and would welcome WHO participation in that project. 

Professor JABLENSKY said that substance abuse was currently a major factor in at least three groups of 
problems: behavioural disorders, including violence and crime; morbidity and mortality associated with 
alcohol and drugs; and human immunodeficiency virus (HIV) transmission through drug abuse. 

In implementing programmes to deal with substance abuse, it was important to bear in mind the 
complexity of the issues involved. Moreover, a large number of organizations were at work on those issues, so 
their efforts had to be coordinated and each component, including WHO, had to define clearly its role within 
that complex system. 

-71 -
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While document EB89/16 was very clear with regard to the role of WHO in working with countries to 
define their policies, it did not place enough emphasis on certain other important issues. First, the statistical 
data on substance abuse were extremely unreliable. The Organization should therefore direct special efforts to 
developing methods of data collection and epidemiology. Moreover, there were currently at least three 
different information-gathering systems in operation and coordination between them was either minimal or 
nonexistent. Important advances in methodology were being made by the Pompidou Group, set up under the 
auspices of the Council of Europe and composed of epidemiologists and biostatisticians, which should be 
involved in the common efforts in the field. 

Secondly, there was a startling lack of knowledge among health professionals about the effects of alcohol 
and drug abuse and about their prevention and control. WHO should stress the need for integrating such 
knowledge into medical education and the training of health workers. 

Thirdly, there was a lack of access to counselling and outreach services for the early detection and 
treatment of drug and alcohol problems. A vital need in that regard was the development of services oriented 
to the needs of young people and accepted by them. 

Fourthly, there should be more emphasis on the comparative analysis of recent trends in substance-abuse 
legislation. 

A final priority was the evaluation of programmes, in particular innovative or experimental programmes 
such as needle exchanges and methadone substitution. 

Professor BORGOÑO said that since epidemiological data on drug abuse for many countries were 
inadequate or nonexistent, there was a need to fill that gap and also to carry out more detailed studies, in 
particular on the social behaviour of drug users. The Organization was in fact making efforts in that direction 
and he would appreciate more details on the results. 

Dr LU Rushan said that the new WHO programme on substance abuse firmly established the objective 
of reducing demand; yet it did not specify clearly enough the concrete steps needed to realize that objective. 

The aim of scientific research was not only theoretical studies; research should also provide guidelines 
for implementation of measures in countries, especially for rehabilitation and for identifying the underlying 
causes of abuse. 

It was also necessary to evaluate the financial needs of countries with limited resources, so as to establish 
criteria for allocating funds; in addition, recipient countries should institute measures to ensure the rational 
use of the funds provided. 

Dr BUNNI questioned the use of the word "drug" in the title of the progress report. In his 
understanding, that word designated only pharmaceutical products, whereas the document dealt with all 
substances which could lead to abuse or addiction. 

According to paragraph 16 of document EB89/16, the new programme sought to strengthen the capacity 
of primary health care programmes to prevent and treat substance abuse. In his opinion, integrating substance 
abuse programmes into that level would overburden primary health care services. 

Mr CARTER observed that drugs were a reality, particularly in his region. In response, his country had 
taken a number of steps to cope with their socially destructive effects. It was party or signatory to all the 
existing drug conventions and had also developed a number of unique programmes to combat drug abuse. He 
wished to offer the experience of the Bahamas as a case study to guide other Member States in their efforts 
against drugs. In that connection, WHO could play a major role as a clearinghouse for information about 
antidrug strategies. 

Dr CABA-MARTÍN said that it was difficult to integrate drug and alcohol abuse into the same 
programme since, while sharing certain features, those two categories of substance were consumed by different 
groups and gave rise to different types of social problems. 

The consumption of alcohol was a matter of serious concern, especially for the countries of his region. 
One essential difference between drugs and alcohol was that consumption of the latter was widely promoted 
through various forms of advertising. In excess it gave rise to many social problems such as absenteeism, loss 
of employment, brutal behaviour towards women and children, and ma • alization. 

Alcohol consumption among youth was the result of complex psy ocial and cultural factors. 
Encouraged by advertising campaigns, young people associated alcohol consumption with social status, leisure, 
and modern living. Moreover, the personal and social insecurity felt by many adolescents made them more 
vulnerable to peer pressure. 
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Preventive measures should, as a first step, reduce as much as possible the consumption of alcoholic 
beverages. One of the most effective methods was health education, which should be offered to very young 
children, before they were exposed to the pressures that led to excessive drinking. In addition, it was 
important to promote healthy life-styles and creative use of leisure time. A number of measures should be 
taken to restrict the availability of alcohol, among them, limiting the hours during which alcohol could be sold, 
limiting the sale of alcohol to particular age groups, and restricting advertising for alcoholic beverages. There 
was a need to analyse the link between the mass media and alcohol consumption, especially in young children. 
He therefore called on organizations of the United Nations system and nongovernmental organizations to 
cooperate in studying alcohol-related problems and how to rectify them. 

Dr PAZ ZAMORA said that coca had been farmed and used in his country for thousands of years, but a 
frontal assault on excessive production or use was now being waged. Preventive measures and, most important, 
crop substitution programmes were being carried out. Now that Bolivia was engaged in efforts to reduce coca 
production, it expected countries that consumed coca products in large quantities to make corresponding 
efforts. 

He welcomed the report's account of progress in coordination of activities within the United Nations 
system. He would be interested to hear more about the networks of WHO collaborating centres mentioned in 
paragraph 28. He agreed with Dr Caba-Martin about the impact of alcohol advertising and stressed the need 
to work closely with the media to prevent dissemination of positive images concerning alcohol. 

Mr EMBLAD (Programme on Substance Abuse) noted that the need for coordination among United 
Nations agencies had figured prominently in the remarks made by members of the Board. The Programme on 
Substance Abuse had been aware of that need since its very inception. It had already established close 
collaboration with the United Nations International Drug Control Programme (UNDCP), the head of which 
had declared WHO to be its principal partner in the global effort to reduce drug abuse. Similarly, the ATLAS 
project was conceived as a complement to, not a replacement for，the International Drug Abuse Assessment 
System (IDAAS), which by definition was limited to information provided by governments and in most cases 
gained from police records. Through its network of collaborating centres, WHO had a unique opportunity to 
stress the health-related aspects of drug abuse which，as Professor Jablensky had rightly pointed out, had often 
been relegated to the background. 

The results Professor Borgoño was asking for were those of the ATLAS programme. He could not yet 
reply as the data acquired in a very encouraging response from governments and collaborating institutions were 
still being sifted, but he assured the Board that a preliminary report would be available by April 1992. 

He agreed that there were problems with the terminology relating to drug abuse. WHO had devised an 
acceptable vocabulary ten years ago and a new lexicon of alcohol and drug abuse terms was in preparation. 
While a consistent terminology was adhered to within the Organization, outside it a very different situation 
prevailed. In WHO terminology, for example, one spoke of "drug dependency"，whereas elsewhere the term 
"drug abuse" predominated. The Organization had sometimes been forced to bow to popular usage over the 
years. 

Many references had been made to the need for educational efforts; the Programme recognized that 
need and was collaborating with other WHO programmes, including the Global Programme on AIDS, the 
Division of Mental Health, Adolescent health in the Division of Family Health, the Division of Health 
Education, and the Division of Development of Human Resources for Health. As financial resources 
permitted, that cooperation would be translated into action programmes at country level. 

With reference to Dr Lu Rushan，s remarks on the need for research activities at country level, he said 
that the Programme on Substance Abuse had been actively promoting the creation of national plans for 
demand reduction, similar to the national plans promoted by the Global Programme on AIDS. Using 
resources available for country programmes within UNDCP, WHO would work with UNDCP to help 
governments to design programmes on the basis of research carried out throughout the world and to which 
WHO would have access through its collaborating centres. The programmes would also take bilateral inputs 
into consideration and make a coherent effort to address consumption problems, which had been almost 
universally neglected. 

Further clarification on some other points raised by members of the Board would be found in the 
Programme's strategy document and its report on activities in 1991，both of which would be made available to 
Board members. 

The Board noted the Director-General's progress report on prevention and control of drug abuse. 
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Expanded Programme on Immunization (progress report) and report on vaccine quality (Resolutions 
WHA41.28 and WHA42.32; Documents EB89/17 and EB89/18) 

Professor BORGOÑO said the achievements of the Expanded Programme on Immunization (EPI) were 
of great importance, but a cautionary note must be sounded for the future. When very high rates of coverage 
were attained, it was all the more difficult to sustain them. Starting an immunization programme was not the 
difficult part: the crux was in knowing when it could be ended, especially as complete eradication of a target 
disease was so rarely achieved. All the more reason, then, to maintain strong epidemiological surveillance, 
especially at local level, in order to obtain up-to-date, reliable information so that the slightest failure of a 
programme might be detected. In Latin America, for example, poliomyelitis had been virtually eliminated in 
1991，with only one case of wild virus reported, in April - but then another had been detected in September. 
Laboratory support for surveillance was another area that should be stressed. 

Vaccine quality was a serious problem. Particular attention must be paid to maintaining quality control 
over extended periods, especially for vaccines against poliomyelitis and measles, and, for that there must be 
quality control laboratories. 

Another serious problem was ensuring a regular, sufficient and timely supply of vaccine and treatment 
drugs at reasonable cost. Some laboratories were halting production of certain drugs - against tuberculosis, for 
example - as unprofitable. Profit was an important consideration, but social and ethical concerns should also 
come into play. 

Finally, he noted a tendency to add new target diseases and vaccines to the Programme. While that 
might be fully justified in certain epidemiological situations, if too many were introduced, they might reduce 
the Programme's overall effectiveness. Hepatitis В immunization, for example, was entirely appropriate in 
some countries but generalizing its use should be approached with caution. 

Dr TIN U strongly endorsed the comments in document EB89/17 on the need for financial, managerial, 
political and technical sustainability of immunization efforts. The doubling of prices for polio vaccine would 
certainly affect the ability of developing countries to keep up the pace of their programmes. He agreed with 
the report's conclusions on the role and responsibilities of governments, WHO and nongovernmental 
organizations, and endorsed the remarks made by Professor Borgoño. 

Dr CARVALHO shared Professor Borgoño,s concerns about maintenance of coverage levels, especially 
in the developing countries, where despite high rates of immunization the incidence of communicable diseases 
remained high. He also agreed with Professor Borgoño on the need for continued and strong epidemiological 
surveillance, especially at local level; one way to achieve that was to enlist the aid of community health workers 
and nursing staff. 

Vaccine quality was another urgent issue. Often the developing countries served as dumping grounds for 
leftover vaccine from developed countries. He hoped that efforts to improve quality would include that of 
polio vaccines. 

Finally, he stressed the need for investment in developing countries not only by international 
organizations such as the World Bank, WHO and UNICEF, but also by national institutions. 

Dr LU Rushan said the report revealed the past decade to have been one of building up national 
immunization structures, with the focus on those in developing countries. Remarkable results had been 
achieved in those efforts. Figures 1 to 3 in document EB89/17 showed an impressive expansion of coverage 
during the period 1977-1990. 

In China, the second comprehensive evaluation of the national expanded programme on immunization 
showed that coverage at local levels had exceeded 90%. At country level, however, the programme needed to 
be strengthened. Expanding coverage was no easy task in itself, but it was more difficult still to maintain the 
levels achieved. WHO and other international organizations must therefore in future take effective measures 
to prevent coverage from shrinking. Cooperation with Member States was required to ensure vaccine quality, 
especially that of poliomyelitis and measles vaccine. 

Dr SIDHOM, referring to paragraph 14 of document EB89/17, said that the goal of integrating 
hepatitis В vaccine into national immunization programmes was justifiable in the light of the epidemiological 
situation but might be somewhat premature in view of the difficulties faced by the Expanded Programme on 
Immunization, which, as indicated in paragraph 23 of the document, was hampered by resource limitations and 
was largely dependent on external donors. The systematic introduction of the relatively expensive hepatitis В 
vaccine might place too great a burden on the Programme. 
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The quality of vaccines and of vaccination services was another matter for concern. It was true that the 
Programme had made great progress in improving the standard of vaccination, by improving services and staff 
training and maintaining the cold chain, but there was still inadequate quality control of the vaccines used. 
That was all the more important because of the trend towards countries, producing their own vaccines; in 
Tunisia, for example, the vaccines provided did not meet established criteria, for reasons unrelated to cost. 

Finally, he stressed the importance of seizing every opportunity to vaccinate. A worldwide coverage of 
80% had been achieved, but it would become increasingly difficult to make improvements as the coverage level 
rose. It was therefore vital not to miss vaccination opportunities such as those presented by the numerous 
contacts of mothers and children with the health services. 

Dr SAVEL'EV (adviser to Dr Kosenko) said that the Expanded Programme on Immunization was one 
of WHO's most successful undertakings; the coverage rate was improving and there was a concomitant decline 
in morbidity and mortality from infectious diseases. The cold chain had made immunization more efficient, 
but research on better vaccines must continue, particularly since WHO had embarked upon the eradication of 
poliomyelitis. Vaccine costs, too, were generally an obstacle to improving coverage and introducing important 
new vaccines. The Programme and its donors would therefore have to make further efforts, and WHO would 
have to seek extrabudgetary funds to achieve the Programme's goals. 

Dr SARR stressed that the Expanded Programme on Immunization had achieved results because of 
strong political commitment, social mobilization, and cooperation and coordination at international level 
between donors, WHO and other agencies of the United Nations system. In Senegal, health education had 
also played a part in achieving the goal, using a strategy that might be of general interest: each schoolchild 
had a duty to see that at least five other younger children - siblings or schoolfellows - were vaccinated. As 
there was a school in every village, a high level of coverage was rapidly obtained. Furthermore, the strategy 
ensured that children accepted vaccination as part of their behaviour pattern for life. It was likely that 
focusing on the young would be more effective than trying to change the behaviour of adults who were rather 
set in their ways. 

Dr Sidhom had referred to the difficulties of including hepatitis В vaccine in the Expanded Programme, 
but the increasing number of victims of that disease called for its inclusion, and WHO should use its influence 
to mobilize the necessary resources to enable countries to procure the vaccine. 

One striking impact of the Programme, in Africa，was evident in family planning. Previously, mothers 
had given birth to seven children in the hope of keeping three, and had thus rejected family planning. The 
effects of the Programme were so great that mothers, even in rural areas, could see that the first two or three 
children survived, and they were thus beginning to accept family planning. Another effect had been to improve 
the managerial capabilities of health workers at peripheral level，training them in an approach that could be 
applied to other health problems, not to mention the improvement in logistics. Social mobilization had to be 
maintained and greater efforts should be made to seek better quality vaccines that were more heat-stable and 
would allow for fewer contacts. Such steps would allow coverage to be further improved. 

Dr MASON said that the progress report in document EB89/17 provided an exciting vision for the 
future. The importance of the Programme was evident in the millions of children's lives saved each year. The 
goals of the Programme could be realized with the commitment of all Member States, but it was worrying that 
"donor fatigue", resulting in a lack of vaccine, was threatening attainment of the global goal of poliomyelitis 
eradication. 

Dr KOMBA-KONO commended the expansion of immunization coverage that had taken place despite 
serious economic difficulties. If achievements were to be maintained, however, the intervention strategies 
required closer scrutiny. Political commitment had played a large role in achieving results and reaching target 
groups; efforts should be made to ensure that it did not wane. Social mobilization had also been fundamental 
to the success of the Programme and it was therefore important to study the modalities of mobilizing target 
groups: whereas education on the causes and prevention of communicable diseases could be effective, the 
provision of incentives for immunization was unacceptable, as there had been a sharp fall in coverage when 
such incentives had had to be withdrawn for economic reasons. Self-financing efforts had proved futile in most 
developing countries, and there must be reliable sources of vaccine to prevent a catastrophic collapse of 
present achievements. Finally, for climatic and logistic reasons, vaccine quality-control facilities needed to be 
established at convenient locations, in order to ensure that women and children were being properly 
immunized. 
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Dr VIOLAKI-PARASKEVA said that, despite the achievements of the Programme and the fact that 
some diseases could be controlled or even eradicated, full immunization coverage had not been achieved 
everywhere, and disparities existed between and within countries. WHO had an excellent reputation, based on 
the eradication of smallpox, and the Programme enjoyed general support. Nevertheless, the integration of 
hepatitis В vaccine into national immunization programmes in all countries would be difficult because it would 
require full epidemiological surveillance and laboratory services. The vaccine was expensive and many 
countries lacked the necessary facilities, so it might be preferable to focus on immunizing specific target 
groups. In addition to public health education, WHO had an important role to play in maintaining vaccine 
standards and the quality of the cold chain. Even the best vaccines were useless if they were not kept at the 
correct temperature. It was evident that disease prevention through immunization not only reduced deaths but 
also decreased expenditure on curative and rehabilitative care. 

Dr YOOSUF expressed concern about the maintenance of the achievements of the Expanded 
Programme, and agreed with the comments made in document EB89/17 on financial sustainability and political 
commitment. Sectors other than that of health alone should be involved in the continuing efforts of the 
Programme, so that immunization became an accepted part of the social system. With good-quality vaccines 
and an effective cold chain, it would then be possible to sustain achievements in the coming years. 

Dr PAZ ZAMORA stressed the importance of the Expanded Programme and the need for strategies to 
extend its coverage. Opportunities to perform immunization should not be missed, and particular attention 
should be paid to the quality of the cold chain, as well as of vaccines. WHO and UNICEF could provide 
support in those areas, with WHO continuing to play a leading technical and monitoring role. Not only should 
WHO set standards; it should press governments to fulfil more punctually their obligations with respect to the 
Programme. Entry into some countries required a vaccination certificate for yellow fever; perhaps a similarly 
strict system could be applied with regard to child vaccination. 

Referring to Dr Mason's statement, he said that donors should be encouraged to continue their 
invaluable support in the provision of vaccines. 

Dr GEORGE-GUITON (alternate to Professor Girard) expressed support for the Expanded Programme 
and called on WHO to continue its work to maintain immunization coverage. Efforts should be made to 
develop simpler vaccination schedules and cheaper vaccines, in particular so that hepatitis В could be included 
among the target diseases. She welcomed WHO's leadership of the Programme and noted with satisfaction 
that in some countries, referred to by Dr Sarr, the perceived effectiveness of immunization had led to a better 
acceptance of family planning programmes. 

Dr BUNNI said that the Expanded Programme on Immunization was one of WHO's best managed and 
most successful programmes. He asked whether statistics on immunization coverage were provided by the 
countries themselves or were gathered through WHO surveys. If WHO had to depend on surveys, the 
operation would prove costly. There remained a need to strengthen the cold chain and storage system for 
vaccines, despite improvements in many countries. The effectiveness of the cold chain had implications for 
data validity; if vaccine potency was unreliable because of a break in the cold chain, people might be recorded 
as having been immunized although they were not, in reality, protected. The possible impact on child 
immunization was very serious. He supported the integration of hepatitis В vaccination into immunization 
programmes in all countries, in view of the seriousness of the disease. Finally, WHO should monitor and 
support quality control laboratories, in particular through the provision of training in regard to viral vaccines. 

Dr KANYAMUPIRA said that the Programme had been one of the success stories of the 1980s in 
regard to improving children's health. It should, however be strengthened by integration with other 
programmes, so that the control of other diseases could benefit from the political commitment and financial 
resources it enjoyed, and by a continued increase in financing to enable greater coverage to be achieved and 
other target diseases to be introduced. In the less developed countries, immunization programmes were based 
on external support, both in the provision of vaccines and in logistics. How could continued donor support be 
assured? Consideration could be given to greater participation by countries themselves; national budgets 
often ignored programmes that were funded externally, and if funding dried up the programmes tended to 
decline. 

Mr VARDER expressed his particular enthusiasm for the initiative to ensure the quality of oral 
poliomyelitis vaccine as an important first step in the right direction. A number of European countries had 
assured WHO that they would continue to support the Expanded Programme on Immunization. 



SUMMARY RECORDS: SEVENTH MEETING 

The CHAIRMAN, speaking in his personal capacity, said that the excellent Programme under 
consideration was probably one of the most popular in the developing countries. However, when the Expanded 
Programme had been initiated, many reservations had been expressed regarding the viability of establishing a 
vertical programme without a primary health care infrastructure. It was quite clear that many countries, 
particularly in the developing world, were experiencing great difficulty in setting up primary health care 
services. He hoped that, with a new definition of principles to guide the implementation of primary health 
care in the future, services sustaining immunization programmes would be rapidly and effectively established. 
While excellent information was available on the theory of primary health care implementation, there was still 
a need for more detailed written guidance on practical activities. It was noticeable that whereas UNICEF had 
a very large number of workers in the field, WHO did not. Consequently, there was a need to design 
arrangements whereby the skills available in WHO could be brought to bear at the points where they were 
needed in actual practice. 

The vaccine supply situation was apparently becoming critical. As far as he was aware, no developing 
country was paying fully for the vaccines it received. Most had in fact been obtaining vaccines free of charge 
for over ten years and it would therefore be difficult for them to introduce a cost recovery system. However, 
that would have to be done sooner or later if they were to become self-reliant, particularly with regard to the 
Expanded Programme on Immunization. When essential drugs were introduced, cost recovery and a drug 
revolving fund were also instituted: perhaps vaccines should be dealt with in the same way so that countries 
could begin learning to pay for them as soon as possible. Often, free transport was also provided in the form 
of expensive and sophisticated motor vehicles. It was, however, inadvisable to depend on that kind of transport 
because some day the funding for it might be withdrawn; other, simpler and more affordable means should be 
used. Cost and technological considerations were also important for maintenance of the cold chain. 
Moreover, in training there was still too much dependence on seminars and workshops before services could be 
started up. The sooner the Board could take a critical look at all those shortcomings and seek ways of 
overcoming them, the better. Nigeria would need the support of WHO and other agencies in developing a 
sustainable immunization programme, based on self-reliance, for the future. 

Hepatitis В and yellow fever immunization should be integrated into the Expanded Programme. Owing 
to the high mortality figures for yellow fever, it had been decided to incorporate that disease into Nigeria's 
immunization programme and, since hepatitis В infection was in many cases a precursor of liver cancer, the 
commonest form of cancer in the country, it was hoped that hepatitis В immunization could also be 
incorporated. 

Dr KIM-FARLEY (Expanded Programme on Immunization), replying to points raised by members, said 
that the Programme was moving forward in response to the new challenges that faced it in the 1990s: greater 
integration of immunization with other primary health care activities, and reorientation from a focus only on 
immunization coverage to a focus on the impact of that coverage. 

Sustainability, with its financial, managerial, political and technical aspects, was an extremely important 
issue. Emphasis needed to be placed on high immunization coverage, not only at the global level but also at 
the regional, country, district and community levels, as well as on the disease control initiatives that would help 
ensure that the remaining pockets of susceptible populations were reached. Public health communications to 
create demand for immunization services would play an extremely important role. 

Cholera vaccine was a priority research area and continued to receive great attention. Information had 
been requested on the progress and constraints of the poliomyelitis eradication initiative. The incidence of 
poliomyelitis had declined dramatically in the past five years. The greater than 50% reduction in cases 
reflected the interruption of wild virus transmission in the Americas and high immunization coverage 
elsewhere, although endemic wild virus transmission was continuing in the developing countries. Even with 
that success, the poliomyelitis virus would not be eradicated before the year 2000 unless there were sufficient 
resources to purchase or produce essential quantities of vaccines and to develop effective surveillance and 
outbreak control systems. There was a need for sufficient commitment to conducting supplementary 
immunization activities in endemic areas, including national or subnational vaccination days and mopping-up 
operations. There must also be sufficient commitment at all levels to achieving eradication. If they were to 
succeed in that, the endemic countries and WHO had to receive the material support and collaboration of all 
their partners. A detailed status report on poliomyelitis eradication had been prepared, which could be 
consulted by Board members who wished to have additional information. 

Vaccine supply and costs had been mentioned by several speakers. Vaccine supply was, in fact, emerging 
as a priority issue in the 1990s, the situation reaching crisis proportions. There was an increasing demand for 
vaccines as immunization coverage increased. The disease reduction, elimination and eradication initiatives 
would require larger quantities of vaccines as outbreak control and new delivery strategies were implemented. 
Vaccine costs were also rising. Those trends had raised concern that additional funds must be forthcoming 
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from national and international sources to ensure that vaccines were supplied in the quantities needed by 
developing countries to achieve their goals. WHO was working closely with its donor partners, especially 
UNICEF and Rotary International, and there was an ongoing dialogue with vaccine manufacturers to find 
means of overcoming the crisis. 

A question had been asked about the sources of the data on immunization coverage. WHO，s 
information system was certainly not perfect, but it was the best available and its timeliness and completeness 
were continually being improved. The sources of data were either routine reports on doses administered or 
coverage surveys. The coverage-survey methodology usually had an accuracy of plus or minus 10%. WHO was 
continuing to work closely with Member States to strengthen information systems, especially routine reporting. 

The question of new vaccines had been repeatedly raised. The great tragedy would be to develop new 
and improved vaccines and then be unable to use them in the countries that needed them most because of 
their cost. One of the greatest challenges would be to ensure that such vaccines were available in developing 
countries. Hepatitis В vaccine, for example, had been available for ten years and its price had dropped tenfold. 
The Global Advisory Group of the Expanded Programme on Immunization had repeatedly called for its 
introduction, and meanwhile an estimated 10 to 20 million people had died from the complications of chronic 
hepatitis В infection during the last ten years. At its most recent meeting the Advisory Group had 
recommended target dates for its introduction. Yet countries were still finding it difficult to add it to their 
programmes because it cost more than all the other Expanded Programme vaccines combined. There were 
many reasons why traditional donors to the Programme had not always strongly supported such new vaccines. 
They included the fact that those dying from the diseases concerned were not children, concern over rising 
costs of currently used Expanded Programme vaccines, competition for scarce resources, and the fact that the 
addition of a new vaccine did not necessarily strengthen the Expanded Programme's role as a "developmental 
engine" for health infrastructure. Nevertheless, new and improved vaccines should be added because 
immunization was the cornerstone of public health and vaccines were the most cost-effective weapons for 
fighting disease. Finding ways and means to include those vaccines in the Expanded Programme on 
Immunization was part of the quest to achieve equity and social justice for those in greatest need. 

Dr MILSTIEN (Biologicals) noted that many speakers had referred to the crisis in vaccine supply, which 
was linked to the crisis in vaccine quality. Countries unable to meet their immunization goals because they did 
not have sufficient resources to buy good-quality vaccines might turn to other sources, requiring less hard 
currency, whose quality might not be good enough. WHO must give countries the means to assure a supply of 
adequate vaccines and must equip them to evaluate those vaccines. 

In December 1991 an immunization programme manager from Asia, where infrastructure for 
immunization service delivery had been successfully developed over the past few years, had informed a meeting 
of the Consultative Group of the Children's Vaccine Initiative that infants in his country were dying from 
neonatal tetanus, even though their mothers had received the correct number of doses of tetanus toxoid. That 
toxoid had been produced locally, but there had been no assurance of its quality and efficacy. The programme 
manager had pleaded for WHO to assume an active role in assuring vaccine quality. When a vaccine was not 
sufficiently protective, programme credibility was undermined. Quality control was not simply a matter of 
testing vaccines; it was a system of surveillance of vaccine quality and production, maintenance of standards, 
and staff training. Vaccine potency testing was, however, an important component. In the past biennium six 
training courses in potency testing, with participants from 47 countries, had been organized. 

Finally, the cold chain was a very important factor in vaccine quality. WHO must continue its efforts to 
ensure that the potency of vaccines produced under properly controlled conditions was maintained until they 
reached the recipients. Research was being undertaken to develop vaccines that would be more thermostable 
and therefore less dependent on the constraints of the cold chain. 

The CHAIRMAN requested the Rapporteurs to prepare a draft resolution on the Expanded Programme 
on Immunization and vaccine quality for consideration by the Board at a later meeting. 

(For continuation, see summary record of the thirteenth meeting, section 2.) 

Strengthening technical and economic support to countries facing economic constraints, including 
least developed countries (Resolutions WHA43.17 and WHA44.24; Document EB89/20) 

Mr AL-SAKKAF said that it was his understanding that the purpose of the WHO initiative on 
intensifying cooperation with countries was to give assistance where it was most needed through consultations 
with national health leaders and with health bodies in the relevant spheres and to try to find ways and means 
of improving existing health programmes at the national level by making the best use of available resources for 
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priority activities and by seeking new resources through development agencies. Yemen had certainly benefited 
from the programme, but it required further strengthening through the allocation of additional resources, 
including manpower. 

Dr GEORGE-GUITON (alternate to Professor Girard) said that France unreservedly supported the 
WHO initiative in both policy and spirit. Its aim was to complement existing activities under vertical and 
horizontal programmes of the Organization in order to develop public health care potential in three main 
areas: economic and financial analysis of the health sector; assistance in planning, programming and 
management, both central and decentralized; and preliminary and continuing training of administrative and 
technical health personnel, particularly in management and organizational skills. It also aimed at assisting 
beneficiary countries to coordinate donor activities, thereby encouraging international action and cohesion. 
The strategy strengthened WHO's theoretical basis as a development body and gave it greater credibility with 
agencies, such as the World Bank, UNDP and UNICEF, involved specifically in development. 

Her country had a dual approach: the first aspect was methodological, involving a joint review of its 
bilateral programmes already under way in a number of countries and implemented in collaboration with 
WHO. The three partners were identifying priorities, giving preference to those of the beneficiary country. 
The second aspect was financial: France had provided some FF 16 million for such purposes in the past two 
years, and would continue its support in the future. 

Generally speaking, donor support for the "country-by-country" initiative for intensified cooperation 
should be extended and in that regard she was in favour of a common effort with other bilateral and 
multilateral donors. Since it was important to ensure transparency in accounting, it would be useful to know 
the budgetary implications of the initiative prior to the submission of the Ninth General Programme of Work 
and the 1994-1995 programme budget. She hoped the relevant figures could be made available as part of the 
documentation for the next session of the Board. A number of internal structural reforms were also required, 
together with a partial reallocation of resources to activities forming part of the initiative and, possibly, of the 
Organization's ¿obal budget towards country activities. 

What would be the added value of this policy? For WHO, the initiative would have the added value of 
increasing programme integration, leading to improved effectiveness and efficiency, and of enhancing its role of 
enlightened leadership among organizations of the United Nations system in relation to health and 
development. For beneficiary countries, external logistic assistance would help them to coordinate sometimes 
dispersed international assistance. For bilateral donors, it would revitalize their cooperation and provide them 
with a fresh insight. 

Dr TIN U strongly supported the initiative and urged that adequate administrative support should be 
provided to ensure effective, timely and sustainable delivery of WHO cooperation with the poorest countries. 

Dr KIM Won Ho said that in many developing countries the health situation was deteriorating and 
difficulties were being encountered in operating public health services. Average life expectancy in such 
countries was often less than 50 years, the infant mortality rate in many cases more than 100 per thousand live 
births, and access to health services limited. He therefore supported the WHO initiative, although it remained 
to be seen what impact it would have on the development of public health services in those countries. He 
supported the specific activities mentioned in the report and urged WHO to give priority to concentrating 
financial investment in those areas where it was most urgently required and to ensure that technical support 
was practical and effective so that national officials could develop satisfactory public health services through 
their own efforts and in accordance with the conditions prevailing in their countries. 

Dr YOOSUF considered that the initiative was most encouraging for needy countries and small nations 
with limited capabilities for planning, implementation and resource mobilization and should be extended. In 
his own country, for example, support was required for a reshaping of certain areas of health manpower and 
managerial capacity development and of medical health care delivery systems, in particular as regards the 
balance between public and private involvement in medical service delivery within the national public health 
system. 

Dr LU Rushan said that, in the current complex world economic situation，imbalances in the economic 
development of countries had been aggravated and were having very unfortunate implications for health care 
in many of them, particularly the least developed. WHO, as the body responsible for health matters at the 
international level, should seek and apply ways and means of overcoming difficulties and offsetting adverse 
effects. He therefore fully approved the provision of support by WHO in that area. Discussion of the 
Director-General,s report at the Forty-fifth World Health Assembly would be most timely, as the proposal to 
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give priority to a number of least developed countries most in need of assistance was an appropriate reflection 
of the current situation. His own country, for example, had a large population and covered a large area, where 
development was uneven. Its rural population represented over 80% of the total, so that health care priorities 
had to be for the most needy areas of the countryside. He supported the proposals contained in the Director-
General's report (document EB89/20), which were rational and feasible, and designed to meet the individual 
needs of beneficiary countries. WHO should lead efforts to find ways and means of overcoming financial 
difficulties, including requests to rich countries to finance services in poor ones, as well as the coordination of 
assistance, in order to ensure survival and equitable access to health care. 

Mr VARDER welcomed the Director-GeneraPs report, which reflected the necessary increase in focus 
on the poorest countries. As had recently emerged from several critical evaluations, particularly by donor 
agencies, of WHO efficiency at country level, the system of country representation needed considerable 
strengthening and support. In addition, however, the need for better collaboration on both sides had also 
perhaps been somewhat overlooked. He therefore warmly welcomed the new initiative and urged that 
additional countries should gradually be allowed to enter the programme, which should be balanced and 
regularly evaluated in both its negative and positive aspects. Donor agencies should be allowed to participate 
in such evaluations. 

There remained a number of questions which were not answered in the document under discussion, but 
were important for a fuller understanding of the new activities being undertaken by the Organization. Firstly, 
what was the relationship between the initiative and the global strategy for health for all? Secondly, as it was 
clear from the report that WHO did not have the necessary staff at country level to undertake the new task, 
what were the implications for the composition of the Organization's personnel? A greater number of non-
medical staff might be required to play the role envisaged, as well as more nurses at country, regional and 
headquarters levels. Thirdly, what kind of advice and assistance would be provided to countries in need? 

In conclusion, he supported the intention to strengthen WHO's role as an independent partner in the 
health sector. 

Dr SAVEL'EV (adviser to Dr Kosenko) said that, taking into account the growing concern of the 
international community at the low level of health of the populations of developing countries, especially the 
least developed of them, he welcomed the new initiative and congratulated the Director-General on the initial 
success in its implementation. The emphasis of the initiative on economic problems, health management, and 
coordination at every level should produce results in the long term. The report showed that WHO was 
envisaging cooperation not only with those countries formally acknowledged as "least developed", but also with 
others facing serious economic difficulties. He welcomed such an approach. The initiative should also 
improve the use of WHO expertise in implementing efficient assistance through both bilateral and multilateral 
channels. 

Dr SARR said that mention had been made of equity and accessibility in the context of the paradigm for 
health discussed at the fourth and fifth meetings. However, it was difficult to talk of equity or accessibility in 
countries or communities where people still had to walk 50 or 100 km to reach the nearest health facilities， 
where cholera was rife but the only water available came from polluted rivers，where there was not enough 
foreign currency to obtain essential drugs, or where 80% of women were illiterate. Such were the problems 
facing the least developed countries. 

WHO must obtain the means to act promptly to help all such countries mobilize and coordinate the 
necessary resources for public health, improve health networks, develop the management skills of health 
workers, strengthen decentralization of services and programmes, and integrate programmes in order to 
rationalize the use of resources and make services more efficient. 

Professor BORGOÑO observed that the programme seemed to have little visibility and that apparently 
the countries concerned were not sufficiently familiar with it to make use of the technical cooperation offered 
by the Organization. Steps to improve visibility should be taken at headquarters, regional and, particularly, 
country level, and measures taken to ensure that there was a reallocation of funds towards the countries 
concerned. WHO should ensure that technical cooperation was not only specific but also made best use of the 
assistance offered by other bodies involved in health or associated programmes. With regard to the 
strengthening of WHO's expertise, what was required was not so much a complete range of technical resources 
but a basic range which could utilize the expertise available from other bodies. Lastly, a major evaluation of 
the programme to date should be carried out and the Board informed of its strengths and weaknesses. 
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Dr MARGAN commended the Director-General�report and endorsed the comments of previous 
speakers. Despite the considerable amount of work already accomplished, countries could not be assisted 
efficiently until the rationale and the machinery for the provision of such assistance had been finalized. For 
that，there must be increased collaboration between those involved at country level and WHO planners. There 
was still no clear indication of how many of the countries concerned were not yet in a position to formulate 
their own policies; the first step must be to provide them with the means to do so satisfactorily. The main 
requirement was to enable national policymakers responsible for the health services sector to formulate 
policies and to utilize fully the resources available to them, including those from WHO and other international 
sources. 

The meeting rose at 12h30. 



EIGHTH MEETING 

Thursday, 23 January 1992，at 15h15 

Chairman: Professor O. RANSOME-KUTI 

The meeting was held in private from 14h30 to 15И00 and resumed in public session at 15h15. 

1. APPOINTMENT OF THE REGIONAL DIRECTOR FOR THE EASTERN MEDITERRANEAN: Item 5 
of the Agenda (Document EB89/9) 

Dr YOOSUF (Rapporteur) read out the following resolution adopted by the Board in private session:1 

The Executive Board, 
Considering the provisions of Article 52 of the Constitution and Staff Regulation 4.5; 
Considering the nomination and recommendation made by the Regional Committee for the 

Eastern Mediterranean at its thirty-eighth session, 

1. REAPPOINTS Dr Hussein Abdul-Razzaq Gezairy as Regional Director for the Eastern 
Mediterranean as from 1 October 1992; 

2. AUTHORIZES the Director-General to issue to Dr Gezairy a contract for a period of five years 
from 1 October 1992, subject to the provisions of the Staff Regulations and Staff Rules. 

The CHAIRMAN, on behalf of all members of the Board, congratulated Dr Gezairy and wished him 
continuing success in all his endeavours in the Eastern Mediterranean Region. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) expressed appreciation of the trust 
the members of the Executive Board had once again placed in him and the confidence expressed by the 
Regional Committee at its thirty-eighth session. He considered his reappointment an expression of the 
conviction that the work of WHO and the Regional Office had been useful, and of faith in the cooperation 
between the Regional Office and headquarters. The credit for that went to his assistants at the Regional 
Office, without whose unceasing labours he would not have been able to accept the reappointment. Countries 
had an opportunity not to approve reappointment if they did not approve of the work being done; the 
relationship was based on trust and should continue to be so. 

2. IMPLEMENTATION OF RESOLUTIONS (PROGRESS REPORTS BY THE DIRECTOR-GENERAL): 
Item 8 of the Agenda (continued) 

Strengthening technical and economic support to countries facing economic constraints, including 
least developed countries (Resolutions WHA43.17 and WHA44.24; Document EB89/20) (continued) 

Dr SHAMLAYE endorsed Dr Yoosuf s appeal for special attention to small nations because of their 
specific problems and needs, in particular in relation to manpower. WHO might help in the re-evaluation of 
some of the traditional yardsticks for assessing countries; for example, population size. It was sometimes 
thought that the bigger the population the greater the concerns, but a small and scattered population might be 

1 Resolution EB89.R1. 

-82 -



SUMMARY RECORDS: ELEVENTH MEETING 83 

grappling with serious problems. Another commonly used indicator, per capita GNP, could be misleading in a 
small-scale economy, as the Director-General himself had pointed out during the discussion on item 6 of the 
agenda at the Board's third meeting. 

Dr MASON stressed that one of WHO's major responsibilities was to do everything in its power to 
narrow the gap between what would be optimal health for all and the level of health in those nations that were 
furthest from it. He asked whether WHO was setting priorities and directing its technical and financial 
resources adequately towards the least developed countries and a )priately coordinating those resources -
not just the resources of a particular programme but those of all О programmes, as well as securing 
coordination with other United Nations agencies and nongovernmental organizations. A dollar spent on the 
least developed countries might well bring the greatest return on investment in quality of life and health. 

Dr KANYAMUPIRA was firmly in favour of strengthening support to the least developed countries; his 
own country was classified in that group and was facing great economic difficulties owing principally to the loss 
in recent years of income from exports, the decrease in tax revenues because taxpayers were becoming 
increasingly impoverished, and the increase in population, not forgetting the bad management of the scanty 
resources available. All those factors had worsened the already precarious health situation; the health services 
could no longer meet the needs of the population, especially those most vulnerable: women and children. 
Health personnel had become scarcer and less motivated. Even so-called essential drugs were scarce and 
reserved for the best off. The health services themselves had very little credibility in the eyes of the population 
and were therefore shunned. It came as no surprise, therefore, that the evaluation considered by the Board 
under agenda item 7 showed that the gap had grown between the minimum acceptable health level and that 
currently prevailing. The strengthening of support to least developed countries in an attempt to close the gaps 
observed during the ten years since the adoption of the Declaration of Alma-Ata would consolidate the 
foundations of primary health care, and reflect international equity and solidarity between all peoples in 
pursuit of a minimum level of health. Two years after the launching of the initiative of intensified WHO 
cooperation, the programme had not yet covered even half of the least developed countries. At that rate one 
mi¿it well ask when all of them would be covered, with less than ten years to go until the health-for-all 
deadline of the year 2000. In the absence of increased support by WHO for the 20-25% of Member States 
that were most disadvantaged, several donors were providing funds, but technical support was often lacking to 
derive maximum profit from the resources placed at the disposal of their populations, because the donors, 
usually multilateral organizations and especially the World Bank, which were now intervening within the 
framework of structural adjustment, did not possess the skills required to implement the necessary actions. 
WHO country offices should therefore be strengthened, particularly in human resources, so that the managerial 
and technical capacity necessary for the functioning of the main components of primary health care might be 
established at the national level. 

Dr KHAIRY praised the intensified WHO cooperation initiative and its authors, but cautioned that the 
issue might remain abstract if certain points were not taken into consideration. Obviously each country had its 
own health policy and strategy, carefully formulated in keeping with its priorities. A donor institution or 
country mi¿it not accept the priorities set by the beneficiary: the task of evaluating strategy would then 
become more complicated. Many countries possessed a large number of highly qualified planning and 
programming staff, but their work might remain theoretical for want of funds. He commended the statement 
by Dr Mason on WHO's responsibilities; but it might have gone further and pointed out that countries, too, 
should perhaps be mobilized in the effort to alleviate the suffering of the so-called poor countries. Where 
poverty was concerned, some countries set principles and ethics before material considerations; but money 
was of course important. In keeping with its mandate, WHO should draw up a recommendation for the 
setting-up of a fund to be financed by itself as the supervisory body and by other organizations and donor 
countries. Moneys collected would augment those originally allocated by WHO, whose own financial resources 
were limited. The fund would support a programme, administered by headquarters and the regional offices, 
that would ultimately fill the gap mentioned by Dr Mason between the least developed countries whose health 
situation was deteriorating and those countries which God had endowed with wealth. All members of the 
human family would thus be satisfied. 

Dr KAWAGUCHI (Planning, Coordination and Cooperation) recalled that the intensified WHO 
cooperation initiative had been launched by the Organization in 1989 in recognition of the changing world 
health situation and in the effort to find out how WHO could best respond. Thus the strengthening of 
technical and economic support to countries facing economic constraints, including least developed countries, 
involved in effect all WHO's resources, together with those of committed Member States and the participation 
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of donor partners. Dr George-Guiton had eloquently covered the important elements of the initiative. He 
thanked the Government of France as well as other partners, in particular Finland, Italy, Japan and other 
multilateral and bilateral donors, for their powerful backing with both financial and technical resources. That 
pragmatic, concerted approach had enhanced WHO's leadership role in health development in the eyes of the 
world community. The initiative's strategy drew fully upon WHO's clearly defined constitutional leadership 
role as the directing and coordinating authority on international health work. Furthermore, it responded to 
the Organization's main function of helping countries to overcome their health problems in the process of 
national health development. Partnership with multilateral and bilateral donors had already been established. 
In the process of identifying countries most in need, priorities were set and proper resources were made 
available at the initial stage. 

In reply to one question raised by Mr Varder, he said that Member States themselves were convinced 
that the health-for-all strategy had in fact been strengthened by the initiative's holistic, comprehensive and 
participatory approach. Concerning the capacity to implement the initiative, he acknowledged that more 
human resources would have to be mobilized. The Office of International Cooperation was playing a key role 
in facilitating the coordination of all activities with headquarters and regional office technical staff, as well as 
with staff in WHO's country offices. There would certainly be a need for additional staff if the process was to 
be accelerated, and a number of internal mechanisms had been set up for that purpose within WHO, notably 
an inter-programme task force. In fact, all WHO staff constituted potential resources, which could be used to 
contribute to the health development of countries in need. 

He was likewise fully aware of the need to strengthen the capacity of country offices, referred to by 
several Board Members. In that connection, some degree of redeployment of staff at regional office level 
might be considered. In addition, in a number of countries already covered by the initiative, technical and 
managerial staff had been attached to the office of the WHO representative on a secondment basis. 

As suggested by Mr Varder, the question of staff redeployment should be looked into very carefully and 
it should be carried out in a properly regulated manner. Concerning staff composition, he pointed out that the 
number of professional staff and long-term assigned staff with a background in economics had increased 
rapidly over the past three years. WHO now had a team of economists, working together with other 
professionals. 

Since the initiative had received such strong support, it would seem natural that it should be taken into 
consideration in the process of elaborating the Ninth General Programme of Work, and in consequence by the 
working group of the Executive Board which was to be convened to study WHO's leadership role. In that 
connection, the budgetary implications of the initiative could also be considered even before 1994-1995, as 
suggested by Dr George-Guiton. 

He agreed with Dr Margan that the countries themselves should have the capacity to coordinate aid 
received from donors so as to ensure that health was an essential component of their national socioeconomic 
development; WHO's policy was of course to assist in that process. In fact, in several countries national and 
international groups had already been identified as able to assist in the formulation of national health policies. 

He also concurred with Dr Sarr that WHO should respond swiftly to requests from the most needy 
countries. Such a response would require that the countries concerned were firmly committed to reforming 
their own systems, and to making the identification of priority areas for action, resource allocation, and macro-
economic analysis part of that reform. In fact, efforts had been made to respond swiftly to most requests, in 
the belief that it was important to demonstrate WHO's willingness to assist as well as its visibility. 

As Dr Mason and others had pointed out, it was also important to bridge the gap between the haves and 
the have-nots, and the new initiative, by intensifying cooperation with many of the least-developed countries, 
could help in a practical way to bridge that gap. 

The number of donor partners in the intensified WHO cooperation initiative was increasing, and that 
participation was most welcome. An evaluation of the initiative had already been carried out internally within 
the Organization and he hoped that the findings would be published in the near future. 

Dr MONEKOSSO (Regional Director for Africa) offered additional information in reply to the 
important questions raised by Mr Varder, since many of the countries listed in the annex to the report 
(document EB89/20) were situated in Africa. 

In the early stages, many countries had equated the intensified WHO cooperation initiative with the 
arrival of more money to support their programmes, and that had caused some misunderstandings. He was 
glad to say that the issue had now been clarified. While countries had accepted the global strategy of health 
for all through primary health care in a general sense, no specific health policies deriving from that strategy 
had ever been defined. Under the new initiative, renewed efforts were being made to define such policies on 
the basis of studies of health economics and health financing in the countries concerned. 
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The initiative had also made possible a better understanding of what the Director-General had described 
as the "country-focused approach" as opposed to the "programme approach". Concentration on specific 
programme areas often made it difficult to see the issues in a particular country in an overall rather than 
fragmented manner, and the new initiative was making a very important contribution in that respect. There 
was thus a two-dimensional thrust, comprising on the one hand activities that were programmatic, and on the 
other activities that were national or subnational. Often, work was being carried out, with support from 
donors, in only one or two districts of a particular country, as part of the country-focused approach. 

There had been a serious problem of obtaining staff from the country concerned. Efforts had been 
made, within the limits of available resources, to recruit national staff on special contracts under which they 
worked in association with the office of the WHO representative, and those country teams had in fact been 
extremely useful in helping to solve the Region's problems. In addition to the classical disciplines, such as 
nursing, others such as epidemiology, statistics, economics and sociology were represented on the country 
teams, which were coordinated by the Regional Office. 

Because the financing of health care was a major problem for all countries in the Region, health 
ministers had come to realize that the cost of health care in one country, however poor, could not be met by 
another country. The Region was developing what it termed a health-care financing programme, under which 
WHO, countries and the donor community would work together to establish a social dialogue, and thus clarify 
who paid what, for what, and under what circumstances. In the long run, however, the main focus of the new 
initiative would be on policy-making as a continuous activity. A further innovation under the intensified 
cooperation scheme was the use of country teams from one nation to help in another, under what might be 
described as a form of technical cooperation among developing countries, and that development was a 
particularly useful one. 

One member had alluded to the possibility of conflict between donor priorities and government 
priorities. But experience had also shown that government priorities were not always identical with those 
determined by a country's health officials. What was essential was to reach agreement: the new initiative was 
based on partnership between the donor community on the one hand and governments on the other, and both 
partners should share in a common effort to solve the health problems of particular countries in need. 

The Board noted the Director^General's report on strengthening technical and economic support to 
countries facing economic constraints，including least developed countries. 

Improving technical cooperation among developing countries (Resolution WHA43.9; Document 
EB89/21) 

Dr MARGAN said the Director-General's report (document EB89/21) would be a great source of 
satisfaction to all who had long worked to improve the philosophy of technical cooperation among developing 
countries (TCDC) and to implement TCDC programmes, often in the face of what had seemed 
insurmountable obstacles. He fully supported the recommendations in the report, which made it clear that 
TCDC was now indispensable to the formulation of national health policies and the establishment of priority 
programmes. Policy-makers would need to use the medium-term programme on TCDC for health for all to 
the full if they wished to derive the maximum benefit from cooperation with other countries, formulate rational 
and efficient policies, and make the best possible use of their internal resources. The first and second 
medium-term programmes had served as a useful basis for decisions at many conferences of health ministers, 
international organizations and experts in the developing countries. Progress in the implementation of 
resolution WHA43.9 was being followed with great interest, and expectations of what could be achieved by it 
were high. Stronger action by developed and developing countries alike was urgently needed if the obligations 
assumed under the operative part of the resolution were to be fulfilled. 

The contribution of WHO regional offices was significant because of their continuing collaboration with 
countries interested in TCDC and with national institutions such as the Zagreb Centre for Health 
Cooperation, which was particularly active in the preparation of medium-term programmes on TCDC and in 
methodology for data collection relating thereto. 

He fully endorsed all the recommendations in section VIII of the report and proposed an additional one, 
namely that, in the light of the serious economic difficulties which would face developing countries in the 
coming decade, they should establish, with the use of TCDC mechanisms, an international strategy on debt 
conversion as an important potential source of health financing. 

In parallel to that, a resolution or international convention might be prepared for adoption by the World 
Health Assembly and subsequent endorsement by the United Nations General Assembly, whereby Member 
States would commit themselves to establishing primary health care for all from the year 2000 onwards, to be 
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financed by a percentage of their own debt, with the agreement of the creditor, through the mechanism of debt 
conversion. 

Mr CARTER welcomed document EB89/21 as a comprehensive presentation of ideas particularly 
appropriate for small countries. The Caribbean subregion, to which several references were made in the 
document had achieved particularly successful results through TCDC. In 1986, the ministers responsible for 
health in the Caribbean had identified the six priority areas for cooperation listed in the document. In 1988， 
AIDS had been added to that list. 

The TCDC mechanism gave small Caribbean countries an opportunity to benefit from expertise, e.g., in 
AIDS and drug procurement, within their own subregion. Thus it had been effective in lowering the cost of 
drugs in hospitals in the eastern Caribbean, and similar programmes had been successful elsewhere; thus 
solutions to problems that had arisen, for instance, in Barbados had been found in the Bahamas. Links had 
also been established between programmes in the Bahamas and Guyana, and between Jamaica, where health 
education and public information programmes had been devised, and St Vincent, where they had been applied. 
Such exchanges enabled small countries to have access to essential outside expertise. It was therefore 
important for WHO to record the success of such programmes, to transfer them to other regions, and to give 
general support to the concept of TCDC. 

Mr AL-SAKKAF said that the report highlighted TCDC as one of the most effective ways in which 
WHO could achieve primary health care for all. Despite the many achievements recorded, TCDC was 
sometimes only a slogan and had achieved widely varying results depending on the country, perhaps because of 
the lack of any real understanding of its importance or of a major programme to fund and administer that type 
of cooperation, which was essential. 

Dr LU Rushan said that the report provided a great deal of information on the use of TCDC in regional 
health-for-all strategies and in the implementation and refinement of health programmes. Use had been made 
of TCDC in all WHO's activities as a mechanism for the implementation of programmes, and such use had 
increased continuously since the 1978 Buenos Aires Conference. A global strategy for TCDC should be 
devised on the basis of past experience. He supported the Director-General's recommendation that TCDC 
should be used more widely so as to achieve the objective of health for all by the year 2000. 

Dr YOOSUF welcomed the use of TCDC in support of health for all and primary health care. 
Countries in South-East Asia were resorting widely to it. In June 1991, at a regional conference on health 
planning in South-East Asia, a regional plan of action for the development of management capacities in 
support of health for all, on national and regional bases, had been formulated. TCDC had been clearly 
identified as a valuable and cost-effective mechanism for achieving the stated objectives. Machinery had been 
set up for the exchange (a) of information and experience on health planning and management, including the 
establishment of a regional data base; (b) of experts in health planning and management; and (c) of training 
materials and of students and teachers. It had also been agreed that a series of research and development 
studies should be conducted by various countries and that information on research findings should be 
exchanged. 

One problem, reflected in the report, was the shortage of country-level managerial capacity within the 
TCDC programmes; that indicated a general need for effective programme management. He supported the 
recommendation in section VIII of the report that the use of TCDC in national health programme 
implementation should be increased, and associated himself with the views expressed by previous speakers 
concerning both the development of national capacity for coordinating donor aid and the problems of small 
countries. 

Dr KAWAGUCHI (Planning, Coordination and Cooperation), referring to Dr Margan's proposed 
additional recommendation, considered that the use of debt conversion for future TCDC activities was 
interesting and should be carefully reviewed by countries themselves. 

The Board noted the Director-General's report on improving technical cooperation among developing 
countries. 
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Cholera (Resolution WHA44.6; Documents EB89/22 and EB89/22 Add.11) 

Mr DE RI VERO (Peru)2 said that he had been requested to inform the Director-General and members 
of the Board concerning the national plan drawn up by the Peruvian Government for minimum necessary 
action to prevent a fresh outbreak of cholera. The plan, which had been drafted by the National Multisectoral 
Commission for Cholera Control, was adapted to the biological and social nature of the disease in the country, 
with the general aim of preventing further epidemics. 

The objectives of the plan were as follows: new investments in health development, particularly in 
drinking-water supply and excreta disposal; improved solid waste disposal; better food hygiene; and the 
promotion of domestic hygiene. The strategies to achieve those objectives included: multisectoral and 
multidisciplinary coordination in mobilizing resources for environmental health; obtainment of technical 
cooperation and financing for planning and implementing environmental health projects; the use of local 
resources through the application of appropriate technologies with the active participation of the community; 
the strengthening of institutions and the development of human resources in environmental health; health 
education programmes; compliance with existing legal provisions and proposals for new legislation if required; 
and introduction of an epidemiological strategy for environmental and human surveillance. Each proposal was 
already being reflected in specific projects, and implementation of the plan should be completed in 1992. 

Other related activities carried out by the Government included the launching of an intensive 
information campaign, the distribution of chlorine dioxide tablets and drums of water, the provision of drugs 
and basic equipment to hospitals and medical centres, and the implementation of an emergency plan to 
improve the health services and infrastructure of Lima. 

Resolution WHA44.6 was a good example of how a specialized agency of the United Nations could help 
Member States to improve the health care and promote the socioeconomic development of their populations. 
Operative paragraph 3 of that resolution, on the priority to be given to requests for loans and financial support 
by countries at risk, and paragraph 5 on the removal of unjustified trade restrictions should be urgently 
implemented. In the previous year Peru had suffered losses of nearly US$ 400 million from restrictions 
imposed without any justification on Peruvian exports on account of cholera, in addition to the sharp decline in 
earnings from tourism. Government expenditure on cholera control had been well in excess of US$ 20 million. 
In order to implement the national plan for minimum action to prevent a further outbreak of cholera, Peru 
required the continued invaluable cooperation of WHO, as well as collaboration with other Member States of 
the Organization and with international financial institutions. 

Dr PAZ ZAMORA expressed gratitude on behalf of his country, which bordered on Peru, for WHO's 
assistance to the countries of the Region affected by cholera. As shown in the report, concerted action had the 
strongest impact. During the emergency phase following the outbreak in Peru, the unprecedented efforts made 
by the Bolivian health services had resulted in greater public awareness but had also brought to light huge 
deficiencies in basic sanitation. A national commission for cholera control had been set up and a large-scale 
control and epidemiological surveillance mechanism had been established, including a diarrhoeal diseases 
control programme. Reference laboratories had been strengthened, as had the preparedness of hospital 
systems and health education activities. 

Joint activities along the border with both Brazil and Peru had been of vital importance in controlling the 
epidemic. His country had also launched a major water-for-all programme in an endeavour to centralize and 
control water supplies. 

Dr KOMBA-KONO said that, in the light of the data on cholera morbidity and mortality, the seasonal 
nature of the disease and the predominant causes in the developing countries over the previous ten years, the 
focus should now be on preventive strategies rather than on "fire-fighting". During the 1986 outbreak in his 
country, health workers had been trained only in treatment of the disease. WHO and national teams should 
now redirect their strategies towards early warning and prevention. 

Dr BUNNI noted that a major difficulty in dealing with cholera was that the disease was transmitted 
through the water supply, which was not the responsibility solely of the health authorities. Cooperation with 
other ministries was satisfactory when an epidemic broke out, but tended to lapse after the emergency had 
passed. 

1 Document EB89/1992/REC/1, Annex 6. 
2 Government representative attending by virtue of Rule 3 of the Rules of Procedure. 
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The relationship between diarrhoeal diseases control and cholera control in WHO was unclear to him; 
were they separate programmes or part of the same one? What was WHO's position with regard to 
notification of the disease? Were cholera epidemics and endemic cholera subject to the same notification 
requirements? He welcomed the work being done on the development of oral cholera vaccines. Finally, he 
agreed that cooperation between neighbouring countries was essential for halting the spread of disease. 

Professor BORGOÑO said that up-to-date information must be available for inclusion in the report to be 
submitted to the Health Assembly; in paragraph 2 of the report now before the Board, Brazil was said to have 
relatively few cases of cholera, but that was no longer true. 

One of the acute problems facing Latin America was the lack of adequate laboratory equipment, vital to 
diagnosis, especially at the outbreak of an epidemic and in epidemiological surveillance. The latter required a 
continent-wide approach and the monitoring not only of morbidity and mortality but also of the environment, 
which could yield vital information on the presence of the pathogen in food and water. 

The number of deaths from a curable disease was unacceptably high and could be greatly reduced if 
swifter action were taken and diagnosis, treatment and care were readily accessible. 

What research was being conducted on new vaccines? There appeared to be some gaps in the 
information available and there was some duplication of research in a number of countries. 

The Organization's response to the cholera epidemic in the Region of the Americas had been 
commendably timely and effective and had, moreover, enabled substantial resources to be mobilized. 

Professor GRILLO congratulated WHO and the countries of the Americas affected by cholera on the 
measures they had taken to control the disease. Although cholera was not present in his country, the necessary 
steps had been taken and the services concerned had been strengthened both along the borders and in 
hospitals. Particular attention had been given to places with poor sanitation or unsafe water supplies. 

Dr VIOLAKI-PARASKEVA congratulated the Organization on the part it had played in helping 
countries to control cholera outbreaks. It was imperative to strengthen epidemiological surveillance in areas 
not yet affected by the disease. Furthermore, as she knew from personal experience, some countries were still 
requiring visitors to provide proof of immunization with traditional injectable cholera vaccine, which WHO no 
longer recommended, and were still applying out-dated international health regulations. 

Had there been any further developments with regard to vaccines since paragraph 39 of the report had 
been written? 

Dr CARVALHO said that, coming as he did from a country where the infrastructure was weak, as it was 
throughout sub-Saharan Africa, he viewed cholera with considerable concern. The continent had already been 
gravely affected by the disease, and countries as yet untouched were also at risk. He wondered, in fact, which 
cost more, AIDS or cholera. It was vital, therefore, that a country should choose the right control strategy. A 
community approach was necessary; cholera control should be in the hands of community workers and nurses, 
who needed to be trained for the task. It should also form part of diarrhoeal disease control. In his country, 
for example, the existence of a diarrhoeal disease monitoring system had enabled community health workers 
and nurses to detect the initial cases of cholera. Accurate diagnosis was difficult, however, since laboratory 
support was lacking. The country was also unable to undertake environmental monitoring despite the 
assistance provided by WHO, France and Portugal. However, an intercountry monitoring system had been 
established in the Region; such cooperation should be intensified, given the number of deaths. The control of 
diarrhoeal diseases, including cholera, called for substantial investment. 

Dr GEORGE-GUITON (alternate to Professor Girard) praised WHO's swift and effective response to 
the outbreak of cholera, a disease that health services were sometimes ill-equipped to contain since the 
multifactorial cause lay in areas that were not strictly in the health domain such as drinking-water supply and 
sanitation. However, direct person-to-person transmission was also possible and should not be forgotten in 
health education efforts. The mortality from the disease, particularly in Africa, was too high given that a 
simple cure was readily available. The references made in the course of the debate to the links between 
Diarrhoeal diseases and other WHO programmes were a further indication of the need for programme 
integration. 

Dr GUERRA DE MACEDO (Regional Director for the Americas) said he did not fully share 
Professor Borgoño,s view that the mortality rate from cholera in the Americas was excessive, since the overall 
case fatality rate in the epidemic had been 1%, the lowest in the history of the disease. He accepted that 
cholera was a disease that should not kill at all, but considering that those at risk had been the poor and the 
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undernourished living in appalling conditions and exposed to all manner of infections it was a miracle the 
death rate had not been higher. 

In addition to the impact of the cholera epidemic on the health and socioeconomic situation, it had had a 
number of positive aspects which it was worth bearing in mind. Firstly, the outbreak had jolted national 
leaders into realizing how health had been neglected for generations, adding to the accumulated social debt to 
the people. Thanks to cholera, health had become an obligatory topic in the political agenda and at all major 
political meetings in the Region, including summits. As a result, living conditions and human life itself were no 
longer the subject of abstract theorizing but had become a reality for national leaders. Cholera had come as a 
shock to the social and political leadership in the Region. 

Secondly, the cholera epidemic had given tremendous impetus to the mobilization of national resources, 
health workers in particular. It was worth recalling that, at the peak of the epidemic in Peru, health workers 
had been on strike for five months in succession. Nevertheless, in a display of extraordinary solidarity, health 
workers had collectively gone on working, sometimes unpaid, to cope with the outbreak. The community too 
had been mobilized, thousands of volunteer workers forming the backbone of the initial workforce notifying 
and recording cases of disease. That harnessing of community forces was something that should remain even 
after the emergency was over. 

Thirdly, the epidemic had been effective in persuading many people to change age-long practices, for 
example in handling food and water, that had resisted earlier health education efforts. As a result, there had 
been up to a 50% drop in the incidence of diarrhoea in countries of the Region during 1991. 

Fourthly, the epidemic had proved the worth of the surveillance system that had been set up, principally 
under the Expanded Programme on Immunization, throughout Latin America and the Caribbean. At present, 
20 000 notification units were in operation and had been used for cholera surveillance. The system had been 
further improved by strengthening the laboratory and diagnostic systems to which Professor Borgoño had 
referred. Progress had also been made in environmental surveillance. 

However, the effect of the social and moral shock occasioned by the cholera epidemic must not be 
allowed to fade away, nor the death of the poor, and especially of poor children, to be regarded with apathy. 
Nobody was held accountable for the death of a child because a vaccine was not applied or oral rehydration 
not made available. The suffering and death of the poor and the weak were accepted as normal; it was very 
likely that cholera, after becoming endemic, would be accepted as one more of those "normal" problems, one 
more type of diarrhoea. Action must be taken while the momentum lasted. He took the present opportunity 
to inform the Board and through them the Member States of the Organization that major investment plans 
were in the pipeline for environmental and health infrastructure development programmes to pay back the 
social debt to the disadvantaged that had accumulated over so many years in the region. Cholera had provided 
the necessary impetus. 

Finally, definitive protocols were being prepared for testing two promising candidate oral vaccines in the 
epidemiological conditions prevailing in Latin America. 

The CHAIRMAN, speaking in his personal capacity, joined previous speakers in praising WHO's support 
to Member States during the cholera outbreak. He was particularly appreciative of what had been done in 
Nigeria. Like Dr Komba-Kono, he felt that greater efforts should be made to prevent any future outbreaks in 
the African Region of what was an easily preventable and curable disease. The action taken to cope with the 
epidemic in the Americas would be an encouragement to that effort. 

Dr TULLOCH (Diarrhoeal and Acute Respiratory Disease Control), replying to questions, said that 
cholera control was part of the diarrhoeal diseases programme. It was, however, not solely the concern of that 
programme but also had links to the WHO programmes dealing, among other things, with water supply and 
sanitation, health education, surveillance systems, including laboratory support, and food safety. As well as 
having immediate responsibility for cholera control, the diarrhoeal diseases programme was the coordinator of 
the Global Task Force. 

Under the International Health Regulations, cholera was one of three reportable diseases. Any new 
outbreak of cholera must be notified immediately, and weekly reports were required on numbers of cases and 
deaths and the control measures taken. No distinction was made in the Regulations between endemic and 
epidemic cholera, since it would in fact be difficult to differentiate in many cases. The quality of cholera 
reporting was very variable, some countries regularly reporting it and others never, though they were known to 
have it. Questions that the Task Force had addressed but not necessarily resolved had been the extent to 
which the Organization should urge countries to report and whether any action should be taken against 
countries that failed to do so. The reasons for failure to report had been mentioned; although WHO could 
take measures to minimize them it could not eliminate them. No action was in fact being taken at present 
against countries that did not report cases. 
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In cholera vaccine research, as Dr Guerra de Macedo had pointed out, two oral vaccines were on the 
point of trial in Latin America. Phase П trials of a whole-cell В subunít vaccine given in two or three doses 
would probably be conducted in four countries, to be followed by efficacy trials, possibly in two countries. 
Phase П studies were expected in three countries of Latin America on another oral vaccine which, being a 
single-dose preparation, offered a number of operational advantages. 

No new information had become available since the report was written, and questions concerning cost, 
the possible need for multiple doses and level of efficacy remained. Ultimately, the choice would turn on the 
cost-effectiveness of the various options available. An answer could be given only after the completion of the 
current trials. 

The Board noted the Director^General's report on cholera. 

The meeting rose at 17h35. 



NINTH MEETING 

Friday, 24 January 1992，at 9h30 

Chairman: Professor O. RANSOME-KUTI 

1. IMPLEMENTATION OF RESOLUTIONS (PROGRESS REPORTS BY THE DIRECTOR-GENERAL): 
Item 8 of the Agenda (continued) 

The role of health research (Resolution WHA43.19; Documents EB89/19, EB89/INF.DOC./8, and 
EB89/INF.DOC./9) 

Professor GABR (Chairman, Advisory Committee on Health Research) introduced the excerpt from the 
report of the Advisory Committee's subcommittee on health and the economy contained in document 
EB89/INF.DOC./8 and the progress report by the Director-General on the role of health research (document 
EB89/19), submitted in response to resolution WHA43.19. 

When the Advisory Committee had discussed that resolution in October 1990, it had become obvious 
that a number of items should be emphasized. First, WHO-sponsored health research should focus on helping 
developing countries to select priorities in the face of limited resources. Health systems research, public health 
research and epidemiological research were obviously important for that purpose, as was the finding of ways of 
strengthening the research capabilities of developing countries. Secondly, research should not be restricted to 
health or medical disciplines, but should involve related fields such as the behavioural sciences, the 
environment and demography. Thirdly, it was necessary to take a long-term approach to research, to look at 
evolving problems that would affect health, and to monitor scientific and technological progress and its 
relationship to health. Accordingly, the Advisory Committee had established four groups dealing, respectively, 
with evolving problems of critical significance to health; the monitoring of emerging health-related areas in 
science and technology; research capability strengthening; and health development research. 

The terms of reference for the task force on monitoring of emerging areas in science and technology 
called for it to match existing problems with existing technologies, assess new and emerging areas in science 
and technology with possible future applications in solving health problems, and disseminate scientific 
information. The task force's response had been to foster cooperation between scientists in the North and the 
South in an attempt to establish a network of centres to conduct pilot projects; to prepare a newsletter for 
dissemination of research information, the first draft of which would be ready by February 1992, and to 
commission expert papers in scientific disciplines varying from information technology to molecular biology. 

The terms of reference for the task force on investigation of evolving problems of critical significance to 
health were broad, but comprised a number of priorities: demographic transition (including migration, 
urbanization and employment), environment, nutrition, socioeconomic changes and the development of new 
indicators on the quality of life. The group's meetings had culminated in an international scientific workshop 
held in June 1991 in Ulm, Germany. Use of a model had been seen as a good way of investigating the various 
evolving problems. An action scenario postulating a shrinking population in the North and a constant rate of 
consumption, permitting a faster transfer of resources and technology to the South, had been envisaged. The 
theoretical basis for the scenario was now being prepared by the Ulm group through a national development 
agency; the possibility of using WHO collaborating centres in the effort could be explored. 

In line with the request to the Director-General, in resolution WHA43.19, to identify appropriate 
methodologies for trend assessment, the Advisory Committee had discussed the need to revise the indicators 
of health development and to develop a monitoring system involving subjective as well as objective qualitative 
indicators that were multidimensional and dynamic. Such an approach could provide a solid scientific basis for 
the health paradigm. 

Another request to the Director-General had been to develop more effective institutional arrangements 
for strengthening the research capabilities of Member States. The Advisory Committee's subcommittee on 
research capability strengthening had reviewed certain research institutions with an established reputation in a 
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number of developing countries, in order to determine the criteria for success. Those criteria had been seen to 
be leadership; conscientiousness; a good documentation system; professional, technical and financial 
strength; an environment conducive to research and to motivating young scientists; positive relations with 
policy planners and services; and national, regional and international networking capability. Funds were now 
being sought from development agencies to upgrade two institutions as prototypes. 

The Director-General had also been requested in resolution WHA43.19 to promote harmonization of 
science and research policies within WHO as well as between it and other international organizations. A small 
group had visited all heads of special programmes and related services and had concluded that there was need 
to review all WHO research periodically; to improve coordination through cross-representation at meetings; to 
coordinate research-strengthening efforts so as to support several programmes; to promote coordination with 
nongovernmental organizations; and to review and evaluate collaborating centres periodically. 

Finally, the Director-General had been requested to update the WHO health research strategy. The 
foundation for such efforts had been laid in 1986, and the work was now being done with the help of several 
experts coopted by the Advisory Committee on Health Research. In particular, future strategies with regard to 
evolving health problems, research on new methodologies to monitor health development, and research on the 
impact on health of new scientific and technological advances would be covered in the updating. 

Dr SAVEL'EV (adviser to Dr Kosenko) said resolution WHA43.19 had been a turning-point, capping 
discussions over the years of the role of scientific research in health care and launching efforts to develop a 
new scientific research policy at all echelons of the Organization and within Member States. Scientific 
evaluation of the starting-point and progress of all WHO programmes was especially important now, when the 
Organization's limited resources must be utilized effectively and in accordance with changing priorities. 

Hence the growing role of consultative committees on research into all aspects of health care. He 
welcomed the creation of the task force on monitoring of emerging areas in science and technology, which had 
already accomplished a great deal. Investigation of the interrelations between macroeconomics and health care 
was becoming increasin¿y important, and the proposal to establish a centre in Kobe, Japan, contained in 
document EB89/INF.DOC./9, was accordingly of great interest. He welcomed the proposed action to be 
taken by the Director-General, as outlined in paragraph 11 of the proposal, and requested that the Board be 
kept informed of further developments. It seemed to him, however，that the Organization should not 
concentrate all its research on macroeconomics and health care in a single centre; collaborating centres should 
be set up in other regions to ensure that consideration was given to a wide variety of alternatives, models, 
concepts, and paradigms. 

The broad lines of proposed action by WHO in health research set out in document EB89/19 were 
worthy of support and should be monitored further; to that end, the results achieved and obstacles encountered 
in such efforts should be considered at a future meeting of the Board. 

Dr KOMBA-KONO said that, in view of traditional medicine's contribution to the provision of health 
care in developing countries and to joint efforts to achieve health for all，it should be given due weight in 
future health research. Exploratory studies in his country had shown that the late arrival at conventional 
delivery centres of women in labour with birth obstructions was often due to their having wasted time in 
seeking help from traditional birth attendants or sorcerers. Understandably, staff at health centres and 
hospitals often reacted negatively to such practice. Only through simultaneous operational research in both 
traditional and modern medicine could health care staff at field level become equipped with an understanding 
of the motivations for such behaviour. The two systems were complementary. Basic research into the 
anthropological and other factors behind traditional methods could help to integrate the two approaches 
successfully, thus enabling patients to benefit from modern medicine as well as from time-honoured methods. 

Professor JABLENSKY recalled that the prevailing view had long been that WHO was not a research 
institution, and that the emphasis within it should be not on the acquisition but on the application of 
knowledge. That view had often formed an obstacle to the involvement of some of the world's leading 
scientists in WHO's work. It was therefore reassuring to see such constraints being overcome, as demonstrated 
by the selection of health research as the topic for the Technical Discussions at the Forty-third World Health 
Assembly. 

He welcomed the progress report by the Director-General, which attempted to define a number of 
focuses for WHO health research policy. Of special importance, in his view, were the task force on monitoring 
of emerging areas in science and technology; the plan to issue periodically a newsletter on research advances; 
the emphasis on the determinants of global development; the development of qualitative indicators and 
epidemiological analysis; the stress on quality of life, ethics and equity as health research issues; and the 
proposal to review selected centres of excellence, especially in developing countries. 
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While it was true that WHO was not primarily a research agency, research in epidemiology and public 
health was part of its constitutional mission. Moreover, the Organization had developed a sound base and 
leadership in certain research areas. That leadership should be maintained and developed. 

The promising research avenues outlined in paragraph 25 of the report might be supplemented by more 
emphasis on progress in the life sciences, especially the applications of molecular biology and genetics to the 
primary prevention and treatment of prevalent diseases, and on the use of neuroscience in the prevention and 
management of mental health problems and neurological disorders. In that connection, he wondered whether 
the Decade of the Brain declared by the United States Congress in 1990 and endorsed by the International 
Brain Research Organization had had an impact on WHO's programmes. 

Research was a lifeline to health care system development, but it was threatening to break down in two 
areas. The first was the African Region, where research centres and universities were in a chronic state of 
severe crisis, leading many talented African scientists to leave the region and apply their skills elsewhere. The 
second was central and eastern Europe, where an impressive array of scientific potential might soon be 
dispersed because of economic constraints. Those situations called for immediate action by WHO. 

He was also concerned about insufficient interaction between the global Advisory Committee and the 
regional advisory committees on health research. Science could not be national or regional; to be effective at 
the national level, it must be transnational in its horizons and inspiration. The whole pattern of relationships 
among the advisory committees needed review and improvement. 

He wondered whether the remark, in paragraph 55 of the progress report in document EB89/19, about 
the effect of 1% of extrabudgetary funds being devoted to strengthening "horizontal" research capability, was 
intended as a statement of fact or as a suggestion that the Board might wish to make a recommendation. 

Turning to document EB89/INF.DOC./8, he considered that it presented a learned treatise on 
econometric analysis, but its utility in providing policy guidance would be enhanced by the addition of an 
explanation of its meaning in less esoteric language. 

The proposal to establish a centre in Kobe, set out in document EB89/INF.DOC./9, was interesting. It 
appeared to be a proposal by a local government to offer facilities for WHO to host researchers working 
mainly on health trend development and analysis and on econometric analysis. More information was, 
however, required on the proposed status of the centre - whether it would be a WHO collaborating centre for 
particular areas of research, a national centre associated in some way with WHO, or an extension of WHO 
itself - and on the relationship between WHO and local staff. In general, however, the proposal appeared 
promising and he supported the suggestion that further study be undertaken. 

Dr SIDHOM welcomed the steps taken to implement resolution WHA43.19 and the involvement in that 
work of the Advisory Committee on Health Research. He stressed the importance of information in setting 
research priorities and defining strategies and added that greater emphasis should be placed on action-oriented 
or operational research that enabled countries to find practical solutions to their health problems. National 
participation in research programmes would provide a valuable opportunity for practical training and help 
ensure the continuity of activities. Research collaboration with WHO could be made more effective by 
coordination with the regional offices in selecting further institutions capable of participating in the research 
effort, perhaps using other languages. 

Professor GIRARD stressed the importance of research in the development of WHO. In particular, he 
supported the suggestion for research on better indicators and for improvement in the dissemination of 
research results. As for the collaborating centres, WHO should carry out regular evaluations of their work and 
take the necessary steps if it did not come up to standard; the quality of research, the effective use of 
resources, and the credibility of the Organization had to be maintained. 

He welcomed the broadening of research to include health economics, the organization of health services 
and systems, and the social sciences. Countries devoted only a small percentage of their research budgets to 
those matters and a disproportionately small number of research workers were concerned with such 
fundamental questions as planning, in comparison with the large number engaged in biomolecular research. 
Those broad categories of research called for the involvement of economists, demographers, sociologists and 
geographers, as well as health professionals, for health was not a single discipline but the outcome of work in a 
wide field of activities. The appropriate task force should consider the future of such research, in particular 
bearing in mind the organizational difficulties of gathering together specialists from several disciplines. 

At present, two major mechanisms were used for carrying out WHO research work. The first was 
esented by the International Agency for Research on Cancer (IARC), a major institution directly linked to 
O, the other by a wide network of collaborating centres operating in many disciplines. Perhaps there was 

room for a third type of mechanism, between those extremes, to work on specific projects such as the 
environment. Before establishing too many more collaborating centres, careful consideration should be given 
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to their role and structure and to the nature of their links with WHO and with the countries in which they 
were situated. A distinction could be drawn between technical research themes - for example, health and 
environment - and more political themes such as health economics or the organization of health systems. For 
themes of the first type, WHO could and should delegate responsibility to national centres. For those of the 
second type, such as the Kobe centre project, the situation was more delicate. Such themes were recognized to 
be within the competence of the Organization, but their political implications were such that Member States 
might not appreciate the research being conducted by one or more national centres. WHO could not delegate 
research on all topics. Both the topics and structure of research required further reflection. 

Professor BORGOÑO stressed the importance of setting priorities for research among the vast range of 
topics covered by the Organization, in order to contribute to the goals of health and of health in development. 
Furthermore, research should be coordinated at central, regional and country level, between collaborating 
centres and other research institutions. The establishment by the Advisory Committee of a well-defined 
research policy based on clear priorities was particularly important in view of the fact that less than 
US$ 5 million per year were available for research-related activities out of the regular budget, whereas 
research funding from extrabudgetary sources amounted to some US$ 100 million annually. 

Dr YOOSUF welcomed WHO's new emphasis on health management research, specifically on the 
delivery of health services. Better use of health delivery systems made programmes more productive and 
efficient. Research should therefore borrow the methods of the economic and social sciences and focus on 
health systems design, implementation methodologies, and factors that enhanced productivity. Other sectors, 
for example education and agriculture, had attempted to improve the productivity of their workers and 
overcome logistic constraints; knowledge gained in such endeavours could usefully be transposed to the health 
sector. 

He welcomed WHO's operational and action-oriented approach to research. Rather than follow esoteric 
avenues, research should be directed to improving culture-specific programme implementation. Prestigious 
institutions carried out excellent health services research and their results were well disseminated, but countries 
with fewer facilities often did not see how the results of such research, which often had an alien flavour, could 
be applied and replicated in their own national context. National research capacity should thus be promoted 
by national governmental and nongovernmental organizations, great attention being paid to the quality of 
research in order to ensure valid results. Results produced at country level would be more convincing and 
easier to apply in practice, and would therefore make a greater contribution to progress. 

Professor GRILLO, agreeing with the comments of Professor Borgoño and Professor Girard, stressed 
the need for research on arteriosclerosis, a major cause of morbidity and mortality throughout the world. 

Dr MASON said that the proposal to establish a centre in Kobe, contained in document 
EB89/INF.DOC./9, appeared to assume that the Board had already concluded that such a centre was 
necessary and that no existing institution or other location would be more advantageous. Before 
extrabudgetary resources were sought to undertake a feasibility and financing study, perhaps the Secretariat 
would explain what the objectives that the document mentioned for such a centre would be concerned with, 
what the analytical instruments would be that the document suggested might be developed and tested, and to 
what extent those objectives and instruments were already being investigated in Member States and at WHO 
headquarters. A thorough analysis should be made of the need for such a centre and, if it proved necessary, of 
what its optimal location might be. More generally, the Board should be informed about the long-term 
strategy for the location of WHO activities, and in particular about WHO's decentralization policy. What 
policy should govern WHO's decisions as to the geographical location of the execution of its functions; and 
what should be the criteria for evaluating proposed donations to the Organization, whether the offers were 
made by cities, by Member States or by other entities? The offer by Kobe officials was most generous, but it 
should be considered in the context of WHO's long-term strategy before being accepted. In view of the 
pressing financial situation of WHO and the dire needs of some Member States, the Board should be 
convinced of the necessity for such a centre before moving too far ahead. 

Dr BUNNI, although he agreed with the comments of previous speakers on the importance of setting 
research priorities, pointed out that the priorities set by developed and developing countries would not 
necessarily be the same. 

Many research workers who were in a position to carry out useful research were unaware that WHO had 
an extensive supporting programme. Although the Organization had arranged workshops to publicize that 
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programme among research workers and to explain how to apply for research fellowships or grants, more work 
still needed to be done to publicize the programme through the regional offices. 

Mr VARDER considered that health research was one of the most important means of achieving the 
Organization's goals, but for many years he had felt that medical research in many fields had been too narrow 
to be able to contribute in a substantial way to the achievement of those goals. 

Concerning the proposed centre to be established in Kobe to work on the ideas in the new paradigm, he 
understood that it would be financed in full by local sources, at no cost to WHO; in that case, it should be 
welcomed. However, he shared Dr Mason's concern regarding donations. There had been many cases where 
donations had destroyed the planning and structure of an organization. The matter had been discussed in the 
European Region, where there was now a WHO European centre on environment and health, financed by 
local donations and operating with units in three countries. He suggested that the Organization invite research 
centres and institutions from all over the world to participate in a movement along the lines of the European 
"Healthy Cities" network, in which the basic philosophy was that public health activities should be oriented 
towards, and integrated into, a wider social, political and economic context. WHO should also support the 
participation of research centres and institutions in Africa and eastern and central Europe. 

Dr VIOLAKI-PARASKEVA said that the Chairman of the Advisory Committee on Health Research 
had rightly drawn attention to the need to motivate young scientists for research in public health, since they 
were usually interested only in the purely medical aspects. She welcomed the research avenues listed in 
paragraph 25 of the Director-General's progress report. 

The proposal to establish a centre at Kobe to contribute to the international health work of WHO was 
promising. Extrabudgetary resources should be secured for it, but she wondered how far WHO would be 
involved in its operation. 

Dr MARGAN, commenting on the proposal to establish the Kobe centre, said that, paradoxically, he 
agreed both with those who supported it unreservedly and with those who had expressed reservations. In 
principle, he was in favour of accepting initiatives that enabled WHO to improve any segment of its activities 
and to strengthen the network of its collaborating institutions, especially if the initiatives were consistent with 
both the Organization's general policy framework and the needs of Member States. The arguments put 
forward in sections II and III of document EB89/INF.DOC./9 in favour of the centre were well formulated. 
Such a generous offer should therefore be accepted, especially since the study proposed in the last section of 
the same document could cover all the concerns raised by members of the Board. Another aspect of the 
question was the fact that countries that possessed the necessary means could set up research institutions while 
those that did not could not do so. In future, WHO should try to achieve a balance in further institution-
building in all areas of activity. The idea behind the Kobe centre was good and the Board should agree to a 
study being made on it. 

Dr PAZ ZAMORA agreed with Professor Jablensky that WHO's work definitely included research, 
which the Organization had sometimes appeared to neglect in order to concentrate on disease prevention 
activities. 

In the Andean sub-region millions of human beings lived at altitudes of over 2000 metres. In that 
connection WHO should give special attention not only to physiological, but also to socioeconomic and 
epidemiological research. In Bolivia the Government, together with the Government of France, was 
developing research on life at high altitudes. 

WHO should also associate itself more with sports and physical exercise. He agreed with previous 
speakers that the work done by the Organization's collaborating centres should be analysed and strengthened, 
and that it would be useful to undertake an evaluation of all the work done so far. WHO's documentation in 
the field of research was very impressive. 

Dr HAN Tieru (adviser to Dr Lu Rushan) said that the background information provided on the 
proposal to establish a centre at Kobe was quite comprehensive, but some aspects of the question needed 
further clarification and study. The three health research areas presented in section II of document 
EB89/INF.DOC./9 were in harmony with WHO's future research requirements as far as the economic, 
demographic and environmental dimensions of health were concerned and would certainly help to promote 
cooperation among Member States. Also, the action proposed in section IV of the same document was 
feasible. The authorities of Kobe and of Hyogo Prefecture had generously expressed their readiness to provide 
facilities to set up the centre. He was therefore in favour of establishing it, after a further study had been 
made. 
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Dr SHAMLAYE said that the importance of research in health development was generally appreciated, 
but the amount of effort required to establish and operate research institutions in developing countries should 
not be underestimated. In many developed countries a research tradition and culture already existed. In many 
developing countries, however, owing to the limited resources available, research was not given the status or 
priority that it deserved. Access to information and to basic infrastructures was often inadequate, and even if 
ministries of health appreciated the need for research, the resources might not be available and other aspects 
of health development might be given preference. That was a pity, since health research would be useful for 
selecting priorities in health development. 

Another important aspect of research in many countries was the utilization of its results. Very often a 
great deal of knowledge about a particular country was available, but not in the country concerned. That point, 
too, needed to be emphasized. 

The proposal to establish a centre in Kobe was excellent in principle, but the matter required further 
study. Centres dealing with the topics proposed were no doubt already in existence in other institutions, 
although they might not attach the same priority to the topics, or allow access to their services as readily as a 
specialist centre would do. A centre which allowed access, which was concerned not only with intellectual 
development and scientific work but also with work having an immediate practical application and which could 
train professionals from other countries, would have a very important role to play. 

Dr KOMBA-KONO said that doubts had often been expressed about the quality of research done in 
developing countries. The well-meaning research workers there had done their best, but in worsening 
economic circumstances. Although research institutions in the developing world had partners with adequate 
resources that had been willing to transfer technology, nothing had been said about the transfer of human and 
material resources. Could any assistance be expected to enable the crippled research institutions in developing 
countries to stand on their feet? 

The CHAIRMAN, speaking in his personal capacity, said that the research done in developing countries 
should be directed towards attaining the goal of health for all by the year 2000, but such research had been 
very rare. Research centres were now disintegrating owing to the lack of resources and the brain drain. It was 
doubtful whether they had contributed very much, inasmuch as they usually tended to mimic the research done 
in similar institutions elsewhere. They had not even helped to define what the real health problems were. 
Only recently, with the involvement of social scientists, had some of the causative factors begun to be 
understood. Research in the developing countries needed to be brought down to earth and demystified. As 
long as it was regarded as something done only in laboratories, no progress would be made. Information was 
needed in order to arrive at appropriate policies. The relationship between traditional and western medicine 
constituted an important topic for research. For example, why did people consult traditional healers first and 
only later turn to the health services? It was necessary to ascertain whether what was being done at the 
community level was effective and acceptable. Health problems caused by people's behaviour were also being 
experienced, such as excessive population growth and the spread of AIDS. Research was needed to find out 
how that behaviour could be modified. 

As far as evaluation was concerned, he had studied with great care the proposals on the refinement of 
indicators. His knowledge of what had been done in Nigeria suggested that full use had not been made of the 
simple indicators being employed. Attention should be given to that point in order to assess whether the 
indicators were still relevant. 

WHO had a few collaborating centres in the African Region, which had been very useful in training 
personnel and in establishing prototypes of health care. With further development and the formation of 
networks, they would be able to make a more positive contribution to essential research in the Region. 

Unfortunately he, too, had found the language used in document EB89/INF.DOC./8 difficult and he 
hoped that a simpler version would be made available. 

Dr BANKOWSKI (Council for International Organizations of Medical Sciences), speaking at the 
invitation of the CHAIRMAN and referring to recent activities of the Council (CIOMS) directly related to the 
current discussion, said that the key words were ethics (medical ethics, bioethics and health policy ethics) and 
human rights. CIOMS was making every effort to cover emerging situations from the ethical point of view, 
and considered that a re-evaluation of what was thought to be ethical or unethical in research involving human 
subjects was called for. In that context, the right of the individual to be informed about research, the 
importance of obtaining informed consent, and the need to consider the research subject as an equal with the 
research worker, should all be emphasized. 

While refraining from medical research might be considered ethically neutral in some cases, such an 
argument could not be sustained where research might improve human health or protect against disease. Sick 
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people and people at risk had claims in that respect on those funding health services and health research, both 
nationally and internationally and in both the public and the private sectors. The argument for research 
inactivity was outweighed by the positive duty to do good through research, with research being regarded as 
the means of discharging an ethical responsibility. Indeed, persons in different parts of the world liable to 
contract infections, for example, human immunodeficiency virus (HIV) infection, had demanded to be subjects 
for research. In response to such needs CIOMS, in cooperation with WHO headquarters, regional offices and 
the Global Programme on AIDS, had developed international guidelines for the ethical review of 
epidemiological studies, was revising the WHO/CIOMS international guidelines for biomedical research 
involving human subjects, with particular reference to trials of drugs and vaccines, and was developing an 
annotated guide to the ethical review of research involving human subjects. 

While the formulation of national and international ethical guidelines could not resolve moral 
ambiguities, such guidelines could provide an operational approach to the ethics of health research and a 
framework within which nations could determine regulatory requirements for the ethical review of research 
protocols and formulate relevant national policies. 

Dr SZCZERBAN (Office of Research Promotion and Development) said that, when dealing with 
research matters, there was always a problem of how to set priorities among major operational research issues 
and how to relate research to global research strategies and policies. The Technical Discussions of May 1990 
and the October 1991 meeting of the global Advisory Committee on Health Research (ACHR) had oriented 
general strategies towards more effective ways of filling existing gaps in research activities. 

The idea of reviewing the network of collaborating centres was aimed at ensuring that it was effective 
and efficient in providing support for operational programme activities. There were currently 1086 
collaborating centres throughout the world, and the number was rising. At the same time, however, it was 
realized that not all such centres were currently completely fulfilling their terms of reference. ACHR and the 
new Council for Science and Technology would be helping to examine the methods to be applied in reviewing 
the efficiency of collaborating centres and, where appropriate, updating WHO policy on the network. 

The research approach to traditional medicine, which had a well-established role and was an important 
component in research strategy, had a solid scientific basis. In that connection, an important meeting of 
medical research councils had taken place in the South-East Asia Region in 1991. ACHR would be paying 
greater attention to the matter in the future. 

Professor Jablensky had raised a number of important points in relation to the task force on emerging 
areas in science and technology. ACHR task forces were still in their early stages of development, but had 
established their own policies in relation to the most important issues before them and would develop their 
activities further for consideration at ACHR，s next session. There was an increasing awareness that such areas 
as biomedical science would play an increasingly important role in the future, and that a policy must be 
elaborated to determine how to face future challenges and incorporate scientific advances into operational 
research and technical activities. 

The leadership role of ACHR in harmonizing WHO's research strategies and activities was to be 
reinforced. 

Due note had been taken of the comment on the Decade of the Brain and that matter would be brought 
to the attention of the Council for Science and Technology and relevant WHO programmes. 

Considerable attention had been focused on the excellent research centres already existing in developing 
countries, particularly in Africa. On the basis of a recommendation of ACHR, prototype research institutions 
to strengthen research capabilities were being established in order to provide centres of excellence which could 
tackle priority areas in research for development. Activities were also under way in the South-East Asia 
Region, particularly in Thailand and Indonesia. 

The CHAIRMAN, invited members of the Board to make any further comments they might have on the 
proposal to establish a centre in Kobe. 

Professor GIRARD requested information concerning the organization of the proposed centre and its 
legal relationship with WHO. A feasibility study should be conducted before the proposal was considered 
further, bearing in mind that strategic and political orientations were the responsibility of WHO and could not 
be delegated. Moreover, whereas WHO had considerable credibility and could expect to receive a response 
should it request information from a country, for example, on systems of health economics or on social 
security, the same could not be said of a locally established institution requesting such information. 

Professor BORGOÑO expressed gratitude to the authorities of Kobe and of Hyogo Prefecture for their 
initiative in making the proposal. Before any decision could be taken by the governing bodies, however, 
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information of the type requested by Dr Mason and Professor Girard would be required, together with the 
proposed terms of reference of the centre. It was important not to duplicate work already being carried out 
within the Organization or at collaborating centres. 

Dr SARR emphasized that the document before the Board presented information on a proposal about 
which no decision had yet been taken. The proposal was no doubt intended as an effort to respond to both 
new and persisting health problems. However, the question must be asked whether it was advisable to 
establish a new centre or whether it would be sufficient to integrate such research into the work of existing 
centres. A feasibility study would assist in providing an answer. Looking at the areas proposed for coverage 
by the centre, it would seem that an important aspect had been omitted: training in health management 
research should be included, particularly given the lack of health management skills in the developing 
countries. 

Dr KHAIRY said that it was important to determine whether the proposed centre would be valuable 
from both a scientific and a practical standpoint, and what fields of research it should cover. Given the 
Organization's severe financial difficulties, however, it might not be appropriate to set up a new centre in 
Japan, which would clearly be a very costly undertaking even if funds were forthcoming from extrabudgetary 
sources. Better use could perhaps be made of such funds. Furthermore, developing countries generally faced 
problems which were well defined and which did not require further research. He agreed with the previous 
speaker that health management capabilities required strengthening. A working group should be set up to 
study the entire issue in more detail; it should determine inter alia which aspects of the proposed research 
might be undertaken at existing centres. 

Dr DAGA said that a number of questions had been raised regarding the role of research in the 
Organization's programme. It was clear that many existing research centres were not functioning effectively 
and there was general agreement that there were not enough centres. It was evident, therefore, that a new 
centre would be useful, but the Board was quite right to request more details on its structure and functions. A 
more detailed analysis would enable the members to take an informed decision. 

Dr CAYCEDO BORDA (alternate to Dr González Posso) suggested that, given the general agreement 
that the Board did not have enough information on the advantages and disadvantages of the proposed new 
centre, a working group should be set up comprising members of the Board and perhaps the Regional 
Directors to examine the issue. Its report should be submitted as quickly as possible to the Board, so that the 
latter could take a decision on the topic. 

Decision: The Executive Board, having been provided with information on a proposal to establish a 
centre in Kobe, Japan, to contribute to international health work, requested the Director-General to 
explore the feasibility of the proposal, taking into account comments made by Board members, and to 
report his findings to the Board at an appropriate time.1 

2. HEALTH, ENVIRONMENT AND DEVELOPMENT: Item 9 of the Agenda. 

WHO Commission on Health and Environment: Item 9.1 of the Agenda (Resolution WHA42.26; 
Documents EB89/23 and EB89/INF.DOC./1) 

Mr VARDER said he greatly appreciated WHO efforts on the topic under discussion. The issues dealt 
with in the Director-General,s report were of paramount importance to all countries. In establishing the 
Commission, WHO had done the right thing at the right time. He hoped that the Organization would apply 
similar methodology in other areas. 

Professor BORGOÑO said that the Commission was to be congratulated on its work. Its report would 
probably be one of the most important documents at the forthcoming United Nations Conference on 
Environment and Development (UNCED). Since the Commission had now completed its work, and in view of 

1 Decision EB89(5). 
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the multifaceted and increasingly serious nature of environmental issues and the fact that they were of growing 
importance to the Organization at the global, regional and country levels, he wished to reiterate the suggestion 
he had made at the eighty-seventh session of the Board that the Board should establish a committee on health， 
environment and development to give advice on that subject.1 

Dr SHAMLAYE said that the Executive Summary of the Commission's report2 reflected how thoroughly 
it had studied the issues under consideration. Health and environment were closely linked, a fact which had 
practical implications. The Organization should emphasize national as well as international strategies and 
activities because, in the final analysis, meeting the challenges of health and environment would depend on 
countries themselves. The Executive Summary suggested a number of national activities that could be 
undertaken. In his view, the connection between environment and primary health care deserved special 
emphasis. Many issues, such as population，family planning, and overconsumption of fuel, had an impact on 
the environment. It should be made clear to countries that they did not need to create new structures to deal 
with those issues, but could handle many of them within the primary health care framework. 

Dr GEORGE-GUITON (alternate to Professor Girard) commended the Director-General on the timely 
establishment of the Commission on Health and Environment. The general recommendations of the 
Commission were clear. First, the world population had to be controlled, and WHO had a role to play in that 
connection through its programmes on family planning and birth spacing. Secondly, overconsumption and 
waste production had to be restrained. Thirdly, it was important to increase public awareness that everyone 
was responsible for the environment. Finally, a data base had to be created, or existing ones developed, on the 
relationship between health and environment; such data bases should be universally applicable rather than 
geared towards certain countries. She hoped that the report would be widely distributed, both through 
UNCED and through WHO distribution networks. 

Dr MASON commended the Director-General and the Commission on their comprehensive efforts to 
examine environmental health issues. The report covered the major environmental determinants of human 
health and specified general research needs. He would, however, appreciate more substantive details on how 
priorities and research needs would be met. While the report touched on the need to integrate current WHO 
programmes in a more cohesive fashion, that idea needed further refinement, especially during the 
development of the Ninth General Programme of Work. The Commission's work clearly emphasized that 
several programmes that were currently separate might need to be integrated if WHO was to implement a 
wider strategy. 

Another matter of concern was the development and maintenance of national and international data 
bases to assess the quality of the environment and the health impacts of environmental hazards. 

He supported Professor Borgoño's proposal. WHO should make a strenuous effort to develop a new 
global strategy on environmental health, based on the Commission's work and the outcome of UNCED. 

The meeting rose at 12h30. 

1 See document EB87/1991/REC/2, page 192. 
2 Document EHE/91.4. The full report is being published by WHO under the title Our plane�our health. 
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later: Professor O. RANSOME-KUTI 

1. HEALTH, ENVIRONMENT AND DEVELOPMENT: Item 9 of the Agenda (continued) 

WHO Commission on Health and Environment: Item 9.1 of the Agenda (Resolution WHA42.26; 
Documents EB89/23 and EB89/INF.DOC./1) (continued) "" 

The CHAIRMAN invited comments on the proposal he had made at the Board's eighty-seventh session, 
and reiterated at the previous meeting, for the setting-up of a committee on health, environment and 
development, to meet concurrently with Board sessions. The establishment of such a body seemed timely, 
given the increasing importance of the issue, and because - as he understood it - the WHO Commission had 
completed its work. 

Dr SHAMLAYE wondered why the Board needed a committee to be concerned specifically with the 
environment, when many other subjects were equally deserving. It would surely be preferable for one of the 
Board's existing organs - for example, the Programme Committee - to deal with the matter, thereby avoiding 
the need to create a new structure. 

Professor GIRARD agreed that the subject was a crucial one for developed and developing countries 
alike; the only point at issue was the manner in which it should be handled. In view of the fact that the Board 
already had a subordinate body with an accepted, and indeed a legally recognized function, namely the 
Programme Committee, the role and mandate of any new committee, and its connection with WHO's health 
and environment programmes and activities, would have to be spelt out very clearly. The Board must ask itself 
whether such a body would be useful in formulating policies with some degree of continuity, in fostering 
collaboration, or in dealing with technical matters. 

Dr SARR also questioned the need for a new committee. Since the United Nations Environment 
Programme (UNEP) was already in existence, the best solution would appear to lie in a strengthening of 
collaboration between WHO and that Programme, so as to ensure that health aspects of environmental 
questions were not neglected. 

Professor GIRARD added that input from the health sector helped to lend credibility to efforts to 
protect the environment, conferring the scientific status that was sometimes lacking and introducing a political 
dimension by demonstrating that all citizens of all countries were affected by health issues. For example, 
abstract statements about acid rain or the ozone layer tended to leave most people unmoved; to point out that 
damage to the ozone layer led to cancer, and to quote statistics to prove it, had far greater impact. 

Dr DAGA agreed that the Board should avoid the multiplication of structures. Moreover, would not the 
creation of - for example - a committee to pursue the achievements of the International Drinking Water Supply 
and Sanitation Decade be of equal importance to the developing countries? The matter might best be handled 
by the Board itself on the basis of a report by the Director-General. 

Dr MARGAN singled out as being a matter of grave concern the man-made biological and chemical 
pollution of coastal waters, especially in semi-enclosed seas. The situation, which posed a growing danger to 
the fragile ecosystems of offshore islands and had a marked impact on the health of their inhabitants, often 
leading to depopulation, should be closely monitored. 

- 1 0 0 -



SUMMARY RECORDS: ELEVENTH MEETING 101 

The DEPUTY DIRECTOR-GENERAL said the strategic importance of the environment question was 
not in doubt; WHO would certainly, as suggested by Dr Sarr, continue and strengthen its collaboration with 
UNEP. Likewise, the conclusions of the forthcoming United Nations Conference on Environment and 
Development (UNCED) would have implications for the orientation of WHO's approach to environmental 
issues. 

It seemed likely that the working group suggested by Dr Mason1 would be dealing in depth with a 
number of major issues, and that its work would extend over several years. The subject of the environment 
would almost certainly have to form an essential part of its deliberations. 

Once the working group had finished its preliminary work and submitted its report, then, if the 
Programme Committee and the Board considered it necessary to lay particular stress on environmental 
questions, a small sub-group could be set up to deal with them. That would be a compromise solution, which 
should at the same time meet Professor Borgoño’s concern that the environment should be given special 
attention by the Board, and the concerns of other members who had been opposed to any proliferation of 
working bodies. 

The CHAIRMAN commended that solution and invited the Board to endorse it. 

It was so agreed. 

Dr NAPALKOV (Assistant-Director General) thanked members of the Board for their stimulating 
comments and for their moral support in what was an important area of WHO's activities. 

The past decade had seen increasing awareness of the importance of environmental effects on health. 
Many had been convinced that everything possible was now known about the environmental factors that had a 
harmful effect on health. In practice, however, it had become obvious at an early stage in the Commission's 
work that there was a significant gap in knowledge of the specific environmental factors that influenced health. 
Dr Mason's call for the determination of priorities and research needs in the field of environmental health and 
for the acceleration of the establishment of a data base on the quality of the environment was of the greatest 
importance, particularly in the light of the forthcoming United Nations Conference on Environment and 
Development (UNCED) to be held in Rio de Janeiro. 

Dr KREISEL (Division of Environmental Health) said that he would confine himself to the current 
status of the Commission's work. Its report would be published in April 19922 and would thus be available in 
time for the World Health Assembly, as well as for UNCED. The report had already significantly influenced 
the preparation of that Conference: in fact, it had been due to the Commission's work that the Preparatory 
Committee had requested the conference secretariat to prepare a chapter on health for "Agenda 21"，which 
was an action programme for the twenty-first century, encompassing a wide range of issues. 

The Commission had thus succeeded in placing health squarely on the agenda of the debate on 
environment and development. WHO should encourage all ministries of health to participate actively in the 
final meeting of the Preparatory Committee in New York, at which "Agenda 21" was to be negotiated. 

In reply to the point raised by Dr Margan, the full report of the Commission did indeed make reference 
to coastal pollution and to its effects on smaU island countries. Members had so far seen only a brief summary 
of the report, which ran to some 250 pages. 

The CHAIRMAN suggested that the Rapporteurs should be invited to prepare a draft resolution on the 
item, taking account of the views expressed. 

It was so agreed. 

(For continuation, see summary record of the thirteenth meeting, section 3.) 

International Drinking Water Supply and Sanitation Decade (progress report): Item 9.2 of the Agenda 
(Documents EB89/24 and EB89/24 Corr.1) 

Dr KOMBA-KONO said the Director-General's report (EB89/24 and EB89/24 Corr.l) laid great 
emphasis on the provision of facilities, but failed markedly to deal with the manner of their utilization. 

1 See summary records of the second and fifth meetings, pages 27 and 59. 
2 Our planet，our health. Report of the WHO Commission on Health and Environment. World Health Organization, 1992. 
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Behavioural studies had shown an important relation between, on the one hand, the provision of community-
based facilities and, on the other, access to them and their actual use. It was common knowledge that certain 
well-intentioned programmes had foundered because unilateral planning had failed to take proper account of 
traditional beliefs and practices. 

While the number of facilities provided and the proportion of the population which had access to them 
were important indicators, the success or failure of a project must be judged in the long run by utilization: 
that, too, should therefore be an indicator. 

Dr KANYAMUPIRA said that the report highlighted the importance of water supply infrastructures, but 
laid insufficient emphasis on the importance of proper conservation and utilization at the family level. A study 
in his country had shown that even though water might be of good quality, once it reached the family it often 
became contaminated, owing to faulty storage techniques. He believed that the same situation prevailed in 
many countries of the African Region. It was important to ensure that drinking-water would stül be potable 
when it actually reached the consumer. 

Dr DAGA, stressing the paramount importance of drinking-water in regions like the Sahel, where 
sources were few and far between, submitted that, while the International Drinking Water Supply and 
Sanitation Decade had undoubtedly remedied many shortcomings, much remained to be done, if necessary 
within the framework of a second and third Decade. 

He agreed that a p p r o p r i a t e storage and consumption habits must be encouraged, b e c a u s e although water 
might be drinkable at the supply source, it rapidly deteriorated with conservation, causing, for example, 
diarrhoeal diseases. Moreover, little had been done throughout the Decade to improve sanitation, a major 
problem on account of local drainage difficulties and the high cost involved. New ideas and proposals were 
called for in that connection. 

Dr VIOLAKI-PARASKEVA said that the report provided a number of excellent ideas for dealing with 
the issue at the national level. She stressed the contribution which WHO had made during the Decade by 
supporting countries in drawing up national plans, establishing a statistical basis for Decade planning and 
monitoring, and promoting international coordination and collaboration. Also noteworthy was the fact that 
WHO had promoted the rational use of technology, emphasizing low cost, ease of operation and maintenance, 
local involvement, local production of materials and compatibility with local values and preferences. 

Dr KHAIRY observed that, although the main lines of the water supply and sanitation strategies for the 
1990s had been set out clearly in the report, it would be almost impossible for the least developed countries 
even to aspire to attain the declared goals. Even if the technical means were available and community 
participation secured, there was an immense lack of financial resources. In Sudan, it had been estimated that 
to produce a basic drinking-water supply and sanitation system, using the most simple technical means, for the 
whole population by the year 2000 would cost over US$ 39 thousand million, a vast sum which was quite out of 
reach. 

Remarking that the environment could repay in kind - and why should it not? - ill-treatment inflicted 
upon it by man, and that innocent human beings could suffer in the process, he deplored the inexplicable facts 
that WHO's budget in that area had decreased in the closing years of the Decade, that UNDP support was 
now meagre, and that WHO technical support which had been highly effective in the 1960s and 1970s had 
virtually disappeared. Recalling that the Forty-fourth World Health Assembly had reiterated the need to give 
priority to drinking-water and sanitation programmes, he expressed the hope that the most urgent measures 
would be taken to provide low-cost techniques, training and financial resources to that end. 

Dr HAN Tieru (adviser to Dr Lu R u s h a n ) noted from the r e p o r t on the D e c a d e that 1500 m i l l i o n people 
had gained access to safe drinking-water supply and over 700 million now enjoyed adequate sanitation 
facilities; that had important implications for the prevention of water-related diseases and the reduction of 
morbidity and mortality due to diarrhoeal diseases. Safe drinking-water supply and sanitation facilities had 
been presented in the report as a component of primary health care. 

The Decade had seen much progress in China, where 900 million people lived in rural areas. The 
situation was reflected in paragraph 15 of document EB89/24. China had also benefited greatly from the 
support of WHO, UNDP and the World Bank in manpower development and financial assistance. 

In the critical area of sanitation, many urgent problems remained to be solved. Noting that the report 
had stressed that drinking-water supply and sanitation must go hand in hand, he suggested that WHO increase 
the dissemination of information by setting up liaison points in needy areas and send advisers to developing 
countries to hold seminars and provide appropriate technology. 
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The Board noted the Director-General's progress report on the International Drinking Water Supply 
and Sanitation Decade. 

International Programme on Chemical Safety (progress report): Item 9.3 of the Agenda 
(Documents EB89/25 and EB89/INF.DOC./10) 

Mr VARDER considered that the approaches to chemical safety set out in the Director-General's 
progress report (document EB89/25) were appropriate. He endorsed the interrelated major programme areas 
proposed for the implementation of the international strategy as set out in paragraph 9, with the exception of 
area (2)，harmonization of classification and labelling of chemicals, which was already covered by OECD. He 
stressed the importance of avoiding duplication between organizations. 

Dr HAN Tieru (adviser to Dr Lu Rushan) welcomed the satisfactory progress in what was an 
increasingly important area; the bulk of the world's workforce was situated in developing countries where 
conditions of health protection were severely limited. In China, a thousand million people were at risk from 
the possible adverse effects of chemicals. The International Programme on Chemical Safety (IPCS) provided a 
scientific basis on which Member States could build their own chemical safety and environmental protection 
measures, and had, moreover, become a very effective interagency programme, involving WHO, ILO and 
UNEP. 

He noted that environmentally sound management of chemicals had been selected as a major theme at 
UNCED. Furthermore, at the London meeting of government-designated experts in December 1991, 71 
governments had endorsed the need for regular multidisciplinary discussions on problems of chemical safety. 

He strongly supported the proposal which was being submitted to UNCED that IPCS be expanded and 
upgraded in order to implement the strategies for chemical risk assessment and management now being 
developed. He suggested that prior to UNCED, the Director-General and the Executive Heads of ILO and 
UNEP might review the question of the expanded role of IPCS and the possibility of its providing secretariat 
services for the proposed intergovernmental forum on chemical safety. It was also essential that the efficiency 
and scientific integrity of the risk assessment component of IPCS be fully protected. 

He was in favour of a resolution being prepared, as well as a report on the London meeting, for 
submission to the next Health Assembly. 

Dr KOSENKO stressed the importance of IPCS in combating the adverse effects of chemicals on human 
health and the environment. It would be desirable for the Programme, thus far mainly concerned with expert 
activity, to be given more power in decision-making, in closer harmonization with other organizations. It would 
also be useful if documentation on, for example, waste disposal and on new chemicals and their composition 
was prepared, together with a register of chemicals and a glossary of relevant terms. He also suggested that a 
committee of international experts be established to deal with the question of new chemicals. 

Dr SARN (adviser to Dr Mason) welcomed the progress made by IPCS. National capacities were 
expanding rapidly, as well as international cooperation. The number of new participants in the Programme 
and the increasing resources allocated to it were evidence of its effectiveness. 

Dr MARGAN concurred with previous speakers on the effectiveness of IPCS in providing guidelines for 
the safe use of dangerous chemicals and chemical risk assessment. There was a need to review the possible 
expansion of the Programme and to draft a resolution, the operative paragraphs of which would, he hoped, 
contain a reference to all the aspects covered in the Director-General's report and in the Board's discussion, 
within the framework of WHO's new strategy for environmental health; account should also be taken of the 
findings of the WHO Commission on Health and Environment and the conclusions of the London meeting of 
government-designated experts. 

Mr HUISMANS (United Nations Environment Programme) said that health was being increasingly 
threatened by polluted air and water and the adverse effects of the use of chemicals. In an attempt to 
overcome ignorance concerning the proper use of chemical products and to fill the gaps in the information 
available, UNEP had created the International Register of Potentially Toxic Chemicals (IRPTC), and had 
joined with ILO and WHO in establishing IPCS. 

The Preparatory Committee of UNCED, which had chosen the environmentally sound management of 
toxic chemicals as one of the subject areas for future programmes, had concluded that a significant 
strengthening of both national and international efforts was required to achieve environmentally sound 
management of chemicals. It had accordingly invited WHO, UNEP and ILO, within the framework of IPCS 
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and in cooperation with FAO and other organizations concerned, to report on work being carried out through 
government expert meetings concerning possible proposals for an intergovernmental mechanism for chemical 
health risk assessment and management. 

The UNEP Governing Council at its sixteenth session in 1991 had requested the Executive Director to 
prepare, in cooperation with WHO, ILO, OECD, the Commission of the European Communities and other 
competent organizations, draft proposals for such a mechanism, and to convene a meeting of government-
designated experts to consider those proposals and to submit a report to the UNCED Preparatory Committee 
at its fourth session. The report of that meeting, which had been held in London in December 1991, had been 
submitted to the Secretary-General of UNCED and was being forwarded to governments. The meeting had 
strongly endorsed the need for an intergovernmental forum on chemical risk assessment and management, 
increased coordination among the organizations of the United Nations system and an enhanced role for IPCS, 
and had made proposals leading to recommendations which would become part of a draft plan of action for 
sustainable development. 

UNEP remained firmly committed to continued cooperation with WHO, ILO and other international 
organizations, and was willing to initiate discussions on the changes which would be required for IPCS in its 
extended role. 

Professor GRILLO commended the excellent work carried out over the past five years by IPCS. The 
high scientific quality of the Programme's publications was appreciated by experts throughout the world. 

It was important to pay attention to the growing use of hazardous chemicals. Even in remote areas, 
adverse effects were now being seen. The Programme's activities and the work to be undertaken at UNCED 
demonstrated the growing importance at the international level of risk assessment and control of chemical 
substances. 

IPCS could provide the scientific basis for the rational handling of chemicals, and WHO should continue 
its work in that field. He therefore endorsed the proposals made by the meeting of government-designated 
experts, held in London in December 1991 at the request of the UNCED Preparatory Committee, to expand 
the work of IPCS with respect to risk assessment and management of chemical substances. The responsibility 
of IPCS could also extend to coordinating an international forum, the organization of which could be discussed 
at UNCED. Finally, he suggested that the report of the London meeting should be submitted to the Forty-
fifth World Health Assembly in May 1992. 

Dr KOGI (International Labour Organisation) said that chemical safety had been one of the most 
important elements of the ILO programme on working conditions and environment. Foremost among the 
steps taken by ILO in response to worldwide concern about chemical safety had been the adoption in 1990 of a 
convention and a recommendation embodying new international labour standards on safety in the use of 
chemicals at work and providing a national framework for chemical safety. The preamble to the Convention 
(No. 170) referred to the need for cooperation within IPCS. In addition, ILO had developed a number of 
codes of practice and training materials, including the code of practice on the prevention of major industrial 
accidents, a guide on safety in the use of agrochemicals, and a compendium of occupational exposure limits for 
airborne toxic substances. 

ILO had started work on the harmonization of systems of classification and labelling of hazardous 
chemicals, which the IPCS Programme Advisory Committee had recommended as a major joint IPCS activity. 
A report had been prepared, assessing the magnitude of the task of harmonizing national and regional criteria 
and classification systems. The topic would be on the agenda of UNCED in 1992. It was also relevant to the 
work of the 1992 International Labour Conference, which would discuss the prevention of industrial disasters 
with a view to adopting new international standards for the prevention of major accidents involving hazardous 
chemicals. The recent meeting of government experts in London had attested to the growing international 
attention paid to IPCS by advocating an enhanced role for the Programme in securing international 
collaboration and facilitating the coordination of international programmes and activities in chemical risk 
assessment and management. He was confident that the Programme, a fine example of close technical 
cooperation and pooled resources, could respond to growing needs and new challenges in the area of chemical 
safety. 

Dr KREISEL (Division of Environmental Health), thanking Board members for their comments, said 
that the harmonization of classification and labelling was one area which must be dealt with through 
interagency collaboration. In fact, IPCS had been requested to establish a coordinating committee on 
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harmonization of classification and labelling of chemicals to coordinate the activities of all agencies concerned; 
there was, therefore, no duplication of work. 

(For continuation, see summary record of the thirteenth meeting, section 3.) 

2. STATEMENT BY THE REPRESENTATIVE OF THE WHO STAFF ASSOCIATIONS: Item 20 of the 
Agenda (Document EB89/35) 

Miss SHAW (representative of the WHO Staff Associations) said that her statement was also being 
made on behalf of, and with the mandate of, the staff of the six regional offices and the International Agency 
for Research on Cancer. Although it was naturally staff-oriented rather than health programme-oriented, that 
did not imply any lack of concern on the part of the staff for the constitutional aims of the Organization. 
Indeed, the higWy qualified and loyal staff were the lifeblood of the Organization and were devoted to ensuring 
that it remained in the best possible health. 

The staff hoped that the Organization would keep pace with the recent sweeping changes in the world, 
particularly in the recruitment of staff from all Member States, so that they could compete on an equal footing 
for all posts within WHO. That would help ensure the recruitment and retention of highly qualified people, in 
line with the Organization's concern for equity. 

However, proven values and methods should not be brushed aside. That applied particularly to the 
method of calculating salaries of both professional and general service staff, based on the Noblemaire and 
Flemming Principles, which required that the staffs conditions of service be compared with those of the best 
national civil service and the best prevailing local conditions, respectively. Those two principles had been used 
by the United Nations and its specialized agencies for over 40 years, and their continuing validity had been 
reconfirmed by the International Civil Service Commission as recently as 1989. The staff was not prepared to 
accept any downgrading of those conditions. Details of the two principles would be provided on request. 

Under agenda item 23.3 the Board would be considering the Report of the International Civil Service 
Commission (ICSC). While the staff appreciated the positive recommendations made by the Director-General 
and other executive heads to the Administrative Committee on Coordination, it would be noted that ICSC did 
not always take them into consideration. Failure to do so was seen by the staff of WHO and of the whole of 
the common system - representing over 50 000 staff members - as a move to downgrade its conditions of 
service. It was unfortunately more often the ICSC，s recommendations than those of the executive heads that 
were taken into consideration when the Fifth Committee of the General Assembly made its final decisions. 

The massive staff mobilization in December 1991 to demonstrate concern to the General Assembly, 
resulting in the resolution annexed to document EB89/35, was only a beginning and would be a major topic of 
discussion during the forthcoming meeting of the Council of the Federation of International Associations of 
Civil Servants (FICSA). The actions which had led to the resolution had been planned and executed jointly by 
FICSA and the Coordinating Committee of Independent Staff Unions and Associations (CCISUA). 

In regard to issues specific to WHO, the staff shared the concerns voiced in the Executive Board about 
the future direction and purpose of the Organization. Board members had stressed the need to recognize that 
health was a political issue, and it was at the political forum of the General Assembly, specifically by the Fifth 
Committee, that the conditions of employment of the staff of the common system were determined. Members 
of the Executive Board could play a vital role in the political arena on behalf of WHO staff, since the Fifth 
Committee did not specifically have the interests of the staff of WHO at heart but was often more concerned 
with saving money. The Director-General's own comment that the way health workers were paid would affect 
their motivation and his question as to how pensioners would be able to pay for their health insurance or care 
applied equally to the staff of WHO. 

Grateful as the staff was for the Board's expressions of support over the years, words were no longer 
enough. The staff was concerned about proper job security, in terms both of the strict application of 
established principles and of future employment. The present feeling of insecurity because of the fear of job 
losses did not lead to optimum efficiency or productivity and compounded the already heavy work-load 
resulting from the freezing of posts. Any exacerbation of the situation would lead to further demoralization, 
from which Member States would ultimately suffer. The staffs plea, therefore, was for the human implications 
of any proposed reorganization or restructuring of the Organization to be taken into account. 

In the new Secretary-General，s first speech to his staff in New York, he had stressed his sensitivity to the 
concerns and interests of United Nations personnel, emphasizing the organization's need for staff with the 
highest standard of efficiency, competence and integrity, the prevention of any form of discrimination, 
decisions based on merit and the importance of consultation in determining personnel policy. In that spirit, 
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the WHO staff associations hoped that the group proposed by Dr Mason would consider giving WHO staff 
representatives the opportunity of participating in its work. 

She appealed to the members of the Executive Board to remember the staff of WHO on their return to 
their countries and to help decision-makers to understand WHO's staff concerns, since its conditions of 
employment, and indeed its future, were determined by politicians. 

Dr VIOLAKI-PARASKEVA thanked WHO staff for the high standard of their work and was glad that 
the staff member referred to in the second paragraph of document EB89/35 had been released. The 
penultimate operative paragraph of the resolution annexed to the document, and the reference in the 
statement to staff mobilization against the continuous erosion of conditions of service, were particularly 
important; job insecurity threatened the very mental health of the staff. She welcomed the improvement in 
equality between men and women in recruitment. She assured the Staff Associations that she would deliver 
their message to the appropriate circles in her country. 

Professor GIRARD said that in the course of its discussions the Board was able to gauge the full extent 
of the work accomplished by the Organization's staff. Whatever lay in store for the Organization, the members 
of the Board would stand by the staff in ensuring decent working conditions. 

Dr DAGA was somewhat disturbed by the passage quoted from the speech by the Secretary-General of 
the United Nations, which seemed to indicate that there was a problem in regard to discrimination. 

Dr SARN (adviser to Dr Mason), endorsing the comments made by previous speakers, said that the 
staffs problems and service needs deserved close attention. However, the global economic recession and 
resulting unemployment placed an additional burden on governments, affecting the support they could provide 
to international organizations. The Executive Board and the Health Assembly recognized the high quality of 
the staff and the good work being done, and he hoped that that was duly taken into account by the staff when 
it argued its case. Such matters could be fully discussed by the proposed working group, if it was set up. 

Mr VARDER agreed with the staff representative that highly qualified and loyal staff were the lifeblood 
of the Organization, but WHO's main responsibility was to the world's population, especially that of the poorer 
countries. A balance must be maintained between the need to keep WHO's dedicated staff and the resources 
available for salaries. The Director-General would undoubtedly inform the Board when there was a need to 
take action on working conditions in the future. 

Mr MAL'CEV (adviser to Dr Kosenko) said that his country followed international norms and standards 
in seconding its nationals to international organizations, in the interests of ensuring their effective participation 
in the work. The period of time for which such staff were seconded had naturally increased and the scope of 
their work had changed. On the subject of staff recruitment, United Nations General Assembly resolution 
45/239 of 21 December 1990 had reaffirmed that secondment of staff from government services was not in 
contravention of the United Nations Charter. Secondment of staff to WHO had worked well and should be 
continued. Staff policies should serve the legitimate interests of the Organization, its Member States and their 
government services as well as of individuals. His country was in favour of secondment, which helped to bring 
new blood into the staff, ensured a renewal of ideas and guaranteed a high level of competence and 
responsibility and the widest possible geographical representation. Furthermore, national staff with experience 
of international organizations were invaluable to their government services; that was particularly so in his 
country in the light of the reforms at present under way. 

Miss SHAW (representative of the WHO Staff Associations), in reply to Dr Daga’s comment, said that 
the reference to discrimination by the Secretary-General of the United Nations had been made in the context 
of improving the status of women in the Secretariat - something that she had omitted from her presentation. 

The CHAIRMAN said the Board had always given its support to the legitimate aspirations of WHO 
staff. Its members would make every effort to bring the Staff Associations' comments to the attention of their 
countries，representatives on the Fifth Committee. 

The Board noted the statement by the representative of the WHO Staff Associations. 

Professor Ransome-Kuti took the Chair. 
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3. MATERNAL AND CHILD HEALTH: Item 10 of the Agenda 

Child health and development: health of the newborn: Item 10.1 of the Agenda (Documents EB89/26 
and EB89/26 Corr.1) 

Dr TIN U said that in developing countries poor communications led to under-reporting of perinatal and 
neonatal deaths, which contributed to the low priority given to the subject. He therefore strongly endorsed the 
proposals in the Director-General's report (documents EB89/26 and EB89/26 Corr.l) for the development of 
national programmes for neonatal care and recommended that priority be given to research in that field. 

Dr CABA-MARTÍN said that the large number of perinatal deaths throughout the world could be 
considered a major failure of the Organization. A deeper inquiry needed to be made into the causes, but it 
appeared that 80% of such deaths could be avoided by appropriate immunization and by preventing acute 
respiratory infections and diarrhoeal diseases. The provision of better care for pregnant women would also 
help to reduce morbidity and mortality, not only among infants but also among mothers. The Organization's 
goal should be to reduce the current rate of maternal and infant mortality to a third of the current rate by the 
year 2000. For that purpose, health workers would need to work closely with those responsible, e.g., for health 
education, drinking-water supply and sanitation, and communications. 

Dr CARVALHO said that the importance of the topic was amply demonstrated by the high levels of the 
perinatal and neonatal death rates. The conditions necessary for ensuring the health of the newborn, 
particularly those relating to hygiene, nutrition, safe drinking-water, proper immunization and birth methods 
and practices, did not exist in many parts of the world, especially in the developing countries, as had repeatedly 
been pointed out at Board sessions. Practical policies on maternal and child care, including family planning, 
thus needed to be adopted by all countries. Developing countries, in particular, would need to pay proper 
attention to neonatal mortality, something that was all too easy to overlook. The health and proper 
development of children depended on many factors; assistance from WHO and other international agencies 
was needed to help strengthen national capacities to provide them. Another imperative was implementation of 
the Safe Motherhood Initiative. 

Dr VIOLAKI-PARASKEVA said that it was a tragic fact that many of the large numbers of deaths 
occurring in the first month of life were preventable. Application of the four principles of care mentioned in 
the report was inexpensive and within the capabilities of a community or health centre. It was unsatisfactory 
that trained assistance was provided in only 55% of all births in the world. 

However, there were some positive developments, including the increasing recognition of the beneficial 
effects of breast-feeding. Nevertheless, knowledge of the care required by the newborn was lacking in some 
countries, where health personnel needed more training in the subject. 

Professor BORGOÑO said that, although the first month of life was of particular importance, it should 
be seen as part of a continuum starting with conception and maternal health and ending with adolescence. 
Despite the progress that had been made, neonatal mortality rates remained intolerably high; countries must 
make greater efforts to improve the situation. In countries, such as his own, where most infant mortality 
occurred in the first month, there was clearly a need to determine the causes. One problem was that scientific 
and technical progress enabled many infants of low birth weight to survive, whereas the aim should be to 
prevent prematurity. That called not just for appropriate infrastructures, but also for the proper use of human 
and material resources. 

He hoped that the very informative report would be put to good use by countries in vigorously tackling 
the task of reducing neonatal mortality as part of a general commitment to child health and development. 

Dr SIDHOM said that the report inspired both fear and hope - fear because Figure 4 showed that two 
areas of the world together accounted for almost 90% of perinatal mortality, and hope because Figure 3 
showed what could be achieved. 

Of the three principal causes of infant and child mortality, namely diarrhoea, acute respiratory infections 
and perinatal causes, much had been done to eliminate the first two, but the third called for greater efforts. 
Health was not the only factor involved; maternal morbidity - a major cause of perinatal death - had many 
socioeconomic and cultural causes that would have to be tackled. TTiat would require training and education, 
particularly at school, to prepare the ground for acceptance of such measures as premarital medical 
examinations, prenatal care, trained attendance at birth and immunization. Maternal and child care, including 
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prenatal care and family planning, should be integrated into the care provided by health workers in other areas 
so as to give mothers and mothers-to-be every opportunity for contact with trained health workers. 

Dr SARR asked for an explanation of the significance of the association of low birth weight with race in 
Figure 8(a). 

The CHAIRMAN, speaking in his personal capacity, noted that, although a great deal of care and 
attention was being devoted to maternal health, little was being done for the health of the newborn. The 
horrific figure of 4 million deaths in the first month of life out of an estimated world total of 12.9 million 
deaths of children under five years in 1990 should be trumpeted to the world by WHO. Such dramatization of 
events did bring a response and was particularly applicable in the case of neonatal mortality, since strategies to 
reduce it were eminently practicable. 

Neonatal mortality was essentially a problem of the developing world, where 95% of it occurred. One 
cause was poor maternal health; maternal malnutrition and adolescent pregnancy were major causes of low 
birth weight, which in turn was a major cause of neonatal death. In addition, while many low-birth-weight 
infants died in the first month of life, very many more survived with degrees of brain damage resulting in 
mental and motor deficiencies that were carried into adult life. Such victims of the lack of neonatal care were 
common in Africa and Asia. In most cases neonatal death was easily preventable through primary health care; 
the problem should therefore be tackled by the Organization as a matter of urgency. 

Ms BONNER (Medical Women's International Association), speaking at the invitation of the 
CHAIRMAN, noted that, during the Board's discussions, the role of women in health had been emphasized by 
many Board members, and especially by Dr Violaki-Paraskeva, the only woman member, and by the Chairman. 
The role of women was important not only for the health of the women themselves but also for the family and 
thus for humanity as a whole. It was important, therefore, to help women to play that crucial role successfully. 
That was why the Technical Discussions at the forthcoming Health Assembly were to be on women, health and 
development. 

The health of women and children was a priority in the work of the Medical Women's International 
Association (MWIA). At the next MWIA Congress in March 1992 in Guatemala the topic was to be "The 
health of all children". The Association collaborated with other nongovernmental organizations in activities to 
promote the health of children in central and eastern Europe. In addition, MWIA was on the Programme 
Committee of the Joint United Nations/Nongovernmental Organization Group on Women and Development 
and of its Editorial Board for books intended for the advancement of women throughout the world. At the 
previous session of the Board she had informed Members about the work of that unique body and given a list 
of titles of books in preparation. A book on women and health had just been published and was available for 
sale in developed countries and free of charge in the developing world. She thanked WHO, and especially 
Dr Petros-Barvazian and her staff, for their valuable assistance and encouragement in producing that volume, 
and hoped that it would be used by communities all over the world to improve the health and well-being of 
women and children. 

Dr PANDURANGI (Commonwealth Association for Mental Handicap and Developmental Disabilities), 
speaking at the invitation of the CHAIRMAN, explained that the Commonwealth Association for Mental 
Handicap and Developmental Disabilities (CAMHADD) had been established in 1983 with the aim of 
preventing primary and secondary mental handicap in developing countries. According to WHO, mental 
handicap was commoner than any physical handicap, affecting 90-120 million persons. Its prevention was a 
major health problem in developing countries; of 200 known causes of mental handicap, half were preventable. 
Prevention and treatment at an early stage were an alternative to long-term rehabilitation. 

To achieve its goal, CAMHADD had initially entered into an agreement with WHO, which had later 
established collaborative programmes in maternal and child health and mental health. Since 1987, a series of 
meetings had taken place between WHO and CAMHADD, and priority had been given to developing a 
programme on prevention and management of birth asphyxia. In developing countries, about 122 million 
deliveries took place each year, half of them at home. Birth asphyxia was one of the major complications of 
home deliveries; it led to brain damage resulting in mental, neurological and sensory handicaps. Each year, 
nearly 7 million newborns suffered from birth asphyxia and about 1 million babies died owing to lack of skills 
and simple technology in managing that condition; about 1 million developed handicaps. It was the third 
largest cause of death in the under-five-year-old age group and the largest cause of death in newborns. 
Despite that, very little attention was given to birth asphyxia by WHO in its programme on the care of 
newborns, whereas high priority had been given to programmes on diarrhoeal diseases and acute respiratory 
infections. In addition, politicians took little interest in the matter because the burdens of the effects of birth 
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asphyxia fell directly on families. CAMHADD had therefore arranged the first consultative meeting on the 
subject in London in 1988, to which representatives from WHO headquarters, UNDP-IMPACT, experts in 
resuscitation of the newborn and the Director of the Commonwealth Foundation had been invited. 

The meeting had resulted in a strong commitment by the Commonwealth Secretariat and Commonwealth 
health ministries to support and develop a programme for prevention and management of birth asphyxia. 
CAMHADD had arranged a series of training workshops for trainers of traditional birth assistants and nurse-
midwives with financial support from the Commonwealth Foundation, the Commonwealth Secretariat, 
UNICEF and national health ministries, and with technical cooperation from WHO. It had also sponsored a 
workshop at New Delhi in February 1990 on a global strategy for prevention and management of birth 
asphyxia through maternal and newborn care, co-sponsored by WHO and UNICEF and supported by the 
Commonwealth Foundation, the Commonwealth Secretariat, IMPACT, the Kennedy Foundation in 
Washington, the Canadian Public Health Association and SIDA. The workshop had drawn up the Delhi 
Declaration of February 1990 ("Every newborn child has a right to breathe") and had also recommended that 
the development of a programme for prevention and management of birth asphyxia should be integrated with 
the Safe Motherhood Initiative, with the ultimate goal of achieving "a healthy mother with a healthy baby". 

He appealed to WHO to provide a separate budget both at headquarters and in the regions to develop 
the programme, based on simple technology to be used at home and in primary health care, to save millions of 
children from brain damage leading to handicaps. 

Dr BELSEY (Maternal and Child Health and Family Planning), in reply to Dr Sarr's question regarding 
the reference in Figure 8 of document EB89/26 to race difference as a factor in low birth weight, explained 
that the data had been derived from a meta-analysis of 1300 studies on low birth weight. It was a descriptive 
and not a cause-and-effect analysis. There was no clear explanation for the effect, but there were a number of 
hypotheses. One was the strong influence of intergenerational effect: low birth weight and small stature in 
women might contribute to differences in racial patterns. Biological differences in the duration of gestation in 
different ethnic or racial groups was also a possible explanation. In reviewing the analysis of nutrition, the 
issue of calories alone had been considered; subsequently much more information had become available 
indicating that micronutrients might play a critical role in low birth weight as well as in the subsequent pattern 
of perinatal survival risks. Thus there were a number of reasonable hypotheses needing further work: what 
Figure 8 demonstrated was merely association, and not cause and effect. That underlined the point which 
might come up in the discussion on micronutrients. More and more information suggested that maternal 
nutrition, in particular before and shortly after conception, had a major impact on the outcome of pregnancy 
and particularly on the prevalence of low birth weight. That would explain why food supplementation, which 
was usually given in the middle or late stage of pregnancy, had very little effect, whereas continuous food 
supplementation might be very effective. 

Finally, to reply to several speakers who had stressed the issue not just of mortality but of morbidity, 
there was a failure to use existing knowledge and to apply existing technology available at all levels in 
communities, in hospitals and in health centres. He welcomed the call by members of the Board to accelerate 
action. 

The CHAIRMAN asked the Rapporteurs to prepare a draft resolution to be considered by the Board at 
a later stage. 

(For continuation, see summary record of the thirteenth meeting, section 4.) 

Malnutrition and micronutrients: Item 10.2 of the Agenda (Document EB89/27) 

The CHAIRMAN noted that document EB89/27 followed up the work of the conference "Ending hidden 
hunger: a policy conference on micronutrient malnutrition" convened by WHO and UNICEF in Montreal in 
October 1991. 

Dr TIN U commended the excellence of the working paper before the Board. In most developing 
countries vitamin A deficiency, iodine deficiency and iron deficiency were widespread in young children. 
Those deficiencies would be overcome if people were informed of their consequences and if there was the 
political will. He therefore endorsed the national strategies for overcoming those three types of micronutrient 
malnutrition. 

Mrs BEHLEN DEXTER (Food and Agriculture Organization of the United Nations) said that her 
organization supported the broad-based strategies and actions proposed in the document, and particularly 
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welcomed the recognition of the importance of food-based strategies covering several micronutrients. FAO 
also welcomed the recognition that the main constraint might often be lack of funds or scarcity of food. FAO 
had supported the Montreal Conference, and a draft FAO policy statement on nutrient-rich foods as a solution 
to micronutrient deficiencies had been available for comment at it. In addition, FAO was working closely with 
WHO on one of the major themes for the International Conference of Nutrition, that of preventing 
micronutrient deficiencies. 

Dr NAPALKOV (Assistant Director-General) expressed appreciation of the strong moral support given 
to the proposed action for overcoming micronutrient malnutrition. 

The CHAIRMAN asked the Rapporteurs to prepare a draft resolution on the item. 

(For continuation, see summary record of the thirteenth meeting, section 4.) 

4. INFANT AND YOUNG CHILD NUTRITION (PROGRESS AND EVALUATION REPORT； AND 
STATUS OF IMPLEMENTATION OF THE INTERNATIONAL CODE OF MARKETING OF BREAST-
MILK SUBSTITUTES): Item 11 of the Agenda (Resolution WHA33.32; Article 11.7 of the Code; 
Document EB89/28) 

Dr CABA-MARTÍN said that the report (document EB89/28) far surpassed the previous one with which 
the Board had dealt two years before, although problems remained despite the advances in legislation and its 
application in various countries. The nutritional history of the nursing child was valuable because it could be 
used to determine whether slowness of development was organic or psychosocial in origin. The child in its first 
five months of life was the best clinical indicator of a nutritional problem. Young children of low weight might 
be victims of insufficient or incorrect nutrition. Two years previously all Board members had agreed that 
newborn children should be breast-fed. Commercial formulas doubtless provided a good alternative to 
mothers' milk, but only for mothers who could not or should not breast-feed their children. Many countries 
had by now incorporated the International Code of Marketing of Breast-milk Substitutes into their legislation: 
in June 1982, Spain had approved the Code, in which rules for the manufacture, treatment and marketing of 
breast-milk substitutes were laid down. In particular, advertising was expressly prohibited in the labelling of 
products given to nursing infants. The Thirty-fourth World Health Assembly had adopted the Code and all 
countries had been invited to incorporate it into their national legislation; many had done so. The 
Commission of the European Communities had also adopted a Directive inspired by its provisions. There was 
a continuing need for Member States to ensure compliance with the legislation, and not leave the matter to the 
transnational corporations. 

To achieve the objectives proposed in the report, health professionals must be supported by making 
available to them documents and scientific data confirming the superiority of breast-feeding. Assistance also 
had to be given to mothers to make them aware of the advantages of breast-feeding. Although breast-milk 
substitutes might sometimes be necessary, they should not be advertised and should be used only on medical 
grounds or when mothers did not have enough milk. 

Dr VIOLAKI-PARASKEVA asked how many Member States had implemented the International 
Code of Marketing of Breast-milk Substitutes. 

Dr HAN Tieru (adviser to Dr Lu Rushan) noted that Member States were emphasizing the protection of 
such vulnerable social groups as mothers and children in their national health work in an effort to meet 
specific nutritional needs and, in particular, to ensure the proper feeding of infants. To promote breast-
feeding, governments should continue to increase the protection of working women, e.g., by making regulations 
covering maternity leave, free time for breast-feeding, and nursery facilities. Community associations, such as 
women's groups, should be mobilized and encouraged to cooperate in providing day-care, which could help to 
realize breast-feeding potential. Exclusive breast-feeding during the first 4-6 months of life would not only 
satisfy a healthy infant's normal growth needs, but also contribute to child-spacing and the protection of 
women's health. Breast-feeding provided an initial form of immunization, thus preventing major infant and 
child diseases such as diarrhoea, acute respiratory infections and other infections. There were thus good 
scientific reasons for encouraging breast-feeding. 

In recent years, breast-feeding had been declining rapidly in China because of the increasing number of 
women in the work-force, the influence of advertising of breast-milk substitutes, and the notion of social status. 
The Government was taking measures to counteract the trend, such as meetings to advocate breast-feeding, 
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substitutes. Projects were under way with the support of WHO and UNICEF to promote breast-feeding and 
"baby-friendly" hospitals. 

Dr SAVEL'EV (adviser to Dr Kosenko) noted with satisfaction that the report accurately reflected the 
activities that had taken place in the field of infant and young child nutrition, and commended the work of the 
global nutrition task force. Governments were attaching increasing importance to the nutrition of infants and 
young children, and he supported the proposed recommendations contained in the report. 

The CHAIRMAN, speaking in his personal capacity, emphasized the importance of the "baby-friendly" 
hospitals. Manufacturers of infant formulas had undertaken to ensure that they would not be supplied to such 
hospitals if they actively promoted breast-feeding through the "education" of mothers and members of the staff. 

He had learnt recently of a new organization which promoted the sale of baby-feeding material all over 
the world and advertised it in developed countries. The Code clearly condemned the promotion of feeding 
bottles and teats, which were a cause of illness in the unhygienic conditions prevailing in developing countries. 
If such material should not be promoted in developing countries, neither should it be in developed ones. 

Ms PECK (International Organization of Consumers Unions), speaking at the invitation of the 
CHAIRMAN, stressed that breast-feeding was one of the four basic principles of infant care. For over a 
decade IOCU, as a founding member of the International Baby Food Action Network (IBFAN), had 
cooperated with WHO in encouraging breast-feeding, especially in the drafting, implementation and monitoring 
of the International Code, and clearly such encouragement was still urgently needed. 

A number of major areas of concern had emerged since the last progress report and should be dealt with 
in a resolution. Firstly, there was a need for better maternity legislation, and she was pleased that the 
Director-Generars report had emphasized that point. Secondly, the Code was universal and made no 
distinction between developed and developing countries. Thirdly, even where free or low-cost supplies of baby 
food were not permitted, they were still entering hospitals in other ways, e.g., disguised as "samples for 
professional evaluation". The baby-food industry respected the Code only in those countries which had enacted 
legislation or health directives, whereas manufacturers were called upon to abide by its provisions 
independently of government action. Fourthly，the Network was concerned about the many unsuitable 
products being marketed for use in a feeding bottle, particularly in Latin America, Africa and Europe, a 
practice that encouraged mothers to see those products as breast-milk substitutes. Such products should 
therefore be considered to fall within the scope of the Code. Moreover, governments were dilatory in 
implementing measures covering the marketing of feeding-bottles and teats, whose increased promotion was 
having a profound effect on breast-feeding practices. Finally, the Network was concerned that measures to 
boost international trade could undermine the progress made over the past decade in national implementation 
of the Code. Although effective trade agreements were needed, public health interests should not be sacrificed 
in the efforts to secure them. 

The Network welcomed the joint WHO/UNICEF "baby-friendly" hospital initiative, and was involved in 
health-worker training, social mobilization and the preparation of documents. It had translated the 
WHO/UNICEF joint statement "Protecting, promoting and supporting breast-feeding: the special role of 
maternity services" into several languages. 

For over a decade the Network had played an important role in assisting governments in the negotiations 
leading to the adoption of the European Communities Commission Directive on Infant Formulae, and WHO 
had contributed to strengthening the original proposal. She hoped that WHO would continue to collaborate 
with Member States in implementing the Directive and in adopting an export directive. 

Ms EMERLING (International Special Dietary Foods Industries), speaking at the invitation of the 
CHAIRMAN and on behalf of the International Association of Infant Food Manufacturers, said that the 
Association's objectives included a commitment to the promotion of high ethical standards in the marketing of 
infant foods. It therefore encouraged the development of uniform standards on the composition, utilization, 
labelling and packaging of foods for infants and young children. In January 1991 it had strengthened its 
complaints procedure by appointing an independent ombudsman. The terms of reference had been 
communicated to the Director-General and were available to all those interested. In that way, the Association 
sought to fulfil its responsibilities as defined in Articles 11.2 and 11.3 of the International Code. 

The Association had joined with WHO and UNICEF in a collaborative effort aimed at ending donations 
and low-cost supplies of infant formulas to maternity wards and hospitals in developing countries by the end of 
1992, a goal that was to be achieved through legislation, regulations or other government measures. UNICEF, 
WHO and the Association had selected 12 countries for priority action in 1991, and the infant food industry in 
Mexico had signed the first agreement with the national health authorities in October 1991. A similar 
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agreement had recently been signed in Bolivia. The process would now be extended to other countries. The 
Association was convinced that the only way to end free baby-food supplies in developing countries was 
through a joint effort. 

Dr BELSEY (Maternal and Child Health and Family Planning), responding to the comments of Board 
members, stressed the long and close collaboration with UNICEF in the area of infant and young child 
nutrition which involved not only the International Code, but complementary themes such as maternity 
practices and the training of health workers, social support to breast-feeding mothers, maternity legislation, the 
development of appropriate weaning foods, and so forth. The nutrition task force referred to by Dr SaveFev 
was an effective method for the Organization to bring together all the elements of its infant and young child 
feeding activities and to present to Member States a comprehensive programme. Indeed, much progress could 
be attributed to the sharing of activities among the various technical programmes involved. Additional tools 
and methods had been elaborated to assist Member States, and the Organization was working closely with 
UNICEF to collaborate actively on a country-by-country basis in the new "baby-friendly" hospital initiative. 
The initiative had brought to the fore many issues related to breast-feeding and had led to action in countries. 

To reply to the question by Dr Violaki-Paraskeva, the results of a thorough review in 14 Member States 
had demonstrated that the passage of legislation per se was not a measure of action in a country. Some 
countries had passed excellent legislation, yet there were many gaps in action. Others had voluntary 
agreements, and where there were strong consumer groups and an important government contribution, the 
principles and aims of the Code could be brought into effect without any legislation. So there was no precise 
answer to the question, for even when countries had passed legislation they might not have provision for 
enforcement or sanctions, and that had been identified as a weakness in the legislation. The Organization had 
been responding to an increasing number of requests for technical support in putting into effect the principal 
aims of the Code in national legislation, regulations or other directives. In fact, countries had indicated that 
legislation seemed to be the slowest route, whereas regulations or directives might be more effective in the 
short term. 

(For continuation, see summary record of the thirteenth meeting, section 5.) 

The meeting rose at 18h05. 
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Chairman: Professor O. RANSOME-KUTI 

1. GLOBAL STRATEGY FOR THE PREVENTION AND CONTROL OF AIDS: Item 12 of the Agenda 
(Resolutions WHA40.26, WHA41.24 and WHA42.33; Documents EB89/29 and EB89/INF.DOC./2) 

Dr TIN U noted that, as stated in paragraph 28 of document EB89/INF.DOC./2, the risk of becoming 
infected through a single contaminated blood transfusion was over 90%, and transmission through that route 
was responsible for some 3% to 5% of human immunodeficiency virus (HIV) infections in the world as a 
whole. The paragraph went on to mention the cost-effectiveness of interventions in that respect; but it should 
be borne in mind that human lives were at stake, and every possible effort should be made to ensure the 
effective screening of blood, inter alia by the development of cheap and reliable HIV tests. Another route for 
the spread of HIV infection was throu^i prostitution. In Myanmar, young girls traditionally supported their 
families by earning money with their bodies and those working in border areas were bringing HIV infection 
into the country. Attempts were being made to establish other income-generating activities so as to control 
that source of AIDS. 

Dr KIM Won Ho noted that, despite worldwide prevention and control activities, AIDS continued to 
spread. The figures reported in the Director-General’s report (document EB89/29) pointed to the need for 
further intensification of epidemiological surveillance, and he welcomed the proposed activities endorsed by the 
Steering Committee on Epidemiological Research, Surveillance and Forecasting in May 1991. Moreover, in 
view of the high HIV infection rate - 1 per 250 adults globally • contact with HIV-infected persons at medical 
facilities was inevitable, and measures should be taken to prevent transmission of the virus during medical 
interventions and nursing care. HIV transmission was predominantly sexual, so that, although the proper 
utilization of condoms was important, the most effective prevention method was the strengthening of social and 
moral education to prevent unhealthy sexual behaviour, in addition to legal and social measures to control such 
behaviour including prostitution. Resolution WHA41.24 on the avoidance of discrimination should not result 
in decreasing awareness of the danger of the spread of AIDS. The resolution sought to prevent the 
infringement of the human rights of HIV-infected people; it should not be regarded as excluding the necessary 
medical measures and epidemiological surveillance. WHO should prepare guidance and information bulletins 
on how to manage HIV-infected persons from a medical point of view. 

Mr VARDER commended the enormous efforts and wise planning of the Global Programme. He 
particularly welcomed the section in the report (document EB89/29) dealing with avoidance of discrimination 
in relation to people with HIV infection or AIDS and stressed the importance of giving greater weight to 
ethical issues in that respect. In addition to constituting a serious health threat throughout the world, the 
AIDS pandemic in developing countries - in particular in parts of Africa - also constituted a significant obstacle 
to economic growth and gave rise to serious social problems. The disease was still spreading rapidly and no 
cure was in sight; the fundamental question was how to obtain more effective and concerted international 
action. Clearly, an overall approach was necessary, as the pandemic had far-reaching economic, developmental 
and social effects, as well as effects on health. WHO should thus urgently increase cooperation with other 
partners in the United Nations system. Unfortunately, the timing of the external review of the Programme by 
its Management Committee was such that the World Health Assembly would be unable to take action on it in 
1992; perhaps the Director-General could explain how he planned to deal with the outcome of the review, 
both in relation to the Health Assembly and to the General Assembly of the United Nations. The AIDS 
situation in many parts of the world, especially Africa, called for concerted United Nations action. 
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Dr KANYAMUPIRA said that, as shown in document EB89/29, HIV infection and AIDS were serious 
problems throughout the world, especially in Africa where 1 in 40 of the population was now infected with the 
virus. The AIDS pandemic again showed that all nations shared the same destiny, and he was grateful that the 
most affected Member States, including his own, had benefited from the rapid mobilization of human and 
financial resources. He fully supported the global AIDS strategy and hoped that the regionalization 
recommended two years earlier by the Executive Board could be accelerated and that countries in need could 
count on international support from WHO and other donors. The effects of decentralization from 
headquarters to the African Region could already be felt in the daily management of the national AIDS 
programme in Rwanda. The recent evaluation had been positive and had indicated the main medium-term 
orientation of the programme. Care should be taken to maintain close coordination between headquarters, 
regions and Member States during the process of regionalization, in order to avoid situations such as the one 
that had occurred recently in Rwanda, when a WHO proposal to include the country in AIDS vaccine trials 
had been erroneously reported by the media as a firm decision, thus putting the Minister of Health in a 
difficult position. In that context, it would be interesting to learn the current status of vaccine trials, 
particularly regarding the selection of countries or communities to participate in them. 

Dr LU Rushan expressed satisfaction with the global AIDS strategy and the proposals for its future 
orientation. Regionalization would enable activities to be carried out in greater depth and to be more fruitful. 
The prediction in paragraph 9 of document EB89/INF.DOC./2 that by the mid to late 1990s more Asians than 
Africans would be infected each year was a serious warning. In view of the high birth rate in China, WHO and 
UNFPA had suggested that AIDS prevention activities should be incorporated into maternal and child health 
and family planning programmes, a proposal which was being considered seriously. The spread of HIV 
infection through drug injecting was also of concern, particularly in southern China. The Government had 
already taken certain measures, including the establishment of a foundation for the prevention and control of 
AIDS and the organization of a national AIDS surveillance network focusing on target populations. 
Furthermore, a meeting had been held on the avoidance of discrimination in relation to people with HIV 
infection or AIDS, and publicity activities had been undertaken in conjunction with World AIDS Day. WHO 
should seek to unite the activities of all in a multilateral, multisectoral effort to combat the spread of AIDS 
throughout the world. 

Professor BORGOÑO said that every effort should be made to ensure that blood and blood products did 
not present a risk to populations everywhere, bearing in mind that problems with procedures remained. 

In his view, there was no need for the Executive Board to discuss AIDS every six months; there was not 
enough new information to warrant such frequent discussion and the time taken by the Secretariat in 
preparatory work would be better devoted to the Programme itself. An annual or biennial discussion would 
surely be sufficient. 

In Catholic countries, universities and medical faculties as well as the Church had begun to question the 
effectiveness of condoms in preventing the spread of AIDS. Even WHO studies appeared to indicate a lack of 
efficacy. It would be interesting to have up-to-date information on the results of such studies. It would also be 
interesting to have more qualitative information on the regionalization process in Africa, in particular on its 
effect in those countries where it had taken place, rather than simply a list of the countries involved. Further 
clarification was also needed of the results of important studies into human sexual behaviour. More 
information should be made available on perinatal transmission, especially in Africa, in view of the fact that 
risks appeared to differ according to the mechanism of infection. Finally, efforts should be made to prevent 
discrimination against people with HIV infection or AIDS, so as to ensure that human rights were protected 
throughout the world. 

Mr AL-SAKKAF stressed the need to strengthen national health systems based on primary health care 
in order to attain the goals of the global AIDS strategy. All strata of society should be involved: in particular, 
teachers, religious leaders and voluntary agencies should play a greater and more effective role. 

Dr CARVALHO asked for further information on the impact of regionalization in Africa and on the 
situation of countries where activities had not yet been regionalized. 

Dr KOMBA-KONO said that the regionalization of WHO's support to national AIDS programmes, now 
completed in five regions, definitely made for greater interaction at the regional and country levels and 
maximized the effect of prevention and control efforts globally. Several speakers had emphasized the need to 
evaluate the decentralization process. That, however, would be rather difficult at the present stage, and in his 
view the process should continue further before any evaluation was made. 
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In view of the extensive spread of HIV infection and the complicated mode of its transmission in the 
African Region, any delay in implementing control strategies was likely to worsen the already serious situation. 
Sierra Leone, for example, was currently struggling to implement its medium-term plan and would need 
considerable support to make a good start. Since distance was an important limiting factor in effective 
monitoring and supervision, decentralization to the African Region should be completed as soon as possible. 

As far as the development, testing and possible marketing of vaccines was concerned, most countries had 
now realized the significance of trials in that process. If a country permitted trials on its territory, it 
automatically became a partner in the production venture. Given their already shaky economic situation, 
developing countries were now beginning to ask what commercial advantage they would derive from such trials, 
bearing in mind that vaccine testing mi^it have undesirable consequences, placing a burden on their health 
structures. Previous drug trials involving human subjects undertaken without prior planning with the recipients 
had not paid dividends. 

Dr SARR recalled that one month previously Senegal had hosted the VI International Conference on 
AIDS in Africa, which had received wide coverage in the world media. The Conference, held in Dakar, had 
been attended by some 2000 participants, including those responsible for national programmes in Africa and 
eminent scientists working on AIDS. It had provided an opportunity to take stock of the disturbing situation 
in Africa and to disseminate knowledge of the disease and of the prospects of developing an effective vaccine. 
A WHO meeting which had preceded the Conference had also provided an opportunity for national AIDS 
programme managers in Africa to share their experience, and for countries where the AIDS programme had 
already been decentralized to offer advice to others where that had not yet taken place. Certain difficulties 
had been reported, particularly with regard to the availability of tests for HIV. WHO should support efforts to 
develop tests that were quicker to use and less expensive. 

At the Dakar Conference the President of Senegal had appealed for greater human solidarity and for a 
political commitment at the highest level by all States with a view to involving all social strata in the campaign 
against AIDS. He had also invited the developed countries to share the results of research with developing 
countries that had participated in the investigations. 

The internal development of the decentralized programme had been considered satisfactory. 
Nevertheless, decentralization to the country level must be increased and extended to the community level, 
since the only effective way of chai • g people's behaviour was to involve the family unit. 

The relationship between AI and migration had also been much discussed. Senegal still had a low 
rate of seroprevalence, in which HIV-2 predominated. However, infection with HIV-1, often shown to have 
been contracted in Central Africa, was increasing. With the support of the Regional Office for Africa and of 
the Canadian Government, Senegal was in the process of negotiating an AIDS/migration programme for 
implementation in countries with a large enou^i Senegalese community. 

Dr VIOLAKI-PARASKEVA said that the reduction of HIV infection was closely linked with the 
prevention of other sexually transmitted diseases. It should, nevertheless, be borne in mind that HIV infection 
could be transmitted through non-sexual routes. The prevention and control of AIDS attracted resources and 
much public attention, and great importance should continue to be given to the provision of information. She 
requested further information on the recent transfer of the organizational unit for sexually transmitted diseases 
to the Global Programme on AIDS. With regard to information on drug development and vaccine research, in 
many countries particulars of new drugs and vaccines were often available in the press before they were 
received by the services involved, creating many problems. She agreed with Mr Varder and Professor Borgoño 
that more attention should be given to the ethical aspects of AIDS, especially as far as the avoidance of 
discrimination was concerned. 

Dr DAGA, noting the statement in the Executive Summary of document EB89/INF.DOC./2 that AIDS 
was essentially a sexually transmitted disease, said he would like to have a more detailed breakdown of the 
transmission of HIV, in particular comparing the numbers of infections resulting from sexual transmission with 
those resulting from transmission through blood and blood products. The same document referred to the need 
for protective social norms, including mutual fidelity and appropriate condom use, as a component of the 
supportive environment needed for prevention of sexual transmission. Caution should be exercised in making 
recommendations in such sensitive areas, which people were reluctant to discuss frankly, and further social and 
behavioural research was needed. The importance of transmission through blood and blood products appeared 
to have been played down; the large number of patients infected through blood transfusions in France showed 
that it was by no means exceptional. As far as the vicious circle of poverty and AIDS was concerned, he 
agreed that poverty was the cause of a number of problems, especially in Africa, but scientific research was 
needed to back WHO statements in that regard. 
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He had the impression that regionalization in Africa would not be completed in 1992 as hoped 
(paragraph 41 of the Director-General's report), and would welcome further information in that regard. 
Sometimes it was asserted that too much attention was being given to AIDS and not enough to other health 
problems such as malaria. That view, however, seemed to him to be mistaken, since malaria could be 
effectively treated with cWoroquine, whereas for AIDS there was no cure. In any case it was essential to 
develop a vaccine for AIDS and to make it available to African countries at a price they could afford. 
Decentralization was a very serious issue that required careful analysis. It should be extended to the most 
remote villages, with full mobilization of the community. 

In addition, as Professor Borgoño had suggested, further study was required on infringements of the 
human rights of HIV-infected persons and on discrimination against them. 

Dr CAYCEDO BORDA (alternate to Dr González Posso) observed that it would take many years 
before AIDS could be brought under control and eradicated, since an immense campaign had to be waged to 
change people's cultural values and behaviour. WHO would have a difficult task in meeting all the challenges. 
Intensive research would have to be carried out with active community participation. For that, versatile teams 
with members drawn from most of the social sciences would have to be formed, since the problem was not only 
medical but also social in nature. 

Professor GIRARD said that, firstly, while the need to mobilize all groups of society in all countries had 
been recognized and to a great extent achieved, it was a different matter to ensure the most appropriate 
reaction given the seriousness of the situation. Secondly, while it was important to talk of the problem, care 
should be taken not to repeat the same thing too often or it would lose its effect. Thirdly, a balance had to be 
found between public health obligations on the one hand and ethical rules and human rights on the other; 
care must be taken in defining the public health argument. In his country, as in other European countries, 
indicators showed that after a period during which the rate of increase of transmission in homosexuals had 
slowed, it was now rising again. Further, there was a slow but steady growth in heterosexual transmission. 
Although the collection of epidemiological data was not as sophisticated in some countries as in others, there 
were signs that the epidemiological development of the infection had not been as serious as had been feared 
some years ago. At the same time, it must be taken into account that each year a new group of young people 
were becoming at risk and that efforts at prevention must be directed specifically at such groups. 

Efforts in social research could be divided into two categories: research on the infection itself; and 
efforts to support other related programme activities and research, including that on testing vaccines and drugs 
and on its social and psychological acceptability in order to ensure the success of such testing. 

He noted the efforts being made in relation to the budgetary management of the Global Programme, 
which was almost wholly financed by extrabudgetary funds and thus required special care to ensure a coherent 
policy without undue influence from donors. The guidelines established in that respect seemed to go some way 
in that direction. 

In France, the question of transmission through blood products, particularly among haemophiliacs, had 
received considerable attention in 1991 and parliament had enacted legislation to provide compensation to 
persons who had been infected through blood products, which was likely to amount to some two million French 
francs per person. The decision was a major one as it involved considerable sums of money - it having been 
estimated that some 5000 persons were affected - and as it placed the matter of therapeutic risk in a new light. 
A further important point was that a specific right to compensation had been recognized for the infection at a 
time when it was being stressed that there should be no specific distinction made or special measures taken in 
regard to AIDS alone. 

He asked, firstly, whether WHO had up-to-date information on blood donation and the role played by 
blood products in transmitting the infection and whether data were available that would affect the choice 
between free or remunerated blood donation systems. WHO should study that question on a worldwide basis, 
taking into account the ethical and legal implications. Secondly, were there any new elements that might 
change the argument that mandatory screening should not be undertaken? Thirdly, he hoped that information 
would shortly become available concerning transmission of the infection through breast-mük and the degree of 
risk involved. 

Dr SARN (adviser to Dr Mason) remarked that the Global Programme had made remarkable progress 
in mobilizing AIDS prevention and control activities. Moreover, the recent reorganization of headquarters 
activities had shown increasing evidence of collaboration with the regions and other headquarters programmes. 
It was also encouraging to see in the Director-General’s report additional information on behavioural research, 
health promotion, regionalization and evaluation of intervention efforts. 
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It was important to note that the Global Commission on AIDS had endorsed the Global Programme's six 
priorities, and he was pleased to see that the strengthening of national AIDS programmes continued to be 
given high priority. The Secretariat might consider planning future documents around those priority areas. 
The emphasis on AIDS in women and children was also well placed. There appeared to be considerable 
improvement in intervention development and support, with increased emphasis on behavioural research, 
particularly on out-of-school youth and on individuals with high-risk behaviour. 

He requested clarification on the Global Programme's projections and asked whether a way could be 
found of making them more precise and narrowing the gap between their upper and lower limits. There was 
little mention of projections for the Western Pacific Region: were figures included in those for Asia or were 
they simply negligible? He would also appreciate more information on what action the Global Programme was 
proposing in relation to nongovernmental organizations; the AIDS issue was so big that governments alone 
could not deal with it. Finally, despite the attention given to AIDS, there still seemed to be widespread 
misunderstanding, denial and confusion at all levels, internationally and within countries; it was the duty of all 
to join WHO in convincing national and regional leaders to raise the political priority of AIDS control to the 
highest level. 

Dr SIDHOM said that the structural changes to the Global Programme that were outlined in 
paragraph 13 of document EB89/29 represented a logical step for strengthening the Programme. However, 
the transfer to the Programme of the organizational unit concerned with sexually transmitted diseases called 
for the exercise of caution as it might strengthen the current focus on sexual transmission of AIDS to the 
detriment of attention to other means of transmission, particularly nosocomial infection. Health personnel did 
not always pay sufficient attention to sterilization measures and in many cases disposable material was not 
available. 

Referring to paragraph 19, he requested further information on the results of the study on short-term 
travel restrictions, particularly as it was an aspect that currently hampered epidemiological surveillance of the 
disease within and between countries. 

The CHAIRMAN, speaking in his personal capacity, remarked that for developing countries, particularly 
in Africa, the cost of AIDS programmes was enormous, particularly in respect of mobilization and health 
education to induce behaviour change. Some countries found themselves quite unable to satisfy the immense 
demand for condoms that effective educational measures had stimulated. His country had received valuable 
assistance from WHO, USAID and UNFPA in the procurement and supply of condoms and he hoped that 
WHO would also look into ways of ensuring their availability everywhere, including the villages. 

WHO had in recent years shown greater interest in the prevention of AIDS transmitted through blood 
transfusion and had provided assistance in designing national programmes, particularly in respect of voluntary 
blood donation services. As studies in his country had shown that collection of blood from small-time 
operators who sold their blood for quick money was accompanied by a considerable increase in the spread of 
AIDS, efforts were being made to stop the practice. 

Concerning the testing of vaccines, it would be regrettable if developing countries were to gain the 
impression that their populations were being used as guinea-pigs for such purposes. WHO should make every 
effort to prevent that, among other things by establishing internationally agreed criteria for the selection of 
individuals and sites for vaccine testing. There was also a fear in developing countries that when vaccines 
became available the cost would be beyond their means. At the same time, it was important for such countries 
to collaborate towards the development of AIDS vaccines in order to be able to benefit from their use. 

Lastly, referring to paragraph 46 of document EB89/29, he thought that to single out nurses for a 
meeting to review their role was an indication of crisis in the nursing profession. WHO must at some stage 
decide how to tackle the problem of the position of nurses in the health team. 

Dr ARNOLD (International Federation of Pharmaceutical Manufacturers Associations), speaking at the 
invitation of the CHAIRMAN, said that the industry his Federation represented had made, and would 
continue to make, a heavy commitment in the search for and development of drugs and vaccines for the 
treatment and prevention of AIDS. To date, some 81 drugs and 13 vaccines were at various stages of 
development by more than 60 companies. The Federation had welcomed the initiative of WHO in convening a 
meeting in April 1991 to discuss collaboration between the Global Programme on AIDS and industry and the 
subsequent invitation to participate with WHO in two working groups, on the development and supply of drugs 
and of vaccines. The initiative confirmed the Federation's conviction that the industry had a vital part to play 
in solving the AIDS problem. The difficulties of finding effective drugs and vaccines were great and it would 
be several years before an effective preventive vaccine of acceptable quality could be available for widespread 
use, however successful current efforts were. 
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The economics as well as the mechanics of supply in the countries where the scale of the epidemic was 
greatest were going to raise very special problems. Their solution must involve not only the industry but also 
the governments of rich and poor countries, as well as donor agencies and others. It was urgent to discuss 
those issues and make plans before there was intolerable pressure to make separate decisions based on 
expediency rather than equity and forethought. The joint working groups and the planned follow-up of the 
April 1991 meeting provided an effective mechanism for considering the industry component of those plans 
and decisions, and action was already under way in that respect. 

Lastly, the Federation's collaboration with the Global Programme was only one component, albeit an 
important one, in the wide range of collaboration between the industry and WHO. Member associations were 
to date collaborating with some 15 programmes and units under the terms of the 1990 Memorandum of Intent. 
Efforts were being made to mobilize the technical resources and skills of the industry for the benefit of WHO 
and its Member States, and in collaboration with the Global Programme on AIDS, to find mutually acceptable 
solutions to some of the economic issues involved. 

Dr MONEKOSSO (Regional Director for Africa) said that, as the spokesman for his Region, he wished 
to thank the international community for the material, financial，technical and, above all, moral support that it 
had provided and was continuing to provide. The AIDS pandemic presented daily challenges to everyone 
involved: health professionals were challenged to bring more rigour to their delivery of health services; 
governments and WHO were challenged to improve the management of the Global Programme on AIDS. 

With reference to the Chairman's remarks about nursing, the regional nursing task force had met in 
Brazzaville in April 1991 to review the role of nurses within national AIDS programmes. Nursing staff merited 
particular attention because it was they who worked directly with the AIDS-affected population; nurses were 
also participating actively in AIDS control through special programmes for mobilizing women and youth. 

Several questions had been raised with regard to regionalization. As he had stated before, 
regionalization was not an end in itself; what counted was the decentralization of AIDS prevention and control 
activities in Member States towards the communities, a process which naturally implied regionalization. It was 
standard practice in WHO to work towards decentralization and regionalization. Within the African Region, 
the AIDS programmes in 25 countries currently came under the Regional Office and 16 remained to be 
transferred. ТЪе fact that the regionalization process did not yet apply in some countries was recognized as an 
exceptional temporary measure to enable the African countries to assume progressively the enormous 
responsibility involved in combating AIDS‘ 

Independently of the question of regionalization, the Regional Office was assuming the technical 
responsibility for the entire African Region. The Office had begun receiving financial assistance for AIDS 
control in 1986, before the Global Programme had been established, and it had continued to work with 
political leaders to help raise awareness of the gravity of the pandemic. 

The challenges facing the Regional Office in its struggle against AIDS were formidable and for that 
reason he asked, on behalf of all those involved, for patience on the part of those overseeing the operations. 
Assessment visits were always welcome and the Office was fully willing to provide value for money; in return, 
the visits needed to provide precise feedback as rapidly as possible so that those working in the field could 
improve their performance. 

While the Organization had certainly done its best to meet the challenge of the AIDS pandemic, there 
was still room for scientific, technical and epidemiological improvement. Some members of the Board had 
mentioned the need to carry the action to the community level, where AIDS was actually being transmitted. 
The problem was not so much to change the behaviour of the rural populations in Africa as to protect them 
from the risk behaviour of the city dwellers. It was for governments to ensure the implementation and 
follow-up of activities at the community level, not only in the health sector but in all sectors and at all levels. 

The fight against AIDS might have been hindered because the health sector tended at times to 
monopolize prevention and control efforts. While there was no doubt that it had much to offer in terms of 
specialized services, other sectors were quite capable of dealing with aspects such as the mobilization of women 
and youth. The Regional Office had consequently encouraged a multisectoral and multidisciplinary approach 
to AIDS programme activities at the country level. That approach had to be backed up by the coordinated and 
collaborative efforts of all the agencies and organizations within the United Nations system. In that 
connection, meetings in Africa of the regional directors of United Nations agencies had endorsed increased 
interagency cooperation; such cooperation should be carried up to the level of the headquarters of the 
agencies. 

Discussions with regard to the Global Programme on AIDS had in general focused on the administrative 
and financial aspects. He therefore welcomed the interest shown by the Board members in the human side of 
the AIDS picture, which was the aspect most worthy of attention. Noting that the African Region was the 
hardest hit by the pandemic, he called upon the other regions to come to Africa's assistance. 
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Dr PIEL (Legal Counsel), speaking on behalf of the Director-General's Steering Group on 
Regionalization, said that the following functions remained at headquarters, under the Global Programme on 
AIDS: AIDS policy; AIDS research and technical development, including drugs and vaccines; and AIDS 
discrimination and human rights. Regionalization, therefore, referred only to technical cooperation and 
support for national AIDS programmes. In a typical country with a major AIDS programme, there was a team 
leader, a technical officer and certain other staff, who were responsible for providing direct support to the 
national AIDS programme; they were supervised by the WHO representative, backed up by either the 
Regional Office or headquarters. 

A regionalized structure for operational programmes was the norm in WHO. The Global Programme on 
AIDS had at the outset been built up very rapidly at the central level; however, it was no exception to the 
norm and was being regionalized throughout the world. In the case of Africa, the process had gone more 
slowly because of the magnitude of the problem, the number of countries concerned, the general lack of 
resources and the need to strengthen capacities. 

It was important to find the right balance between the need to regionalize Global Programme activities 
rapidly and the need for careful control. To that end, and at the request of the Director-General, the Steering 
Group had been overseeing for the past two years the rate of hand-over and the extent to which the criteria 
for regionalization had been met. In addition, it had carried out reviews to ensure correct performance in 
countries under conditions of regionalization. An interim review had been carried out in February and March 
1991 at headquarters, in the Regional Office for Africa and in six countries in the Region, with the 
participation of experts from Barbados, Denmark and France. While acknowledging a number of serious 
problems in Africa, the review had concluded that the quality of Global Programme support to African 
countries had generally been good and that, to date, regionalization had not substantially changed the rate of 
delivery. The review had found no evidence of the misuse of Global Programme resources. The Regional 
Office did need strengthening to be able to take on its additional workload; in addition, the Executive Board 
had insisted that the criteria for regionalization should be strictly followed. However, it was premature to 
measure effectiveness; thus he was not able to respond fully at that point to Professor Borgoño's question 
about quality. 

An external review carried out in 1991, under the auspices of the Global Programme's Management 
Committee had covered four regional offices and nine countries. The final report raised serious questions 
regarding the general institutional and management structure, rather than being directed specifically at the 
Global Programme or the African Region. The Steering Group on Regionalization was concerned about those 
questions. At its meeting in November 1991，the Management Committee had expressed concern about the 
apparent inconsistencies between the findings of the interim review and the external review. In the opinion of 
the Steering Group, the two reviews had been examining different aspects: the interim review had studied 
operations within the Programme, while the external review had looked at general organizational and structural 
issues from an external comparison perspective. The Management Committee had sought confirmation that 
value-for-money considerations were being taken into account in resource allocation and, specifically, that those 
considerations applied when it was decided to change mechanisms for supporting national programmes, 
including regionalization. The Management Committee had established an ad hoc working group to study 
some of those wider issues. 

In the African Region, 25 countries had been regionalized and seven others were under consideration for 
the future. Choices would be made in consultation with the countries, the Regional Director and the Director 
of the Global Programme, with the final decision to be taken by the Director-General. 

The situation of the Regional Office was cause for concern because of the additional workload with 
which it had to contend. The Office's highly experienced senior technical officer had been transferred to 
another region. While efforts had been made to select appropriate staff, it could not yet be said the technical 
posts were filled by experienced staff on a permanent basis. Manpower had been strengthened in the areas of 
budget and finance, personnel and supply services. A new computer installation was on schedule. There were 
still and would continue to be communication problems throughout Africa; a telephone cable installation 
between the city of Brazzaville and the Regional Office had been held up for logistical reasons, beyond the 
Organization's control. In general, some of the critical criteria for transfer to the next group of countries had 
not yet been met. 

In view of the questions raised by the Global Programme's Management Committee concerning delivery 
of technical and administrative support at the country level and in the light of the need for strict compliance 
with the criteria for regionalization, the Steering Group felt that additional country reviews needed to be 
carried out in 1992, possibly under the auspices of WHO's Office of Audit and Administrative Management, 
which had agreed to take on that task if necessary and had suggested that such country reviews could include 
elements of value-for-money audit. 
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The Steering Group had been considering certain basic management and structural problems. The 
Global Programme intended to carry out an internal review of management structure and delegation of 
authority and to propose a redistribution between headquarters and the regions of certain functions. 

He assured the Board that the Global Programme would continue to work towards regionalization and 
that the hand-overs would take place when the criteria had been met; it would undertake further audit reviews 
in three or more countries before June 1992. 

It was true that AIDS was a political and socioeconomic issue and involved all sectors. However, it was 
up to the ministries of health and to WHO to take a leadership role in AIDS prevention. He was sure that 
WHO's Global Programme on AIDS would ensure value for money. 

Dr MERSON (Global Programme on AIDS) thanked Board members for their observations and 
suggestions, which would be taken fully into account in the Programme's future work. 

Questions had been raised about the modes of HIV transmission. Globally, some 3% to 5% of all 
infections in adults were transmitted through blood, all the remainder being transmitted through sexual 
intercourse. HIV infection and AIDS was therefore regarded as primarily a sexually transmitted disease, 
which, like other sexually transmitted diseases (for example, syphilis and hepatitis B), could be transmitted 
through other routes, including the perinatal route. 

Many countries were concerned about their blood supply. The Director-General had therefore set up the 
Global Blood Safety Initiative, which was concerned with the safety of blood everywhere in relation to all 
diseases. Blood safety involved the selection of appropriate donors, blood screening and the appropriate use of 
blood. The Initiative was to provide guidance to countries in that complex area. ТЪе Global Programme was 
also carrying out activities in that field, dealing in particular with the supply of reliable kits for the screening of 
donated blood, as well as for voluntary testing, surveillance and research purposes. 

In an effort to lower the costs of tests, it was attempting to develop simpler procedures as well as cost-
effective strategies for testing and screening. It had currently put out to international tender the purchase of 
simple tests and "Western blots", which would decrease the price of the tests that WHO provided to countries. 
It was also attempting to determine whether more use could be made of simple and rapid tests for detection of 
HIV and diagnosis of AIDS, without use of the Western blot, the most expensive of all the tests. 

A meeting had been held in 1991 to consider the problem of parenteral transmission and to provide 
recommendations on preventing HIV transmission in the health-care setting. Global Programme experts had 
concluded that parenteral transmission was an extremely rare event, occurring primarily between patients, 
through contaminated instruments, rather than from patient to doctor or vice versa, and that the best way of 
preventing transmission in the health care setting was through the application of "universal precautions", which 
would also prevent hepatitis. 

Recognizing the increasing importance of AIDS as an economic and social problem, the Global 
Programme had endeavoured during the past year to involve the major partners in the United Nations system 
in AIDS activities. It believed that AIDS should be a priority for all and that any efforts in the field must be 
carefully coordinated. In that connection, the Management Committee had carried out an external review of 
the Global Programme on AIDS, the final report of which would be issued in June 1992, after which the 
Management Committee would forward its recommendations to the Director-General, who would then decide 
on further action to be taken. When considering an Executive Summary of the report at its meeting in 
November 1991, the Management Committee had established a working group of nine of its members to look 
into the question of cooperation among United Nations agencies and between them and bilateral agencies and 
nongovernmental organizations. The group would be meeting over the next six months and would report its 
findings to the Management Committee in June 1992. WHO, as the lead agency in the fight against AIDS, 
was deeply concerned about coordination of efforts. It saw its role as one of ensuring that the necessary work 
was carried out, not of trying to do it all itself. The strengths of its partners, especially at country level, must 
be exploited. 

Research on vaccines and drugs was seen as one of the Programme's top priorities. It had steering 
committees on vaccine development and on drug development made up of experts of international standing; 
the committees provided guidance and reviewed proposals for funding. The Programme worked with CIOMS 
in the improvement and revision of ethical guidelines, shortly to be made available to countries, for biomedical 
and epidemiological research. It was also working with industry to anticipate needs for access to new vaccines 
and new drugs. Drugs, and vaccines in particular, would normally be tested in animals and in developed 
countries before being tested in developing countries: no one would be used as a guinea pig. Availability of a 
safe vaccine would benefit everyone, but especially the developing countries, where the vast majority of HIV 
infections would occur as the current decade advanced. Because of the great variability in strains of HIV, it 
was important to ensure that, to the extent possible, vaccines tested in the developing world were made from 
isolates that would be effective there. 
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The need for community involvement in vaccine testing was well established. The Programme was aware 
of the problems encountered in Rwanda, which had resulted from a breakdown in communication, and was 
sending a team to work closely with the Government in planning future efforts. Following assessment visits to 
14 countries, the vaccine development steering committee had selected Rwanda, along with Brazil, Thailand 
and Uganda, for the initial epidemiological and laboratory strengthening of sites for vaccine trials. While it 
was not known when vaccines would become available, it was important to invest in advance in such efforts so 
that the trials could be undertaken as soon as they did. 

A number of Board members had raised questions about decentralization. The Programme was working 
closely with the regional offices to ensure optimum effectiveness in all areas. It reported annually to the 
Board, the Health Assembly, the Programme's Management Committee and the United Nations: those 
arrangements helped the Programme meet the needs of those who provided it with funds and guidance. 

There were many elements of safe sex, but correct use of high-quality and properly stored condoms was 
more than 95% effective in preventing the spread of HIV infection. Success stories reported in Africa, for 
example with social marketing of condoms in Zaire, and in a number of Latin American countries, showed that 
behavioural changes, including increases in condom use, could be achieved with time and an awareness of the 
sensitivities of local populations. The importance of working with youth to ensure they were aware of the 
threat of AIDS before they became sexually active had also been clearly demonstrated. As for perinatal 
infection, the best way of preventing HIV transmission to a child was to prevent HIV infection in the mother. 
Hence, again, the importance of stopping sexual transmission of HIV. 

Many Board members had expressed concern about discrimination. It continued to occur, especially in 
newly-infected areas, and was sometimes exacerbated because HIV infection and AIDS were fatal, sexually 
transmitted and often appeared initially in stigmatized groups. Discrimination was manifested in job 
recruitment, travel, housing, mandatory testing and, most recently, athletic competitions like the Olympic 
Games. Human rights legislation showed the way for the Programme's efforts in the fight against 
discrimination. Measures that protected the human rights of individuals protected those of the community as 
well. There was no public health rationale for discrimination. The Programme was committed to pursuing its 
efforts in global advocacy, country workshops and the issuance of guidelines, but it was ultimately up to each 
country to recognize the problem and take the necessary steps. 

Concerning the Programme's interaction with programmes on sexually transmitted diseases, the 
organizational unit for sexually transmitted diseases had been transferred to the Global Programme on AIDS 
in July 1991. The reason for the merger was that HIV and sexually transmitted disease prevention measures 
were similar and that AIDS control programmes could be monitored by looking at the prevalence of other 
sexually transmitted diseases. Moreover, individuals with these diseases were at greater risk for HIV infection 
and transmission: control of other such diseases, especially genital ulcer, was thus extremely important for 
prevention of the spread of HTV. After the attachment to it of the organizational unit, the Programme was 
endeavouring to make use of existing resources to further control and research. The unit was small, however, 
and had at its disposal only a limited amount of budgetary and extrabudgetary resources. It was hoped that 
additional resources could be raised, especially since support had now to be provided to more countries than 
ever before. 

As for projections, making them was difficult, and making them too precise was dangerous, especially 
when, as in the case of the Global Programme on AIDS, they covered five- and ten-year periods. Information 
was received from many countries and was incorporated into a data base; estimates were made for individual 
countries, and trends were studied. Efforts were made to be conservative in the estimates; giving a range had 
been found more accurate than giving a precise number. The suggestion that the range could perhaps be 
narrowed would be given due consideration in future. The figures for the Western Pacific Region were 
incorporated with those for the South-East Asia Region under the heading of "Asia" in the Programme's 
projections. 

The Programme had not changed its position on mandatory testing: it could not recommend it in any 
setting whatsoever. In countries where zidovudine and other antiretroviral drugs were available, it could be 
argued that early detection of HIV could result in longer life or symptom-free periods. However, those 
advantages must be weighed against the stigma of testing HIV positive. The individual was best qualified to 
weigh those advantages and disadvantages and to decide whether testing was called for. Consequently, strictly 
voluntary, confidential testing was more appropriate than mandatory testing as a means of helping potentially 
infected individuals to seek treatment. 

The policy statement on HIV transmission through breast milk had been updated in September 1991: 
WHO continued to promote breast-feeding. Due consideration was being given to emerging data, however, 
and in consultation with the Division of Family Health, the Global Programme was convening a meeting of 
experts in 1992 at which all the available information would be examined. 
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The Programme was working with many nongovernmental organizations and providing direct support to 
over 40 of them. It had been resolved that a target figure of 15% of the resources received from WHO and 
other outside sources should be provided by countries to nongovernmental organizations for the services they 
were able to perform in various areas. 

The fact that some countries refused to admit travellers, even for short periods, unless they declared 
their HIV status was of great concern to WHO. The Director-General had undertaken a study in which 
information on laws and practices on short-term travel in all countries was being collected, with a view to the 
issuance of a report and policy recommendations. A consultation on the subject held in December 1991 had 
helped to advance the work. The report and recommendations were expected to be available by the end of 
1992. 

Condom availability was an increasing problem, but one that attested to the success of national AIDS 
programmes. In Africa alone, the number of condoms had increased fivefold in the past three years. The 
Programme had set up a working group of the major United Nations and bilateral agencies involved in condom 
supply, with the purpose of meeting the needs in the years ahead. It was working closely, in particular, with 
the United Nations Population Fund. 

In conclusion, he pledged the Global Programme's continuing action in the fight against AIDS. The 
1980s had been called the decade of HTV, but the 1990s would be the decade of AIDS, with a great increase in 
the number of cases and in their social and economic consequences. 

Dr DAGA asked for more specific answers to his questions as to whether there was indeed a 
scientifically demonstrated vicious circle of poverty-AIDS and whether the decentralization decided upon was 
actually occurring. 

Dr VIOLAKI-PARASKEVA, referring to her earlier remarks, asked about the possibility of screening by 
WHO of new drugs with a view to providing recommendations to countries before the media alerted public 
opinion. 

Dr MERSON (Global Programme on AIDS) said that the vicious circle of AIDS and poverty would 
become especially apparent in the 1990s. The effect of AIDS on poverty would be seen in an increase in the 
number of orphans to 10 million, an increase in adult mortality and a dearth of adult workers in the industrial 
and agricultural sectors. Poverty, in turn, contributed to AIDS: when spouses were separated by migration in 
search of work, the likelihood of casual sex was increased. Many impoverished women engaged in casual sex 
in order to earn money. WHO was looking into the relationship between AIDS and economic development as 
part of the Director-General's efforts to make the Organization more responsive in that general area. 

On media coverage of AIDS treatment, he said there was no way to screen the media. WHO was often 
asked to comment on media stories before it was in possession of the relevant data. Its public information 
office was being strengthened, and efforts were being made to acquire information rapidly and make it as 
widely available as possible. But the problem would remain, especially as there were now some 150 drugs and 
vaccines being developed and industry had already invested between five and six thousand million United 
States dollars in the effort. 

Dr KOISTINEN (Global Blood Safety Initiative) said that although blood transfusion was the commonest 
form of tissue transplantation now being performed, it still carried numerous risks to the patient. Those 
included reactions due to blood-group incompatibility and transmission of infections such as hepatitis, syphilis, 
HIV, malaria and Chagas disease. An even greater problem for the developing countries was lack of blood. 
Although only 3% to 5% of HIV transmission occurred through blood transfusion in the world as a whole, in 
many developing countries the figure was as high as 10%. Transmission through contaminated blood was 
increasing in some countries. 

In 1988, the Global Programme on AIDS had launched the Global Blood Safety Initiative as a 
collaborative endeavour with the Health Laboratory Technology and Blood Safety unit and a number of 
international organizations. The Initiative was supported by governments and nongovernmental organizations. 
The objective was to ensure adequate and safe blood supplies that were accessible to all and were 
appropriately used. That objective could only be achieved through well-organized, integrated blood transfusion 
services strengthened by a sustained, cooperative, world-wide effort. 

One of the Initiative's main activities was recruitment and retention of safe blood donors. In that 
context, and with regard to Professor Girard's question on voluntary and other systems of blood donation, he 
said that WHO was unaware of any comprehensive review of the issue, but had collected information on 
infectious agents in different blood donor populations which raised the issue of paid and non-paid blood 
donation. People in need of money donated blood to acquire it. In the industrialized world, drug abusers and 
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others with infectious diseases that could be transmitted by blood might donate blood in return for payment. 
In the developing countries the common practice of family blood donations, often paid, might also bring in 
infected blood. 

Though many measures were taken in the production of blood components to prevent viruses or other 
infectious agents from reaching the final product, the more infectious agents there were in the donor 
population the greater the risk of contamination. WHO, in conjunction with other international organizations, 
was carefully monitoring national and international developments in that area and awaited with interest the 
outcome of studies being undertaken in France. 

The Global Blood Safety Initiative promoted the appropriate use of blood and blood products. 
Promotion of the use of crystalloids and colloids instead of blood was important. The Initiative would work in 
collaboration with the Division of Drug Management and Policies to encourage such use. 

Important factors for achieving the goals of the Initiative were: recognition and support by governments 
of blood transfusion service systems as independent entities in health care, covering blood donation and 
collection, preparation of blood products and training in the appropriate use of blood; the development of 
national transmisión policies and organization plans; and the provision of well trained, professional 
management. The projected budget for the coming biennium for the effective functioning of the Initiative was 
approximately US$ 9 million. As resources from the Global Programme were diminishing, the Initiative 
(GBSI) should have independent and increased funding in order to meet all requests, as was pointed out in the 
paper "GBSI - its present status and needs", which had been prepared at the end of 1991 to describe the 
resources required. 

The CHAIRMAN requested the Rapporteurs to prepare a draft resolution for consideration by the 
Board. 

(For continuation, see summary record of the fifteenth meeting, section 4.) 

2. REPORTS OF THE COMMITTEE ON DRUG POUCIES: Item 13 of the Agenda. 

Essential drugs: Item 13.1 of the Agenda (Resolution WHA43.20; Document EB89/INF.DOC./3) 

Safety and efficacy of pharmaceutical products: Item 13.2 of the Agenda (Resolutions WHA41.16, 
WHA41.17 and WHA41.18; Document EB89/INF.DOC./4) 

Dr SARN (Rapporteur, Committee on Drug Policies) said that at two full meetings on 17 and 18 
January the Committee had carefully examined a progress report by the Director-General on the Action 
Programme on Essential Drugs (document EB89/INF.DOC./3) and a further report on the implementation of 
WHO's revised drugs strategy (document EB89/INF.DOC./4). It was clear from those excellent documents 
that progress in both areas had been commendable, especially in terms of increased safety and efficacy of 
drugs and of requirements for their registration, the provision of relevant information through WHO 
publications, and the observance of the WHO Certification Scheme and ethical criteria. At country level, the 
essential drugs list had been adopted by a total of over 100 countries; 64 Member States had essential drugs 
programmes in operation, and 28 were preparing to introduce such programmes in part. Meanwhile, however, 
population growth and worsening economic problems continued to deprive many patients of the drugs they 
needed. The Committee recommended that the reports should be forwarded to the Forty-fifth World Health 
Assembly. 

The Committee would formally submit three draft resolutions and a draft decision on its discussions to 
the Board at the lat ter�next meeting. In one of them it was recommended that the Council for International 
Organizations of Medical Sciences (CIOMS), whose lortg-standing association with WHO the Committee had 
extensively reviewed, should be entrusted by the Board with the task of promoting the principles embodied in 
WHO's ethical criteria for medicinal drug promotion. Detailed information on WHO's relations with CIOMS 
could be obtained on request from the WHO Secretariat. 

The Committee had also discussed the need to clarify its role in advising the Board on WHO's drug 
policies, and would be making recommendations on its own terms of reference. 

With regard to the organization and functions of the Division of Drug Management and Policies, 
Dr Hu Ching-Li, Assistant Director-General, had stressed the particular importance of the Action 
Programme's cooperation in providing essential drugs at reasonable cost in view of the worsening economic 
situation in the developing world and the need to ensure the safety and efficacy of drugs and blood products 
and to provide quality assurance. Dr Hu had described the progress made by WHO in global advocacy and 
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coordination of related measures in policy formulation and in fund-raising, as well as in preparing programmes 
in countries, including training, and in producing guidelines on traditional medicine and acupuncture. The cost 
of drugs was a major concern, and WHO would continue to strive to meet the challenge of cooperation in 
providing drugs at reasonable cost in the light of comprehensive post-marketing assessment. 

The Director-General had addressed the Committee at length in response to its request for further 
details on a number of policy and management issues, stressing the importance of the integrated programme of 
WHO. He had described WHO's action in assisting countries to establish drug policies and programmes and 
improving the availability of safe and effective drugs at reasonable prices. He had explained that for 
unforeseen reasons changes in management had had to be made in order to strengthen it, including more 
direct supervision of policy and operational matters by the Assistant Director-General. The Director-General 
had indicated that the staff were providing excellent support under the current arrangements, and that he 
welcomed the advice and guidance of the Executive Board and the Programme's Management Advisory 
Committee. 

In the limited time available, it had not been possible for the Committee on Drug Policies to complete its 
review of all aspects in order to reach a consensus on those important matters. Three major concepts had, 
however, been thoroughly canvassed: first, that the Action Programme, in order to attract support at country 
level, should be independent of the Division, and that an appropriate recommendation should be made to the 
Director-General; second, that if essential drugs were to be provided successfully, a more comprehensive 
programme within the present structure was required, with a focus on better management; third, that the 
ultimate organizational structure must be decided by the Director-General, and that the Committee's advice 
should be limited to broader policy matters. 

The Committee wished the Board to be informed of those conclusions and suggested that it should 
request the Director-General to confirm the plans he had outlined to the Committee concerning the 
management of the programme, including the Action Programme on Essential Drugs, to ensure optimal 
functioning, performance and budgetary support. 

The CHAIRMAN indicated that the Committee had recommended that documents EB89/INF.DOC./3 
and EB89/INF.DOC./4 should be forwarded to the Forty-fifth World Health Assembly. 

Dr CABA-MARTÍN drew attention to a number of key elements mentioned in the documents, namely 
that 50% to 60% of the world population did not have regular access to essential drugs; that by the end of 
1991 over 100 countries had drawn up lists of essential drugs, more than 64 Member States had operational 
essential drugs programmes, 28 were preparing essential drugs programmes, and at least 69 had formulated 
national drug policies; that the current socioeconomic situation of the developing countries made the 
programme more necessary than ever because of the high cost of pharmaceuticals and dependence on 
international markets; and that the need for hard currency added to the enormous external debts of those 
countries. Equity, as an objective of the health-for-all strategy, could not be achieved unless essential drugs 
were made accessible to the 50% of humanity without access to them. Essential drugs should be one of the 
basic elements of primary health care - which was in line with the general trends of the new health paradigm -
and the Programme should strengthen the quality standards for both production and registration. 

The Action Programme on Essential Drugs should be implemented through special programmes geared 
to the needs of each country. If such an approach was adopted, the Programme might retain its operational 
capacity, and it might therefore be desirable for it to come under the authority of the Director-General. If the 
Programme was operational and efficient it would attract extrabudgetary funding, but it must be highly 
transparent so that the recipient country could see clearly what the contribution of essential drugs would be. 

Professor BORGOÑO recalled that, since the Action Programme on Essential Drugs had begun, it had 
received great support in developing countries as a means of facilitating the primary health care strategy. 
There was a pressing need for essential drugs in the many countries that did not benefit from the Programme, 
but the present funds of slightly more than US$ 20 million per annum were insufficient, the shortfall being 
about US$ 9 million. Some thought should be given to why donors were not more enthusiastic. It was 
important to refine the system of monitoring the quality of drugs channelled through the Programme to the 
various countries. 

He had some reservations about the new structures described in the report on the Action Programme 
(EB89/INF.DOC./З); a rapid evaluation should be carried out to see whether they were proving satisfactory. 
It had already been suggested to the Director-General that the Programme should be separated from the 
Division of Drug Management and Policies, and placed under the control of Dr Hu. He also hoped that the 
temporary transfer of some of the objectives of the Programme would be as short as possible. The Board 
might reflect on those aspects and advise the Director-General accordingly. 
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Professor JABLENSKY, observing that there were few other areas in which the dual role of WHO -
namely advocacy and technical support to countries - was so visible as in action concerning drugs, outlined 
some of the achievements of the Action Programme and the revised drug strategy: increased coverage, with 60 
national situation analyses and more countries developing national drug policies and essential drug lists; 
important contributions to international drug regulation, registration and monitoring methodology; improved 
links with industry (World Federation of Proprietary Medicine Manufacturers) and the activities of the WHO 
International Drug Monitoring Programme; new technology and instruments, such as the draft guidelines for 
good laboratory and clinical practices and the model prescribing information series; and the computer 
software package referred to in paragraph 9.1 of EB89/INF.DOC./4. 

The global situation, however, remained far from satisfactory. As the gaps in economic and health status 
between the developed and the least developed countries increased, the number of developing countries where 
economic constraints restricted access to essential drugs was becoming unacceptably high and having an impact 
on morbidity and mortality. Progress in the transfer of pharmaceutical technology had fallen short of 
expectations. The virtual collapse of drug manufacture in the countries of the former USSR had relegated 
those countries, as far as the availability and accessibility of essential drugs were concerned, to a status not far 
different from that of the least developed countries. The response of the pharmaceutical industry to the need 
for drugs for tropical and parasitic diseases had been unenthusiastic. 

TTie points requiring clarification included the prospects for a major role for WHO through technical 
cooperation among developing countries in local production of essential drugs and transfer of technology; 
WHO's strategy for protecting patents and trademarks; the development of a proactive WHO strategy for new 
biotechnological products including vaccines; and future long-term prospects of interaction between WHO, the 
European Community and GATT. 

Dr DAGA stressed how indispensable drugs were in developing countries as components of primary 
health care. In Niger, a list of essential drugs had been drawn up in 1991 and the Office of Pharmaceutical 
and Chemical Products given the monopoly of drug imports. However, despite assistance from other countries 
and from the European Community, the Office had been unable to carry out its task effectively. Bilateral 
cooperation and assistance from WHO could help to remedy that situation and also to create an appropriate 
regulatory framework. WHO had a major role to play in drug regulation internationally, as did the Regional 
Office for Africa at the regional level. 

He shared other speakers’ views concerning the importance of drug quality. A number of quality-control 
laboratories had been set up in Africa, having been selected by WHO for that purpose, but the results obtained 
were not satisfactory. He doubted whether those laboratories could, in fact, play a role in the control of drug 
quality. 

Dr PAZ ZAMORA welcomed the progress made by the Action Programme, as well as its support for 
national policies, as reflected in its budget, some 70% of which was allocated to direct country support. 

Other important points described in the Committee's report included the setting up of a system for the 
rational use of drugs and action to ensure the quality of drugs, which would also be covered by national 
programmes, thus creating a kind of dual safety system. His country's own essential drugs programme had 
been fully supported by the Action Programme; without that support, neither the national programme nor the 
primary health care strategy would have been possible. 

He agreed with previous speakers that the Action Programme should be strengthened and made into a 
separate programme after what he hoped would be as short a period of restructuring as possible. 

Mr VARDER, stressing the importance of both the revised drug strategy and the Action Programme on 
Essential Drugs, was concerned at the shortfall in the funding for the present biennium and the fact that new 
donors were not emerging. In view of the serious management problems within the Division of Drug 
Management and Policies, which had created an obstacle to progress in that area, the Director-General had 
asked for the advice of the Executive Board and the Management Advisory Committee before coming to a 
final decision. 

It was important that WHO's leadership in the field of essential drugs should be re-established and that 
WHO should develop an operational framework for cooperation in that field, comprising governments, other 
organizations in the United Nations system and nongovernmental organizations. He was sure that, if the 
Director-General solved the internal problems, the donors would return and confidence in WHO's leadership 
would be restored. 

Dr SARR said that drugs were a visible basic component of primary health care. The Bamako Initiative 
had proved that, in Africa, ensuring drug supplies gave new life to health structures and restored confidence in 
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them on the part of both providers and receivers of care. In Senegal, in the implementation of the Bamako 
Initiative, a start had been made by drawing up lists of essential drugs based on health workers' experience of 
the diseases prevalent in the community, after which prescribers had been trained in the rational use of drugs 
and, most recently, in efficient drug management. Senegal was deeply grateful to Switzerland for the assistance 
that had made implementation of the strategy possible. 

However, in developing countries like Senegal, which were dependent on imports, lack of funds and 
especially of hard currency made ensuring a regular supply of essential drugs a major problem; the same was 
true of quality control, since no single country could afford a quality-control laboratory. Two areas which 
would benefit from the reassertion of WHO's leadership role were therefore improvements in drug supply, and 
assistance to countries in setting up subregional quality-control laboratories, whose operational costs could be 
shared among a number of countries. 

In many countries, employees and public servants did not have to pay their own health costs, while those 
on the lowest incomes, such as small farmers and the unemployed, had to meet the high cost of drugs out of 
their own pockets. Some way would have to be found to spread the burden of drug costs more evenly. 

As a member of the Committee on Drug Policies, he endorsed Dr Sarn’s statement. However, in view of 
the management problems at headquarters, restructuring appeared urgent if countries were not to suffer. 

Dr KOSENKO noted that a number of problems existed and further efforts were needed. Cooperation 
between WHO and national bodies on the quality control, production, distribution and rational use of drugs 
should be strengthened. Many countries encountered difficulties in having nationals trained in drug 
production, quality control and safety, and distribution. Reliable data were needed on the efficacy and 
tolerability of essential drugs. The Organization was already providing some information in a number of areas 
and should be encouraged to do more. The investigation of and exchange of information on major side-effects 
or complications associated with drugs, and especially essential drugs, were particularly important. 

TTie proposed reorganization of the Programme was a matter for the Director-General and did not call 
for any interference by the Board. 

Professor GRILLO endorsed the views expressed by Professor Borgoño, Dr Paz Zamora and 
Professor Jablensky. He was sure that the Director-General would give priority to making the appropriate 
changes as rapidly as possible so that the desired results could be achieved without delay. 

Dr CAYCEDO BORDA (alternate to Dr González Posso) endorsed the views expressed by 
Dr Caba-Martín, Professor Borgoño and Dr Paz Zamora. He was greatly concerned at the difficulties being 
encountered by the Programme, since essential drugs made medical care accessible even in remote areas. It 
was his earnest hope that the Programme would achieve autonomy, and be able to extend its activities to areas 
where work still remained to be done. 

Would it not have been possible for the report of the Committee on Drug Policies to be submitted to the 
Board in writing before the discussion? 

Dr VIOLAKI-PARASKEVA said that drugs remained the main component of primary health care, yet 
well over half the population of the developing countries still lacked regular access to those most needed. If 
countries improved the way they handled their drug budgets they could ensure that consumers and providers 
had reasonable access to appropriate drugs. Strengthening the capabilities of national personnel also played an 
important role, as did the establishment of effective national quality-assurance systems. 

Dr SARN (Rapporteur, Committee on Drug Policies), replying to Mr Caycedo Borda, said that it was 
not normal practice for a body such as the Committee on Drug Policies to produce a written report. However, 
the Committee had discussed its findings on several occasions and had also been informed that a written draft 
of the Rapporteur's comments could be obtained from Dr Hu. 

Dr HU Ching-Li (Assistant Director-General) confirmed that a text of the Committee's findings was 
available to Board members. Note had been taken of all the constructive comments made by the Board. The 
Director-General had already expressed his readiness to act on the Board's suggestions for remedying the 
management and structural problems affecting the Action Programme on Essential Drugs. 

Dr DUNNE (Division of Drug Management and Policies), replying to Professor Jablensky, said that the 
transfer of technology was a very broad field, with many agencies involved. However, manufacturing 
technology was not the only concern; the transfer of control technology and the training of staff in drug 
regulatory authorities were also essential and an area in which WHO had been particularly active. Blueprints 
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had been provided for small control laboratories and the concept of regional control laboratories promoted. 
The existing subregional control laboratories in Africa should provide a model for others. 

Professor Jablensky had also raised the question of patents and trademarks. That was an area of 
considerable complexity, in which WHO was not specifically involved, entering the field only where there was a 
need to make new drugs still under patent available as essential drugs. 

To respond to a further question from Professor Jablensky, initiatives had been taken to define good 
laboratory and clinical practices, through the expert committees on pharmaceuticals and biologicals, in terms 
that could be accepted on a global basis. WHO had also worked in conjunction with GATT, which had 
accepted within the context of the export of potentially dangerous products that the WHO Certification 
Scheme provided an adequate safeguard. Indeed, it was regarded as a model of its kind. 

Dr ANTEZANA (Division of Drug Management and Policies), responding to Dr Violaki-Paraskeva's 
comment that half the world still had no access to essential drugs, said that 65% of the Action Programme on 
Essential Drugs was devoted to direct country support, of which 38% went to the African Region, 15% to the 
Americas, 22% to the Eastern Mediterranean, 22% to South-East Asia and 5% to the Western Pacific. In 
terms of technical activity, 29% was spent on management and on promotion of the concept of essential drugs, 
29% on rational use of essential drugs, 26% on supply and logistics, and 16% on quality assurance. Board 
members had shown great interest in the transfer of technology for the production of essential drugs, which 
was also a main concern of the Action Programme. In that area it carried out technical and economic 
feasibility studies to assist decision-making in Member States. 

Technical cooperation among developing countries was an area that the Action Programme was 
supporting in order to promote activities such as regional control laboratories, of which there were several in 
Africa, the Caribbean and the ASEAN countries. 

In central and eastern Europe, the Action Programme had conducted two studies on the drug supply 
situation, which, as noted by Professor Jablensky, was coming to resemble that in the developing world, and it 
was therefore well placed to cooperate with the countries concerned. 

The DIRECTOR-GENERAL said that the current structure of the Division of Drug Management and 
Policies had been established on the basis of WHO's revised drug strategy and of the human resources 
available. Recently a management conflict had developed with some implications for the operation of the 
programme. As a result there had been a purely temporary administrative reassignment of some staff. After 
the Board's session he would follow the counsel of the majority of Board members to take rapid action on 
structural change. It was expected that more resources would become available for the use of the Programme. 

In view of the Board's concern in regard to quality assurance of essential drugs, he would invite the 
Management Advisory Committee of the Action Programme on Essential Drugs to consider that issue and its 
different ramifications. An important concurrent question would be how to ensure coordination of all aspects 
of the Programme should two different structural entities be established, and also WHO's international 
leadership role in the field. Health issues were becoming more and more prominent in international politics, 
and because of that it was being proposed to the Secretary-General of the United Nations that a 
"brainstorming" session on the critical relationship between ill-health and socioeconomic development should 
be held during the meeting of the United Nations Administrative Committee on Coordination to be hosted by 
WHO in AprU 1992. 

The meeting rose at 13h35. 
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Chairman: Professor 〇.RANSOME-KUTI 

1. REPORTS OF THE COMMITTEE ON DRUG POLICIES: Item 13 of the Agenda (continued) 

Essential drugs: Item 13.1 of the Agenda (Resolution WHA43.20; Document EB89/INF.DOC./3) 
(continued) 

Safety and efficacy of pharmaceutical products: Item 13.2 of the Agenda (Resolutions WHA41.16, 
WHA41.17and WHA41.18; Document EB89/INF.DOC./4) (continued) 

The CHAIRMAN drew attention to the first of the three draft resolutions proposed by the Committee 
on Drug Policies, as mentioned by the Committee's Rapporteur at the eleventh meeting. It read as follows: 

The Executive Board, 
Having considered the report of its Committee on Drug Policies on the use of the WHO ethical 

criteria for medicinal drug promotion, 

1. THANKS the Committee and the Director-General for the report; 

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

The Forty-fifth World Health Assembly, 
Recalling resolutions WHA41.17 and WHA43.20; 
Having considered the report on the use of the WHO ethical criteria for medicinal drug 

promotion; 
Accepting that progress has been made in the ethical aspects of medicinal drug advertising 

through the use of the concepts embodied in the WHO ethical criteria; 
Noting that many drug regulatory authorities do not have the administrative resources to 

regulate drug advertising; 
Mindful that a high level of compliance and self-regulation by the pharmaceutical industry is 

necessary; 
Aware that further involvement of government agencies including drug regulatory authorities, 

as well as pharmaceutical manufacturers, distributors and 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 can promote the implementation of the principles embodied in the WHO ethical criteria 
on medicinal drug promotion， 

REQUESTS the Director-General: 

(1) to suggest to the Council for International Organizations of Medical Sciences (CIOMS) 
that it convene a meeting of interested parties to discuss possible approaches to further 
advancing the principles embodied in WHO's ethical criteria for medicinal drug promotion; 
(2) to consider other approaches to improve the implementation of WHO's ethical criteria 
for medicinal drug promotion; 

• 128 • 
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(3) to report on action taken in accordance with this resolution and on the outcome of the 
CIOMS meeting and other initiatives to the next meeting of the Committee on Drug Policies 
of the Executive Board. 

Dr BANKOWSKI (Council for International Organizations of Medical Sciences), speaking at the 
invitation of the CHAIRMAN, briefly reviewed the activities of CIOMS in the field of medicinal drugs. For 
ten years the Council had been trying to facilitate collaboration between national drug regulatory authorities 
and pharmaceutical companies, particularly research-based companies. Together with those two groups, the 
Council had produced a new system for reporting adverse drug reactions and periodic safety-updates on drugs, 
intended especially to help countries that did not have sufficiently strong regulatory authorities to obtain 
information on the safety of the drugs marketed. The fact that it had been possible for the two parties to work 
together, with CIOMS as the focal point, was a noteworthy achievement. 

CIOMS was willing to collaborate in organizing the meeting mentioned in the operative paragraph of the 
draft resolution, though the task would not be easy, since the interests of the different parties involved were 
often diametrically opposed. Nevertheless, CIOMS would do its best and he thought that the dialogue would 
lead to concrete results soon. However, in order for the Council to succeed, it had to be assured of the full 
collaboration of WHO, of the International Federation of Pharmaceutical Manufacturers Associations, and of 
other nongovernmental organizations concerned with medicinal drugs that were in official relations with WHO. 
Funding would probably not be a serious problem because interest in the subject was so great. 

Dr ARNOLD (International Federation of Pharmaceutical Manufacturers Associations), speaking at the 
invitation of the CHAIRMAN, said that his Federation fully agreed that the definition，implementation, 
assurance and surveillance of drug quality standards was one of the cornerstones on which rational drug use 
must be based. It fully supported the further development of the WHO Certification Scheme. Many 
references had been made by Board members to the need for effective national and regional quality control 
laboratories. While that was an urgent priority, of even greater importance was the need to ensure that no 
pharmaceutical products were allowed on the market or procured for the public sector unless an effective 
national regulatory authority was satisfied that good manufacturing practices had been used in their 
production. That would go far towards assuring the quality of all products on the market, while quality-control 
measures would establish the quality of only a very small sample. IFPMA fully supported the work of WHO in 
drawing up revised guidelines for good manufacturing practices and promoting the establishment and 
strengthening of national regulatory authorities in the poorer countries. To that end, it would like to see the 
Division of Drug Management and Policies provided with additional resources. 

The elaboration of the Model List of Essential Drugs and of the Model Prescribing Information series 
had been carried out on a thoroughly scientific and pragmatic basis, leading to useful outcomes. IFPMA 
continued to give priority to the training scheme in quality control, operated jointly with WHO, that was 
mentioned in section 14 of the report on the implementation of WHO's revised drug strategy (document 
EB89/INF.DOC./4). In 1991 it had welcomed the opportunity for more extensive discussion with participants 
in the Sixth International Conference of Drug Regulatory Authorities in Ottawa and the participation of WHO 
in the first International Conference on Harmonization of Technical Requirements for the Registration of 
Pharmaceuticals for Human Use, held in Brussels. 

With regard to WHO ethical criteria for medicinal drug promotion, IFPMA had noted with satisfaction 
that the draft resolution on the subject recognized that progress had been made in the area of medicinal drug 
advertising. It believed that much of that progress could be attributed to the continuing emphasis on the 
operation of the IFPMA Code of Pharmaceutical Marketing Practices. IFPMA continued to stress the Code's 
importance to the industry, and there was much evidence that in recent years companies had taken great pains 
to introduce mechanisms in their promotional practices to avoid breaches of the Code. Finally, he assured the 
Board that IFPMA would be pleased to participate in the proposed CIOMS meeting mentioned in the draft 
resolution. 

Ms MORSINK (International Organization of Consumers Unions), speaking at the invitation of the 
CHAIRMAN, said that the principles of primary health care placed consumers in a central position, 
emphasizing equity, social justice, empowerment, prevention, and education, as well as appropriate curative 
care. Primary health care provided a strategy for developing health care suitable for the needs of all people 
and continued to furnish a model of fundamental importance to world consumers. 

The provision and appropriate use of essential drugs was one of the key components of primary health 
care. IOCU shared with Health Action International the following aims: to further the safe, economic and 
rational use of pharmaceuticals everywhere; to promote the full implementation of WHO's revised drug 
strategy; and to look for "non-drug" solutions to the major world health problems created by unclean water, 
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poor sanitation and inadequate nutrition. Consumer responsibilities in that area had been clearly defined at 
the conclusion of the Conference of Experts on the Rational Use of Drugs, held at Nairobi in 1985. They 
were: to seek to improve the relevance and quality of information to the public, to share responsibility with 
governments and nongovernmental organizations for the education of consumers on drug matters, to maintain 
vigilance and demand compliance with established criteria for drug promotion, drawing the attention of the 
health authorities to suspected infringements, and to support essential drug programmes. Consumers had 
taken up those challenges and would continue to work to achieve a more rational use of drugs. 

Work to promote the rational use of drugs had become an important part of the Action Programme on 
Essential Drugs, and interesting activities had been carried out in the fields of prescriber training and 
consumer education. Nevertheless, the Director-General，s progress report (EB89/INF.DOC./3) painted a 
sombre picture of a deteriorating world situation, in which poorly coordinated policies and strategies, 
inefficient procurement, uneven distribution, inadequate quality assurance, unaffordable prices, and improper 
drug utilization were often more the rule than the exception. That situation was of great concern to consumer 
organizations. In order to respond to it, it would be necessary to strengthen WHO's mandate in that area. 

The WHO ethical criteria for medicinal drug promotion were of particular interest to consumers, who 
played a major role in monitoring industry's promotion of pharmaceuticals. According to the report on the 
implementation of WHO's revised drug strategy (document EB89/INF.DOC./4), three areas had been 
identified by consumers as targets for urgent action, namely, more objective information on the rational use of 
drugs, more direct access by consumers to such information，and stricter controls on promotion. The evidence 
available to consumer organizations gave little reason to believe that the extent to which the ethical criteria 
had been implemented had contributed to a more rational use of drugs. WHO had an important role to play 
in defining international standards and in promoting their adoption. If the ethical criteria were to be a useful 
guideline for governments, it was important that they should be regularly reviewed and that their impact should 
be monitored by WHO itself. Consumers would like to know whether there had been any inquiry into the 
extent to which the ethical criteria had been implemented. If there had，it would be useful to include such 
information in the report. 

Consumer organizations had a mandate to work in that area within the framework of the revised drug 
strategy and they expected to be consulted and involved in the implementation and review of the ethical 
criteria. IOCU had always been prepared to cooperate with WHO on those issues and on others of 
importance to consumers. Document EB89/INF.DOC./4 contained a report on the WHO Certification 
Scheme, which was valuable for countries that had a regulatory authority able to use it. In many developing 
countries, however, there was no effective national regulatory authority; consumers were thus not afforded 
protection by the scheme. Greater efforts should therefore be made to strengthen and promote small national 
regulatory authorities. Furthermore, added responsibility was placed on exporting countries to ensure that the 
goods they exported were safe and of guaranteed quality. 

Finally, there was no mention in the report of the commitment made in the revised drug strategy to 
involve consumers in an expert committee to discuss consumer information. That was an important area of 
work, and essential drug policies would ultimately fail if they did not have the support and trust of consumers. 

Dr VIOLAKI-PARASKEVA, noting that the draft resolution before the Board did not call for any action 
by Member States, proposed that the final preambular paragraph be transformed into an operative paragraph, 
reading: 

1. URGES Member States to involve government agencies including drug regulatory authorities, as 
well as pharmaceutical manufacturers, distributors and 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, and the professional and general 
media (including publishers and editors of medical journals and related publications), in the 
implementation of the principles embodied in the WHO ethical criteria on medicinal drug promotion; 

The existing operative paragraph would be numbered 2 in consequence. 

Dr LAVADENZ MANTILLA (alternate to Dr Paz Zamora), after suggesting an editorial improvement 
to the Spanish text, proposed that in operative paragraph 2 the words "and mechanisms in the Member States" 
be included after the words "other approaches". 



SUMMARY RECORDS: ELEVENTH MEETING 131 

The draft resolution, as amended by Dr Violaki-Paraskeva and Dr Lavadenz Mantilla, was adopted.1 

Dr NOVELLO (adviser to Dr Mason) asked how long it would take for the report requested in 
operative paragraph 2(3) of the resolution to be submitted. 

Dr HU Ching-Li (Assistant Director-General) replied that the Secretariat would do its best to provide a 
report as soon as possible. 

The CHAIRMAN drew attention to the second draft resolution, on the WHO Certification Scheme, 
which read as follows: 

The Executive Board, 
Having considered the report of its Committee on Drug Policies on the implementation of WHO，s 

revised drug strategy, and in particular the proposed guidelines on the WHO Certification Scheme on the 
Quality of Pharmaceutical Products moving in International Commerce, 

1. THANKS the Committee and the Director-General for the report; 

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

The Forty-fifth World Health Assembly, 
Taking note of previous resolutions on WHO，s Certification Scheme on the Quality of 

Pharmaceutical Products moving in International Commerce, and particularly resolution 
WHA41.16, which refers to the export, import and smuggling of falsely labelled, spurious, 
counterfeited or substandard pharmaceutical preparations; 

Having reviewed the report on the implementation of WHO，s revised drug strategy, and in 
particular the proposed guidelines on the implementation of the Certification Scheme; 

Aware of the need for prospective importing countries to obtain explicit assurances regarding 
the quality of products not registered in the country of provenance; 

Believing that the adoption of the proposed guidelines will contribute to deterrence of the 
export, import and smuggling of falsely labelled，spurious, counterfeited or substandard 
pharmaceutical preparations; 

Recognizing that a comprehensive system of quality assurance including the WHO 
Certification Scheme must be founded on a reliable national system of licensing, independent 
analysis of the finished product and independent inspection to verify that all manufacturing 
operations are carried out in conformity with accepted norms，referred to as "good manufacturing 
practices", 

1. ENDORSES the guidelines for implementation of the WHO Certification Scheme, which will 
be evaluated and revised, as necessary, in consultation with the Committee on Drug Policies of the 
Executive Board; 

2. URGES Member States to implement these guidelines, and to issue certificates within five 
years in a form to be agreed in the light of experience gained in preliminary field testing. 

The resolution was adopted.2 

The CHAIRMAN then drew attention to the third draft resolution, on the Action Programme on 
Essential Drugs, which read as follows: 

The Executive Board, 
Having reviewed the progress report by the Director-General on the WHO Action Programme on 

Essential Drugs submitted to the Committee on Drug Policies; 

1 Resolution EB89.R2. 
2 Resolution EB89.R3. 
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Noting the accelerated pace of activities during the 1990-1991 biennium and the strengthening of 
the Programme's collaboration with Member States through intensified country support in accordance 
with resolution WHA43.20, 

1. THANKS the Committee and the Director-General for the report; 

2. ENDORSES the report of the Committee; 

3. RECOMMENDS to the Forty-fifth World Health Assembly the adoption of the following 
resolution: 

The Forty-fifth World Health Assembly, 
Recalling previous resolutions of the World Health Assembly (resolutions WHA37.32, 

WHA37.27, WHA39.27, WHA41.16, WHA41.17 and WHA41.18 and in particular resolution 
WHA43.20), in which the Director-General was requested to strengthen his support for the 
promotion of the essential drugs concept, to ensure that adequate human and financial resources 
are provided for the WHO Action Programme on Essential Drugs, and to seek extrabudgetary 
resources in addition to those in the regular budget; 

Having reviewed the report on the Action Programme; 
Satisfied with the Programme's accelerated activities and strengthened collaboration with 

Member States through intensified support to countries; 
Noting with satisfaction that Member States，development agencies, and a number of other 

parties are increasingly responding to the challenge of making essential drugs of good quality 
available to those who need them; 

Recognizing nevertheless that well over half the population of developing countries still lacks 
regular access to the most needed essential drugs and that socioeconomic decline in the developing 
world has made progress difficult, 

1. ENDORSES the report of the Director-General on the WHO Action Programme on 
Essential Drugs in the light of the discussion in the Executive Board; 

2. URGES Member States: 

(1) to increase significantly their efforts to demonstrate the required political will and make 
optimal use of the momentum gained in implementing national drug policies and essential 
drugs programmes consistent with WHO's revised drug strategy; 
(2) to utilize global and local experience in strengthening national drug infrastructure with 
a view to ensuring, where appropriate，the regular supply and rational use of a selected 
number of safe and effective drugs and vaccines of acceptable quality, at the lowest possible 
cost, based on the concept of the WHO Model List of Essential Drugs; 
(3) to sustain the development of national capability to implement drug policies and 
programmes through the intensification of training and education of professional personnel 
and the public; 
(4) to strengthen cooperation among themselves for the implementation of the WHO 
Action Programme; 

3. URGES the development agencies and other collaborating organizations to increase their 
efforts and contributions through continued support for the Programme; 

4. REQUESTS the Executive Board: 

(1) to continue to review closely the progress achieved within the Action Programme as a 
central component of WHO's revised drug strategy; 
(2) to report periodically to the World Health Assembly on the above; 

5. REQUESTS the Director-General: 

(1) to intensify WHO's direct support to countries in implementing national drug policies 
and essential drugs programmes in conformity with the mandate of the Action Programme; 
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(2) to ensure that adequate human resources are provided to implement the Programme 
and to find financial resources from regular and extrabudgetary sources; 
(3) to report periodically to the Executive Board on progress achieved and problems 
encountered. 

The resolution was adopted.1 

The CHAIRMAN drew attention to the following draft text for a decision on the status and terms of 
reference of the Committee on Drug Policies, proposed by its Chairman: 

The Committee, as established by the Executive Board at its sixty-first session, has a dual role: 
- t o report to the Executive Board on certain policy issues in the field of drug policies; and 
- t o advise the Director-General on technical aspects of drug strategy. 
Thus the following terms of reference of the Committee will apply: 

(1) The Committee will report to the Executive Board on its review of progress in implementing the 
revised drug strategy, especially as it relates to the policies of the Organization; 
(2) The Committee will consider the problems encountered in implementing the revised drug strategy 
and propose solutions; 
(3) The Committee, in its review of progress and other reports on drug policies submitted by the 
Director-General, will advise him on the operational and technical aspects of the implementation of the 
revised drug strategy; 
(4) The Committee can be convened by the Chairman of the Board, the Chairman of the Committee 
or the Secretary of the Committee and will meet as often as necessary. 

Professor BORGOÑO said that it was not clear to him whether paragraph (3) concerned all the relevant 
programmes. The arrangements proposed in paragraph (4), under which the Committee could be convened by 
the Chairman of the Board, the Chairman of the Committee, or the Secretary of the Committee with no clear 
periodicity seemed quite exceptional, and would be difficult for him to accept. He considered that 
arrangements for convening meetings should be the same for all committees. 

Dr HU Ching-Li (Assistant Director-General) explained that in paragraph (3) the words "in its review of 
progress and other reports on drug policies" included the WHO revised drug strategy and the Action 
Programme on Essential Drugs. With regard to the arrangements for convening the Committee, he pointed 
out that the Committee had originally been established by the Board as an ad hoc committee. Later, as 
recommended by the Committee to the eighty-fourth session of the Board, the words ad hoc had been deleted, 
since the Committee met almost every year. The Committee had therefore considered that the arrangements 
should be left flexible, and the proposed wording reflected its historical practice. 

Dr PIEL (Legal Counsel) said that it was in the power of the Board to decide on the frequency of the 
meetings of each of its committees or working groups. A uniform rule did not exist, although it might be the 
wish of the Board to have greater uniformity. 

Professor BORGOÑO said that he was concerned not so much with the frequency of meetings as the 
manner of convening them, which should be the responsibility of the Chairman of the Board. In general, all 
committees should be convened on a similar basis. 

He proposed that paragraph (4) of the draft decision should read: T h e Committee shall be convened by 
the Chairman of the Board". 

Dr NOVELLO (adviser to Dr Mason) suggested that, in order to make provision for emergencies, any 
person designated by the Chairman of the Board might also convene a meeting of the Committee. 

The DEPUTY DIRECTOR-GENERAL suggested that paragraph (4) should be worded to the effect 
that the Committee could be convened as necessary by the Director-General in consultation with the Chairman 
of the Board and the Chairman of the Committee. Such a provision would cover the Committee's dual 
function of reporting to the Board and advising the Director-General. 

1 Resolution EB89.R6. 



134 EXECUTIVE BOARD, EIGHTY-NINTH SESSION 

Mr VARDER endorsed the comments of the previous speaker. In addition, it was important to state 
that the responsibility for the Action Programme on Essential Drugs lay with the Director-General and the 

Professor BORGOÑO agreed with the suggestion of the Deputy Director-General. Concerning 
Dr Novello，s remark, he thou^it that with the current excellent communication system there should be no 
problem in convening the Committee at short notice. 

Decision: The Executive Board, having noted that the Committee on Drug Policies, established as an 
Ad Hoc Committee at the sixty-first session of the Board, has a dual role - namely, to report to the 
Executive Board on certain policy issues in the field of drug policies, and to advise the Director-General 
on technical aspects of drug strategy - approved the following terms of reference for the Committee: 
1. The Committee on Drug Policies will report to the Executive Board on its review of progress in 
implementing the revised drug strategy, especially as it relates to the policies of the Organization; 
2. The Committee will consider the problems encountered in implementing the revised drug strategy 
and propose solutions; 
3. The Committee, in its review of progress and other reports on drug policies submitted by the 
Director-General, will advise him on the operational and technical aspects of the implementation of the 
revised drug strategy; 
4. Meetings of the Committee will be convened as necessary by the Director-General in consultation 
with the Chairman of the Board and the Chairman of the Committee.1 

2. ACTION IN RESPECT OF INTERNATIONAL CONVENTIONS O N NARCOTIC A N D 
PSYCHOTROPIC SUBSTANCES: Item 14 of the Agenda (Document EB89/31) 

The CHAIRMAN drew attention to paragraph 9 of document EB89/31, in which the Board was asked to 
consider whether annual reporting by the Director-General on WHO's activities in respect of the international 
conventions on narcotic drugs and psychotropic substances, in accordance with resolution EB69.R9, was still 
required. 

Dr SAVEL'EV (adviser to Dr Kosenko) said that the Organization had done much to implement the 
conventions and suggested that the Director-General should in the future report on the matter only when it 
was considered necessary rather than annually. 

Dr NOVELLO (adviser to Dr Mason) agreed that there was no need for interim reports. 

Decision: The Executive Board, having examined the report by the Director-General on the activities of 
WHO in respect of International Conventions on Narcotic Drugs and Psychotropic Substances, noted 
that as a result of the initial phase of accelerated review, the task of reviewing psychoactive substances 
was again being performed by the Expert Committee on Drug Dependence. The Executive Board 
decided, therefore, that the annual reporting by the Director-General on WHO's activities in respect of 
the Single Convention on Narcotic Drugs, 1961, as amended by the 1972 Protocol, and the Convention 
on Psychotropic Substances, 1971, in accordance with resolution EB69.R9, might be discontinued, since 
the reports of the Expert Committee were reviewed by the Board in accordance with established 
practice.2 

3. REPORT O N APPOINTMENTS T O EXPERT ADVISORY PANELS A N D COMMITTEES: Item 15 of 
the Agenda (Documents EB89/19 and EB89/30) 

The CHAIRMAN drew attention to the report by the Director-General on appointments to expert 
advisory panels and committees (document EB89/30). 

1 Decision EB89(6). 
2 Decision EB89(7). 
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The Board noted the Director-Generars report on appointments to expert advisory panels and 
committees. 

The CHAIRMAN drew attention to the fact that, as stated in paragraph 48 of document EB89/19, the 
Advisory Committee on Health Research had suggested the possibility of extending the period of appointment 
to expert advisory panels from one year to up to four years. 

Professor BORGOÑO agreed that experts should be appointed for a period longer than one year • 
perhaps for three. 

Decision: The Executive Board decided to recommend to the World Health Assembly that the 
Regulations for Expert Advisory Panels and Committees should be modified in order to allow 
appointments to be renewed for periods of up to four years, instead of on a yearly basis.1 

4. REPORT ON MEETINGS OF EXPERT COMMITTEES AND STUDY GROUPS: Item 16 of the 
Agenda (Document EB89/32) 

Control of Chagas disease. Report of a WHO Expert Committee ( W H O Technical Report Series, 
No. 811) 

Professor BORGOÑO said that the report would prove particularly useful in view of the extent of 
Chagas disease in the Americas and of the efforts being made to eradicate it, pursuant to resolutions adopted 
in the Region. At the same time, he pointed out that the Expert Committee concerned had met some two 
years previously; while aware of the time required for translation and processing, he none the less urged the 
Secretariat to make every effort to have such reports made available more promptly. 

Dr LAVADENZ MANTILLA (alternate to Dr Paz Zamora) said that the report accurately reflected the 
tragic situation in respect of Chagas disease, with 18 million persons infected and 90 million at risk. Special 
measures had had to be taken in his country, where the blood transfusion services had found 60% of blood 
donors to be seropositive for the disease, and strong recommendations had been adopted by health ministers 
of the countries of the Southern Cone. Of particular importance were the recommendations concerning 
national programmes and intersectoral measures, particularly as the disease was linked to low standards of 
living. Special emphasis must be given to the need to increase the political authority of the health sector so 
that it could coordinate efforts with other sectors to improve the quality of life in general and of housing in 
particular. Reference should also be made to the importance of studies on such aspects as the congenital 
transmission of the disease and transmission through breast milk. He urged that case studies should be 
undertaken, particularly in countries which had specific programmes to combat the disease. 

Professor GRILLO said that control of Chagas disease was within sight in his country; in 1981-1985 the 
rate of infection in the population had varied between 1 and 0% and the rate of infection of vectors by 
Trypanosoma cruzi had been 4.8-12.4%. In commending the report, he also expressed support for operative 
paragraph 4(b) of resolution XVI of the XXIII Pan American Sanitary Conference (September 1990), 
paragraph 2(b)(i) of resolution VI of the РАНО Executive Committee (June 1991), and paragraph 3 of 
resolution 04/3/CS of the July 1991 meeting in Brasilia of the ministers of health of Argentina, Bolivia, Brazil, 
Chile, Paraguay and Uruguay. 

Dr MONCAYO (Trypanosomiasis and Leishmaniasis Control) said, concerning case studies in countries 
affected by Chagas disease, that the Organization had been very active in that area and was sponsoring six 
projects to evaluate the new vector control tools - insecticidal paints and fumigant canisters - and their costs in 
Argentina, Bolivia, Chile, Honduras, Paraguay and Uruguay. They were being conducted according to a 
standard protocol that permitted evaluation of the cost and impact of the measures taken. The relevant 
РАНО resolutions and decisions were very encouraging; they demonstrated the importance of the disease in 
the Region and the political will of governments to eliminate it in the 1990s. 

1 Decision EB89(8). 
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Dr JARDEL (Assistant Director-General), in reply to Professor Borgoño, explained that the manuscript 
of the report had taken eight months to prepare because of its difficult and detailed nature, only reaching the 
Office of Publications in June 1990. The report had actually been published in August 1991 and therefore had 
had to await the present session of the Board for consideration. 

Dr NOVELLO (adviser to Dr Mason) said that the report was excellent but that for preventive purposes 
there should be more screening of blood for Chagas disease in countries where there were a great number of 
immunocompromised patients. Although the Centers for Disease Control in the United States of America did 
not consider that screening should be mandatory for blood products, individual scientists felt that some 
screening was necessary where Chagas disease patients were coming into the country, and there was 
collaboration with Argentina to coordinate such screening. Her remarks were simply intended to bring about 
awareness of the problem, in the light of the fact that there were immunocompromised patients in all 
countries. 

Dr GUERRA DE MACEDO (Regional Director for the Americas) said that the topic was of great 
concern in the Americas. Following the adoption of resolution XVI by the XXIII Pan American Sanitary 
Conference in 1990, representatives of the worst-affected countries of the Southern Cone had met in Brazil 
and agreed to attempt not to eradicate the disease but to halt its transmission by the main vector, Triatoma 
infestons, and throu^i insects and blood transfusions - the two principal modes of infection. It had been 
decided that, since the problem was common to all the countries, a joint effort should be made; accordingly an 
inter-country commission had been set up, with РАНО acting as its permanent secretariat. Two meetings had 
been held; one in Chile to review the situation and strategies and another in Uruguay to review programmes. 
National plans to eliminate the disease, for the two above-mentioned modes of transmission, were almost 
completely prepared, and funding had been assured for the two worst-affected countries, to enable activities to 
be carried out. 

Safe use of pesticides. WHO Expert Committee on Vector Biology and Control: fourteenth report 
( W H O Technical Report Series, No. 813) 

Dr NOVELLO (adviser to Dr Mason) stressed that hazardous pesticides should be used only by very 
well-trained people: a solution to one problem should not create another. In addition, developing countries 
should be fully informed on how to carry out the epidemiological assessment of pesticides they used. 

Dr PLESTINA (International Programme on Chemical Safety) said that the question of training had 
preoccupied the Expert Committee and its predecessors since the first meeting in 1949. Efforts were being 
made, in conjunction with FAO, to provide training to ensure respect of the International Code of Conduct on 
the Distribution and Use of Pesticides. Concerning epidemiological assessment and the monitoring of 
exposure in developing countries, unfortunately there were few pesticides for which monitoring could be 
carried out successfully. An attempt was being made to treat all pesticides as potentially dangerous, while 
avoiding a situation where people did not discriminate between the more toxic and less toxic pesticides. 

Management of patients with sexually transmitted diseases. Report of a WHO Study Group 
( W H O Technical Report Series, No. 810) 

Dr NOVELLO (adviser to Dr Mason) said that the report was excellent, as it placed the follow-up of 
sexually transmitted diseases at the primary health care level, therefore concentrating on prevention as a key to 
attaining better health in the future. 

Decision: The Executive Board considered and took note of the Director-General's report on the 
meetings of the following expert committees and study group: WHO Expert Committee on 
Control of Chagas Disease; WHO Expert Committee on Vector Biology and Control, fourteenth 
report (Safe use of pesticides); and WHO Study Group on Management of Patients with Sexually 
Transmitted Diseases. It thanked the experts who had taken part in meetings, and requested the 
Director-General to follow up their recommendations, as appropriate, in the implementation of the 
Organization's programmes, bearing in mind the discussion in the Board.1 

1 Decision EB89(5). 
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5. PAYMENT OF ASSESSED CONTRIBUTIONS: Item 19 of the Agenda 

Status of collection of assessed contributions and status of advances to the Working Capital Fund: 
Item 19.1 of the Agenda (Document EB89/331) 

Mr AITKEN (Assistant Director-General) said that the situation with respect to receipt of contributions 
had been somewhat worse in 1991 than in 1990. Only 82% of the total payments due had been received, about 
2.5% less than in 1990; 90 Members had paid in full, 22 in part and 50 not at all. The total owing for 1991 
had been US$ 55.7 million at the end of the year. An interesting feature had been the pattern of payment: by 
the end of April 1991, half of the total had been received - the best ever by that date in WHO's history - but 
then the flow of payments had declined. 

For the biennium 1990-1991 as a whole, unpaid assessed contributions had totalled some US$ 65 million. 
As a result, although the final accounting figures were not yet available, it had been necessary to withdraw the 
balance available in the Working Capital Fund and, as authorized by Financial Regulations 5.1 and 6.3, to 
borrow funds from internal resources, in an amount exceeding US$ 50 million, to cover expenditure for that 
biennium. 

As for 1992-1993, in view of recent international developments to which reference had been made on 
several occasions during the present session of the Board, it was more difficult than ever before to predict the 
timing of receipt of contributions. As matters stood, it appeared necessary to adopt certain preventive 
measures straight away at the start of the biennium. Those measures, which involved the Director-General,s 
withholding 10% of budget allocations until the contribution situation became clear, were intended to avoid 
cash flow difficulties later in the year if the worst fears about contributions were realized. Under the 
circumstances, each Member State should do everything possible to ensure the timely payment of contributions 
in order to avert a financial crisis and a reduction in programme delivery. If sufficient contributions were not 
received, consideration might have to be given to a substantial increase in the level of the Working Capital 
Fund which, as indicated in Figure 2 of document EB89/33, no longer bore an appropriate relationship to the 
level of the regular budget. 

The contribution status of each Member State as at 31 December 1991 was given in Annex 1 to the 
document. In view of the unsatisfactory situation, the Board might wish to consider the draft resolution 
suggested in paragraph 13 of the document. 

According to Financial Regulation 5.6, contributions for 1992 were due by 1 January 1992. As indicated 
in Annex 2 to the document, seven Member States had settled their 1992 contributions in full by that date and 
an additional 14 Member States had made partial payments. The Director-General greatly appreciated those 
early payments. Since 1 January 1992, an additional five Member States had settled their 1992 contributions in 
full; consequently, 7.3% of the 1992 contributions had already been received. The Director-General hoped 
that all Member States would do what they could to effect prompt payment of contributions, especially in view 
of the many uncertainties. The only way to avoid financial problems for the Organization was for all Member 
States to pay their contributions promptly，in accordance with the Financial Regulations. 

Mr BOYER (adviser to Dr Mason) considered that the policy of caution outlined by Mr Aitken in 
relation to the 1992-1993 budget was wise in the light of the possible shortfall in contributions. He 
nevertheless hoped that all contributions would ultimately be paid. The United States of America would have 
reservations about any increase in the Working Capital Fund, which did not seem necessary. He supported the 
draft resolution contained in paragraph 13 of document EB89/33. 

Dr GEORGE-GUITON (alternate to Professor Girard) stressed the importance that France attached to 
the timely payment of contributions and called for the incentive scheme to be maintained. 

Mr VARDER recognized that it was necessary to put pressure on Member States to pay their assessed 
contributions on time, but considered that certain accounting changes were required with respect to the 
incentive scheme. In particular, WHO should treat income from publications, parking places, etc. as part of 
the regular budget, in line with the practice of other organizations. 

The draft resolution contained in document EB89/33 was adopted.2 

1 Document EB89/1992/REC/1, Annex 1. 
2 Resolution EB89.R5. 
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The CHAIRMAN drew attention to the following draft resolution, proposed by Dr Mason: 

The Executive Board, 
Believing it desirable to clarify the scope for the incentive scheme to promote timely payment of 

assessed contributions by Members, adopted by the Forty-first World Health Assembly in resolution 
WHA41.12, 

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

The Forty-fifth World Health Assembly, 
Taking note of the incentive scheme to promote timely payment of assessed contributions by 

Members, adopted by the Forty-first World Health Assembly in resolution WHA41.12; 
Desiring to clarify the scope of the incentive scheme to ensure that it is applied only in 

relation to interest earnings on the contributions of Member States, 

DECIDES to amend operative paragraph 2 of resolution WHA41.12, adding the words "on 
assessments paid" after ”interest earned", so that the full text of the paragraph will read as follows: 

"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 on assessments paid 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;". 

Mr BOYER (adviser to Dr Mason), introducing the draft resolution, said that it sought to add three 
words to resolution WHA41.12, adopted in 1988, in order to correct an error in the distribution of interest 
earned from sources other than the payment of assessed contributions. The original idea behind the incentive 
scheme had been to encourage countries to pay their assessed contributions early in the year. Some Member 
States paid early, and if their money was not used immediately by WHO it remained in the bank and earned 
interest. Before the introduction of the incentive scheme, the interest had in effect been distributed to all 
Member States according to their proportionate share of the budget. Under the incentive scheme, the 
countries that paid early in the year received a large proportion of the interest earnings, while those that paid 
late or not at all received little or none. The objective of the incentive scheme was to encourage late payers to 
pay earlier by enabling them to benefit from the distribution of interest. The United States of America had 
initially objected to the incentive scheme but now saw the logic of it. Because of the wording of the incentive 
scheme, however, the interest that was distributed was not limited to interest earned through the payment of 
assessed contributions. It also included interest earned from income on publications, the post office 
concession, the parking garage, exchange rate gains and other sources. Such interest earnings were entirely 
unrelated to the payment of assessed contributions, properly belonged to all Member States, and should be 
distributed, as in the past, in proportion to their share of the budget. 

With the amendment proposed in the draft resolution, the incentive scheme would still encourage 
countries to pay earlier, as was intended. At the same time, the right of all Member States to their share of 
other interest would be protected. The draft resolution did not affect the US$ 25 million in interest earnings 
distributed by the Health Assembly in May 1991 for the 1992-1993 budget, but would take effect in future. No 
change would be needed in the resolution just adopted by the Board because the incentive scheme would 
remain intact. 

The proposal was reasonable, as Mr Varder had just indicated. The Secretariat, for its part, should 
maintain a neutral position on the matter. 

Dr GEORGE-GUITON (alternate to Professor Girard) said that Mr Boyer's presentation had been 
interesting but that others were of the opinion that the three additional words would significantly modify the 
incentive scheme. She asked the Secretariat for a clear explanation of the advantages and disadvantages of the 
proposed change. 
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Mr BONNEVILLE (adviser to Professor Girard) said that it was important to consider the political 
implications of the proposal. Because of the number of Member States failing to pay their contributions, or 
paying them late，the financial crisis affecting the United Nations system was also threatening WHO and might 
in the end compel it to cut back all its activities. It would therefore be dangerous to alter a scheme that had 
so far proved its worth and had served as a model for other organizations of the system. The chain reaction 
that might be set up if the model were changed might ultimately exacerbate the financial crisis in the system as 
a whole. It was therefore difficult to accept the proposal before the Board. 

Professor BORGOÑO said that he too would welcome further explanations from the Secretariat. As he 
saw it, if interest earnings were to be separated from casual income the amount available for apportionment 
would be decreased to less than one third of the present amount, and the incentive would be proportionately 
less. The concern of the United States of America to receive interest due to it for timely payment might be 
met if provision were made in one annual budget of that country for a double payment of the assessed 
contribution to WHO so that early payment was possible the following year. At present, that country had a 
substantial incentive to pay on time, given its proportionately large share of assessed contributions. 

Dr CAYCEDO BORDA (alternate to Dr González Posso) said that the issue of incentives called for a 
more global approach, and regretted that there had been no follow-up to a proposal he had made to the 
Secretariat during a previous Board session and to the Programme Committee, to the effect that a committee 
of experts, with representatives from all continents, should be set up to study the system of assessed 
contributions, the sums involved, and the process of adoption and implementation of budgets in the various 
countries. Such a comprehensive study would provide insights into the kind of incentive system that should be 
applied and would also be of assistance in determining increases in assessed contributions. Further discussion 
of the issue by the Board seemed fruitless without a study of that kind, or at least a response by the Secretariat 
as to whether it was feasible. 

Dr KHAIRY said that it was difficult to form a clear opinion on what appeared to be a highly complex 
proposal and one that required consultation with national authorities other than those concerned with health. 
As he understood it, delays in contributions ultimately led to a further weakening in the Organization's 
capacity to implement its programmes, which suggested that further incentives for timely payment should be 
given, so that a country paying a larger share of its assessed contribution at an early stage would benefit from a 
greater share of interest. He suggested that the whole issue should be further clarified by the Secretariat and 
that meanwhile the proposal should be postponed to the Board's next session in May 1992, giving Board 
members time to examine all its implications and consult with the competent authorities in their countries, 
particularly those responsible for implementing such a proposal. 

Dr LU Rushan, expressing agreement with Dr Khairy, suggested that the Secretariat should study the 
matter and report to the Health Assembly itself before a final decision was taken. 

Mr VARDER said that, although he had some sympathy with Dr Mason's proposal, the Organization's 
serious financial situation must be taken into account and he therefore supported Dr Khairy's proposal to 
defer further discussion until the Board's next session. 

Dr MARGAN said that, although Dr Mason's proposal seemed acceptable in principle as an attempt to 
refine the existing scheme, he agreed with the suggestion that discussion on the issue should be deferred in 
order to allow a study of all the implications of the incentive scheme, including the conceptual and, particularly, 
ethical aspects of Member States' obligations towards the Organization and the latter's relations with them, as 
well as purely financial aspects. 

Dr LAVADENZ MANTILLA (alternate to Dr Paz Zamora) agreed that the discussion should be 
deferred, but reminded the Board of the previous proposal made by Dr Caycedo Borda, on which their opinion 
was sought. 

Mr AITKEN (Assistant Director-General) said that, pursuant to the Board's suggestion, a document 
could be prepared for submission to the Board at its following session, or at another session. The Secretariat 
was concerned about the possible effect of the proposed amendment on the incentive scheme. 

Mr BOYER (adviser to Dr Mason) said that he was sure that Dr Mason would agree that an objective 
analysis was needed before a final decision was taken. 
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The CHAIRMAN said that it was important to understand fully what Member States and the 
Organization stood to gain or lose from any incentive scheme, and exactly what effects the proposed 
amendment would have. 

The Board agreed to defer discussion of the proposal until its next session and requested a study and 
report on the matter for that session. 

Members in arrears in the payment of their contributions to an extent which would justify invoking 
Article 7 of the Constitution: Item 19.2 of the Agenda (Document EB89/34) 

Mr AITKEN (Assistant Director-General), recalling resolution WHA4L7 concerning the suspension of 
the voting rights of Member States in arrears in the payment of their contributions, said that under resolution 
WHA44.12 the voting privileges of 13 Members would be suspended as from the opening of the Forty-fifth 
World Health Assembly in accordance with the provisions of that resolution. 

Of the 13 Members specified in the resolution, none had made sufficient payment to be removed from 
the list but partial payments had been received from four of them and a fifth had sent a cheque which WHO 
had not yet been able to cash. The status of their arrears as of 1 January 1992 was given in the Annex to 
document EB89/34. 

The arrears of 10 other Members now also equalled or exceeded the amounts due for the preceding two 
full years. They were listed in paragraph 10 of document EB89/34 and the status of their arrears was given in 
the Annex thereto. They were accordingly subject to the provisions of resolution WHA41.7 and faced 
suspension of their voting rights as from the opening day of the Forty-sixth World Health Assembly if they 
were then still in arrears to the specified extent. The payments received from one of those 10 Members were 
listed in paragraph 13 of the document, and, as stated in paragraph 14’ the only communication concerning 
intentions as to future payment was one from Peru indicating the Government's desire to meet its financial 
obligations and specifying that the delay was due solely to the country's critical economic and financial 
situation, a avated by the cholera epidemic. 

Since e date of the report, a telex dated 5 January 1992 had been received from the Minister of Health 
of Liberia informing the Director-General that efforts were being intensified to effect a payment before the 
current Board meeting, although no payment had been received to date. Secondly, a letter dated 14 January 
1992 had informed the Organization of the intention of the Ministry of Health of Iraq to forward a further 
cheque for US$ 169 197 shortly. The Organization was, however, having difficulties in cashing the first cheque 
received from Iraq in late 1991. 

In accordance with past practice, the Board might wish to request the committee it would be setting up 
to consider certain financial matters prior to the Forty-fifth World Health Assembly: (a) to examine the latest 
developments relating to the 13 Members covered by resolution WHA44.12, as well as information concerning 
the 10 other Members in arrears which might be the subject of a decision in accordance with resolution 
WHA41.7, and (b) to make any appropriate findings on the Board's behalf and formulate recommendations to 
the Health Assembly. 

Professor BORGOÑO asked whether the procedure of invoking Article 7 of the Constitution and 
suspending Member States’ voting rights applied only to the Health Assembly or included the voting rights of 
Board members and members of WHO regional committees. 

Mr AL-SAKKAF said that implementing Article 7 of the Constitution would neither solve the critical 
problem of arrears in Member States' contributions, which was certainly due to factors beyond their control, 
nor contribute to the necessary solidarity with countries in difficult circumstances. The problems facing those 
countries should be viewed with understanding, and he proposed that the Director-General, in cooperation 
with the Regional Directors, should continue his efforts to contact those countries and establish a timetable for 
payment of their contributions in accordance with the capacities of each State. 

Dr KHAIRY said that it was unfair to apply the provisions of Article 7 of the Constitution equally to all 
countries in arrears. He proposed that a study should be made, possibly by a committee with restricted 
membership, classifying the countries concerned according to their specific circumstances and difficulties and 
making recommendations to the Board on the basis of the information collected. A possible solution might be 
for WHO to help make good part of the shortfall due to arrears by contributing some of the interest accruing 
to it. The case of each country must be studied on its own merits. 
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Dr ASWAD (adviser to Dr Bunni) said that he had been requested to notify the Board of the keen 
interest of the Government of Iraq in continued cooperation with WHO and its desire to comply with its 
obligations. Its second payment of arrears in respect of 1988 and first payment for 1989 had already been 
transferred, and the second payment for 1989 and first payment for 1990 would be forwarded in the very near 
future, as WHO and the Regional Director had been officially informed. Article 7 of the Constitution should 
not, therefore, be invoked in the case of Iraq. With regard to the question of cashing the cheques forwarded 
by Iraq, that was WHO's responsibility; the Organization should be able to draw on Iraq's frozen assets in 
Western banks. 

Dr KOMBA-KONO said he did not wish to make excuses for any country that had not paid its 
contributions; members of an organization had to abide by its rules and regulations. However, at the 
International Forum held in Accra in December 1991, strenuous efforts had been made to bring out the 
interrelationship between economic development and the health situation. The health situation of the 
countries behind in their payments was poor, and their economic performance had not improved in any way. 
If action was needed to improve the health situation of people, it was incongruous for WHO, because of the 
poor economic situation of those people, to invoke an article excluding them from their voting rights. That 
was why at an earlier meeting he had suggested discussing aid to the developing countries that were most in 
need. If such activities could not even be started in a world health forum like the Executive Board, how could 
they function where the problems were most felt? Instead of discussing the sharing of interest on monies 
accrued, WHO should be thinking seriously of giving countries the right to have such monies directed towards 
aid rather than excluding them from voting. 

Mr BOYER (adviser to Dr Mason) cautioned that the Board should not treat lightly the earlier decision 
of the Health Assembly to establish a policy for dealing with Member States that were two or more years in 
arrears with their payments. The resulting pressure being exerted on Member States, plus measures such as 
the incentive scheme, appeared to be encouraging them to make greater efforts to pay. 

In regard to the comments made by Dr Aswad, he said that assets of Iraq in the United States of 
America and a number of other countries had been frozen in accordance with United Nations Security Council 
resolution 661，which was being rigorously enforced. Those assets were not being unblocked for any purpose. 
It was not to be expected that a cheque drawn on a United States bank would be cleared. He therefore hoped 
that, if Iraq was interested in paying its assessed contribution to WHO, it would utilize new money from within 
the country. 

Dr CABA-MARTÍN, agreeing with Mr Boyer, recalled that at its eighty-seventh session the Board had 
suggested that the Health Assembly should decide whether or not to suspend the voting rights of those 
countries that had been in arrears for more than two years. As a consequence, the Health Assembly had 
adopted resolution WHA44.12. He understood that further implementation of that resolution would depend 
on the findings of the Committee of the Executive Board to Consider Certain Financial Matters prior to the 
Forty-fifth World Health Assembly, which would make recommendations to that Health Assembly. The Legal 
Counsel could no doubt answer the question raised by Professor Borgoño as to whether the suspension of 
voting rights applied to the regional committees and various other organs of the Organization or only to the 
Health Assembly. 

Dr MONEKOSSO (Regional Director for Africa) said it was worth remembering that contributions were 
assessed according to the capacities of Member States and then distributed according to their needs. Firstly, 
the ball could not be thrown back to the Organization, because at no time had the Organization ceased to 
assist and cooperate with countries merely because they had not paid their contributions. Secondly, in the past 
few years, there had been instances where countries with tremendous capacities had withheld or delayed their 
payments. Some smaller countries of the African Region had felt that, by paying their small contributions, they 
were exerting moral pressure on the wealthier countries not to withhold theirs. Thirdly, in Africa, a number of 
countries with difficulties had classified the United Nations and other agencies on a priority list for payment. 
To some extent, failure to pay depended on where WHO stood in that classification. Those who worked at 
regional level were encouraging WHO representatives not only to request contributions but also, by their 
performance in the field, to make WHO one of the agencies on the priority list, if it was not already on it. 

Dr ASWAD (adviser to Dr Bunni), referring to Mr Boyer,s comment concerning Iraq's frozen assets and 
United Nations Security Council resolution 661，said that other Security Council resolutions had been adopted 
after resolution 661 which left it to the country concerned to dispose of Iraq's frozen assets as they saw fit. He 
asked for advice on the matter from the Legal Counsel. 
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Mr VARDER said it was obvious that some countries would not be able to pay their outstanding 
contributions and it would not be reasonable to ask them to do so. Could the Legal Counsel say whether it 
would be possible for the Organization to cancel those old debts? 

Dr PIEL (Legal Counsel) said that on the basis both of practice and of a restrictive interpretation of the 
language of the resolutions concerned, suspension of voting rights for reason of non-payment of contribution 
applied to the Health Assembly only and not to the regional committees. As far as the modality of payment 
was concerned, WHO had no authority over Member States; the problem was simply a practical one of how to 
clear the cheques. 

With regard to arrears of contributions, he said that Member States were constitutionally required to pay 
assessed contributions on time and in full. However, the Health Assembly ultimately had the power to reduce 
or waive contributions. In the case of arrears of contributions of inactive Members, the Health Assembly in 
the past had applied a "normal" practice of reduction to 5% spread over a period not exceeding ten years, in 
accordance with resolution WHA9.9; and in the case of one Member, China, it had exceptionally reduced 
current payments and eventually cancelled arrears due. Since the Health Assembly established contributions, it 
had power to modify them exceptionally, but in practice it had not done so for current assessed contributions. 

Mr AITKEN (Assistant Director-General), replying to Mr Varder from a policy point of view, said that 
the Legal Counsel had been speaking of a waiver for inactive Members, an issue that would have to be 
considered, possibly even at the forthcoming Health Assembly, because of recent developments. With regard 
to cancelling the debts of active Members, he and other financial managers throughout the United Nations 
system had always held the view that although it was within the power of Member States to cancel debts it was 
advisable to avoid it because some Members might try to wait for cancellation before actually paying their 
debts, which could lead to a further build-up. From a policy point of view financial managers were opposed to 
cancellation, but the ultimate authority rested with the Health Assembly. 

Dr ASWAD (adviser to Dr Bunni) repeated his request for legal advice concerning payments to the 
Organization by Iraq. 

Dr PIEL (Legal Counsel) said that, as the matter required a practical rather than a legal solution, he 
would refer the question to Mr Aitken. 

Mr AITKEN (Assistant Director-General) explained that WHO had received a cheque drawn on a 
United States bank for a payment from Iraq in November 1991，but that the bank had said it could not clear 
the cheque. WHO had then written to the United States Treasury, which had advised that it could not 
authorize the bank to clear the cheque. Efforts were still being made to clear the cheque, but he did not yet 
have a legal view from the Committee of the United Nations Security Council set up to administer sanctions， 
which would have to consider the issue in the light of the United Nations resolutions. 

Dr KHAIRY expressed surprise that those responsible for financial matters should have the right to 
object to cancellation of arrears and that they did not defend those Members who had reaffirmed the legality 
of the payments they had made. Financial managers were entitled only to give advice; they were responsible 
only for receiving contributions. The modality of payment was the responsibility of the country concerned. 

He repeated his earlier recommendation that countries should be categorized. There was a difference 
between countries that could not pay and those that chose deliberately not to pay; Article 7 could not be 
applied across the board. The Health Assembly had the right to make decisions, and the people responsible 
for financial matters could not oppose those decisions. 

Dr DAGA asked what had happened to the cheque received from Iraq and not yet cashed. 

Mr AITKEN (Assistant Director-General) said that the cheque was in safe-keeping. It was valid for six 
months. The Secretariat was trying to negotiate it; if it was not negotiated within six months it would have to 
be returned to the Iraqi authorities with an explanatory letter. 

Decision: The Executive Board, having considered the report of the Director-General on Members in 
arrears in the payment of their contributions to an extent which would justify invoking Article 7 of the 
Constitution, while agreeing that the provision of services should continue uninterrupted, requested the 
Director-General to continue his efforts to collect the unpaid arrears of contributions from the Members 
concerned and to report further on this matter to the Committee of the Executive Board to Consider 
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Certain Financial Matters prior to the Forty-fifth World Health Assembly, in order to enable the 
Committee to decide on the Board's behalf what action, if any, should be taken under resolution 
WHA44.12 and to formulate recommendations to the Health Assembly based on the provisions of 
resolution WHA41.7 and the status of the arrears at that time.1 

6. IMPLEMENTATION OF THE GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000， 
SECOND EVALUATION; AND EIGHTH REPORT ON THE WORLD HEALTH SITUATION: Item 6 of 
the Agenda (Resolution WHA42.2; Document EB89/10) (continued from the third meeting, section 2) 

The CHAIRMAN invited the Board to consider the following draft resolution, proposed by the 
Rapporteurs: 

The Executive Board, 
Having considered the report on implementation of the Global Strategy for Health for All by the 

Year 2000, second evaluation; and Eighth Report on the World Health Situation; 
Aware that the second evaluation of the implementation of the Strategy at national, regional and 

global levels has yielded valid and useful information that must be fully utilized to support the 
implementation of the Strategy; 

Recognizing the need for increased and coordinated efforts at national and international levels to 
accelerate progress in the implementation of health-for-all strategies, 

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

The Forty-fifth World Health Assembly, 
Having considered the report on the implementation of the Global Strategy for Health for 

All by the Year 2000, second evaluation; and Eighth Report on the World Health Sitatuion; 
Reaffirming resolutions WHA30.43, WHA34.36 and WHA39.7 concerning the Global 

Strategy for Health for All and its evaluation; 
Recalling resolution WHA42.2, operative paragraph 1(10) of which requested Member States 

to carry out the second evaluation of the implementation of the Strategy in time for the 1992 
World Health Situation Report; 

Noting with appreciation the increased participation of Member States in this evaluation, 

1. APPROVES the report on the evaluation of implementation of the Global Strategy; 

2. EXPRESSES its appreciation of the efforts made by Member States to evaluate 
implementation of their strategies, particularly through primary health care, and to transmit their 
reports to WHO, and calls upon Member States that have not done so to undertake such action 
urgently; 

3. CONGRATULATES Member States on their progress in implementing their strategies for 
health for all; 

4. URGES Member States: 

(1) to make use of their national evaluations and the global and regional reviews to define 
a new operational framework for public health action that involves decision-makers, 
community leaders, health workers, nongovernmental organizations and people from all walks 
of life in the attainment of national health goals; 
(2) to maintain high-level political commitment to achieving social equity by accelerating 
the implementation of national strategies for health for all and encouraging the involvement 
of individuals and communities in health development; 

1 Decision EB89(10). 
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(3) to intensify action aimed at strengthening the health infrastructure on the basis of the 
principle of primary health care so as to respond to the five challenges identified in the 
report; 
(4) to review and redefine the role of governments in ensuring universal access to 
integrated health services of acceptable quality, with particular emphasis on health promotion 
and disease prevention; 
(5) to improve the production, allocation and utilization of financial, human and 
technological resources in order to meet high-priority health needs, with particular attention 
to the development of efficient and equitable financing mechanisms and the balance between 
public and private services; 

5. URGES the regional committees: 

(1) to disseminate and apply the findings of the evaluation report in order to promote 
mutual cooperation and exchange of experience between countries and to accelerate the 
implementation of national and regional strategies, making the best use of WHO resources at 
regional and national levels; 
(2) to carry out the third monitoring of the implementation of the regional strategies in 
1994; 

6. REQUESTS the Executive Board: 

(1) to continue to monitor and evaluate actively progress in the implementation of the 
Global Strategy, in order to identify critical problems and areas that require action by 
Member States and the Secretariat; 
(2) to review the third monitoring of the implementation of the Global Strategy in 
January 1995 and to report to the Forty-eighth World Health Assembly; 

7. REQUESTS the Director-General: 

(1) to publish the Eighth Report on the World Health Situation, prepared on the basis of 
the second evaluation of the implementation of the Global Strategy; 
(2) to use the national，regional and global reports to guide WHO's cooperation through 
the formulation of international health policy, strategies and programmes; 
(3) to continue providing support to Member States in implementing their national 
strategies, and in improving their capacity in the management of health systems, including 
information support; 
(4) to further intensify support to countries in greatest need, with particular emphasis on 
strengthening the health infrastructure and on developing national capacities for efficient use 
of domestic and external resources to meet the health needs of the people; 
(5) to support the monitoring and evaluation of the Strategy at national, regional and 
global levels. 

Professor BORGOÑO proposed a number of amendments to the Spanish version of the draft resolution 
to bring it in line with the English version. Further, he proposed that at the end of the second preambular 
paragraph the words "and the Ninth General Programme of Work" should be added, and that, in the interests 
of greater clarity, paragraph 6(1) should refer to the "Organization" rather than the "Secretariat". 

Dr VIOLAKI-PARASKEVA proposed that in operative paragraph 4(1) the phrase "walks of life" should 
be replaced by the words "sectors of society". Further, recalling that the Chairman and other members of the 
Board had referred to the importance of the Accra Initiative on Health, it might be appropriate to insert in 
operative paragraph 7 a new subparagraph reading: "(3) to take into account the recommendations of 
important international deliberations and forums, in accelerating the implementation of the Strategy;", 
subsequent subparagraphs to be renumbered accordingly. 
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Dr SHAMLAYE suggested that in paragraph 7(4) the words "efficient use" should be amended to read 
"efficient and effective use". 

The resolution，as amended, was adopted.1 

The meeting rose at 12H30. 

1 Resolution EB89.R6. 



THIRTEENTH MEETING 

Monday, 27 January 1991，at 14h30 

Chairman: Professor O . RANSOME-KUTI 

The meeting was held in private from 14h30 to 14h45, and resumed in public session at 14h50. 

The following decisions, taken In private session, were announced. 

1. AWARDS: Item 25 of the Agenda 

Léon Bernard Foundation Prize (report of the Léon Bernard Foundation Committee): Item 25.1 of the 
Agenda 

Decision: The Executive Board, having considered the report of the Léon Bernard Foundation 
Committee, awarded the Léon Bernard Foundation Prize for 1992 to Professor David Cornelius Morley 
(United Kingdom) for his outstanding services in the field of social medicine.1 

Dr A.T. Shousha Foundation Prize (report of the Dr A.T. Shousha Foundation Committee): Item 25.2 
of the Agenda 

Decision: The Executive Board, having considered the report of the Dr A.T. Shousha Foundation 
Committee, awarded the Dr A.T. Shousha Foundation Prize for 1992 to Dr Bachir Al-Azmeh (Syrian 
Arab Republic) for his outstanding contribution to the improvement of the health situation in the 
geographical area in which Dr Shousha served the World Health Organization.2 

Dr A.T. Shousha Foundation Fellowship 

Decision: The Executive Board awarded the Dr A.T. Shousha Foundation Fellowship to 
Mr Eisa Ali Johali (Saudi Arabia).3 

Jacques Parisot Foundation Fellowship (report of the Jacques Parisot Foundation Committee): 
Item 25.3 of the Agenda 

Decision: The Executive Board, having considered the report of the Jacques Parisot Foundation 
Committee, awarded the Jacques Parisot Foundation Fellowship for 1992 to Dr María Soledad Larraín 
(Chüe).4 

Sasakawa Health Prize (report of the Sasakawa Health Prize Committee): Item 25.4 of the Agenda 

Decision: The Executive Board, having considered the report of the Sasakawa Health Prize Committee, 
awarded the Sasakawa Health Prize for 1992 to (1) Dr Handojo Ijandrakusuma (Indonesia); 

1 Decisión EB89(11). 
2 Decision EB89(12). 
3 Decision EB89(13). 
4 Decision EB89(14). 
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(2) Mrs Brigitte Gírault and Mr Badara Samb (Senegal); and (3) the Canadian Public Health 
Association. The Board noted that the three laureates would receive an amount of US$ 33 000 each.1 

Attribution of awards and honours: types and modalities: Item 25.5 of the Agenda 
(Document EB89/412) 

The CHAIRMAN invited the Board to consider the Director-General's report (document EB89/41), 
which discussed whether the present procedures for submission of nominations and selection of laureates 
should be changed, as well as several ancillary questions. 

Concerning the suggestion that responsibility for nominating laureates could be transferred from the 
committees of the Executive Board to the WHO global Advisory Committee on Health Research (ACHR), 
Professor BORGOÑO and Dr KHAIRY were in favour of the status quo，although the former opted for 
increased amounts and modified frequency. 

Dr SHAMLAYE also believed that the amount of the awards might be increased, and their frequency 
modified. He was not, however, in favour of Executive Board members being on the selection panel, as many 
prizes were awarded for work in highly specialized fields, for which a panel of experts in those specific areas 
would be more appropriate. He considered that the award ceremony might take place on World Health Day 
(7 April). 

The CHAIRMAN, speaking in his personal capacity, and supported by Professor BORGOÑO, 
Dr SHAMLAYE and Dr NOVELLO (adviser to Dr Mason) favoured continuation of the provision allowing 
for former laureates to put forward candidatures. 

Dr VIOLAKI-PARASKEVA considered that the amount of certain awards was too low. She suggested 
that the award ceremony should continue to be held at the Health Assembly, but perhaps divided into two 
parts, to enhance the dignity of the occasion. 

Dr KHAIRY and Dr NOVELLO (adviser to Dr Mason) expressed the view that the main significance of 
the prizes was their prestige, the latter adding that the ceremony might be held on World Health Day with a 
corresponding reduction in the length of the Health Assembly. 

Dr KOMBA-KONO felt that it would be more rational, as well as economical, to hold the award 
ceremony in the laureate's country. 

The DIRECTOR-GENERAL said that the award ceremony as at present conducted took up time, 
energy and money at the Health Assembly. However, whether or not an award stemmed from work at 
grassroots level, it in fact represented global recognition, and the place where the laureates should be 
acknowledged was the Health Assembly. It might be possible to reduce the length of the ceremony by omitting 
the speeches and simply proclaiming the laureates. 

An alternative might be to move the award ceremony to World Health Day, or • in the case of prizes 
that were regional in scope - to award them during sessions of the appropriate regional committees. 

There was, in his view, no need to increase the amount of the awards, as it was their prestige value that 
was important as recognition of the laureates’ work. 

The CHAIRMAN suggested that perhaps the opinion of the WHO global Advisory Committee on 
Health Research could be obtained. 

The Board took note of the report of the Director^General on the attribution of awards and honours. 

1 Decision EB89(15). 
2 Document EB89/1992/REC/1, Annex 7. 
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2. IMPLEMENTATION OF RESOLUTIONS (PROGRESS REPORTS BY THE DIRECTOR-GENERAL): 
Item 8 of the Agenda (continued) 

Disability prevention and rehabilitation (continued from the sixth meeting, section 2) 

The CHAIRMAN invited the Board to consider the following draft resolution proposed by the 
Rapporteurs: 

The Executive Board, 
Having considered the report by the Director-General on disability prevention and rehabilitation, 

1. THANKS the Director-General for his report; 

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

The Forty-fifth World Health Assembly, 
Having considered the report by the Director-General on disability prevention and 

rehabilitation; 
Recalling resolutions WHA28.54, WHA29.68, WHA38.18, WHA38.19, and WHA42.28; 
Noting the approach of the end of the United Nations Decade of Disabled Persons (1983-

1992); 
Aware of the global magnitude of the disability problem and its anticipated increase as a 

result of population growth and population aging, particularly in developing countries; 
Recognizing the persistent scarcity of reliable data on some disabling disorders, which 

impedes the planning of preventive and rehabilitative measures; 
Noting the progress that has been made in the prevention of some conditions causing 

disabilities, such as poliomyelitis, measles and infectious eye diseases; 
Recognizing the need to continue and extend successful measures for prevention of disabling 

conditions wherever feasible, while developing new approaches to decreasing or eliminating other 
preventable disabilities; 

Noting the constraints in resources that limit the expansion of rehabilitation services to meet 
current needs, with the result that the vast majority of disabled people in developing countries are 
without such services; 

Stressing the importance of using the experience and the gains achieved during the United 
Nations Decade of Disabled Persons as a basis for renewing and expanding efforts for prevention 
of disability and for rehabilitation, 

1. CALLS ON Member States: 

(1) to initiate or strengthen comprehensive national programmes for disability prevention 
and rehabilitation integrated into primary health care, taking into account all physical and 
mental disabilities; 
(2) to strengthen and coordinate rehabilitation services as a continuum of primary and 
secondary prevention; 
(3) to promote and coordinate the involvement of nongovernmental organizations in 
national programmes for disability prevention and rehabilitation; 
(4) to increase opportunities for the meaningful participation of disabled people in all 
aspects of community life; 

2. REQUESTS the Director-General: 

(1) to collaborate with interested organizations in improving the information base and 
methods for the evaluation of disability prevention and rehabilitation programmes; 
(2) to continue to develop strategies for the integration of methods of disability prevention 
and to reinforce the link between prevention and rehabilitation within primary health care; 
(3) to further strengthen collaborative work within the United Nations system, and with 
nongovernmental organizations and collaborating centres in disability prevention and 
rehabilitation. 
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Professor BORGOÑO proposed that operative paragraph 1(4) of the draft resolution recommended to 
the Health Assembly be amended to read as follows: "to promote equality of opportunity for the meaningful 
participation of disabled people in all aspects of community life, and the elimination of physical barriers such 
as those resulting from architectural design;". 

The resolution, as amended, was adopted.1 

Expanded Programme on Immunization (progress report) and report on vaccine quality (continued 
from the seventh meeting) 

The CHAIRMAN invited the Board to consider the following draft resolution proposed by the 
Rapporteurs: 

The Executive Board, 
Having considered the reports of the Director-General on the Expanded Programme on 

Immunization and on vaccine quality, 

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

The Forty-fifth World Health Assembly, 
Noting the report of the Director-General on the Expanded Programme on Immunization, 

particularly the goals and operational targets set for the 1990s, and the report on vaccine quality; 
Commending the accomplishments of the Expanded Programme on Immunization in reaching 

80% coverage of the world's children in the first year of life and in preventing each year an 
estimated 3.2 million deaths of children in the developing world from measles, neonatal tetanus and 
pertussis, and over 400 000 cases of paralytic poliomyelitis; 

Applauding the virtual achievement in the Region of the Americas of the goal of 
poliomyelitis eradication and the vigorous pursuit of the elimination of neonatal tetanus and 
reduction or elimination of measles in that Region; 

Recalling resolutions WHA41.28, WHA42.32 and WHA44.33 and the World Declaration on 
the Survival, Protection and Development of Children, which set goals for the 1990s: 90% 
immunization coverage; a dramatic reduction in measles cases and deaths as a step towards 
measles eradication; the elimination of neonatal tetanus; and the eradication of poliomyelitis; 

Recalling resolution WHA35.31, which urges Member States to take action with respect to 
the use of only those vaccines meeting WHO requirements, and resolution WHA42.32 endorsing 
the plan of action for the global eradication of poliomyelitis, which calls for the universal use by the 
end of 1990 of poliomyelitis vaccines meeting WHO requirements; 

Aware that additional quantities of vaccines will be needed, and that difficulties in supply and 
procurement of sufficient quantities of vaccines of high quality are increasing the reliance on local 
manufacture and on additional funds for vaccine purchase, especially for the supply of polio 
vaccine; 

Recognizing that if the goals and targets set for the 1990s are to be achieved it is essential 
that the recommended strategies of the Expanded Programme on Immunization should be 
implemented and that additional financial and technical support should be made available as 
rapidly as possible at national, regional and global levels, 

1. ENDORSES the goals and operational targets for the 1990s outlined in the report of the 
Director-General on the Expanded Programme, and the plan for the assurance of vaccine quality, 
including steps to establish or strengthen national control authorities in Member States; 

2. APPRECIATES the support from UNICEF and other organizations of the United Nations 
system, and from all other organizations, and individuals that are working together for a world free 
from vaccine-preventable diseases; 

1 Resolution EB89.R18. 
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3. URGES Member States: 

(1) to accelerate activities and commit all necessary resources to achieve the goals and 
operational targets for immunization set for the 1990s in ways that strengthen primary health 
care and as a high priority in their health plans; 
(2) to use only vaccines that meet WHO requirements in their immunization programmes 
and to include this requirement as part of their immunization plans; 

4. CALLS on organizations of the United Nations system, other intergovernmental agencies, 
and governmental and nongovernmental organizations to support the achievement of these goals 
and operational targets for immunization for the 1990s, to promote efforts to ensure the universal 
use of vaccines meeting WHO requirements, and to participate in initiatives with donors to ensure 
the increased financial support necessary to meet both current and future vaccine needs; 

5. REQUESTS the Director-General: 

(1) to implement the action necessary to meet the goals and targets of the Expanded 
Programme on Immunization set for the 1990s; 
(2) to obtain, as an initial step in assuring the quality of the vaccines used in the Expanded 
Programme on Immunization, information from national authorities of countries producing 
vaccines as to the implementation of the WHO guiding principles for regulatory authorities 
as recommended by the W H O Expert Committee on Biological Standardization; 
(3) to obtain information from countries importing vaccine, either in bulk or in final 
containers, on whether the national authority has certified that such vaccine and its 
manufacturer comply with the national and WHO requirements for manufacturing and 
control procedures to assure the quality of vaccines; 
(4) to continue to obtain broad commitment and mobilize support, including financing from 
a wide variety of sources for vaccine procurement and quality assurance; 
(5) to keep the Health Assembly informed through the Executive Board of the progress in 
achieving the immunization goals and targets set for the 1990s, and of efforts to provide 
sufficient poliomyelitis vaccine for the global eradication initiative and to ensure the 
establishment of infrastructures in countries for quality assurance for tetanus toxoid and 
poliomyelitis vaccine. 

Dr VIOLAKI-PARASKEVA proposed that in operative paragraph 2 of the draft resolution 
recommended to the Health Assembly the phrase "’ especially in the least developed countries," should be 
inserted after the words "individuals that are working together". 

She further proposed the insertion of an operative paragraph 3(3) reading: "to ensure the proper 
functioning of a cold chain and logistics system to maintain vaccine potency until the time of use;". 

Dr KOSENKO remarked that the first proposed amendment should in no way be taken as excluding 
from the appreciation expressed those working outside the developing countries. 

Professor BORGOÑO proposed that the beginning of the second preambular paragraph of the draft 
resolution recommended to the Health Assembly be amended to read "Commending Member States for their 
achievement in reaching ..•"• 

H e further proposed that in operative paragraph 2 the words "and from all other organizations" should 
be replaced by "other intergovernmental agencies, and governmental and nongovemmentáí organizations, 
including Rotary International". The specific reference to Rotary International was well merited in view of the 
efforts it had made to promote the programme and the substantial financial support, in excess of US$ 200 
million, it had provided. 

Dr G U E R R A DE MACEDO (Regional Director for the Americas) expressed thanks on behalf of the 
countries, organizations (specifically Rotary International, the Inter-American Development Bank, the United 
States International Development Agency and UNICEF) and individuals involved in the Expanded Programme 
on Immunization in the Americas for the appreciation shown for the efforts made and results achieved in that 
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Region. Such appreciation would strengthen the Region's will to continue its work and to pursue collaboration 
and the exchange of experience with other regions in the context of the global programme. 

The resolution，as amended，was adopted.1 

3. HEALTH, ENVIRONMENT AND DEVELOPMENT: Item 9 of the Agenda (continued) 

WHO Commission on Health and Environment: Item 9.1 of the Agenda (continued from the tenth 
meeting, section 1) 

The CHAIRMAN invited the Board to consider the following draft resolution proposed by 
Professor Borgoño: 

The Executive Board, 
Having considered the reports of the Director-General on the WHO Commission on Health and 

Environment and the International Programme on Chemical Safety, and the evaluation of the 
International Drinking Water Supply and Sanitation Decade, 

1. THANKS the Director-General for his reports; 

2. COMMENDS the Commission for a sound analysis of environmental determinants of health in the 
context of socioeconomic development and acknowledges its strategic recommendations for protecting 
and promoting human health in the context of the environmental and developmental changes; 

3. RECOMMENDS to the Forty-fifth World Health Assembly the adoption of the following 
resolution: 

The Forty-fifth World Health Assembly, 
Having considered the reports of the Director-General on the WHO Commission on Health 

and Environment, the International Programme on Chemical Safety, and the evaluation of the 
International Drinking Water Supply and Sanitation Decade; 

Noting the Commission's recommendations for protecting and promoting human health in 
the context of the environmental and developmental challenges; 

Recalling resolutions WHA39.22, WHA40.18, WHA42.25, WHA42.26, WHA44.27 and 
WHA44.28 which, among others, give prominence to the principle of sustainable development, the 
need to incorporate health considerations into economic development planning, intersectoral action 
for health and the protection and promotion of health among rapidly expanding populations in 
urban areas; 

Aware of the impending United Nations Conference on Environment and Development and 
the attention given to critical environmental health issues in its proposed "Agenda 21", especially 
chemical risk assessment and management, and the central role proposed for WHO through the 
International Programme on Chemical Safety in implementing the recommendations of the 
Conference, 

1. ENDORSES the recommendations of the WHO Commission on Health and Environment; 

2. CALLS UPON Member States: 

(1) to assess on a continuing basis the implications of the Commission's report for public 
health policies and practices and take them into account in: 

(a) the reorientation of environmental health work so that it meets health-for-all 
needs through intersectoral, interdisciplinary approaches to the impact of development; 
(b) the institutionalization of these approaches through appropriate changes in 
structures and functions within the health sector, taking into account other sectors and 
the community; 

1 Resolution EB89.R18. 
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(c) action to improve environmental conditions for health through health protection 
measures, health promotion, and community participation; 
(d) the development of techniques and the strengthening of skills in public health and 
related agencies to improve the analysis of environmental health problems and the 
implementation of effective interventions; 
(e) participation in "preventive planning", the analysis of health impacts of 
development, and economic analysis that recognizes the true value of human capital; 
(f) improvement of the capacity of the health sector to cooperate with other sectors 
and to play an advocacy role at all levels of government and community; 

(2) to participate in establishing and enforcing international agreements that support 
measures for sustainable development and take account of health considerations; 

3. REQUESTS the Director-General: 

(1) to formulate a new global WHO strategy for environmental health based on the 
findings and recommendations of the WHO Commission and on the outcome of the United 
Nations Conference on Environment and Development, taking into account the need to 
consider environmental health in the broad context of environment and development; 
(2) to incorporate into the strategy, in particular, provisions for: 

(a) steps to ensure that WHO programmes consider the environmental health 
implications of their activities and establish the necessary links between them; 
(b) steps to ensure the central role of WHO through the International Programme on 
Chemical Safety regarding international risk assessment and management of chemicals; 
(c) the strengthening of activities within programmes relating to water supply and 
sanitation in order to reduce the prevalence of water-borne diseases; 
(d) an integrated approach to the solution of environmental health problems specific 
to urban areas, including emphasis on preventive planning and capacity-building 
programmes; 

(3) to prepare, as part of the formulation of the WHO global strategy, a long-range plan 
for meeting the environmental health research needs identified by the Commission; 
(4) to collaborate closely with other international organizations in the development and 
implementation of the strategy to reinforce support to Member States in environmental 
health; 
(5) to keep the Health Assembly informed through the Board on the progress in 
implementing this resolution. 

Dr VIOLAKI-PARASKEVA proposed the addition to the draft resolution recommended to the Health 
Assembly, of a new third preambular paragraph reading: "Noting the European Charter on Environment and 
Health and its impact in the European Region of WHO". 

Professor GIRARD, endorsing that proposal, suggested also the insertion before subparagraph 2(l)(a) of 
an additional subparagraph reading: "strengthening measures to cope with demographic change", in view of the 
fact that the Commission's report considered demographic change to have a major impact on the environment. 

H e further proposed the insertion of an operative subparagraph 3(2)(e) reading: "the establishment of 
global data bases;", since that was also one of the recommendations in the Commission's report. 

Dr YOOSUF suggested that the problems of environmental degradation in relation to small countries 
and island nations, which had been evoked in the Board's discussion of the Commission's report, should be 
mentioned in the draft resolution. 

Dr NOVELLO (adviser to Dr Mason) suggested that the second preambular paragraph should draw 
attention to the fact that the Commission's recommendations were set against the background of global 
environmental and developmental challenges, since the following paragraph, proposed by Dr Violaki-Paraskeva, 
made a specific reference to Europe. 
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The CHAIRMAN suggested that the proposed amendments should be incorporated in a revised draft for 
submission to the Board at a later meeting. 

It was so agreed. 

(For continuation, see summary record of the fifteenth meeting, section 2.) 

International Programme on Chemical Safety: Item 9.3 of the Agenda (continued from the tenth meeting, 
section 1) 

The CHAIRMAN invited the Board to consider the following draft resolution proposed by 
Professor Borgoño: 

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

Chemical Safety, 
* 

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

The Forty-fifth World Health Assembly, 
Recalling resolutions WHA30.47, WHA31.28 and EB63.R19 on the evaluation of the effects 

of chemicals on health, and resolution EB73.R10 on the International Programme on Chemical 
Safety; ” 

Noting that under the leadership of WHO the Programme has become an interagency 
cooperative activity with ILO and UNEP, well coordinated and collaborating closely with 
programmes on related subjects of other organizations, such as FAO and OECD; 

Noting also that relevant recommendations had been adopted during a meeting of 
government-designated experts on chemical risk assessment and management, held in the context 
of the preparations for the United Nations Conference on Environment and Development, 
foreseeing an expanded role for the International Programme in ensuring effective coordination of 
chemical risk assessment and risk management activities of international organizations, 

1. URGES Member States: 

(1) to establish governmental mechanisms to provide liaison and coordination between all 
parties involved in chemical safety activities (e.g., authorities and institutions for agriculture, 
education, health, industry, labour, environment, transport, civil defence, economic affairs, 
research and poison control, etc.); 
(2) to establish or strengthen national and local capabilities for response to accidents 
including networks of emergency response and poison control centres; 
(3) to increase awareness, among the general public and certain professional and other 
groups, of chemical risks and the need to prevent misuse of chemicals and accidental 
exposure to them; 
(4) to organize, in collaboration with industry, trade unions, professional bodies and 
consumer associations, training programmes for staff at all levels in chemical safety, including 
emergency response; and 
(5) to increase financial, scientific and logistic support to the International Programme 
(a) through the Voluntary Fund for Health Promotion; (b) through national institutions 
participating in the Programme; and (c) through funds held in countries for the Programme; 
and to encourage industry and national institutions to provide the Programme with timely 
data and other support needed for risk assessment; 

2. REQUESTS the Director-General: 

(1) to recognize the importance of the International Programme in the development and 
implementation of a new WHO strategy for environmental health, taking into consideration 
the findings of the WHO Commission on Health and Environment and the recommendations 
of the meeting of government-designated experts referred to above; 
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(2) to strengthen and expand the scientific work of the Programme to meet the current and 
foreseen challenges of chemical safety, incorporating all aspects of WHO's work on risk 
assessment, including epidemiological and exposure assessment activities; 
(3) to continue to promote the development of comprehensive chemical safety programmes 
directed towards the needs of countries in all the WHO regions, and the effective 
implementation of such programmes through concerted action at global, regional and national 
levels; 
(4) to review the current arrangements with the Executive Heads of ILO and UNEP, as 
well as with representatives of other organizations that might participate in the International 
Programme in the future, in order to determine the changes that would be required for its 
expanded role, including the function of secretariat for an intergovernmental forum on 
chemical safety, as recommended in proposals to be presented to governments at the United 
Nations Conference on Environment and Development; 
(5) to ensure that the funding of the Programme, by Member States and cooperating 
organizations is sustainable in the long term; 
(6) to take steps to ensure that in expanding the chemical risk management tasks of the 
Programme, the scientific quality and integrity of the work on risk assessment are fully 
protected; and 
(7) to report to a future session of the Executive Board on the expanded International 
Programme, particularly in relation to the enhanced role of WHO with its partners in 
implementation of the decisions of the United Nations Conference on Environment and 
Development for environmentally sound chemical risk management. 

Mr VARDER proposed the addition of the words "or strengthen" after "to establish" in operative 
paragraph 1(1) of the draft resolution recommended to the Health Assembly, in view of the fact that many 
countries already had the mechanisms alluded to. 

The resolution，as amended，was adopted.1 

4. MATERNAL AND CHILD HEALTH: Item 10 of the Agenda (continued) 

Child health and development: health of the newborn: Item 10.1 of the Agenda (continued from the 
tenth meeting, section 3) 

The CHAIRMAN invited the Board to consider the following draft resolution proposed by the 
Rapporteurs: 

The Executive Board, 
Having examined the Director-General's report on "Child health and development: health of the 

newborn", 

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

The Forty-fifth World Health Assembly, 
Having considered the Director-General，s report on "Child health and development: health 

of the newborn"; 
Recalling resolutions WHA31.55 and WHA32.42 on maternal and child health and family 

planning; 
Reaffirming WHO's commitment to the goals of the World Summit for Children; 
Aware that at least one-third of the deaths of children under five years of age occur during 

the first month, and most frequently the first week of life, mainly as a consequence of the poor 
health and nutrition status of the mother and the poor quality of care she receives before, during 
and after delivery; 

1 Resolution EB89.R16. 
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Noting that inadequate attention to the health of the pregnant woman and the newborn 
results in markedly increased likelihood of death, ill-health or disability during later infancy, 
childhood and even adult life; 

Recognizing that significant improvements in health of the newborn in all countries could be 
achieved by integrating safe motherhood activities with appropriate care of the newborn; namely 
improving maternal nutrition, controlling perinatal infections, adapting resuscitation and thermal 
control principles to local circumstances, and ensuring that breast-feeding starts immediately after 
birth, 

1. URGES all Member States; 

(1) to train those providing maternal and child health care in the principles and techniques 
of risk screening during pregnancy, clean and safe delivery, resuscitation, thermal control and 
breast-feeding; 
(2) to strengthen their monitoring and surveillance systems for maternal and perinatal 
health so that they provide continuous assessment of problems and progress in terms of 
coverage, quality of care and the attainment of specific targets; 

2. REQUESTS the Director-General: 

(1) to reinforce his cooperation with Member States in implementing the measures 
specified above; 
(2) to ensure that the Organization's support is provided through district-based national 
health programmes; 
(3) to further strengthen the Organization's activities in operational research for perinatal 
care and in the area of research on and development of appropriate technology; 
(4) to develop and promote the use of indicators of the quality of maternal and neonatal 
health care; 
(5) to mobilize additional scientific and financial resources for the measures specified in 
this resolution; 

(6) to keep the Health Assembly informed of progress through appropriate mechanisms. 

The resolution was adopted.1 

Malnutrition and micronutrients: Item 10.2 of the Agenda (continued from the tenth meeting, section 3) 
The CHAIRMAN invited the Board to consider the following draft resolution proposed by the 

Rapporteurs: 

The Executive Board, 
Having considered the report of the Director-General on national strategies for overcoming 

micronutrient malnutrition, 

1. THANKS the Director-General for the report; 

2. EXPRESSES its appreciation to the Director-General of WHO and the Executive Director of 
UNICEF for having convened the Conference on "Ending hidden hunger - A policy conference on 
micronutrient malnutrition" in Montreal, Canada, in October 1991, which confirmed the importance of 
micronutrient malnutrition as a major public health problem and endorsed the goals set by the World 
Summit for Children; 

3. RECOMMENDS to the Forty-fifth World Health Assembly the adoption of the following 
resolution; 

1 Resolution EB89.R18. 
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The Forty-fifth World Health Assembly, 
Having considered the report of the Director-General on national strategies for overcoming 

micronutrient malnutrition; 
Recalling resolutions WHA39.31 and WHA43.2 on iodine deficiency, resolutions WHA22.29, 

WHA25.55, WHA28.54 and WHA37.18 on vitamin A deficiency and xerophthalmia, resolutions 
WHA38.27 and WHA40.27 relating to maternal anaemia, and resolution WHA44.33 recognizing 
the goals for the 1990s endorsed by the World Summit for Children, which include the virtual 
elimination of iodine deficiency disorders and vitamin A deficiency, and a substantial reduction in 
iron deficiency anaemia; 

Recognizing the great human suffering and the important health and socioeconomic problems 
caused by micronutrient deficiencies, especially irreversible brain damage and mental retardation 
from iodine deficiency, childhood blindness and increased mortality from vitamin A deficiency, and 
retarded physical and mental development, low birth weight and maternal mortality from iron 
deficiency; 

Concerned about the large numbers of people at risk, estimated at 1000 million for iodine 
deficiency, 190 million for vitamin A deficiency and over 2000 million for nutritional anaemia; 

Aware of the success of strategies for overcoming micronutrient malnutrition which include 
dietary diversification and supplementation, food fortification, and specific public health measures 
for the control of related human infection and infestation with parasites; 

Aware of the need to build on the experience of the past decade to accelerate and intensify 
specific activities and integrated approaches in regard to micronutrient malnutrition in order to 
achieve concrete results in countries in the short term, 

1. URGES Member States: 

(1) to strengthen the activities recommended in the report and integrate them in their 
national health and development programmes, taking into account any recommendations that 
may be made to this effect by the International Conference on Nutrition; 
(2) to establish, where appropriate, a focal point and coordinating mechanism to promote 
and integrate activities in common for the control of iodine deficiency disorders, vitamin A 
deficiency and nutritional anaemia; 
(3) to establish, as part of the health and nutrition monitoring system, a micronutrient 
monitoring and evaluation system capable of assessing the magnitude and distribution of 
these micronutrient deficiency disorders and monitoring the implementation and impact of 
control programmes, and to report as appropriate to W H O thereon; 
(4) to mobilize the necessary human, technical and financial resources to ensure the 
successful implementation of national activities to overcome micronutrient malnutrition; 

2. REQUESTS the Director-General: 

(1) to prepare guidelines on national strategies for prevention and control of micronutrient 
deficiencies; 
(2) to establish as part of the WHO nutrition data base a global micronutrient deficiency 
information system comprising data on iodine deficiency, vitamin A deficiency and nutritional 
anaemia; 
(3) to encourage the establishment of regional mechanisms, such as task forces and 
working groups, for catalysing and providing technical support to national programmes, and 
promoting cooperation among countries; 
(4) to encourage effective cooperation among the agencies concerned - international, 
bilateral and nongovernmental - and the scientific bodies of experts in the fields of iodine, 
vitamin A and iron deficiencies; 
(5) to continue to disseminate information among countries and to provide technical 
support and training in the prevention and control of micronutrient malnutrition; 
(6) to support operational research on integrated methods of assessing and combating 
micronutrient deficiencies; 
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(7) to mobilize additional technical and financial resources for intensified support to 
Ñlember States. 

The resolution was adopted.1 

5. INFANT A N D Y O U N G CHILD NUTRITION (PROGRESS A N D EVALUATION REPORT; A N D 
STATUS OF IMPLEMENTATION OF THE INTERNATIONAL C O D E OF MARKETING OF 
BREAST-MILK SUBSTITUTES): Item 11 of the Agenda (continued from the tenth meeting, 
section 4) 

The CHAIRMAN invited the Board to consider the following draft resolution proposed by the 
Rapporteurs: 

The Executive Board, 
Having considered the report of the Director-General on infant and young child nutrition, 

1. THANKS the Director-General for his report; 

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

The Forty-fifth World Health Assembly, 
Having considered the report by the Director-General on infant and young child nutrition; 
Recalling resolutions WHA33.32, WHA34.22, WHA35.26, WHA37.30, WHA39.28, WHA41.11 

and WHA43.3 concerning infant and young child nutrition, appropriate feeding practices and 
related questions; 

Reaffirming that, during the first four to six months of life, no food or liquid other than 
breast milk, not even water, is required to meet the normal infant's nutritional requirements, and 
that from the age of about six months, infants should begin to receive a variety of locally available 
and safely prepared foods rich in energy, in addition to breast milk, to meet their changing 
nutritional requirements; 

Welcoming the leadership of the Executive Heads of W H O and UNICEF in organizing the 
"baby-friendly" hospital initiative, with its simultaneous focus on the role of health services in 
protecting, promoting and supporting breast-feeding and on the use of breast-feeding as a means of 
strengthening the contribution of health services to safe motherhood, child survival, and primary 
health care in general, and endorsing this initiative as a most promising means of increasing the 
prevalence and duration of breast-feeding; 

Expressing once again its concern about the need to protect and support women in the 
workplace, for their own sakes but also in the light of their multiple roles as mothers and care-
providers, inter alia by applying existing legislation fully for maternity protection, expanding it to 
cover any women at present excluded or, where appropriate, adopting new measures to protect 
breast-feeding; 

Encouraged by the steps being taken by infant-food manufacturers towards ending the 
donation or low-price sale of supplies of infant formula to maternity wards and hospitals, which 
would constitute a step towards full implementation of the International Code, and urging that this 
action be continued and expanded; 

Being convinced that charitable and other donor agencies should exert great care in initiating, 
or responding to, requests for free supplies of infant foods; 

Noting that advertising infant formula as a substitute for breast milk may compete unfairly 
with normal, healthy breast-feeding, which is not subject to advertising yet which is the safest and 
lowest-cost method of nourishing an infant, and that such advertising may favour uninformed 
decision-making, by-passing the advice and supervision of the mother's physician or health worker; 

Welcoming the generous financial and other contributions from a number of Member States 
that enabled W H O to provide technical support to countries wishing to review and evaluate their 
own experiences in giving effect to the International Code, 

1 Resolution EB89.R18. 
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1. THANKS the Director-General for his report; 

2. URGES Member States: 

(1) to ensure that the operational targets contained in the Innocenti Declaration are given 
full expression at national level, namely: 

(a) by appointing a national breast-feeding coordinator and establishing a 
multisectoral breast-feeding committee; 
(b) by ensuring that every facility providing maternity services applies the principles 
laid down in the joint W H O / U N I C E F statement on the role of maternity services in 
protecting, promoting and supporting breast-feeding; 
(c) by taking action to give effect to the principles and aims of the International 
Code of Marketing of Breast-milk Substitutes and subsequent relevant Health Assembly 
resolutions in their entirety; 
(d) by enacting legislation and adopting means for its enforcement to protect the 
breast-feeding rights of working women; 

(2) to encourage and support all public and private health facilities providing maternity 
services to become "baby-friendly": 

(a) by providing the necessary training for the application of the principles laid down 
in the joint W H O / U N I C E F statement; 
(b) by encouraging the collaboration of professional associations, women's 
organizations, consumer and other nongovernmental groups, the food industry, and 
other competent sectors in this endeavour; 

(3) to use the common breast-feeding indicators developed by WHO, with the collaboration 
of UNICEF and other interested organizations and agencies, in evaluating the progress of 
their breast-feeding programmes; 
(4) to draw upon the experiences of other Member States in giving effect to the 
International Code; 

3. REQUESTS the Director-General: 

(1) to continue WHO's productive collaboration with its traditional international partners, 
in particular UNICEF, as well as other concerned parties including professional associations, 
women's organizations, consumer and other nongovernmental organizations, and the food 
industry with a view to attaining the Organization's goals and objectives in infant and young 
child nutrition; 
(2) to strengthen the Organization's network of collaborating centres, institutions and 
organizations in support of appropriate national action; 
(3) to support Member States, on request, in developing and adapting guidelines on infant 
nutrition, including complementary feeding practices that are timely, nutritionally appropriate 
and biologically safe and the development of suitable measures to give effect to the 
International Code; 
(4) to draw the attention of Member States and other intergovernmental organizations to 
new developments that have an important bearing on infant and young child feeding and 
nutrition; 
(5) to consider, in collaboration with the International Labour Organisation, what options 
are available to the health sector and other interested sectors for reinforcing the protection 
of women in the workplace in view of their maternal responsibilities, and to report to a 
future Health Assembly in this regard; 
(6) to mobilize additional technical and financial resources for accelerated support to 
Member States. 

Dr CAYCEDO BORDA (alternate to Dr González Posso) said that it was necessary to make quite clear 
in the draft resolution the food industry's responsibility to respect the International Code and the joint 
WHO/UNICEF statement. To that end, he proposed that a final preambular paragraph should be added to 
the draft resolution recommended to the Health Assembly, to read as follows: "Recognizing that international 
trade agreements could have an influence on implementation of the International Code, which was considered 
the minimum requirement for protection of infant and young child nutrition;". In addition, mention should be 
made in operative paragraph 2(2)(b), after "food industry", of the need for that industry to donate or make 
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available at low cost to crèches and hospitals food supplements for infants and young children, and in operative 
paragraph 3(4) of the need for Member States' attention to be drawn to new developments in the international 
terms olF trade. 

Mr VARDER said that, although some of the actions that Member States were urged to take, 
e.g., appointing a national breast-feeding coordinator or enacting legislation, were not of major importance in 
some countries, he would not object to the emphasis placed on them in the draft resolution since they were 
important in others. 

Furthermore, the promotion of normal, healthy breast-feeding, although referred to in the preamble to 
the resolution recommended to the Health Assembly, was not mentioned in its operative part. He therefore 
proposed the addition to operative paragraph 2 of a new subparagraph reading: "to ensure adequate mass 
information on these issues so that the mother's decision can be based on valid and complete ¡nformation;11. 

Dr VIOLAKI-PARASKEVA suggested that the amendments proposed should be incorporated in a 
revised draft resolution for submission to the Board in writing at a later meeting. 

After a procedural discussion, it was so agreed. 

(For continuation, see summary record of the fifteenth meeting, section 3.) 

6. CONFIRMATION OF AMENDMENTS TO THE STAFF RULES: Item 21 of the Agenda (Documents 
EB89/361 and EB89/INF.DOC./122) 

Mr AITKEN (Assistant Director-General) said that the reasons for the amendments made to the Staff 
Rules were set out in document EB89/36; document EB89/INF.DOC./12 gave the texts of the Rules 
themselves. All the changes were being implemented under the United Nations common system governing 
personnel questions, and stemmed from recommendations of the International Civil Service Commission and 
subsequent decisions of the United Nations General Assembly. 

The first of the three amendments was the deletion of a reference to a particular entitlement for general 
service staff which had been discontinued and replaced by another entitlement. The second amendment was a 
revision of the schedule of salaries for the professional category and directors’ posts, with a consequent 
reduction in post adjustment. The effect of the revision woüld be that staff would not actually receive any 
higher take-home pay, but would benefit by alterations to certain allowances. The third amendment concerned 
a revision of assessment rates for salaries in the general service category. The Board might wish to consider a 
draft resolution confirming those amendments (resolution 1 in document EB89/36). 

The other modifications proposed related to the salaries of Assistant Directors-General, of the Deputy 
Director-General and of the Director-General, modifications which again resulted from decisions of the 
United Nations General Assembly. Those modifications increased the base salary of the posts concerned, but 
decreased the post adjustment (in other words, the cost of living allowance), so that no actual change in 
take-home pay resulted. 

The overall implications of those changes for the regular budget in the current biennium were estimated 
at some US$ 900 000. The reason for those costs was, first, that terminal payments to staff were adjusted on 
the basis of a particular scale, which must be amended as a consequence of the changes; secondly, payments 
under the scheme known as the "mobility and hardship scheme", which related to certain duty stations around 
the world, would also have to be altered as a consequence of the changes in the net salary scale. The Board 
might wish to consider recommending to the forthcoming Health Assembly the adoption of a draft resolution 
on the salaries referred to (resolution 2 in document EB89/36). 

Dr VIOLAKI-PARASKEVA asked whether the proposed changes would have any effect on the pensions 
of the staff members concerned. 

Mr AITKEN (Assistant Director-General) said that for professional staff the new scale would not have 
any impact. For general services staff, the change in staff assessment would have an implication, because it 
was used to determine pensionable remuneration by application to the salary scale. He could not say precisely 

1 Document EB89/1992/REC/1, Annex 2. 
2 Document EB89/1992/REC/1, Annex 2, Appendix. 
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what those implications would be, since different scales of salary applied at every duty station throughout the 
world. In some cases, pensionable remuneration would have to be held constant until such time as it was 
overtaken by future adjustments to the scale. 

The two resolutions were adopted.1 

Mr VARDER said that he endorsed the adoption of the two resolutions, but wished to make some 
suggestions on another issue that concerned WHO's staff. 

Firstly, the Organization should remain committed to ensuring equality between the sexes and should 
continue its efforts to increase the number of women at all levels. Secondly, since all were agreed that health 
was a multisectoral issue, it should intensify its efforts to increase the number of nonmedical professionals. 
Thirdly, there should be a change in the criteria upon which the geographical distribution of posts in the 
Organization was calculated. So far it had been based solely on the size of the assessed contribution of each 
country, irrespective of the size of voluntary contributions made to the various programmes. However, a group 
of countries whose contributions to the regular budget were relatively small made large donations to the 
Organization. Such countries were not being fairly treated in terms of allocation of posts, especially since 
some 50% of the Organization's income was currently derived from voluntary contributions. The time had 
come for the Board to reconsider its position on the issue. 

The Board noted Mr Varder's observations. 

7. REAL ESTATE FUND: Item 22 of the Agenda (Document EB89/372) 

Mr AITKEN (Assistant Director-General) said that most of the projects currently financed from the 
Real Estate Fund were expected to be satisfactorily completed at costs within the limits of local currency 
equivalents of the amounts that had been initially estimated. One project was expected to have a 15% overrun 
because of higher local inflation, but the additional cost could be met from the Fund's available resources. 

Where new projects were concerned, only the most immediate and pressing ones had been put forward, 
in view of the current financial difficulties. They included repairs to the façade and roof of the Council 
Chamber of the Regional Office for the Americas and the replacement of two lifts in the Regional Office for 
South-East Asia. It was further proposed to construct a number of new offices in the latter Regional Office to 
meet the needs of the Global Programme on AIDS. All those projects could be financed from the Fund's 
existing balance. 

The extension to headquarters premises, which had been financed not from the Real Estate Fund but 
through the repayment of the Swiss Loan Account, had been completed as scheduled, with a cost overrun of 
approximately 3%. 

The Board might wish to adopt the resolution set out in paragraph 11 of document EB89/37. 

The resolution was adopted.3 

8. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM: Item 23 of the Agenda 

General matters: Item 23.1 of the Agenda (Resolution EB87.R20; Documents EB89/38, 
EB89/INF.DOC./5, EB89/INF.DOC./7 and EB89/INF.DOC./114) 

Dr KAWAGUCHI (Planning, Coordination and Cooperation) said that the Director-GeneraPs report 
(document EB89/38) was somewhat more extensive than usual, because actions of great significance to WHO 
had been taken lx>th by the United Nations General Assembly at its forty-sixth session and by other 
organizations of the United Nations. The Director-General would be receiving the new Secretary-General, 

1 Resolutions EB89.R12 and EB89.R13. 
2 Document EB89/1992/REC/1, Annex 3. 
3 Resolution EB89.R14. 
4 For Accra Declaration and agenda for action, see document EB89/1992/REC/1, Annex 8. 
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Mr Boutros Boutros Ghali, at a session of A C C in April, and would be taking the opportunity to stress the 
crucial role of health in development efforts throughout the world. 

Another issue of importance to W H O dealt with by the General Assembly had been the coordination of 
humanitarian emergency assistance. General Assembly resolution 46/182 had requested the Secretary-General 
to appoint a high level official as emergency relief coordinator to deal with the ever-mounting toll of disasters 
that caused massive destruction and intense human suffering. The resolution had also supported the proposal 
for the establishment of a central emergency revolving fund in the amount of US$ 50 million under the 
authority of the Secretary-General, to be made available to participating agencies of the United Nations 
system, including WHO, to facilitate rapid response in case of emergency. In the case of large and complex 
emergencies, appeals for humanitarian assistance would have to be coordinated by the Secretary-General and 
launched by him in consultation with organs of the United Nations system, including WHO. 

Two of the basic principles of the resolution were, firstly, that emergency assistance should be made 
available in the context of respect for the sovereignty, territorial integrity and national unity of States, and 
always in response to appeals from the countries affected; and secondly that the mandates of organs and 
organizations of the United Nations system were to be fully respected and that those bodies would continue to 
respond to requests for assistance covered by those mandates. 

The continuing debate on the United Nations system's operational activities for development was also of 
importance to WHO. H e reminded the Board that at its eighty-seventh session it had recommended to the 
Forty-fourth World Health Assembly held in May 1991 the adoption of a resolution responding to General 
Assembly resolution 44/211 on that question: however, following a recommendation on the part of 
Committee B, that resolution had not been acted upon. A revised resolution, which sought to give greater 
prominence to areas of common understanding within the United Nations system and to WHO's commitment 
to furthering and improving technical cooperation activities, was now being proposed by the Director-General 
for consideration by the Board. In resolution 46/219，the General Assembly had reaffirmed the importance of 
resolution 44/211 and had stressed the need for more vigorous efforts to implement it. 

Significant changes were taking place within the United Nations system in regard to mechanisms for 
providing technical cooperation. New successor arrangements for programme support costs, to be effective in 
1992, had been adopted by both U N D P and UNFPA, with a view to increasing the number of programmes 
executed by countries and to achieving greater decentralization. W H O was actively contributing to the 
development of improved procedures within the United Nations system, on the basis of the experience it had 
acquired in many of those fields. 

Both the Economic and Social Council and the General Assembly had laid special stress on the scale of 
the problems caused by the spreading AIDS pandemic. General Assembly resolution 46/203 had urged 
Member States to continue to give the pandemic priority and to be outspoken in explaining to their citizens the 
connection between AIDS and sexual behaviour. The Director-General had been specifically requested to 
cover all aspects of the pandemic, including the socioeconomic aspects and the impact on development efforts 
in the countries and regions most affected, in his report to the fo seventh session of the General Assembly. 

Another development of special significance for W H O had n the Accra Initiative, which had focused 
on the vulnerability of women in society, particularly in developing countries. Document EB89/INF.DOC./11, 
entitled "Accra Initiative on health: Declaration and agenda for action"1 offered some suggestions for possible 
action in that regard. 

H e drew the Board's attention to continuing efforts to improve coordination within the United Nations 
system, and in particular to the active role played by the Director-General in joint meetings of the Committee 
for Programme and Coordination (CPC) and ACC, as well as in the Economic and Social Council. In the 
course of the joint meetings held in October 1991 in New York, the Director-General had expressed his 
concern that social development was still being overlooked by political leaders to the detriment of vulnerable 
groups and had stressed the need for increased dialogue, not only within the United Nations system but also 
with the donor community. 

Following a discussion at the Forty-fourth World Health Assembly the Director-General had brought to 
the attention of the Economic and Social Council the serious socioeconomic and health problems related to 
tobacco production and consumption. That body had accordingly been asked to take up such issues as crop 
substitution, government subsidies to tobacco growers, and import duties on tobacco products. It had been 
asked to ensure a coordinated approach to the problem by involving the agencies most directly concerned, such 
as FAO, UNIDO, ILO, UNCTAD, GATT and the World Bank. 

W H O was also continuing its collaboration with UNICEF: a special session of the U N I C E F / W H O Joint 
Committee on Health Policy would be held immediately following the Board's current session. Further 

1 For Declaration and agenda for action, see document EB89/1992/REC/1, Annex 8. 
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significant developments had been the commemorative meeting held at United Nations Headquarters in New 
York in October 1991 to announce the achievement of an 80% global average immunization coverage, and the 
policy conference on "Ending Hidden Hunger" held in Montreal, Canada, in the same month, which had 
suggested ways of overcoming micronutrient deficiencies. 

Dr DAGA, commenting on the report by the Director-General on collaboration within the United 
Nations system (document EB89/38), called on all those who had organized and participated in the 
International Forum described in paragraphs 27-29 to do everything possible to ensure that the Forum's 
conclusions and the Accra Initiative did not remain a dead letter. 

Turning to paragraphs 47-53, on the Economic and Social Council, he suggested that W H O should 
become more closely involved in the interpretation and follow-up of Council decisions that had an impact on 
the health of populations. 

Finally, W H O should look into ways of furthering the achievement of the objectives of the 
United Nations Programme of Action for African Economic Recovery and Development. 

Dr NOVELLO (adviser to Dr Mason) said that document EB89/INF.DOC./5 on the W H O programme 
on tobacco or health illustrated the conflict between the need to reduce the high toll of disease and death from 
tobacco use and the economic impact on tobacco-producing countries of W H O policies designed to achieve 
that goal. Her country agreed with WHO's position that a multisectoral approach was needed to cope with the 
innumerable social and economic issues associated with tobacco production and consumption. WHO's 
attempts to involve other United Nations agencies and the World Bank in dealing with such issues were 
commendable. 

The United States supported WHO's collaboration with the governments of developing countries to 
promote methods of assessing the economic impact of smoking on health, with particular emphasis on 
establishing data bases on mortality attributable to smoking, years of life lost and health care costs related to 
smoking. It welcomed the efforts made to raise and utilize extrabudgetary funds. Concentration of the 
programme's limited resources on the development of national tobacco control activities that included the 
promotion of public education and information and the creation of a data base was commendable. 

W H O had done all it could in relation to the economic issues connected with smoking: responsibility for 
further debate and action now properly lay with the other United Nations agencies mentioned in the report. 
The Director-General should therefore continue his dialogue with them, and WHO's energies should be 
devoted to reducing death and disease resulting from tobacco use. 

Dr NTABA (Malawi)1 recalled that he had informed the Economic and Social Council of his 
Government's concern over the effects on the countries economically dependent on tobacco of the reduction of 
tobacco production. Malawi had hoped for a multisectoral approach to be adopted, with the Council and 
WHO in the vanguard, but the World Bank had recently enunciated a highly inflexible new policy on tobacco 
that showed that there had been no input from WHO. 

Malawi now had a project for alleviating poverty in rural areas through the cultivation of burley tobacco. 
Of all wage earners in Malawi, 30% were involved in tobacco production, and 69% of the country's export 
earnings came from tobacco. Malawi's long-standing political and socioeconomic stability could be attributed 
to tobacco. Policies like those of the World Bank could strangle the country's economy. 

Closer collaboration with other United Nations agencies, spearheaded by WHO, was therefore 
imperative. WHO's flexibility on, and sensitivity to, the ramifications of tobacco use would militate against 
policy extremes like those of the World Bank. He therefore requested the Board to suggest to the Forty-fifth 
World Health Assembly that it should ask for an item on tobacco to be placed on the agenda of the United 
Nations General Assembly, with a view to its consideration by the United Nations agencies concerned. 

The campaign against smoking had reduced tobacco consumption, but only in the rich countries: in poor 
ones, it had greatly increased. The health hazards of smoking were thus merely being shifted from developed 
to developing countries. The Board had discussed that unexpected and unwelcome development at its session 
in January 1988, yet W H O had remained silent on that aspect of the programme; the Board should correct 
that situation. 

Despite WHO's concern, expressed in numerous resolutions, with helping tobacco-producing countries to 
find substitute crops, there was still no alternative available. The world's ten leading tobacco producers 
(Malawi was twelfth) were all rich countries. Most of them were increasing their tobacco production, and 
some were even subsidizing it, yet no pressure was being exerted on them to abandon or reduce it. Attempts 

1 Decision EB89(16). 2 Government representative attending by virtue of Rule 3 of the Rules of Procedure. 
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by some non-producer countries to ban cigarette imports had met with a lukewarm response or even outright 
opposition from WHO. 

WHO's strategies on difficult questions like tobacco must be balanced, realistic and sensitive, otherwise 
its moral credibility would be open to question. The Organization had sanctioned the placing of health 
warnings on cigarette packets and had supported bans on cigarette advertising, yet the legality and 
constitutionality of such measures were being questioned and rejected by the authorities in many democratic 
communities. 

WHO must not allow rhetoric and hypocrisy to discredit its debates and undermine its priorities. It must 
not appear to promote programmes that benefited only rich countries at the expense of poor ones. Malawi 
sincerely hoped that W H O would not relinquish its noble role as the champion of vulnerable populations and 
abandon their health and development needs to others. It should remain in the forefront of the search for 
solutions to difficult problems like that of tobacco. 

Professor GIRARD said that tobacco was an area where coordination was the key to success. WHO’s 
mandate as a health agency meant that it would be judged in terms of how successful its work on the health-
related aspects of tobacco had been. He feared that the С anization might be reproached for not having 
stated forcefully enough that tobacco was a major public h th problem. Ritual pronouncements were not 
sufficient; dramatic policy statements were sometimes justified. WHO needed to legitimize its actions vis-à-vis 
other United Nations bodies, whose cooperation was essential, by drawing attention to the severity of a health 
problem for which it shared responsibility jointly with them. However, the forcefulness of its message should 
not be weakened because other parameters were involved that might be in conflict with it. 

Mr VARDER said that document EB89/INF.DOC./5 seemed to favour the prohibition of tobacco 
consumption. That was not a viable solution; the freedom of the individual to choose his or her own life-style 
was of vital importance. The rights of non-smokers should certainly be respected, but greater emphasis should 
be placed on prevention. A substantial reduction in tobacco consumption would be achieved only by changing 
individual attitudes. Such changes must be brought about by education, information and motivation, activities 
that must receive greater attention among those planned in the tobacco or health programme. There was a 
tendency to go to extremes in discussing reduction of tobacco consumption. H e agreed with Dr Ntaba that the 
right balance must be found between economic development and prevention policies. 

Professor BORGOÑO said that WHO could not afford to compromise with regard to a problem of such 
magnitude as that of the health consequences of tobacco use. The measures currently being taken should be 
continued, greater attention being given to prevention, as suggested by Mr Varder. While it should of course 
participate in a multisectoral approach, it should remain responsible for health issues. Although sympathetic to 
those countries whose economies depended on tobacco, it could not change its policies on tobacco use. 

Dr DAGA said that, as between health and tobacco, WHO clearly had to choose health. At the same 
time, the appeal of the Minister of Health of Malawi raised certain questions. For example, despite the fact 
that crop substitution had been discussed a few years ago, nothing had been done. Certain countries derived 
65% of their income from tobacco; the loss of that revenue would clearly be extremely serious. Other 
organizations, such as FAO had activities concerned with tobacco, and WHO should also be concerned with 
ensuring that those activities could be carried out. 

Dr KOSENKO said that there was, of course, an emotional aspect to the problem. However, it should 
not be forgotten that WHO, acting in accordance with its mandate, had done a great deal to resolve the 
problems of "tobacco or health". H e agreed with Professor Borgoño that multisectoral cooperation was 
necessary and noted that action was already being taken along those lines. As stated in document 
EB89/INF.DOC./5, the Director-General had in July 1991 drawn the attention of the United Nations 
Economic and Social Council, and through it, other international organizations, to the need to solve the 
socioeconomic problems connected with the control of smoking. 

The plan of action of the "tobacco or health" programme was satisfactory; it reflected all the main 
aspects of smoking control and did not overstep the bounds of WHO's mandate. He could not agree that the 
anti-tobacco campaign had reached an impasse; its success was demonstrated, inter alia’ by what had been 
achieved in the European Region. Because of its limited resources WHO should actively seek financing from 
other international organizations for the "tobacco or health" programme. 
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Dr VIOLAKI-PARASKEVA said that, despite the moving statement by the Minister of Health of 
Malawi, W H O had to find a balance between the economic and health consequences of tobacco production 
and consumption. It must also find ways of collaborating very closely in that effort with other organizations. 

The CHAIRMAN, speaking in his personal capacity, said that the Minister of Health of Malawi had 
presented arguments based solely on economic concerns; as had been rightly said by Board members, WHO's 
primary concern was health. 

The Organization could not compromise in any way on the subject of tobacco consumption; its duty was 
to take a firm stand against it because of its injurious consequences. The Government of Malawi should 
present its case to bodies such as the Economic Commission for Africa or other appropriate forums for 
discussing the economic issues connected with tobacco. Certainly, the Minister's plea was touching; however, 
his own view was that Malawi should act quickly to introduce crops other than tobacco so that it would cease 
contributing to the death toll resulting from tobacco use. 

The D I R E C T O R - G E N E R A L said that members were all aware that tobacco was a health hazard. The 
death rate as the result of tobacco use was currently much higher than that caused by the illicit use of drugs. It 
was widely recognized that tobacco was a drug that caused dependency; otherwise, its use would not be so 
widespread. Yet, despite its capacity to induce dependency, tobacco was still viewed as an ordinary 
commercial commodity and, unlike other addictive drugs, its use was not prohibited by any country. 

The Organization's major responsibility in dealing with the tobacco issue was health promotion and 
education; thus, its primary responsibility was demand reduction, rather than controlling the supply. 

Since tobacco was an ordinary commercial commodity, in many countries producers generally had the 
right to promote their products. Most local legislation concerning tobacco dealt with reduction of use; there 
was no legislation designed to decrease tobacco production. In fact, in many developing countries, there had 
been an increase in the rate of tobacco consumption, despite the efforts of WHO. However, it was mostly the 
consumption of imported rather than local tobacco that had risen. 

It had to be recognized that, if action were not taken, tobacco-related noncommunicable diseases were 
likely to be the greatest health and economic burden of the twenty-first century. 

It was for the Board to advise him on the role W H O should play. It could take the lead in multisectoral 
advocacy or it could limit itself to tackling the purely health aspects of the problem, leaving other aspects in 
the hands of other organizations of the United Nations system. H e noted that, although it had acknowledged 
the health hazards of tobacco, the United Nations had not yet established a coordinating mechanism for 
reducing consumption. Consequently, he supported the approach of multisectoral advocacy, using the brains 
and aspirations of the health professions, who knew the hazards of tobacco. 

Naturally, the international community and the development agencies, such as U N D P and the World 
Bank, should take duly into consideration the difficult situation of countries whose economies were dependent 
on tobacco exports and encourage them not only to implement crop substitution programmes but also to 
develop other sectors of their economies. 

A very serious issue was being raised, of multisectoral cooperation and leadership, and whether the 
health community could take the lead in Third World development. 

The meeting rose at 17h50. 



FOURTEENTH MEETING 

Tuesday, 28 January 1992, at 9h30 

Chairman: Professor O. RANSOME-KUTI 

COLLABORATION WITHIN THE UNITED NATIONS SYSTEM: Item 23 of the Agenda (continued) 

General matters: Item 23.1 of the Agenda (Resolution EB87.R20; Documents EB89/38, 
EB89/INF.DOC./5, EB89/INF.DOC./7 and EB89/INF.DOC./11) (continued) 

Dr MENCHACA (Tobacco or Health) said that the activities of the "tobacco or health" programme were 
taking the direction outlined in the Plan of Action approved by the Health Assembly in its resolution 
WHA42.19. He agreed with Mr Varder's comment at the thirteenth meeting that some of the most important 
activities of the programme were education, information and motivation. As had been said at the previous 
meeting, the situation in developing countries was indeed one of the priority problems for the programme, as 
in such countries it was still possible to avoid the harmful effects of the increasing tobacco epidemic which, if 
unchecked, could become an additional burden on health systems that had not yet resolved the problem of 
communicable diseases. 

Cigarette consumption in developing countries was increasing and, with the exception of China, the 
importation of manufactured cigarettes was rising dramatically in many of them. 

The Director-General, in his report to the Economic and Social Council, had expressly referred to the 
need for multisectoral cooperation and multilateral assistance if the socioeconomic and health problems 
revolving around tobacco production and consumption were to be faced successfully. Indeed, one of the 
primordial functions of the Organization was to ensure coordinated action in international health matters, of 
which tobacco was one. 

Concerning the response in that respect in some countries and in some United Nations bodies, it should 
not be overlooked that the attitude of their leaders and high officials could play an important role in the 
campaign against tobacco use. Some countries or organizations might find themselves influenced by the 
enormous interests involved, which might tend to affect the action being taken by the governments or 
organizations. 

Dr NTABA (Malawi)1 thanked the Director-General and the members of the Board for appreciating 
that his statement was a distress call from a country threatened with serious economic problems on the very 
complex question of tobacco and was certainly not a protest at WHO's campaign against tobacco. Malawi was 
not urging WHO to abandon its campaign but believed that the Organization must be told the truth concerning 
the difficulties with country health programmes. He made no apologies for presenting the economic arguments 
concerning tobacco to the Executive Board because WHO must not be sheltered from the economic realities 
that formed the very basis of the multisectoral approach the Board desired. The health arguments against 
tobacco were known to all and he had never disputed them. Malawi, however, had an obligation to remind 
WHO that there were economic dimensions and considerations that might determine the success or failure of 
a health promotion programme; it also had a duty to inform the Organization that crop substitution for 
tobacco - though a popular notion - was proving to be a practical impossibility, not only in Malawi but also in 
other countries. 

Decision: The Executive Board, having considered the information provided to it on the activities of 
WHO on matters relating to "tobacco or health" and the report by the Director-General to the Economic 
and Social Council of the United Nations in July 1991 on the social and economic issues of tobacco 

1 Government representative attending by virtue of Rule 3 of the Rules of Procedure. 
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production, approved the action taken by the Director-General both through the orientation given to the 
W H O programme on "tobacco or health" and by reporting to the Council, as an appropriate and 
adequate response to the concerns expressed in resolutions WHA42.19 and WHA43.16 regarding the 
social and economic aspects of tobacco production.1 

Mr CANKOREL (Turkey),2 said that he wished to make a brief, non-political statement and to appeal 
to the Executive Board to adopt a non-political position on a very political issue. "Health assistance to 
refugees and displaced persons in Cyprus" had been on the agenda of the Health Assembly for the past 16 
years. Over the years Turkey had gone along with the consensus on the adoption of the related resolutions, on 
the understanding, firstly, that the assistance provided should be allocated to the two communities of the island 
on an equitable basis, and secondly that no party should be allowed to exploit the humanitarian issue for 
political ends. It had also pointed out that there were no refugees on the island and that reference to United 
Nations resolutions was superfluous. Unfortunately, what it had taken for granted concerning equitable 
distribution of funds had practically never materialized and the humanitarian issue had to a great extent been 
used for political aims. 

There were two communities on the island of Cyprus, one in the north and one in the south. They had 
serious differences, to the attempted solution of which the United Nations Secretary-General was lending his 
good offices; his last report on the issue was dated December 1991 and was based on Security Council 
resolution 649 of 1990. H e himself would not go into details of those efforts, as he did not consider W H O to 
be the right forum to discuss such political issues. Nor was it right to refer to them in Health Assembly 
resolutions, as had unfortunately been the case. It was, however, important to share with members of the 
Board a piece of historical information relevant for the purposes of his statement. The two communities had 
reached an agreement in Vienna in 1975 on a voluntary population exchange, which had accordingly been 
effected. Sixteen years had elapsed since then; it was therefore not convincing to argue that there were 
refugees or displaced persons with health problems in Cyprus. Indeed there had never been any refugees, as 
the term was defined by the Office of the United Nations High Commissioner for Refugees. To assert that 
there currently existed a health problem among refugees or displaced persons in Cyprus was therefore not a 
convincing argument for the continuation of a health assistance programme. To pretend that such a problem 
existed could only serve a purpose which had little to do with health considerations. 

There was another aspect to his Government's concern: the inequitable distribution of W H O funds. To 
date, one of the two communities of the island - the Turkish community in the north • had hardly benefited 
from the health assistance provided over the past 16 years, save for a few scholarships. All other assistance, 
under the heads of development of human resources for health, accident prevention, clinical and laboratory 
technology for health, and drug monitoring, had only benefited the community in the south. That was all the 
more unacceptable in the light of the fact that per capita income in the south, where assistance had been 
extended, was US$ 9000，as opposed to US$ 3000 in the north. 

H e concluded therefore, with due respect to the humanitarian purposes motivating health assistance in 
Cyprus so far，that there must be other areas and countries more deserving of W H O assistance, especially in 
view of the extremely serious and pressing problems of poverty, starvation and civil war prevailing in the world. 
The exploitation of W H O resources should therefore be stopped, otherwise the generous contributions of 
Member States would be used in areas for which they were hardly intended and many developing and least 
developed countries would be deprived of additional resources. On those grounds his Government urged the 
exclusion of any item on Cyprus from the World Health Assembly agenda，unless direct and equitable 
assistance to the Turkish C^priot community in the north of the island was ensured and clearly mentioned in 
any resolution to be adopted by the Health Assembly. Turkey would again raise the issue at the forthcoming 
Health Assembly and he appealed to members of the Board to give favourable consideration to his request. 

The CHAIRMAN said that the Board had taken note of the statement. 

Mrs BEHLEN-DEXTER (Food and Agriculture Organization of the United Nations) said that the 
report on collaboration between W H O and FAO on the preparations for the International Conference on 
Nutrition (document EB89/INF.DOC./7) was based upon a similar progress report presented to the November 
1991 FAO Conference. In response to that report, FAO Member States had supported the close cooperation 
between FAO and W H O and recommended continued input from other United Nations agencies, through the 
ACC Sub-Committee on Nutrition, recognizing the significant contributions being made by UNICEF. The 

1 Decision EB89(16). 
2 Government representative attending by virtue of Rule 3 of the Rules of Procedure. 
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FAO Conference had also supported the efforts being made by W H O and F A O to encourage the participation 
of nongovernmental organizations. The theme "Food and Nutrition" had been chosen for FAO World Food 
Day, 1992, to lend support to the International Conference on Nutrition. Proposed World Food Day activities 
were in line with the objectives of the forthcoming Conference and would provide an excellent opportunity to 
raise awareness about it and to focus on global nutrition concerns. 

The nutrition problems facing the world - partly in consequence of failed social and economic policies -
required multisectoral efforts. As nutrition was the central link between agriculture and health, FAO 
welcomed the opportunity to work together with W H O to support agency and government efforts to develop 
effective programmes and policies and to mobilize donor resources at the country, regional and international 
levels in order to bring about sustainable improvements. 

The plan of action to be discussed and adopted at the Conference would reflect the results of discussions 
at regional and subregional meetings. The activities in preparation for the Conference and a commitment to 
follow-up activities were being emphasized as they worked together for the prevention and alleviation of the 
problems of world hunger and malnutrition in all its forms. 

Dr VIOLAKI-PARASKEVA, referring to document EB89/INF.DOC./11, said that the International 
Forum on "Health: A Conditionality for Economic Development", held in Accra in December 1991，had been 
an attempt to communicate new messages about health and, by that token, about what W H O should be doing. 
She herself had attended the forum and congratulated the Director-General and his staff on the initiative; the 
quality of the background document had been excellent and the discussions forward-looking. Seldom had the 
relationship between economic development, vulnerability and health status been so well argued. 

Three points emerged from the discussions. To begin with, it was the first t ime that the fact that 
economic growth and wealth did not necessarily lead to health had been discussed as a policy issue by the 
international community. Secondly, the fact that longer life did not necessarily mean better life had also been 
discussed. Thirdly, the need to take immediate and energetic measures to prevent vulnerability by tackling its 
root causes had been recognized. As those three factors applied in varying degrees to all societies, it was 
evident that health could serve to bridge the gap between rich and poor, industrialized and developing 
countries, and North and South. W H O should therefore act on the recommendation in the Declaration1 and 
Agenda for Action (in document EB89/INF.DOC./11) that an international task force should be set up to look 
at the steps necessary to implement the Accra Initiative, with a view to reporting on the progress made to a 
summit conference in three years’ time. W H O might already start to explore which countries might be 
interested in sponsoring such a high-level meeting. 

She had had the opportunity of visiting villages where activities were being carried out that formed the 
basis for the ideas put forward and the issues discussed at the Accra forum. That had given her, as a member 
of the Board, a better understanding of some of WHO's activities in the field and clarified for her the role that 
W H O should be playing. Measuring the gap between the theories ventilated at the W H O organizational level 
and the actual situation in countries had led her to conclude that W H O must adopt a much more pragmatic 
and realistic approach. She had seen that with the bare minimum of resources a modest attempt was being 
made to help the poor in the villages to escape their vulnerability by focusing on functional literacy for women, 
improvement of household income and raising of health standards through changes in behaviour patterns and 
health practices as well as through the strengthening of local health services. W H O was to be commended for 
supporting such activities; however, unless it intensified its efforts and channelled many more resources to the 
grass-roots level, it would run the risk of abdicating its leading role in health in favour of other agencies. 

Two important questions should be asked. How could members of the Board become more intimately 
involved in following up the implementation of its policy at the grass-roots level, thereby enabling it to function 
much more dynamically in the formulation of policy, especially with regard to priorities and resource 
allocations? How could the Board guide the Director-General in regard to ways of strengthening activities at 
the grass-roots level? 

Improving conditions for those experiencing poor health was the very essence of what W H O should be 
doing. TTiat posed a third question: what resources should and could be tapped to achieve that aim in a 
situation of economic crisis? She hoped that the Board would be able to give serious thought to those issues. 

Dr N O V E L L O (adviser to Dr Mason) congratulated the Director-General on organizing the Accra 
forum. Although women had certainly taken the floor there, it should not be looked upon as only a women's 
meeting; discussion had also focused on such vulnerable groups as the aged, minority groups and unemployed 
youth，as well as on how health status should be used as an indicator of development. The excellent 

1 See document EB89/1992/REC/1, Annex 8. 
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background document had formed a basis for useful discussion and the wide spectrum of participation had 
ranged from the highest policy-making level to the grass-roots level, including many nongovernmental 
organizations. The first ladies of several countries had attended the sessions assiduously and made pertinent 
comments. Vulnerable groups and health-related vulnerability had been the dominant themes at the forum. 
WHO should support the setting up of an international task force to work on implementation of the 
recommendations of the Accra forum, to negotiate with international financial institutions to see how a 
concern for health objectives could be made a condition of loan operations, and to mobilize the resources 
needed. The background document for the forum should be published and widely disseminated, and the 
Declaration and Agenda for Action should be forwarded to all agencies of the United Nations system. 

Dr SARR said there were disparities not only between rich and poor countries, but also between 
communities and social groups within countries, that led to inequalities in access to health services. Economic 
growth did not necessarily improve health status; economic policies and the strategies for their 
implementation had often increased the vulnerability of deprived social groups and worsened their health 
situation. The health paradigm presented by the Director-General sought to attain equity and thus to erase 
those disparities. If health was both a prerequisite for and an objective of development, then health objectives 
should both be a condition of development aid and serve as indicators of development. 

The lack of a health dimension had jeopardized many development projects. For example, in Senegal a 
schools development programme had been started without taking any account of health problems; the 
absenteeism from the schools owing to malaria had made it necessary to institute a huge malaria control 
programme. Another example was the creation of dams on the Senegal river, which had led to serious 
outbreaks of schistosomiasis. Moreover, the recent recession had greatly reduced the resources of the health 
services, leading to a deterioration in the health status of the population, particularly of women and children. 
The government had recognized the social dimension of structural adjustment and the need to protect the 
social sectors, such as health and education, from budget cuts and staff reductions. The heads of State and of 
government in Africa had long been concerned about the social aspects of economic development and, at a 
summit meeting in Addis Ababa in 1987, had adopted the African Declaration on Health as a Foundation for 
Development. 

He welcomed the holding of the Accra forum, which had discussed the problems hindering health 
development throughout the world. The forum had emphasized the need to consider the protection and 
improvement of health as a principal goal in any development strategy, in order to break the cycle of poverty 
and inequity. WHO should play a leading role in changing the concept of development and in convincing 
donors and States that health aspects should be given greater prominence in socioeconomic development 
projects and policies. The results of the forum should be widely disseminated and the Board should support 
the Declaration and Agenda for Action and recommend it to the Health Assembly for endorsement. 

Dr GEORGE-GUITON (alternate to Professor Girard) said that France attached great importance to 
the conclusions of the Accra forum. She supported Dr Novello's suggestions for an active follow-up of the 
forum, as well as Dr Sarr's proposal that the Declaration and Agenda for Action should be endorsed. 

Professor BORGOÑO considered that the Board should endorse the Accra Declaration and Agenda for 
Action and, for the reasons given by earlier speakers, that the subject should be put before the forthcoming 
Health Assembly. H e fully agreed with the suggestions made by Dr Violaki-Paraskeva; the members of the 
Board should participate actively, not only in meetings, but also in the work of the Organization throughout the 
year. The working group that was to consider the new health paradigm and the Ninth General Programme of 
Work1 could draw up proposals for such participation, to be put before the Board and, as necessary, the 
Health Assembly. 

Dr SIDHOM applauded the holding of the Accra forum, which had highlighted the concept of 
vulnerability and shown what steps were still needed to ensure that health was considered as a factor not only 
in development but also in the evaluation of development. Admittedly, health indicators were already used to 
differentiate between developed and underdeveloped countries, but the Accra forum had given body to the 
idea that there could be no true development if health was not taken into account. He fully supported the 
recommendations of the forum and said that the Board would take a great step towards the achievement of its 
goal, within the framework of the paradigm presented by the Director-General, by supporting the Declaration 
and Agenda for Action, and proposing its endorsement by the Health Assembly. 

1 See decision EB89 (19). 
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Dr KOMBA-KONO, recalling the adage that health was wealth, welcomed the growing realization, as 
evidenced at Accra, that its converse was also true: there could be no wealth without health. The Accra forum 
had drawn attention to the health status of poor and vulnerable groups, in particular mothers and children, 
who were the targets for primary health care interventions (as discussed in document EB89/26). In developing 
countries, some 75% of the population lived and worked in rural areas with limited health facilities. Studies in 
Sierra Leone had shown that those disadvantaged people perceived their priorities as: first, food-growing; 
second, religion; third, education; and, only fourth, health. One important but neglected strategy of primary 
health care was to take health to the workplace. It was not surprising that perinatal and neonatal mortality 
was high among marginal, disadvantaged and vulnerable groups when the care of the newborn required 
mothers to visit community or health centres. The under-use of health facilities resulted f rom an unwillingness 
of the rural population to abandon their first priority and major daily activity (farming) in order to attend to 
their fourth priority (health). It was therefore high time for Member States to take health care to the home 
and the workplace, so as not only to make better use of the health system and provide comprehensive care for 
mothers and children, but also to increase food production by reducing to a minimum the time taken away 
from agricultural activities. 

Dr EL BINDARI-HAMMAD (Adviser on Health and Development Policies) thanked members of the 
Board for their comments on the Declaration and Agenda for Action of the Accra Initiative, which would all 
be taken into account. Dr Violaki-Paraskeva had suggested that W H O should pursue the recommendations of 
the Accra Initiative and Declaration; every effort was being made to do so, and funding was being sought from 
extrabudgetary sources. Indeed, the Accra Initiative itself had been entirely financed from extrabudgetary 
resources. Following the present session of the Board，an attempt would be made to integrate some of the 
recommendations into existing W H O programmes, in particular to intensify support to the least developed 
countries. Responding to Dr Novello, she confirmed that the background document would be published and 
widely disseminated, and that the Declaration and Agenda for Action would be forwarded to the United 
Nations and to the Health Assembly. 

Dr MONEKOSSO (Regional Director for Africa) said that the Accra forum had brought to international 
attention the self-help initiatives being taken by communities in Africa while awaiting government and 
international support. Health had long been recognized as an essential component of development, as shown 
by the African Declaration on Health as a Foundation for Development (Addis Ababa, 1987); health and 
economic activities were mutually reinforcing. 

H e regretted to inform the Board that one of the distinguished sponsors of the Accra forum, 
Mrs Sally Mugabe，wife of the head of state of Zimbabwe, had passed away on 27 January 1992. 

The D E P U T Y DIRECTOR-GENERAL said that the results of the Accra forum were highly relevant in 
the context of the evaluation of implementation of the global strategy for health for all, the new framework for 
public health action presented by the Director-General, and the review of progress made on the W H O 
initiative for intensified cooperation with countries and peoples in greatest need. The vulnerability concept 
would place greater emphasis on the poorest of the poor. The question was how to follow up the suggestions 
made. One way was, as far as possible, to use existing programmes and mechanisms, placing greater emphasis 
on the concepts put forward by the Accra forum and translating them into action for the benefit of the most 
vulnerable in the least developed countries. Other ways might include an international task force as proposed 
by Dr Violaki-Paraskeva and Dr Novello or to rely on the suggested working group of the Executive Board on 
the W H O response to global change to take account of the Accra concepts in the preparation of the Ninth 
General Programme of Work. 

As for the greater involvement of Board members in reviewing the implementation of policy the Board 
had adopted, that could be achieved as part of the work in countries for intensified cooperation with countries 
and peoples in greatest need. The Accra forum had gone to the heart of the problem of health and 
development, and therefore the working group on WHO，s response to global change might wish to consider the 
forum's conclusions, including those related to the environment, which would be a priority in the new 
framework for public health action, when drawing up its proposals for discussion at the Forty-fifth World 
Health Assembly. 

The CHAIRMAN invited the Board to consider the draft resolution on collaboration within the United 
Nations system, contained in the annex to document EB89/38. 
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The resolution was adopted.1 

The C H A I R M A N invited the Board to consider the following draft resolution, proposed by Dr Bunni, 
Mr Al-Sakkaf and Dr Khairy: 

The Executive Board, 
In accordance with the basic principles of the W H O Constitution which stipulate that one of the 

fundamental rights of every human being is to enjoy the highest attainable standard of health without 
distinction of race, religion, political belief, economic or social condition; 

Mindful of the objective of the World Health Organization which is the attainment by all peoples 
of the highest possible level of health; 

Reaffirming resolutions WHA41.31 and WHA42.24 concerning embargo on medical and food 
supplies and its impact on health care; 

Recalling decision EB81(3) of the Executive Board concerning the effects of withholding medical 
supplies; 

Mindful also of the deterioration of the health status of peoples beset by disasters and armed 
conflicts; 

Appreciative of the continued commitment to effective cooperation and dialogue among Member 
States of the Organization, 

REQUESTS the Director-General: 

(1) to call upon all Member States of the World Health Organization and the United Nations to 
help enable the peoples of the world to meet their health needs by all possible means, and to do 
his utmost to ensure the attainment of this goal; 
(2) to urge Member States to refrain in all circumstances and situations f rom imposing 
restrictions on medical supplies and their transit across international borders, and to remind them 
of decision EB81(3) of the Executive Board in this regard; 
(3) to follow up this resolution and to report on developments concerning the subject of medical 
supplies to the Executive Board at its ninety-first session. 

Professor B O R G O Ñ O requested the Legal Counsel's advice as to whether an issue which had not been 
discussed by the Board or was not on its agenda could be the subject of a resolution and whether it was 
appropriate to consider it under item 23.1，which was very broad in scope. 

Secondly, he would like the Secretariat to inform the Board, prior to any discussion on the draft 
resolution, whether the emergency relief unit, which had been set up within the Secretariat and had a mandate 
for action in such cases, had been able to carry out its relief operations in countries faced with problems and 
what difficulties, if any, had been encountered. 

Dr PIEL (Legal Counsel) said in reply to Professor Borgoño,s first question that, although it was always 
preferable for a draft resolution to come under a specific sub-item rather than a general heading, the same 
subject had previously been taken up under the item heading "General matters", which established an 
appropriate legal precedent for placing it under item 23.1. 

Dr TEKLE (Division of Emergency Relief Operations) said that there had not been undue difficulties in 
sending medical supplies to areas affected by disasters. For example, W H O had provided humanitarian 
emergency assistance to Iraq during and after the Gulf crisis. In February 1991, at the request of the 
Secretary-General of the United Nations, a joint W H O / U N I C E F mission had been sent to Iraq to deliver 
critically needed emergency medical supplies and to ascertain essential health needs. The mission had 
reported thereon, and immediately after the cessation of the Gulf crisis, a second joint W H O / U N I C E F 
mission had been fielded by the Executive Delegate of the Secretary-General for a United Nations interagency 
humanitarian programme for Iraq, Kuwait and the Iraq-Turkey and Iraq-Iran border areas. Following its 
report in April 1991，a first appeal had been launched on 15 May 1991. W H O had received US$ 1 215 048， 

which had been utilized for the purchase of essential drugs, vaccines, vehicles, laboratory supplies and reagents, 
insecticides for malaria control and the recruitment of technical experts. The fund had been exhausted by the 

1 Resolution EB89.R16. 



SUMMARY RECORDS: THIRTEENTH MEETING 171 

end of August 1991 and a second appeal, for the period 1 January to 30 June 1992, had been launched on 
31 December 1991. WHO had requested US$ 4 541 130 to reduce the incidence of deaths due to 
communicable diseases and malnutrition and to provide training for public services. 

W H O had dispatched a technical mission to supervise assistance given to some half a million Kurdish 
refugees in the border region and to assess their health needs. The team had operated along the Iraq-Turkish 
border. WHO had also provided supplies and materials to a value of US$ 200 000 which had been exclusively 
reserved for the border areas of Iraq to assist returnees. In response to the letter sent from the Permanent 
Mission of the Republic of Iraq in Geneva in December 1991, the Director-General had approved a supply of 
oral immunosuppressants to a value of US$ 50 000. Biologicals and vaccines amounting to US$ 31 000 had 
been sent by air in December 1991 and medicaments amounting to US$ 53 000 had been sent by sea. Detailed 
reports concerning W H O activities carried out in collaboration with Iraq were available on request. 

Professor BORGOÑO said that there did not seem to have been any major problems in providing 
medical supplies to countries in need, although he appreciated that opinions might vary on the subject. 
Sympathizing as he did with the concerns expressed in the draft resolution, he did not think that another Board 
decision could do any harm. 

H e proposed two amendments to the operative paragraph of the draft resolution: the insertion of the 
word "indispensable" before "medical supplies" in subparagraph (2); and the deletion of subparagraph (3) 
which was redundant since, under the Board's decision EB81(3), the Director-General already had a prior 
mandate to inform the Board of any problems arising in connection with its decision. 

Mr BOYER (adviser to Dr Mason) expressed a feeling of frustration at the constant submission of draft 
resolutions to the Health Assembly and the Executive Board concerning matters on which the two bodies were 
powerless to act. That feeling had been shared by the other members of the Board in the past and had led to 
the adoption of decision EB81(3), which had clearly laid down a procedure for the Director-General to take 
the necessary measures for ensuring the provision of medical supplies, subject to notification by a Member 
State that it was being deprived of such supplies by another Member State, and for the matter to be brought to 
the attention of the Board and the Health Assembly should no solution have been found. It was clear that if 
the procedure had not been followed and no country had given such notification, the matter would not be 
brought to the Board's attention. The Organization had on many occasions provided medical supplies to 
Member States in need, but to his knowledge no country had made use of the specified procedure. Additional 
resolutions to the same effect had, however, been adopted. It was time to put an end to that unnecessary and 
time-consuming exercise; in his view, therefore, the Board should not consider the draft resolution any further. 

Mr BONNEVILLE (adviser to Professor Girard) fully supported Mr Boyer's view. The draft resolution 
before the Board raised political questions which had no place in the Board or in WHO. 

Mr AL-SAKKAF said that the Legal Counsel had clearly explained the legal status of the draft 
resolution. Promoting the health of all peoples, irrespective of origin, was the very foundation of the goal of 
health for all by the year 2000. Even though all health needs could not be met, WHO had a major role to play 
in alleviating the suffering endured by millions of people, especially the most vulnerable, as a result of a lack of 
medical supplies and care. The draft resolution before the Board was concerned with that strictly 
humanitarian issue and had no political implications. He hoped, therefore, that the Board would see fit to 
adopt the resolution, together with the amendments proposed by Professor Borgoño. 

Dr KHAIRY agreed with Mr Boyer that there was a sense of frustration, but asked whether it was 
caused by the repeated humanitarian resolutions passed or by the pressures exerted to prevent any action on 
them. The draft resolution was prompted by general, humanitarian concerns, although some members were 
seeking to turn it into a political issue. WHO should not play a political role and any attempt to make it do so 
would be regrettable. The sponsors, intention was to ensure that WHO played its proper role, that of 
preserving life and health. In that context, could there truly be any question of rationing the provision of 
medical supplies to those in dire need? Such supplies could not be used for any but medical purposes, and it 
was obvious that they would be requested only if they were urgently needed to save lives. It was the Director-
General’s responsibility to ensure that such supplies were made available - not to a specific country but to 
anywhere the need was acute • and it was the Board's duty to help him in that task, in accordance with WHO's 
mandate. 

Dr BUNNI said he was the person best qualified to illustrate the draft resolution, which sprang from the 
pain and suffering his people had gone through, and which affected him both as a human being and as a 
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doctor. The draft resolution was in keeping with the United Nations resolution which had stressed the 
importance of never depriving human beings of food and medical supplies despite the application of political 
pressures or an economic embargo. It was an international humanitarian right to ask for those supplies. 
W H O best represented the code of doctors who had sworn never to make a difference between an enemy and 
a friend in giving treatment. Doctors present could not forsake that basic principle: the events that had 
occurred were not of their making. United Nations resolutions had stated that a besieged people should not 
be deprived of humanitarian aid, including medical supplies. Iraq's case had been amply discussed, and many 
Board members had stressed that principle. The official stance of many countries coincided with the United 
Nations resolution regarding the provision of medical supplies; however some companies and banks did not 
cooperate with the countries concerned, especially if the country exporting medical supplies gave direct or 
indirect instructions not to do so. Some pharmaceutical companies took needs into account; others did not. 
The Iraqi people had been subjected to embargo for the past year and a half, and the embargo was continuing 
although the political reasons for it no longer existed. Its prolongation meant there had been a large fall in 
Iraq's reserves of medical supplies and that it was very difficult to procure humanitarian assistance from 
international organizations and other sources. Medical supplies for Iraq might come from the following 
sources: first, international organizations and nongovernmental organizations; that assistance did not exceed 
5%-10% of the money Iraq had formerly spent on medical supplies - US$ 500 million in 1989. A second 
source was the monetary reserves that had been frozen in various banks. A United Nations resolution had 
given countries freedom to release part of those funds for the purchase of medical supplies and other 
necessary items. Although some countries had freed some of the resources, action had been delayed because 
opposing forces made it impossible for Iraq to make use of its funds in foreign banks to buy medical supplies. 
H e had discussed that matter with the Director-General. The third source was funds from oil exports: those 
funds, released by United Nations Security Council resolutions 706 and 712，had been insufficient to provide 
the necessary medical supplies because they had to be converted by passing through the compensation fund 
and the proceedings were quite complicated. Negotiations were going on between the United Nations and 
Iraq, but so far no positive results had been reached. 

The Harvard group had estimated that 170 000 Iraqi children might die as a result of the embargo and a 
lack of medical supplies. A dearth of other resources also put life at risk: for example, nitrous oxide, the gas 
used for Caesarean sections, was lacking. That gas had formerly been produced in Iraq; however, the raw 
material was considered a chemical and was difficult to obtain at present. Iraq had asked many international 
organizations to send an inspector to be present in the factory to see that the gas was used for surgical 
purposes, but without result. In answer to Mr Boyer’s comment concerning the notification of the Director-
General, he said the latter had been notified many times; on the last occasion two letters had been sent 
explaining the health situation in Iraq and the problems in negotiating contracts to import medical supplies. 

The draft resolution was therefore totally in keeping with the ethics of the United Nations; it called on 
the Organization to dissociate itself from political matters and to guarantee medical support to besieged 
peoples. Further, it avoided the mention of any particular country: people of Iraq might or might not benefit. 
However the embargo on Iraq was continuing, and there seemed no reason why medical supplies should not 
reach people who had endured so much pain and suffering. 

Dr CABA-MARTÍN said that the free passage of medical supplies across frontiers was a fundamental 
principle, almost a human right. Consequently there should really be no need for the Executive Board to state 
that in a resolution. Nevertheless, it might be necessary to do so having regard to the future. H e had 
difficulty in detecting any political content in the draft resolution before the Board, which he saw in strictly 
ethical terms. H e supported Professor Borgoño's proposal that subparagraph (3) should be deleted but had 
reservations regarding his proposal to include the word "indispensable" before the words "medical supplies" in 
subparagraph (2), since it mi^i t lead to a confusing situation in which someone would have to decide which 
supplies were indispensable and which were not. However, the subparagraph should include an explicit 
reference to human resources and technical assistance. All in all，WHO should adopt an appropriate 
resolution to enable Members States to obtain medical supplies without restriction. 

Mr V A R D E R said that, while he understood the case for supporting the draft resolution from a 
humanitarian point of view, it had become clear to him that there were no real events to justify such a 
proposal. It had been said many times in the Health Assembly and the Executive Board that W H O should 
avoid resolutions containing political statements which blurred its real objectives. There were three possible 
courses of action. The first, which he would prefer, would be to appeal to the three sponsors to revise the text 
of the draft resolution. The second would be to support the proposal by Mr Boyer. The third would be to 
postpone discussion of the draft resolution to a later meeting so as to give more time to prepare its content. It 
might be a good idea to ask the Director-General to make a general appeal, as requested in subparagraph (1), 
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but such an appeal should be better prepared and in another context. More time was needed to look into the 
real events behind subparagraph (2); he had heard only one side of the story. As Mr Boyer had said, decision 
EB81(3) required a country to notify the Director-General if it had been denied medical supplies; as far as he 
knew there had been no such notification. 

Mr BONNEVILLE (adviser to Professor Girard) agreed with Mr Varder. Since the draft resolution 
contained an appeal to all Member States of the United Nations, the wisest course for the Board might be to 
refer the matter to the United Nations Security Council. 

Mr GROZDANOV (alternate to Professor Jablensky) said he could understand the concern of the 
sponsors of the draft resolution and agree with much of what had been said in support of ensuring medical 
supplies to people in need. However, it was time governing bodies of the specialized agencies such as WHO 
stopped dealing with purely political questions; there were many bodies, especially in the United Nations 
system, where such questions should be dealt with. While it would be possible to postpone further discussion 
to give more time to those concerned with the draft resolution to reach some agreement, in principle he 
supported Mr Bonneville’s suggestion that the matter be referred to the bodies competent to deal with it. 

Dr SARR said that in his view the draft resolution was straightforward and within the competence of the 
Organization. It was not at all political but simply humanitarian; deletion of the reference to the 
United Nations in the operative paragraph might be sufficient to remove any political connotations it might 
have. Dr Bunni had spoken from personal experience and said that the Director-General had been notified of 
problems concerning medical supplies. He therefore supported the draft resolution with the deletion of the 
words "and the United Nations" from subparàgraph (1). 

Dr SIDHOM said that the draft resolution was consistent with WHO's objectives and the Organization 
would be evading its responsibilities if it did not recognize the need to make essential supplies available to all 
populations. The draft resolution was also consistent with the views expressed by members of the Board. He 
therefore supported it, with the amendments proposed by Professor Borgoño and Dr Sarr, which should meet 
the concerns expressed. 

Professor BORGOÑO said that it was time to put an end to the Board's repeated discussions. With the 
amendments proposed by Dr Sarr and himself, the draft resolution should not give rise to any objections or 
misinterpretations, and the Board should take a vote on the proposal. 

The DIRECTOR-GENERAL said that he did not wish to influence the discussion but simply to explain 
the situation. The content of the proposed draft resolution, as many members of the Board had said, was 
ethical: a matter purely of social justice, health and organizational aspirations and goals, which was entirely 
justifiable. However, he drew attention to section III of document EB89/38, entitled "Coordination of 
humanitarian emergency assistance", which described current and future United Nations system-wide 
coordinated activity for humanitarian assistance. Although the content of the proposed draft resolution was 
for him, as for Professor Borgoño and others, humanitarian，some other speakers might have interpreted it as 
possibly giving the Director-General of WHO the single, uncoordinated power of initiative to appeal for 
humanitarian assistance. That placed him in a difficult position in a number of cases in which WHO was 
involved in humanitarian assistance, including the affected population of Iraq, the horn of Africa, and 
Afghanistan. It had been decided in the United Nations system to coordinate activity from appeal to 
implementation, and in each case one organization or person would do the coordinating and make the appeal; 
in the case of Iraq it was the Executive Delegate specially designated by the Secretary-General of the United 
Nations. Until two years earlier, each agency had been relatively free to make appeals for pledging funds in 
the case of an emergency, but because of United Nations General Assembly resolution 46/182 the entire 
United Nations system had to coordinate its activity. Therefore, neither the Director-General of WHO nor 
any head of a United Nations agency could undertake an activity in isolation. 

As he had understood it, two entirely different issues were being discussed. One was that of purely 
humanitarian assistance. Currently there were two related political issues within the United Nations: the first, 
which Dr Margan had touched on at an earlier meeting, was the issue of whether intervention could be carried 
out in disregard of a country's sovereignty. The second was the more bureaucratic one of United Nations 
coordinated activity. In the case of Iraq, WHO had received repeated requests for emergency assistance from 
that country; it had evaluated the financial requirements and had informed the Iraqi Government that since 
the United Nations sanctions had been waived for medical supplies, WHO was ready to act as a procurement 
agency on its behalf. According to the Rules of Procedure the government concerned first had to deposit part 
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of the money with the Organization. H e had made that request to the Iraqi Government, which had replied 
that owing to their assets being frozen they were unable to deposit the money. At the same time, the United 
Nations had decided that all activity for humanitarian assistance to Iraq would be coordinated under a delegate 
of the Secretary-General. Since that mechanism had been established, all requests had been submitted to the 
Executive Delegate of the United Nations. 

There were thus two issues: the members of the Executive Board were entirely right, and the Secretariat 
fully agreed, that health for all, social justice and universal accessibility of health care were a basic human right 
and the goal of the Organization. In that respect the reaffirming draft resolution being discussed was fully 
justified. However, his impression was that some members wanted to ask the Director-General to make a 
single uncoordinated appeal or extend uncoordinated assistance to affected countries, which was in 
contradiction with the current United Nations decision. 

Dr KHAIRY said that the purport of the Director-General，s statement was not entirely clear; was the 
Director-General standing aside, or was he advising the Board to adopt a different approach? The draft 
resolution was being discussed under agenda item 23.1 on the advice of the Secretariat. Despite their 
differences, all members of the Board appeared to agree that the humanitarian aspect was undeniable and that 
no particular country was referred to in the draft resolution. Indeed, he wondered how the name of Iraq had 
come to be raised. In his view, a vote should be taken on the draft resolution. 

Dr DAGA noted that three concepts - equality, equity and law - had been consistently mentioned in 
several different debates at the current session of the Board. They formed the basis of the Director-General 's 
new paradigm, and all three of them were involved in the draft resolution before the Board. Since the scope 
of the draft resolution was quite general, it should be adopted by consensus. 

The C H A I R M A N observed that two different positions had been taken by members of the Board. The 
first was that there were enough provisions in previous resolutions of the Executive Board and the Health 
Assembly to deal with the matter under discussion, so that there was no need for the Board to consider the 
draft resolution before it. The second position was that the subject-matter fell within the purview of W H O and 
the draft resolution should therefore be decided upon by the Board. 

It was desirable to reach a decision by consensus, but that appeared to be impossible in the present case. 
He therefore invited members to vote on the motion that the Board should take no action on the draft 
resolution. 

The motion was rejected by 18 votes to 4, with 5 abstentions. 

Dr MARGAN, speaking in explanation of his vote, said that he had abstained in order to be consistent 
with the way he had voted in similar circumstances on a previous occasion. 

Dr KOMBA-KONO and Mr YANTAIS (adviser to Dr Violaki-Paraskeva) said that they had abstained 
because the issue was not entirely clear. 

The CHAIRMAN invited the Board to vote on the three proposed amendments to the draft resolution. 

Dr Sarros amendment to operative subparagraph (1) was adopted. 
Professor Borgoño's amendment to operative subparagraph (2) was adopted. 
Professor Borgoño's proposal to delete operative subparagraph (3) was adopted. 

The C H A I R M A N invited the Board to consider the draft resolution as a whole. 

The resolution, as amended，was adopted.1 

Mr BOYER (adviser to Dr Mason) said that serious account must be taken of what the Director-
General had stated. The Board could not call upon him to take action in violation of Security Council 
resolutions which required every organization in the United Nations system to comply with the embargo that 
had been put into effect against Iraq. The resolution had to be interpreted in that light. 

1 Resolution EB89.R16. 
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Dr CAYCEDO BORDA (alternate to Dr Gonzalez Posso) inquired what had become of the objection 
raised by Dr Caba-Martin to Professor Borgoño，s amendment to subparagraph (2). 

Professor B O R G O Ñ O observed that the Board could not go back to reconsider a resolution that had 
already been adopted, although he would like the Legal Counsel to confirm that. He did not understand 
Mr Boyer's point about the Security Council resolutions, which established an embargo on goods other than 
essential medical supplies. Moreover, the Director-General was not being requested to act alone. 

The CHAIRMAN pointed out that Mr Boyer had stated that the resolution would have to be interpreted 
in the light of the Security Council resolutions. The Director-General would know how to do that, and it 
should be left to him to handle the matter in the way he considered best. 

Dr PIEL (Legal Counsel) said that there was nothing in subparagraph (1) of the operative paragraph of 
the resolution that suggested a violation of Security Council resolutions. Mr Boyer was merely confirming 
what was the understanding of the Board, and in any event the Director-General would not implement the 
resolution in any way that would constitute a violation of those resolutions. 

Dr Caba-Martin had not formally opposed the amendment to subparagraph (2) but had merely made a 
suggestion. When the Chairman had invited members to adopt the draft resolution as amended, 
Dr Caba-Martin had not intervened to say he had a formal proposal outstanding. However, if Dr Caba-Martin 
wished to insist on his point, he could request the Executive Board to reopen consideration of the resolution by 
a two-thirds majority vote. Otherwise the resolution was final as adopted. 

Dr CABA-MARTÍN indicated that he would not insist. 

Dr KOMBA-KONO observed that it was important to scrutinize issues carefully before proceeding to a 
vote. 

The meeting rose at 12H25. 



FIFTEENTH MEETING 

Tuesday, 28 January 1992, at 14h30 

Chairman: Professor O. RANSOME-KUTI 

1. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM: Item 23 of the Agenda (continued) 

Reports of the Joint Inspection Unit: Item 23.2 of the Agenda (Document EB89/39) 

Mr BOYER (adviser to Dr Mason) noted that report (3) on grade overlap contained no 
recommendations. The assumption appeared to be that low professional staff salaries were the reason for the 
overlap; the cause was, however, equally likely to be that general service salaries were too high, a point that 
had not been considered. Further study of both aspects of the problem by the Joint Inspection Unit would 
therefore be useful. 

Decision: The Executive Board, having considered the reports of the Joint Inspection Unit entitled 
'Technical cooperation and the use of national professional project personnel", "Assessment of the 
environmental focus of projects financed by UNDP and other United Nations agencies" and "Grade 
overlap", thanked the Inspectors for their reports and expressed its agreement with the 
Director-General，s comments thereon. It requested the Director-General to transmit those comments, 
together with the Board's views and observations on the reports, to the Secretary-General of the United 
Nations, the Chairman of the Joint Inspection Unit, the members of the Administrative Committee on 
Coordination, and the External Auditor of WHO, for their information.1 

Report of the International Civil Service Commission: Item 23.3 of the Agenda (Documents EB89/40 
and EB89/40 Add.1) 

Mr BOYER (adviser to Dr Mason), recalling that the United Nations General Assembly had not 
accepted all the International Civil Service Commission's recommendations when considering its report, 
pointed out that paragraph 5.3 of document EB89/40 referred to the Commission's recommendation for an 
8.6% increase in the base/floor salary scale but neglected to mention that the final figure approved by the 
General Assembly had been 6%. Similarly, the General Assembly had deferred to its next session action on 
the recommendation set out in paragraph 5.7. The review of the Commission's report was thus somewhat 
misleading. 

Mr AITKEN (Assistant Director-General), acknowledging that the comment was justified, said that the 
changes in the Staff Rules which the Board had confirmed nevertheless reflected the 6% increase approved by 
the General Assembly and not the recommended 8.6%. In future, decisions of the General Assembly, where 
they were at variance with the Commission's recommendations, would be made known to the Board at an 
appropriate time. 

Decision: The Executive Board took note of the seventeenth annual report of the International Civil 
Service Commission, submitted in accordance with Article 17 of the Commission's Statute.2 

Mr BOYER (adviser to Dr Mason) observed that, as explained in document EB89/40 Add.l, the 
Organization's system of meritorious within-grade increases was out of line with general practice throughout 

1 Decision EB89(17). 
2 Decision EB89(18). 
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the rest of the United Nations system. A number of countries, Member States of all the agencies involved, 
were strongly of the view that a common system of personnel and finance policies should apply throughout the 
system without individual variations between agencies. The Director-GeneraFs stance in paragraphs 5.1 and 
5.2 of the document was thus not entirely satisfactory. H e urged W H O to recognize that it formed part of the 
common system and seriously address the need to bring itself into line with the other agencies. The 
Director-General should initiate such a study as a matter of urgency and report its findings to the Board at its 
next session, in May 1992. 

Mr MAL'CEV (adviser to Dr Kosenko) said it was very important that the same conditions of 
employment and remuneration should prevail throughout the United Nations system and that any agreement 
between agencies to remove differences between them should be rigorously implemented. The recent session 
of the United Nations General Assembly had by consensus approved such a single approach and reaffirmed 
the role of the General Assembly and the Commission in regulating and coordinating conditions of service 
throughout the United Nations system. W H O ought therefore to take steps to comply with that approach, 
particularly since a specific request had been addressed to it on the subject by the General Assembly. The 
concern the Director-General had expressed on the subject was welcomed. Although the difficulty of altering a 
staff policy that had been in operation for over forty years was understandable, a detailed study of ways to 
remove the anomaly should be made. Cooperation on the matter between W H O and other United Nations 
bodies, such as ILO and the Commission, would also be useful. The Director-General should report on the 
matter to a future session of the Board. 

Mr AITKEN (Assistant Director-General) said that among all the United Nations agencies, W H O was 
one of those most committed to the common system as a means of sustaining staff morale and attachment to 
the United Nations among its geographically very dispersed officials. Although the study mentioned would be 
carried out in response to the General Assembly's request, the Board must bear in mind the difficulties 
entailed in modifying a personnel policy that had been a part of the Organization for over forty years, 
especially when it was of benefit to the staff. Long and serious discussions with the staff would be required 
and, given the other financial pressures on them, it was difficult to envisage what the impact of such discussion 
would be on overall staff morale. 

With regard to the timing of the study, he would request that the report to be made to the Board be 
delayed until its January 1993 session in order to allow time for discussions with the Commission and with 
representatives of the countries that had put forward the proposal in order to ascertain whether there was a 

forward that might meet the concerns of all，especially as there was a merit scheme already in place in 
О and such was not yet the case in the rest of the United Nations system, although it was under 

consideration. 

Mr B O Y E R (adviser to Dr Mason) proposed that the Board request the Director-General to report to 
the Board on the issue in January 1993. 

With that proviso, the Board took note of the report by the Director-General on meritorious 
within-grade increases. 

2. HEALTH, ENVIRONMENT AND DEVELOPMENT: Item 9 of the Agenda (continued) 

WHO Commission on Health and Environment: Item 9.1 of the Agenda (continued from the thirteenth 
meeting, section 3) 

The C H A I R M A N invited the Board to consider the following draft resolution, initially proposed by 
Professor Borgoño and amended in the light of discussion at the thirteenth meeting: 

The Executive Board, 
Having considered the reports of the Director-General on the W H O Commission on Health and 

Environment, the International Programme on Chemical Safety, and the evaluation of the International 
Drinking Water Supply and Sanitation Decade, 

THANKS the Director-General for his reports; 
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2. COMMENDS the Commission for a sound analysis of environmental determinants of health in the 
context of socioeconomic development and acknowledges its strategic recommendations for protecting 
and promoting human health in the context of the environmental and developmental changes; 

3. RECOMMENDS to the Forty-fifth World Health Assembly the adoption of the following 
resolution: 

The Forty-fifth World Health Assembly, 
Having considered the reports of the Director-General on the WHO Commission on Health 

and Environment, the International Programme on Chemical Safety, and the evaluation of the 
International Drinking Water Supply and Sanitation Decade; 

Noting the Commission's recommendations for protecting and promoting human health in 
the context of the environmental and developmental challenges; 

Noting the European Charter on Health and Environment and its impact on the European 
Region of WHO; 

Recalling resolutions WHA39.22, WHA40.18, WHA42.25, WHA42.26, WHA44.27 and 
WHA44.28 which, among others, give prominence to the principle of sustainable development and 
the need to incorporate health considerations into economic development planning, intersectoral 
action for health and the protection and promotion of health among rapidly expanding populations 
in urban areas; 

Aware of the impending United Nations Conference on Environment and Development and 
the attention given to critical environmental health issues in its proposed "Agenda 21”，especially 
chemical risk assessment and management, and the central role proposed for WHO through the 
International Programme on Chemical Safety in implementing the recommendations of the 
Conference, 

1. ENDORSES the recommendations of the WHO Commission on Health and Environment; 

2. CALLS UPON Member States: 

(1) to keep the implications of the Commission's report for public health policies and 
practices under review, and take them into account in: 

(a) the reinforcement of measures to cope with the growing pressure on resources 
resulting from global demographic trends; 
(b) the reorientation of environmental health work to health-for-all needs through 
intersectoral, interdisciplinary approaches to development; 
(c) the institutionalization of these approaches through appropriate changes in 
structures and functions within the health sector, bearing in mind activities in other 
sectors and the community; 
(d) action to improve environmental conditions for human health, through measures 
for health protection, health promotion, and community participation; 
(e) the development of techniques and the strengthening of skills in public health 
services and related agencies to improve the analysis of environmental health problems 
and the implementation of effective interventions; 
(f) participation in "preventive planning", the analysis of health effects of 
development, the promotion and use of data bases on environmental health hazards, 
and economic analysis that recognizes the true value of human capital; 
(g) the improvement of the capacity of the health sector to cooperate with other 
sectors and to play an advocacy role at all levels of government and in the community; 

(2) to participate in establishing and enforcing international agreements that support 
measures for sustainable development and take account of health considerations; 

3. REQUESTS the Director-General: 

(1) to formulate a new global WHO strategy for environmental health based on the 
findings and recommendations of the WHO Commission on Health and Environment and on 
the outcome of the United Nations Conference on Environment and Development, and 
taking into account the need to consider environmental health in the broad context of 
environment and development; 
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(2) to incorporate into the strategy, in particular, provisions for: 
(a) steps to ensure that WHO programmes consider the environmental health 
implications of their activities and establish the necessary links; 
(b) steps to ensure the central role of WHO through the International Programme on 
Chemical Safety in international chemical risk assessment and management; 
(c) the strengthening of activities in programmes relating to water supply and 
sanitation in order to reduce the prevalence of water-borne diseases; 
(d) an integrated approach to the solution of environmental health problems specific 
to urban areas, including emphasis on preventive planning and capacity-building 
programmes; 
(e) the development and use of global data bases on environmental health hazards; 
(f) the protection of the environment of small island countries in view of the 
potentially serious effects of environmental change on the health of the populations 
concerned; 

(3) to prepare, as part of the formulation of the strategy, a long-range plan for meeting the 
environmental health research needs identified by the Commission; 
(4) to collaborate closely with other international organizations in the elaboration and 
implementation of the strategy in order to reinforce support to Member States in 
environmental health; 
(5) to keep the Health Assembly informed through the Board of progress in implementing 
this resolution. 

The resolution was adopted.1 

3. INFANT AND YOUNG CHILD NUTRITION (PROGRESS AND EVALUATION REPORT; AND 
STATUS OF IMPLEMENTATION OF THE INTERNATIONAL CODE OF MARKETING OF 
BREAST-MILK SUBSTITUTES): Item 11 of the Agenda (continued from the thirteenth meeting, 
section 5) 

The CHAIRMAN invited the Board to consider the following draft resolution proposed by the 
Rapporteurs and amended by a drafting group: 

The Executive Board, 
Having considered the report of the Director-General on infant and young child nutrition, 

1. THANKS the Director-General for his report; 

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

The Forty-fifth World Health Assembly, 
Having considered the report by the Director-General on infant and young child nutrition; 
Recalling resolutions WHA33.32, WHA34.22, WHA35.26, WHA37.30, WHA39.28, WHA41.11 

and WHA43.3 concerning infant and young child nutrition, appropriate feeding practices and 
related questions; 

Reaffirming that the International Code of Marketing of Breast-Milk Substitutes is a 
minimum requirement and only one of several important actions required in order to protect 
healthy practices in respect of infant and young child feeding; 

Further reaffirming that, during the first four to six months of life no food or liquid other 
than breast milk, not even water, is required to meet the normal infant's nutritional requirements, 
and that from the age of about six months infants should begin to receive a variety of locally 
available and safely prepared foods rich in energy, in addition to breast milk, to meet their 
changing nutritional requirements; 

Welcoming the leadership of the Executive Heads of WHO and UNICEF in organizing the 
"baby-friendly" hospital initiative, with its simultaneous focus on the role of health services in 

1 Resolution EB89.R18. 
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protecting, promoting and supporting breast-feeding and on the use of breast-feeding as a means of 
strengthening the contribution of health services to safe motherhood, child survival, and primary 
health care in general, and endorsing this initiative as a most promising means of increasing the 
prevalence and duration of breast-feeding; 

Expressing once again its concern about the need to protect and support women in the 
workplace, for their own sakes but also in the light of their multiple roles as mothers and care-
providers, inter alia by applying existing legislation fully for maternity protection, expanding it to 
cover any women at present excluded or, where appropriate, adopting new measures to protect 
breast-feeding; 

Encouraged by the steps being taken by infant-food manufacturers towards ending the 
donation or low-price sale of supplies of infant formula to maternity wards and hospitals, which 
would constitute a step towards full implementation of the International Code, and urging that this 
action be continued and expanded; 

Being convinced that charitable and other donor agencies should exert great care in initiating, 
or responding to, requests for free supplies of infant foods; 

Noting that the advertising of infant formula as a substitute for breast milk, and of bottles 
and teats, may result in unfair competition with normal, healthy breast-feeding, which is the safest 
and lowest-cost method of nourishing an infant, and that such advertising may favour uninformed 
decision-making by interfering with the advice and supervision to be provided by the mother's 
physician or health worker; 

Welcoming the generous financial and other contributions from a number of Member States 
that enabled WHO to provide technical support to countries wishing to review and evaluate their 
own experiences in giving effect to the International Code, 

1. THANKS the Director-General for his report; 

2. URGES Member States: 

(1) to give full expression at national level to the operational targets contained in the 
Innocenti Declaration, namely: 

(a) by appointing a national breast-feeding coordinator and establishing a 
multisectoral breast-feeding committee; 
(b) by ensuring that every facility providing maternity services applies the principles 
laid down in the joint WHO/UNICEF statement on the role of maternity services in 
protecting, promoting and supporting breast-feeding; 
(c) by taking action to give effect to the principles and aim of the International Code 
of Marketing of Breast-milk Substitutes and subsequent relevant Health Assembly 
resolutions in their entirety; 
(d) by enacting legislation and adopting means for its enforcement to protect the 
breast-feeding rights of working women; 

(2) to encourage and support all public and private health facilities providing maternity 
services so that they become "baby-friendly": 

(a) by providing the necessary training in the application of the principles laid down 
in the joint W H O / U N I C E F statement; 
(b) by encouraging the collaboration of professional associations, women's 
organizations, consumer and other nongovernmental groups, the food industry, and 
other competent sectors in this endeavour; 

(3) to use the common breast-feeding indicators developed by WHO, with the collaboration 
of UNICEF and other interested organizations and agencies, in evaluating the progress of 
their breast-feeding programmes; 
(4) to draw upon the experiences of other Member States in giving effect to the 
International Code; • 

3. REQUESTS the Director-General: 

(1) to continue WHO's productive collaboration with its traditional international partners, 
in particular UNICEF, as well as other concerned parties including professional associations, 
women's organizations, consumer groups and other nongovernmental organizations and the 
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food industry, with a view to attaining the Organization's goals and objectives in infant and 
young child nutrition; 
(2) to strengthen the Organization's network of collaborating centres, institutions and 
organizations in support of appropriate national action; 
(3) to support Member States, on request, in elaborating and adapting guidelines on infant 
nutrition, including complementary feeding practices that are timely, nutritionally appropriate 
and biologically safe and in devising suitable measures to give effect to the International 
Code; 
(4) to draw the attention of Member States and other intergovernmental organizations to 
new developments that have an important bearing on infant and young child feeding and 
nutrition; 
(5) to consider, in collaboration with the International Labour Organisation, the options 
available to the health sector and other interested sectors for reinforcing the protection of 
women in the workplace in view of their maternal responsibilities, and to report to a future 
Health Assembly in this regard; 
(6) to mobilize additional technical and financial resources for intensified support to 
Member States. 

Dr SARN (adviser to Dr Mason), referring to the third preambular paragraph of the draft resolution 
recommended to the Health Assembly, said that the statement that the International Code was a minimum 
requirement was not quite accurate. However, he would not press for amendment of the wording of the 
paragraph provided it was fully understood that compliance with the International Code was in no sense 
mandatory. 

The CHAIRMAN said he took it that such was the general understanding. 

Dr CAYCEDO BORDA (alternate to Dr González Posso) noted with some consternation the contrast 
between the very cautious attitude adopted in the draft resolution towards what many considered to be an 
aggressive food industry and the hard line taken by the Board at an earlier meeting when it had been 
approached in all sincerity and honesty for guidance to countries in coping with the difficulties attendant on 
economies based on monoculture, particularly when the crop concerned was tobacco. That, he felt, was a 
disquieting state of affairs. 

The resolution was adopted.1 

4. GLOBAL STRATEGY FOR THE PREVENTION AND CONTROL OF AIDS: Item 12 of the Agenda 
(continued from the eleventh meeting, section 1) 

The CHAIRMAN invited the Board to consider the following draft resolution proposed by the 
Rapporteurs: 

The Executive Board, 
Having reviewed the report of the Director-General on the global strategy for the prevention and 

control of AIDS and the draft updated global AIDS strategy, 

1. THANKS the Director-General for his report and congratulates him on the technical quality and 
diversity of the action taken; 

2. NOTES with satisfaction: 

(1) WHO's continuing efforts to provide strong and effective leadership in the fight against 
AIDS, including the furthering of people's knowledge on measures to protect themselves and others 
from infection, the demonstration of the feasibility of prevention, and the promotion of a 
multisectoral response to the pandemic; 

1 Resolution EB89.R18. 
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(2) WHO's active collaboration with Member States in the strengthening of their national AIDS 
programmes; 
(3) the mobilization of increased resources and efforts among other organizations of the United 
Nations system under the guidance of WHO; 

3. RECOMMENDS to the Forty-fifth World Health Assembly the adoption of the following 
resolution: 

The Forty-fifth World Health Assembly, 
Having considered the report of the Director-General on the global strategy for the 

prevention and control of AIDS; 
Recalling resolutions WHA40.26, WHA41.24, WHA42.33, WHA42.34 and WHA43.10, as well 

as United Nations General Assembly resolution 46/203 which noted the established leadership and 
coordinating role of WHO in combating the spread of AIDS; 

Acknowledging the leading role of W H O in the guidance and coordination of AIDS control, 
prevention, care and research activities; 

Expressing appreciation to all organizations and bodies of the United Nations system, and the 
many nongovernmental organizations concerned, for their active collaboration in support of the 
global AIDS strategy; 

Recognizing with concern that the pandemic is spreading markedly in developing countries 
and continuing to increase in urban areas of some industrialized countries, especially in populations 
with high rates of injecting drug use and sexually transmitted diseases; that an increasing burden is 
being placed on already strained health services; and that a multisectoral response is required to 
reduce the further spread of human immunodeficiency virus (HIV) infection and AIDS and to 
mitigate the social and economic consequences of the pandemic; 

Recognizing that there is no public health rationale for any measures that limit the rights of 
the individual, notably measures establishing mandatory screening, 

1. ENDORSES the updated global AIDS strategy, proposing the following essential ways to 
meet the new challenges of the evolving pandemic: better prevention and treatment programmes 
for other sexually transmitted diseases; greater focus on prevention of HIV infection through 
improvement of women's health, education and status; a social environment giving more support 
to prevention programmes; greater emphasis on the public health dangers of stigmatization of 
people known to be or suspected of being infected, and discrimination against them; and 
increasing emphasis on care; 

2. CALLS UPON Member States: 

(1) to intensify national AIDS prevention efforts, with commitment and leadership at the 
highest political level; 
(2) to adopt the updated global AIDS strategy as the basis for their control efforts, paying 
particular attention to action directed at women and children; 
(3) to ensure close coordination or, where appropriate, integration of activities for 
prevention and control of HIV/AIDS and of other sexually transmitted diseases; 
(4) to ensure a multisectoral response to the pandemic, including efforts to reduce its 
further spread and to mitigate its social and economic consequences, by involving ail sectors 
of government and key elements in society such as community groups and religious leaders; 
(5) to reinforce efforts to oppose discrimination against persons known to be or suspected 
of being HIV-infected, and to ensure a humanitarian response of governments and 
individuals to HIV/AIDS and that public health is not undermined by discrimination and 
stigmatization; 
(6) to overcome denial of the magnitude of the pandemic and to counter complacency 
about the need to take urgent and intensive action against HIV/AIDS; 

3. APPEALS to bilateral and multilateral agencies, as well as nongovernmental and voluntary 
organizations, to continue their activities in support of prevention and care in the worldwide 
struggle against HTV/AIDS in conformity with the updated global AIDS strategy; 

4. REQUESTS the Director-General: 
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(1) to advocate vigorously the commitment of decision-makers to developing action-
oriented programmes and mobilizing the national and international resources required to 
support efforts for prevention, care and research; 
(2) to ensure that the updated global AIDS strategy is effectively supported and 
implemented at all levels of the Organization, and to reinforce WHO's support to Member 
States in the implementation of their national AIDS programmes, in particular the 
elaboration or strengthening of strategies to protect women and children from the impact of 
the pandemic; 
(3) to stress the importance of a multisectoral response to the AIDS pandemic by all 
sectors of government, including efforts to reduce its further spread and its personal, social 
and economic consequences; 
(4) to maintain close collaboration with organizations of the United Nations system and 
other intergovernmental and nongovernmental organizations to ensure that their support to 
governments contributes to this response; 
(5) to strengthen the development and evaluation of interventions to improve strategies for 
prevention and care in national AIDS programmes; 
(6) to intensify biomedical and epidemiological research, and especially support vaccine 
and drug trials in developing countries; 
(7) to continue efforts to oppose discrimination against people with HIV infection and 
encourage respect for their ri^its; 
(8) to support countries in their efforts to formulate policies, regulations, laws and 
practices to protect those rights. 

Dr VIOLAKI-PARASKEVA proposed, in view of the Board's exhaustive discussion of the matter during 
the debate on AIDS, that the following new final preambular paragraph should be added to the draft 
resolution recommended to the Health Assembly: "Recognizing that regionalization is proceeding satisfactorily 
and is essential for the implementation of the global AIDS strategy;". 

Professor GIRARD acknowledged that the Board had devoted considerable time, under a number of 
headings, to consideration of the proper balance between activity at the centre and decentralization to the 
regions. In his view, however, that balance was rather a matter of future reflection which should not be 
prejudged at the present time. But that remark and his lack of enthusiasm for the proposed amendment 
should in no way be taken as a criticism of the exemplary fashion in which the AIDS programme was being 
conducted. 

The CHAIRMAN, recalling that the Board had, at an earlier session, decided in favour of 
decentralization of the AIDS programme, said that he personally deemed it only fair for the Board at its 
present session to note that the process was continuing satisfactorily. 

Dr CAYCEDO BORDA (alternate to Dr González Posso) supported the amendment proposed by 
Dr Violaki-Paraskeva. AIDS prevention and control could not be carried out on a centralized basis: rather, it 
should be adapted to the specific behavioural and cultural patterns of each country and each region. Indeed, 
he believed that the resolution might usefully have indicated that the multidisciplinary teams tackling the 
problem must take proper account of the need to modify the cultural and social patterns of communities 
affected. 

Professor GIRARD said that he would not oppose the amendment if it met with general approval. 
He suggested that in the French text of the final preambular paragraph of the resolution recommended 

for adoption by the Health Assembly, the word "systématique" be replaced by "obligatoire", which was a more 
accurate rendering of the English "mandatory". He further proposed that between operative 
subparagraphs 2(3) and 2(4) of that resolution a new subparagraph should be added, reading: "to improve 
measures for the prevention of HIV infection due to blood and blood products, by promoting blood transfusion 
services that provide counselling and guidance and other preventive elements;". 

Dr SARN (adviser to Dr Mason) suggested that the Secretariat might be asked to comment on the 
proposed amendments. 
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Dr MERSON (Global Programme on AIDS) said that while he appreciated the concerns of the Board, 
he would hope that any amendments made would be in line with the resolution's main thrust, which was to 
endorse the new global strategy. 

Dr NOVELLO (adviser to Dr Mason) proposed that in operative subparagraph 2(2) of the resolution 
recommended to the Health Assembly, the phrase "women, children and adolescents" should be substituted for 
"women and children". 

The resolution, as amended, was adopted.1 

5. NINTH GENERAL PROGRAMME OF WORK COVERING A SPECIFIC PERIOD (1996-2001): Item 7 
of the Agenda (continued from the fifth meeting) 

The CHAIRMAN drew attention to the following draft decision proposed by Professor Girard and 
Dr Mason concerning the establishment of a working group on the WHO response to global change: 

The Executive Board, considering the fundamental political, social and economic changes taking 
place throughout the world and their important repercussions on the world health situation and health 
development work in countries, and wishing to ensure an appropriate WHO response to these 
developments within the framework of health for all, decided to convene a working group on the WHO 
response to global change with instructions to make preliminary recommendations to the Programme 
Committee in August 1992 and submit its final recommendations to the Executive Board at its ninety-
first session in January 1993, on the following points: 

(1) examination of the Organization's structure, its leadership role, mission and the means at its 
disposal for promoting international health work and providing support to national health 
development, in particular through the elaboration of national strategies that will bring benefit to 
all communities and populations, bearing in mind the Organization's financial and budgetary 
constraints; 
(2) strengthening the Organization's coordinating role within the United Nations system and with 
other international agencies, nongovernmental organizations, and other institutions and 
professional groups; 
(3) the orientation and preparation of the Ninth General Programme of Work in the light of the 
above, with particular attention to explicit priorities and targets and measurable outcomes of the 
Organization's activities; 
(4) the maintenance and strengthening of the technical quality of the Organization's programmes, 
particularly through the mobilization of appropriate human resources, knowledge and means of 
research. 

The Executive Board requested its Chairman to inform it of the composition of the working group. 

Professor BORGOÑO stressed the urgency of the task to be undertaken; composition of the group must 
not be delayed, and the decision should make clear that it should indeed submit its final report to the Board by 
January 1993, at the latest. 

Dr NOVELLO (adviser to Dr Mason) proposed that the last sentence of the decision be amended to 
read as follows: T h e Executive Board requested its Chairman to designate six members of the Board, coming 
from the six WHO regions, as a preparatory group to refine the terms of reference, to establish a schedule of 
activities, to detail the work plan, to draft an outline for the final report of the working group, and make 
proposals concerning the final membership of the working group to the ninetieth session of the Executive 
Board in May 1992, taking into account the changing composition of the Board itself." 

Dr VIOLAKI-PARASKEVA said that she had no objection to the establishment of the working group; 
it was not clear to her, however, why the group would be making only preliminary recommendations to the 
Programme Committee, before submitting final ones to the Board. Would it not greatly assist the Programme 

1 Resolution EB89.R16. 
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Committee in preparing the Ninth General Programme of Work if it were to receive the group's 
recommendations in final form? 

The life of the working group should not be prolonged indefinitely, and she suggested that the Board 
should set a limit to its mandate. 

Dr CAYCEDO BORDA (alternate to Dr González Posso) concurred with the proposals by 
Professor Borgoño and Dr Novello, but said he did not entirely understand the exact nature of the mechanism 
envisaged. As he saw it, all the regions should be represented in the group, and each should tackle the main 
tasks in a similar manner. 

Mr VARDER also endorsed Dr Novello's proposal. In answer to the point raised by 
Dr Violaki-Paraskeva, he submitted that the working group would offer a new means of making progress, one 
that had not been provided by the existing system and structures, including the Programme Committee. 

The fact had to be faced that the Organization would have a zero-growth budget for some years to come, 
and unless it could succeed in adopting a flexible attitude towards priorities it would be incapable of meeting 
challenges. An investigation made by the Nordic countries had shown that the United Nations agencies were 
in danger of becoming marginalized unless they were willing to adapt to change and to phase out any obsolete 
or irrelevant activities. That would involve the continuous reassessment of priorities. 

H e consequently proposed that the phrase "its preparedness for changes in priorities" be added after the 
word "structure" in subparagraph (1) of the draft decision. 

Dr DAGA said that the French designation of the purpose of the proposed working group, in which 
"response" was rendered as "adaptation", left him somewhat perplexed. Adaptation implied adjustment, and 
adjustment suggested reform. Since global change was likely to be a continuous process for the foreseeable 
future, he failed to see how a working group could engage the Organization in a whole series of what might 
have to be radical reforms, perhaps even of its basic texts. 

Professor BORGOÑO, referring to Mr Varder，s initial remark, observed that the proposed working 
group, as an offshoot of the Board, would be able to draw on a broader range of competences than those 
offered by the more limited membership of the Programme Committee. 

Dr NOVELLO (adviser to Dr Mason) explained that the chronology of her proposal was intended to 
ensure that real progress might be made in achieving the objectives of the proposed working group before the 
meeting of the Programme Committee in August 1992. 

Dr SHAMLAYE pointed out that a great deal of work would have to be done if the group's final 
recommendations were to be ready by January 1993, since the Board seemed to be adding more and more to 
its terms of reference. H e wondered whether the convening of a preparatory group to select the group's 
members was really appropriate; since time was short, could not the selection be made at the current Board 
session, so that the group could start work immediately? 

One criterion for selection should be possession of the necessary technical expertise: another should be 
representativeness of the very broad diversity of WHO's membership, so that the group would be able to take 
full account of all aspects of the Organization's work, especially at field level. He was not sure that selection 
on a strictly regional basis was advisable, since that might have a limitative effect on the composition of the 
group. 

Professor GIRARD endorsed the amendment proposed by Dr Novello and concurred with speakers who 
had drawn attention to the need for speedy action and for a deadline. The proposed composition of the 
working group was not, perhaps, ideal, but the main thing was to enable the group to get to work. The choice 
of one member from each region had its advantages in ensuring that the concerns of many different areas - not 
just of headquarters - would be considered. On relations between the working group and the Programme 
Committee, he noted that the group was being established by the Board; not all the topics debated by the 
Board had of necessity to be considered by the Programme Committee. Finally, the group's title might well be 
ambitious, but that was exactly what was needed. 

Professor BORGOÑO proposed a subamendment to Dr Novello，s amendment: the words "six members 
of the Board, coming from the six WHO regions" should be replaced by "up to eight members including at least 
one from each of the six W H O regions". That would ensure greater flexibility in determining the composition 
of the working group. 
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Dr LU Rushan said that he could accept that subamendment, and the amendment itself, on the 
understanding that the eight members mentioned would include the Chairman of the Board. 

Dr SAVEL'EV (adviser to Dr Kosenko) said that he, too, could accept the amendment and its 
subamendment. 

The CHAIRMAN said that, in the absence of any objections, he took it that the Board wished to adopt 
the amendment proposed by Dr Novello, as subamended by Professor Borgoño. 

It was so agreed. 

The DEPUTY DIRECTOR-GENERAL suggested that, to clarify the interrelations between the 
Programme Committee and the working group, taking into account the overlap in their terms of reference, the 
words "through it" might be inserted before the words "submit its final recommendations" in the first paragraph 
of the draft decision. 

It was so agreed. 

The CHAIRMAN recalled that Mr Varder had proposed the inclusion, in operative paragraph (1), of the 
phrase "its preparedness for changes in priorities". In the absence of any objections, he took it that that 
amendment was adopted. 

The decision, as amended，was adopted.1 

The CHAIRMAN designated the following as members of the preparatory working group to consider the 
global plan of action for WHO, as requested by the Executive Board: Dr Mason, Dr Yoosuf, Professor Girard, 
Dr Sidhom, Dr Lu Rushan, Dr Shamlaye, and the Chairman. 

6. COLLABORATION WITH NONGOVERNMENTAL ORGANIZATIONS: Item 24 of the Agenda 
(Document EB89/44) 

Applications of nongovernmental organizations for admission into official relations with WHO: 
Item 24.1 of the Agenda 

Review of nongovernmental organizations in official relations with WHO: Item 24.2 of the Agenda 

Dr VIOLAKI-PARASKEVA (Chairman, Standing Committee on Nongovernmental Organizations), 
introducing the Standing Committee's report (document EB89/44), said that it had considered applications for 
admission into official relations with WHO from the International Bureau for Epilepsy and the International 
Medical Informatics Association. It had been satisfied that the applications met the criteria for the admission 
of nongovernmental organizations (NGOs) into official relations with WHO contained in the relevant 
Principles.2 In the case of the International Bureau for Epilepsy, collaboration would enable WHO to work 
with the lay community in activities aimed at reducing problems related to an important neurological disorder 
and facilitating the incorporation of mental health knowledge in general health care and social development 
programmes. Similarly, by establishing relations with the International Medical Informatics Association, 
WHO's efforts to promote and develop the application of health informatics would be advanced. The details 
of the discussion appeared in section II of the report. The Standing Committee had concluded that it could 
recommend the admission of the two NGOs into official relations with WHO. 

In performing its task of reviewing collaboration with 69 nongovernmental organizations already in 
official relations with WHO,3 the Committee had concluded that ways and means of streamlining its method of 
work for the future should be considered. It had noted that the NGOs under review supported WHO's work 
in programmes 2 to 9 and 12.5, covering the following areas: WHO's general programme development and 

1 Decision EB89(19). 
2 Basic Documents, 38th ed., 1990, pp. 74-79. 
3 For list see document EB89/1992/REC/1, Annex 4. 
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management; health system development; organization of health systems based on primary health care; 
development of human resources for health; public information and education for health; research promotion 
and development, including research on health-promoting behaviour; general health protection and promotion; 
protection and promotion of the health of specific population groups; and rehabilitation. Joint activities with 
NGOs in 1989-1991 had focused on research, data collection and information exchange; support for education 
and training of health and health-related personnel; and advocacy of WHO's policies and programmes. 

The Committee's discussions were summarized in section III of the report. It was satisfied that efforts to 
revitalize collaboration with the International Federation of Hydrotherapy and Climatotherapy had resulted in 
joint activities that justified the maintenance of official relations. It was concerned about the limited 
collaboration with the International Council on Social Welfare, the International Federation for Preventive and 
Social Medicine, and the International Union of Biological Sciences. It had therefore decided to recommend 
to the Board that, while official relations should be maintained, efforts should be made to revitalize them. 

With regard to the International Union of School and University Health and Medicine and the 
International Centre of Social Gerontology, the Committee had noted that despite efforts made to encourage 
collaboration, there had been no joint activities during the period under review. It had therefore decided to 
recommend that official relations with the two organizations be discontinued, while expressing the hope that 
the organizations would once again become active in support of WHO. 

The Committee's recommendations, a draft resolution and a draft decision were set out in section IV of 
the report. The Committee fully appreciated the rich expertise and human resources that the NGOs in official 
relations brought to WHO. 

Dr KOSENKO asked how the Standing Committee determined which NGOs were worthy of further 
efforts to promote collaboration, and which should be removed from the list of those in official relations. 

Dr VIOLAKI-PARASKEVA (Chairman, Standing Committee on Nongovernmental Organizations), 
replying to Dr Kosenko，s question, said that certain nongovernmental organizations were trying to revitalize 
their collaboration and should be encouraged. 

The CHAIRMAN said that, as there were no objections, he took it that the Board wished to adopt the 
draft resolution contained in section IV of document EB89/44. 

The resolution was adopted.1 

The CHAIRMAN drew attention to the draft decision appearing in section IV of document EB89/44. 

Decision: The Executive Board, having considered the report of its Standing Committee on 
Nongovernmental Organizations, decided to maintain official relations with 67 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 relations with the International Council on Social 
Welfare, the International Federation for Preventive and Social Medicine and the International Union of 
Biological Sciences, the Board expressed concern about the limited collaboration and requested that 
special efforts be made to revitalize it.2 

7. APPOINTMENT OF THE COMMITTEE OF THE EXECUTIVE BOARD TO CONSIDER CERTAIN 
FINANCIAL MATTERS PRIOR TO THE HEALTH ASSEMBLY: Item 26 of the Agenda (Document 
EB89/42) 

Mr AITKEN (Assistant Director-General), introducing document EB89/42, said that under the 
Constitution and the Financial Regulations, the Board was required to consider the final accounts of the 
Organization for the preceding financial period. The accounts for the biennium 1990-1991 would not be 
finalized until March 1992. Given that the Board did not normally meet again prior to the Health Assembly 
and in conformity with past practice, the Board could comply with statutory requirements by designating a 
committee of four members to consider and review those accounts on behalf of the Board, immediately before 
the Health Assembly, and to report thereon to the Health Assembly. 

1 Resolution EB89.R20. 
2 Decision EB89(20). 
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committee of four members to consider and review those accounts on behalf of the Board, immediately before 
the Health Assembly, and to report thereon to the Health Assembly. 

The Board had also decided earlier in its deliberations to invite that committee to consider the question 
of Members whose arrears would justify invoking Article 7. In the past, the committee had been composed of 
the four representatives of the Executive Board at the Health Assembly. The draft resolution in document 
EB89/42 reflected those considerations and also included a provision for the replacement of any of the 
designated members who were unable to serve. 

The CHAIRMAN said that, if there were no comments, he would take it that the Board, having decided 
on the composition of the committee and any matters it would like the committee to consider on its behalf 
prior to the Forty-fifth World Health Assembly, wished to adopt the draft resolution contained in document 
EB89/42, duly completed. 

The resolution was adopted.1 

8. PROVISIONAL AGENDA FOR AND DURATION OF THE FORTY-FIFTH WORLD HEALTH 
ASSEMBLY: Item 27 of the Agenda (Documents EB89/43 and EB89/INF.DOC./6) 

The DEPUTY DIRECTOR-GENERAL said that, in accordance with Rule 4 of the Rules of Procedure 
of the Health Assembly, the Director-General had submitted in document EB89/43 proposals for the 
provisional agenda of the Forty-fifth World Health Assembly. 

The resolutions adopted and decisions taken by the Executive Board at its present session would be 
reflected in the provisional agenda of the Forty-fifth World Health Assembly. Consequently, an item entitled 
"Child health and development: health of the newborn" should be added to the provisional agenda after 
item 28. 

At a previous session of the Executive Board it had been recommended that, at its current one, the 
Board should select issues it wished to see highlighted during the Health Assembly's consideration of the 
reports of the Executive Board and the Director-General. TTie Director-General suggested that special 
attention should be given to the topic "Leadership for health: framework for new public health action". If that 
suggestion met with the Board's approval, the Director-General would transmit it to Member States in his 
letter of convocation and invite delegations to focus on that issue in their statements in plenary session at the 
Forty-fifth World Health Assembly. 

The Executive Board had decided that the Forty-fifth World Health Assembly would be held in the 
Palais des Nations, Geneva and would begin at noon on Monday, 4 May 1992. The programme budget for 
1992-1993 provided for the holding of the Health Assembly for a period not exceeding two weeks. 
Consequently, the Board might wish to decide that the Forty-fifth World Health Assembly should close no later 
than Friday, 15 May 1992. 

Resolution WHA32.36 requested the Executive Board to "fix a preliminary daily timetable for the Health 
Assembly's consideration of its agenda". To assist the Board in that task, a draft timetable for the Forty-fifth 
World Health Assembly had been drawn up and was contained in document EB89/INF.DOC./6. It could be 
revised to take into account any changes that the Board wished to make. 

Mr VARDER said that at the Board's eighty-eighth session, in May 1991,2 it had been suggested that 
consideration be given to reducing the duration of the Health Assembly by two days, so that the Executive 
Board could meet on the last two days of the second week. 

The DEPUTY DIRECTOR-GENERAL said that the Board had had time to discuss that question on 
the previous day in relation to the awards ceremony,3 when suggestions for reducing the length of the Health 
Assembly had been made. 

As he had just stated, the programme budget provided for the maximum length of the Health Assembly. 
There was no reason, in principle, why the Health Assembly could not close before 15 May. Therefore, if the 
Board wished, it could again take up the proposals to reduce the duration of the Health Assembly. 

1 Resolution EB89.R21. 
2 See document EB88/1991/REC/1, p. 57. 
3 See summary record of the thirteenth meeting, section 1. 
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Professor BORGOÑO said that, if the Board agreed, the Health Assembly could end no later than 
Wednesday, 13 May, leaving the following two days for the Executive Board; those Board members who did 
not attend the Health Assembly needed to know when to arrive. The original proposal to schedule the 
Executive Board meeting for an earlier date had been made so that members would not be obliged to remain 
for the weekend after the Health Assembly. He therefore endorsed the suggestion that the Health Assembly 
should end on the Wednesday, if necessary by holding a night meeting. The financial implications of that new 
schedule would, of course, have to be considered. 

The DEPUTY DIRECTOR-GENERAL said that if the Health Assembly were to end on 13 May but 
include a night meeting, he understood that the savings derived from a shorter Health Assembly would have to 
be used largely to pay for the night meeting, so no money would in fact be saved. 

Dr NOVELLO (adviser to Dr Mason) asked whether it was possible for the Health Assembly to 
complete its work by 13 May. 

Dr VIOLAKI-PARASKEVA said that, judging from past experience, the Health Assembly would go on 
at least until 14 May, but that would still leave Friday and Saturday free for the Executive Board meeting. 
Delegates were, in general, not in favour of night meetings. 

Mr AITKEN (Assistant Director-General) said that meetings on Saturday or Sunday also involved more 
costs. It was clear that if the Health Assembly were to close earlier, there was a risk of additional night 
meetings, in which case any potential savings derived from an earlier meeting of the Executive Board could be 
lost. In addition, if the Executive Board meeting were held on 14 and 15 May, it would have to be held at the 
United Nations Office in Geneva. 

The CHAIRMAN said the Board's general feeling seemed to be that it was very difficult to reduce the 
length of the Health Assembly by two days. The Board could simply request the Director-General to look into 
the possibility and not itself take any further action. 

Professor GRILLO suggested that the Health Assembly might close on Friday at noon and that the 
Executive Board could meet on Friday afternoon and Saturday. 

The CHAIRMAN reminded the Board that such a schedule would involve increased costs. 

Dr NOVELLO (adviser to Dr Mason) asked how much money would be saved by reducing the duration 
of the Health Assembly by two days. 

Mr AITKEN (Assistant Director-General) answered that the savings would amount to a little over 
US$ 200 000. However, the approximate cost of a night meeting of the Health Assembly, lasting about three 
hours, was US$ 100 000. Therefore, two night meetings could cancel out the potential savings. 

Dr KOSENKO endorsed the statements of Dr Violaki-Paraskeva and Professor Borgoño. Experience, 
particularly recent experience, had demonstrated that the Health Assembly could close on Thursday without 
night meetings being needed. The Executive Board could then meet on Friday and Saturday. 

Dr VIOLAKI-PARASKEVA observed that the conduct of work in Committees A and В depended to a 
large extent on the Chairmen. The Committee on Nominations should select experienced chairmen, with a 
view to speeding up the work of the Committees and ending the Health Assembly by the morning of Thursday, 
14 May. 

Dr KHAIRY was in favour of leaving the timetable as it stood for the coming Health Assembly and 
requesting the Director-General to review the programme of work of the Committees to see whether the time 
required to complete their work could be reduced by two days. 

Dr NOVELLO (adviser to Dr Mason) felt that even with the best intentions it would not be possible for 
the Health Assembly to finish its work before Thursday, 14 May. 
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The CHAIRMAN suggested that the Director-General should be given flexibility to programme the work 
of the Health Assembly as he thought fit, bearing in mind the Executive Board's wish for it to end on 
Thursday, 14 May. 

The DIRECTOR-GENERAL pointed out that certain staff costs, for example those for additional staff 
who were contracted on a weekly basis, overtime, etc., had to be taken into consideration. One way to save 
time might be to notify those Board members who were not attending the Health Assembly three or four days 
before it ended, provided that that left them sufficient time for travel. If that proved impossible, it would be 
advisable to maintain the status quo, at least for the next Health Assembly. 

Professor BORGOÑO said that, in the light of the discussion, he would change his position and accept 
the proposal made by the Deputy Director-General. 

Mr VARDER, commenting on items 28.2 (Health assistance to specific countries) and 31 (Health 
conditions of the Arab population in the occupied Arab territories, including Palestine) of the provisional 
agenda of the Health Assembly, endorsed the view expressed by Dr Mason at the eighty-eighth session of the 
Executive Board that the task of the Health Assembly was to deal with global policy matters, not health 
situations in specific countries; the latter came within the purview of the regional committees. Resolutions on 
country-specific questions had proliferated in the Health Assembly; many of them called for reports from the 
Director-General and therefore recurred annually. The Board should consider how such issues could be dealt 
with by the regional committees. He added that normally, in discussions on the world health situation, Europe 
was not mentioned. However, the present situation in eastern and central Europe meant that the countries 
concerned would require substantial assistance from WHO. 

The DEPUTY DIRECTOR-GENERAL observed that the provisional agenda presented by the Director-
General was based on requests contained in resolutions of the Executive Board and the Health Assembly. He 
stressed the importance of preliminary discussions between all concerned as a means of saving time in the 
Health Assembly, especially on certain items. 

Mr BOYER (adviser to Dr Mason) referring to Mr Varder's statement, pointed out that one of the 
reasons why country-specific items were included in the Health Assembly agenda was that each year the 
corresponding resolutions contained a final paragraph requesting a report on the subject at the following 
Health Assembly. The preliminary work referred to by the Deputy Director-General might therefore include a 
proposal to eliminate that final paragraph. The matter might be discussed by the Director-General and the 
chairmen of the Committees and taken up by the Chairman of the Board in his presentation to the Health 
Assembly. 

Decision: The Executive Board approved the Director-General's proposals for the provisional agenda of 
the Forty-fifth World Health Assembly as amended by the Board. Recalling its earlier decision that the 
Forty-fifth World Health Assembly should open on Monday, 4 May 1992, at noon, and recalling also that 
in the approved programme budget for 1992-1993 provision was made for Health Assembly sessions not 
to exceed two weeks each year, the Board decided that the Forty-fifth World Health Assembly should 
close no later than Friday, 15 May 1992.1 

9. DATE AND PLACE OF THE NINETIETH SESSION OF THE EXECUTIVE BOARD: Item 28 of the 
Agenda 

Mr AITKEN (Assistant Director-General) said that, in view of the decision just adopted that the Forty-
fifth World Health Assembly would close on Friday, 15 May 1992 at the latest, the Board might wish to 
consider convening its ninetieth session on Monday, 18 May 1992 at WHO headquarters. 

Decision: The Executive Board decided that its ninetieth session should be convened on Monday, 
18 May 1992 at WHO headquarters, Geneva, Switzerland.2 

1 Decision EB89(21), 
2 Decision EB89(22). 
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10. TRIBUTE TO THE MEMORY OF MRS SALLY MUGABE 

The CHAIRMAN invited the Board to pay tribute to the memory of Mrs Sally Mugabe, the wife of the 
President of Zimbabwe, who had passed away that day, for her excellent contribution to the development of 
health care in Africa and throughout the world. He was sure that the Board would wish him to place on 
record its appreciation of the invaluable work which she had done in pursuit of the goal of health for all by the 
year 2000. 

11. CLOSURE OF THE SESSION 

After the customary exchange of courtesies, the CHAIRMAN declared the session closed. 

The meeting rose at 17h05. 


