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EB93/SR/1 

FIRST MEETING 

Monday, 17 January 1994，at 9h30 

Chairman: Professor M.E. CHATTY 

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

The CHA IRMAN declared the ninety-third session of the Executive Board open and welcomed 

participants, including several newly designated members. 

2. ADOPTION OF THE AGENDA: Item 2 of the Provisional Agenda (Document EB93/1) 

The CHAIRMAN indicated that items 14，15 and 18.2 should be deleted from the provisional agenda 

in document EB93/1. With re t to item 10 on review and evaluation of specific programmes: 

noncommunicable diseases, he г ed that at its ninety-first session the Board had recommended that 

WHO's activities against noncommunicable diseases should be thoroughly reviewed at the present session. 

At its nineteenth session, the Programme Committee had endorsed the idea of a "trial run" of a new 

approach to programme reviews, as described in document EB93/ll/Add.6, which dealt with programme 

development and management and, more particularly, in section II of that document, which addressed 

programme reviews by Executive Board subgroups. He therefore suggested that, as recommended by the 

Programme Committee, diarrhoeal diseases and acute respiratory infections, as well as family and 

community health (components of maternal and child health, including family planning, and adolescent 

health) should also be reviewed under item 10’ and that the Board should split up into subgroups to review 

those programmes simultaneously. 

Dr LARIV IÈRE recalled that the Board had decided to consider WHO's health research policy at 

the present session. He realised, however, that postponing the discussion of that important topic would give 

the Secretariat more time to prepare the necessary documentation, and therefore agreed that it should be 

dealt with at a future meeting of the Board. 

The CHAIRMAN also agreed that a considered approach should be taken to health research policy; 

the Secretariat should also investigate the financial possibilities before the Board took up the matter. 

The agenda, as amended，was adopted. 

3. PROGRAMME OF WORK 

The CHAIRMAN announced the suggested dates and times of meetings of committees. He proposed 

that the Board should follow as closely as possible the order of the items as listed in the Agenda. Item 4 

(Appointment of the Regional Director for South-East Asia) and item 5 (Appointment of the Regional 

Director for the Western Pacific) would be considered in private, and he proposed that those items should 

be dealt with on 20 January at 14h30. Similarly, item 24 (Awards) would require a private meeting, which 

he proposed should be held on 25 January at 14h30. With regard to item 18.1 (Budgetary reform), he 

suggested consideration of the matter immediately after discussion of item 7 (WHO response to global 

change) because those two items were interrelated. It had been decided to split up into subgroups to 

consider item 10 (Review and evaluation of specific programmes: noncommunicable diseases), and he 

suggested that that should be done on 19 January. Since it was the first trial run of the programme review 
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subgroups, he proposed that as Chairman, he should draw up a list of members for each subgroup, taking 

into account regional balance and the need to ensure that each subgroup was representative of the entire 

Board. 

It was so agreed. 

4. STATEMENT BY THE DIRECTOR-GENERAL 

The DIRECTOR-GENERAL said that the world in 1993, beset with deep economic and social 

tensions, had been riven by ethnic, religious and territorial conflicts, on a scale unprecedented since World 

War II. Global economic and political turbulence, which pointed to cultural and structural fault-lines, had 

also reached WHO. Faced with a changing environment, WHO's governing bodies and Secretariat had 

together promptly initiated action to update WHO's policies, management and structure. 

The current reform process took into consideration the recommendations made by the Executive 

Board, through its Working Group on the WHO Response to Global Change, and its Programme 

Committee. The Secretariat had identified the following areas of priority for reform: WHO's advocacy 

and communication policy; the methods of work for its governing bodies; WHO's internal structure and 

working relations as a global network, and its programme development and management, including 

budgetary and personnel matters. 

WHO had embarked on an update of its health-for-all policies in order to foster greater involvement 

of society alongside government. The new health partnership to be achieved would stress the 

interdependence of all sectors, communities and individuals, and the need to share resources and 

responsibilities in a spirit of respect and solidarity. 

WHO's advocacy for health would be supported by more systematic communication of the 

considerable amount of data collected by WHO from different sources, or generated through its own 

collaborative research. Once validated and analysed, this information would be published yearly in user-

friendly reports on the world health status and WHO's activities in support of public health policies. Such 

reports would also serve as useful tools for WHO's management. 

New procedures and document design were being introduced to help focus and expedite the work of 

the Board and the Health Assembly. The Secretariat had high expectations of the specific programme 

reviews to be tested at the present session within three subgroups of the Executive Board. The preliminary 

views of the Board itself on the usefulness and practicality of that mechanism were eagerly anticipated. The 

Board would decide whether to set up an administration, budget and finance committee to look into the 

relevant issues which cut across different programmes. The Board would also consider options for 

nomination of the Director-General and Regional Directors, designation of its own members and selection 

of its officers. 

To keep up with the challenges of a new world environment, WHO had to make the most of its 

unique competitive advantage as a global network involved in long-term and comprehensive health 

development. It could capitalize on the diversity of its regions, provided that that potential was enhanced 

through coordinated action and unity of purpose. 

He had accordingly set up a number of mechanisms to involve WHO's regional offices in all stages 

of the decision-making process and at all levels of the structure. Dealing with policy matters and target-

setting, the Global Policy Council brought together the Director-General, the Regional Directors, the 

Assistant Directors-General, and the Director of the International Agency for Research on Cancer. For 

management follow-up and technical linkages, the Management Development Committee included all 

Directors of Programme Management from the six WHO Regions, together with the Assistant Directors-

General and Executive Directors from headquarters. Those groups would hold regular sessions throughout 

the year, and liaison and support would be provided by the Cabinet of the Director-General. 

In recognition of the fact that further in-depth work was required to harmonize and finalize WHO's 

reform, six development teams had been set up. Their membership, again, ensured full representation and 

participation of the regions. They covered major areas of interest such as: WHO policy and mission; 

programme development and management; management of WHO information systems; information and 
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public relations policy; the role of the WHO country representatives; and, finally, WHO's personnel 

policies. The development teams would have a limited life span. 

The structural reorganization, besides emphasizing regional participation, aimed at facilitating cross-

sectoral collaboration. That was consonant with the new clustering of programmes and activities proposed 

within the six-year Ninth General Programme of Work and the revised Classified List of Programmes. 

Basically, the organizing principle had been to emphasize target-oriented activities. For each of the three 

bienniums covered, direct cross-referencing between the two-year short-term perspective and the six-year 

longer-term horizon would help the Organization to be both more pragmatic and more focused. It should 

also make it easier to keep its priorities up to date, and enhance the relevance of its health interventions 

and programme budget estimates. 

In the same perspective, W H O was instructing its programme managers to provide information to 

highlight the causal relationship between the use of specific resources, expenditures and activities, on the 

one hand, and health achievements on the other. That should assist Member States and donors in assessing 

the actual "role" and productivity of their contributions to WHO. It would also enhance technical and 

financial accountability on the part of the Secretariat. 

Preparing the programme budget meant adjusting between overall demands, resources and priorities. 

Once the general directions and overall breakdown in expenditure were agreed on, allowance had to be 

made for programmatic and operational priorities which were country- or region-specific, and also for 

changes which occurred over time. 

For the Organization to meet emerging or long-term priorities, availability of resources was a basic 

prerequisite. There W H O was faced with three main difficulties: first, the sheer inadequacy of funds due 

to the continuing policy of zero growth in real terms for its regular budget. That shortage of funds was 

currently made more acute by a deficit in assessed contributions received. A second issue was the 

increasing imbalance between regular and extrabudgetary funding in some priority programmes. That often 

gave the Organization very little choice in practice when it came to priority-setting, budget cuts and 

redeployment of staff. Third, there was the recurrent call for W H O to use "value-for-money" as the basis 

for its priority-setting. "Value-for-money" could and should be a useful tool for management, but it should 

not lead to giving preference to "quick fixes" over sustainable health development, since sustainability 

required long-term investment, often with few visible and immediate returns. 

WHO's staff was one of its major resources. To sustain the Organization's activities, provisions must 

be made to ensure sustainability and flexibility in staffing. In 1998 the Organization would be celebrating 

its fiftieth anniversary and, by that time, many current staff members would have retired. The distribution 

of the 144 nationalities represented among WHO staff was heavily skewed according to their geographical 

location. For example, over 70% of W H O staff at headquarters came from America and Europe. 

Moreover, sex distribution was still far from satisfactory. 

The use of geographical and sex criteria for recruitment was only fair, but when stringent financial 

constraints and political pressures were added, management ended up, to say the least, with serious 

difficulties in implementing its staffing and, particularly, its redeployment policies. High up on WHO 

management's priorities had been the restructuring of the Division of Personnel in order to review and 

improve those policies. He hoped that all staff could recognize both the constraints within which everyone 

had to work and the efforts of management to establish a dialogue，and that the Staff Committee would 

come to understand that its mandate, its objectives and the interests of the staff were best served by 

collaboration rather than confrontation. 

As the Organization entered the next stage in its reform process, a major challenge would be to 

complete the smooth harmonization and coordination of WHO's regional autonomies within its global 

network. A simpler and more transparent structure would be a key element to convince donors to step up 

their financial commitments. That, in turn, should broaden opportunities for recruitment and give more 

flexibility for staff redeployment. 

Harmonization and coordination would also increase WHO's relevance and effectiveness. Relevance 

implied that the right decisions were made at the right time - based on significant and updated information. 

Effectiveness meant that decisions led to action, and that what was decided could and would be 

implemented. W H O was currently reviewing its whole information system in order to ensure that it related 

directly to the new programme clusters and activities. Its management information system would also be 
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adapted, taking into account the Organization's specific needs for basic compatibility and worldwide 

communication. 

To meet the growing interest in and demand for health information on the part of the public, and in 

view of the high prevalence of noncommunicable and lifestyle-related diseases in both developing and 

developed countries, WHO needed new approaches for communication about health. Health education, 

health promotion and public information would each be reviewed to make sure that there was a component 

in every WHO programme. 

Providing emergency assistance had become a vital function of WHO, which welcomed the 

opportunity to contribute to United Nations undertakings in that field. However, they were difficult and 

expensive. Political pressure, fed by pressure from the media and public opinion, was often greatest on 

WHO in cases of "man-made disasters". 

Since the beginning of the conflict in the former Yugoslavia, and under the leadership of the United 

Nations High Commissioner for Refugees, WHO had been involved in assessing health needs and providing 

emergency health care supplies. WHO had brought humanitarian assistance to the peoples of Bosnia and 

Herzegovina and other affected countries such as Croatia, The Former Yugoslav Republic of Macedonia, 

and Slovenia. It would continue to provide humanitarian assistance to the populations of Serbia and 

Montenegro, and would plead for the partial lifting of sanctions where health services were concerned. 

WHO's mandate was to work for peace through the protection and promotion of the health of all 

peoples of the world. He strongly believed that solidarity and equitable development were the best 

foundations and defence of peace. 

Consequently, WHO had been quick to explore the prospects for cooperation created by the peace 

process initiated between Israel and the Palestine Liberation Organization. WHO，s latest appeal for 

emergency assistance for US$ 10 million in October 1993 had been well received. With over 50% of the 

funds requested now available, WHO was poised to launch health interventions to help the Palestinian 

Interim Administration and its Health Council develop and strengthen an autonomous primary health care 

network. 

He had visited Gaza and Jericho in December 1993 and had much appreciated the pledges of 

cooperation from the Governments of Israel and other countries and from nongovernmental organizations. 

His ambition was that, with the support of the international community, rapid and tangible progress could 

be achieved in the field of health, which would demonstrate the reality and the benefits of the peace-

building process to all populations concerned. That would be a shining example of global partnership for 

peace. 

Whatever the present impasses and hurdles in countries such as the former Yugoslavia, Afghanistan, 

Somalia and Mozambique, the same principle of nondiscriminatory humanitarian assistance should apply. 

However, the health of Africa must be of particular concern to the Organization. Political instability had 

compounded the economic and health difficulties experienced by many fellow human beings on that 

continent. An added problem for WHO was the present stalling of operations at its Regional Office in 

Brazzaville, due to major security problems. The situation was being monitored day by day. 

Restructuring had emphasized synergy and cooperation with the United Nations. At the present 

session, the Executive Board would consider establishing a joint and cosponsored United Nations 

Programme on HIV/AIDS. The cosponsors had indicated their preference for a global programme, with 

global coordination of policies, approaches and funding, and for a unified secretariat to be administered 

by WHO. The main purpose of the global integration was to enhance consistency and efficiency in action 

and use of resources. 

The HIV/AIDS pandemic was of exceptional importance not only for its own epidemiological 

magnitude but also for the re-evaluation it had forced on the world of the meaning of health in terms of 

economics and politics. AIDS, moreover，had forced WHO to rethink how international partnerships 

should be carried out in research and development, in prevention and control, in caring for patients, in 

sharing resources and even in accepting changes in the value-systems of civilizations. He would like to 

make a plea that the Board should not let the discussion on structures and procedures overshadow the fact 

that, as it was, global resources devoted to AIDS research, prevention and care were plainly inadequate. 

Beyond administrative considerations and beyond any quarrel over who obtained how much credit and 

funding for what, it was desirable that everyone could concentrate on the crying need for intensification of 

efforts and resources in the fight against AIDS. 
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Regarding vaccines and immunization programmes, within WHO he was moving ahead with the 

setting-up of a consolidated programme bringing together the Expanded Programme on Immunization, the 

Vaccine Development Programme and the Children's Vaccine Initiative. He was pursuing the dialogue with 

WHO's United Nations partners to finalize the structure for a WHO-led cosponsored programme. WHO 

itself would be involved at all levels of its own structure in providing support for research and the 

development of safer, more stable and more efficacious vaccines, to ensure quality at affordable cost and 

to achieve sustainable and fully effective immunization coverage. 

At headquarters, all programmes were now under review and would be streamlined on a systematic 

and phased basis. One of the options WHO was contemplating would be to accelerate its activities to 

eradicate or eliminate poliomyelitis, leprosy, and dracunculiasis by making them into special programmes. 

WHO had worked hard with limited resources to design and implement a wide range of reforms while 

keeping up with present programmes. The Organization's staff and management had been intent that 

WHO should honour its current commitments to Member States. That WHO had done, servicing countries 

and consolidating past health achievements. It had followed up the plans of action established for malaria, 

tuberculosis, nutrition, intensified cooperation with countries in greatest need and environmental health 

under Agenda 21. The International Programme for Chernobyl had made good progress in the monitoring 

and surveillance of nuclear exposure. Chemical and food safety were related fields in which WHO had 

continued its work. 

WHO had been actively preparing for the United Nations International Conference on Population 

and Development to be held in Cairo in 1994. It was also gearing up for the World Summit for Social 

Development, planned for 1995 in Copenhagen, to mark the fiftieth anniversary of the United Nations. 

The Executive Board Working Group had suggested that WHO should update its health targets and 

restate its mission, in line with the new challenges that global change was creating for it. On the eve of the 

twenty-first century, one of those challenges was biomedical ethics. 

WHO's constitutional functions included technical and ethical standard-setting. At the present 

session, the Board had two normative items on its agenda: status of implementation of the International 

Code of Marketing of Breast-milk Substitutes and WHO ethical criteria for medicinal drug promotion. 

Today, however, the scope of the ethical challenges emerging from dramatic changes in biomedical 

technology was quite different, since they touched on the definition of the human being, its biological 

integrity, and its status and relationships within the family structure and society at large. 

Biomedical technology today opened up tremendous avenues for research and, in time, could provide 

much-needed therapeutic break-throughs, but it also raised far-reaching medical, ethical and legal issues. 

The recent interest and controversies which had developed around the cloning of cells of human embryos 

and medically assisted human reproduction, including post-menopausal pregnancies, had shown that public 

opinion perceived the whole field as a major social issue, that deserved full scrutiny and a systematic public 

debate. 

That vividly illustrated the pivotal role of biological research and health care practices in redefining 

contemporary societies or, one was tempted to say, in reshaping civilizations. Medically assisted human 

reproduction was an important field, but only one, of the many essential fields of concern for biomedical 

ethics. Blood safety was yet another, with related issues of quality, cost, sustainability of supply, and 

international trade in blood-products. So were gene therapy, organ transplants and experimentation on 

human subjects. And the list could go on. 

Those issues could not be seen as limited to rich countries only. They necessarily spilled over from 

one discipline, country or continent to another. They also revealed and could aggravate economic and 

technological inequalities and cultural divisions. Today in most developing countries and, as documented 

recently, in developed countries as well, there were few ethical safeguards to guarantee that, in such health-

related issues, the safety and rights of both individuals and communities were adequately protected. 

As he had informed the Programme Committee of the Executive Board, his intention was to push 

for WHO's intensive involvement in the fields of both human rights and biomedical ethics. With its global 

membership, long-standing experience in standard-setting, and specific technical expertise, WHO was 

uniquely equipped to facilitate reflection, exchange of data and experiences and consultation at the 

international level. As had been said at an earlier session of the Board, WHO should be the health 

conscience of mankind. 
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Reflection on those new issues must be integrated into a broader reassessment of the value of health 

in societies and in an interdependent world. What was required was a deeper understanding of the 

implications of that global interdependence for solidarity as a deliberate and reasoned policy. That vision 

of health and solidarity had inspired the call he had made in 1993 for a new health partnership - a 

partnership which would involve all countries, communities and individuals, and both government and civil 

society, in the sharing of resources and responsibilities to ensure health for all in a spirit of justice and 

mutual respect. He hoped, and indeed believed, that the present session of the Executive Board would 

mark a milestone on the road to the fulfilment of that vision. 

The CHAIRMAN thanked the Director-General for his statement, which had emphasized the 

particular importance of human rights and biomedical ethics. He hoped that it would be distributed to all 

Board members. 

5. REPORTS OF THE REGIONAL DIRECTORS ON SIGNIFICANT REGIONAL DEVELOPMENTS, 

INCLUDING REGIONAL COMMITTEE MATTERS: Item 3 of the Agenda (Documents EB93/2, 

EB93/3, EB93/4, EB93/5, EB93/6 and EB93/7) 

Dr ASVALL (Regional Director for Europe) said that a great many changes had swept across the 

European Region in the past 12 months. The civil unrest and war that had followed the birth of some new 

Member States, coupled with an increase in the number of Member States from 31 to 50 in the space of 

approximately two years, had faced the Regional Office with a range of challenges not encountered before, 

of which the most sinister were the wars in the former Yugoslavia, Armenia and Azerbaijan, Georgia and 

Tadjikistan. 

In contrast, the adoption of the Maastricht Treaty, had given the European Community countries 

increased possibilities of cooperating in public health, greatly welcomed by WHO. 

In the countries of Central and Eastern Europe, the past year had been one of increasing 

unemployment, poverty and inequalities in public health. As shown by the 1993 diphtheria epidemic, 

problems which had apparently been overcome in Europe had returned because systems put in place some 

years previously had collapsed as a result of the extensive political and socioeconomic changes. The gap 

between the countries of Central and Eastern Europe and the rest of the Region was large and widening, 

so that the Regional Office had had to change its programme priorities considerably. In 1993, for instance, 

an average of one meeting a month had had to be held to deal with the immunization problems in Central 

and Eastern Europe; meetings had also been held with major donor organizations in an attempt to achieve 

better coordination of support. 

The Regional Office, in striving to follow different strategies to promote the basic policies and to 

consider countries at ail levels, had placed great emphasis on research and development with a view to 

identifying better methods to implement policies at the local level. It was not only providing advice but also 

serving as a catalyst for action, partly through its bilateral programmes and partly through networking with 

the large target groups. In 1993，the work on health policy development had continued in a number of 

countries, many of which had been trying to improve their national health policies; that had been 

particularly important in Central and Eastern Europe, where countries had increasingly recognized that 

improvement of such policies was indispensable if they were to obtain a better grip on the external aid 

which they were receiving. A great deal of attention had been given to that point by international 

organizations, donor organizations and recipient countries, especially at a recent meeting in Switzerland, 

where the efficiency of the action taken had been thoroughly discussed. The Regional Office believed that 

the basic conceptual framework that a health-for-all policy could give to countries in Central and Eastern 

Europe was one of the most useful forms of assistance that could be supplied at the moment. 

Policy formulation had been taken to another level with the creation of a new "regions for health 

network which - in view of the fact that the European Region had some 1500 subnational structures -

offered great potential for the future. Work with existing networks had continued as well, including the 

network of European medical associations which，at its 1993 meeting, had adopted a model policy under 

which such associations were required to work for better quality of care. The Regional Office had started 
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to cooperate closely with many of the new United Nations offices in Central and Eastern Europe, with a 

view to developing a more integrated programme in that area. 

Humanitarian assistance had been a major undertaking in 1993; the Regional Office's programme 

in the former Yugoslavia now had some 70 staff members in seven different operational offices there. The 

programme objectives included protection of public health, an activity through which a number of epidemics 

had probably been prevented from breaking out; coordination of the provision of supplies and equipment 

from the numerous donor organizations, resulting in improved care for thousands of sick and wounded 

people; and assistance to the disabled, including the provision of prostheses to about 1000 patients. A 

great deal had been learned through such activities, and in any further discussion of WHO's role in 

humanitarian efforts, a review of the Yugoslav experience and the interaction between the various 

humanitarian organizations would be valuable. 

Much attention had been devoted in 1993 to health services development in the European Region. 

The subject was at the top of the agenda for the countries of Central and Eastern Europe, which wished 

to transform their existing systems of financing, management and organization of health services, but were 

unsure of the precise parameters of such a change. Surprisingly enough, such uncertainty was by no means 

limited to those countries: throughout Europe, nations were trying to find better ways to cope with heavy 

expenditures and to improve the quality of care. In order to help countries analyse and profit from existing 

experiences, the Regional Office had created new programmes to monitor changes and to set up groups 

for discussion of, and experimentation with new approaches. The Regional Office had also been 

investigating some technologically advanced aspects of health care functioning: a pilot project had been 

carried out with the European Community to link electronically those Member States and facilitate the 

exchange of key data on health services. 

In late 1993，the Regional Office had organized, jointly with headquarters, UNICEF and the 

Government of Kazakhstan, a review meeting on the Declaration of Alma-Ata fifteen years after its 

adoption. The firm conclusion of the meeting was that primary health care was as important at present as 

at the time of the Declaration, the basic principles of which remained relevant. A number of new problems 

were emerging, however, owing to rapid economic transformations and their impact on society, and 

different methods might be required to deal with them. An interesting conclusion had been reached in that 

respect: the developed world should perhaps look more closely at the developing countries and seek to learn 

how to work with local populations, not just for them. The Region had seen problems over the past year 

in respect of international trade in blood-products, and an expert meeting had been held to look into the 

situation. There had also been a meeting to assess the results of the Edinburgh Declaration on Medical 

Education, adopted five years ago, from which interesting suggestions for the future had emerged. 

The development of a more concerted set of principles on quality of care was under way. Indicators 

were being devised to enable countries to assess the effectiveness of their efforts from that standpoint. Two 

pilot programmes • on diabetes and hospital infection - were now being offered to all the countries in the 

region, to enable them to learn the new principles through concrete applications. The changes in 

governmental structures implied by the new requirements had also been investigated, and a model policy 

on such changes developed in collaboration with the Government of Denmark. 

Work had continued under the regional action plans on tobacco and alcohol. An important meeting 

on AIDS in Central and Eastern Europe, held in the Latvian city of Riga, had drawn up a programme of 

action for intensified and coordinated work on the problem. The Healthy Cities project, which now counted 

600 members, and the "health-promoting schools" network, which comprised 300 schools in 30 countries, 

had met with an excellent response. 

The topic of environment had often come up in the European Region in 1993; a major conference 

to be held in Finland in June 1994 would review environmental health strategies in Europe on the basis of 

a study carried out by the newly established Environment and Health Centre. France, Italy and the 

Netherlands had cooperated with the Regional Office in the establishment of the Centre. Improving 

environmental health information surveillance in Europe would be an important issue in years to come. 

The epidemiological studies done on problems such as Chernobyl fallout were a cause for concern - there 

was clear evidence now to show that the health impact had been much more serious than previously 

estimated. Thyroid cancers in children had increased, perhaps a hundredfold, in some affected areas. 

Concerning WHO's reforms and their implications for the Regional Office, he noted that the reform 

process had begun in the European Region about a year and a half before the global reforms. Important 
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decisions had been taken by the Regional Committee in September 1993 as a follow-up to that work. A 

Standing Committee had been created, which stood in the same relationship to the Regional Committee 

as did the Executive Board to the Health Assembly; that had greatly strengthened the political structure 

of WHO's European regional organization and had resulted in closer dialogue between the members of the 

Regional Committee and the secretariat of the Regional Office. The programme budget planning process 

had been simplified: a "strategic" programme budget was now being used, with operational planning being 

done shortly before the biennium during which specific actions were to be carried out. The purpose was 

to shorten the lead time required for planning in WHO and to render the operation more flexible, better 

geared to options available at the time of implementation. The whole concept was in fact being taken still 

further: starting with the biennium 1994-1995, implementation would increasingly be carried out on the 

basis of a limited number of major projects, in which various units and departments would be brought 

together, as opposed to the previous system in which they had worked in much greater isolation. The result 

had already been a different approach among the staff, and better quality in their work. 

As part of the reform process, increased attention was also being devoted to country-level operations. 

A new Country Health Development department was now concentrating primarily on Central and Eastern 

Europe. New structures designed to reach out to countries had been tested, despite limited funding for that 

purpose, and liaison offices had been set up in 16 countries, making it possible to establish a country 

presence at minimal cost. The Regional Office had also been working on a clearing-house project with a 

view to providing donors with better information on the assistance being given to Central and Eastern 

European countries. Certain funding problems had now been overcome with the project's servicing, starting 

in the current biennium, from the regular budget. 

The Regional Office was strongly committed to supporting the global reform process. He himself had 

participated in the Global Policy Council, and the Director, Programme Management, had been involved 

in the Management Development Committee. Six regional development groups had been created to 

support the work of those bodies. Reform should also imply increased cooperation among regions, 

however, and that was why he had decided that, in the further development of the information management 

system, the European Region would work closely with the Western Pacific and the Eastern Mediterranean 

Regions. 

The biggest problem over the past year had been finances. Owing to income reductions and cost 

absorption, a 15% loss in income had been experienced, at a time when about twenty new countries had 

joined the Region. The Regional Committee had adopted resolutions at its past two sessions calling for 

stronger support for the budget of the European Region. 

The past year had been a challenging one, but many encouraging developments could also be noted. 

A major reorientation of priorities had been undertaken in favour of the Central and Eastern European 

countries. The staffs working methods had had to be revised, and extra strain had been the result. Yet 

the staff had responded with enthusiasm to the new challenges in Central and Eastern Europe, 

demonstrating once again that WHO's strongest asset was not money or political clout, but the quality, 

integrity and energy of its staff. He hoped the international news media would soon begin to focus on the 

positive impact of WHO's staff throughout the world - they certainly merited such attention. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean), summing up the health situation 

in 1993 for the Member States of the Region and the Regional Office's response to that situation, said the 

rapprochement achieved in the Middle East, which opened the door to peaceful coexistence there, was 

heartening. While no one had any illusions about the difficulties that lay ahead, the hope that sustained 

the peacemakers would surely grow stronger, the future would see the flame of conciliation burn more 

brighter. 

The Eastern Mediterranean Region had initiated a parallel advance when the Director-General and 

himself had been requested to undertake the necessary consultations to enable Palestine to be represented 

at and participate in the Regional Committee's meetings, in conformity with Article 47 of the Constitution. 

Following the successful outcome of those consultations, the Regional Committee had been able to welcome 

Palestine as a member, without the right to vote. 

There was civil strife in four of the Region's Member States: Afghanistan, Djibouti, Somalia and the 

Sudan; and eight Member States - Djibouti, Yemen, Pakistan, the Islamic Republic of Iran, Jordan, 

Lebanon, the Syrian Arab Republic and the Sudan were responsible for large numbers of refugees from 
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various countries. The refugee population in the Region had been estimated at 8 million, a large 

proportion of whom were mothers, infants, children and the elderly. They represented a great economic 

and logistic burden to the host countries, and especially to the least developed among them. Furthermore, 

the effort of providing food, water and health care was made difficult by the inaccessibility of the areas in 

which the refugees had gathered. The situation gave rise to the danger of epidemics, and there had indeed 

been outbreaks of cholera in Afghanistan, Djibouti, the Islamic Republic of Iran, Iraq and Pakistan, among 

others. WHO should continue to assist those countries both in meeting emergencies and in providing 

primary health care. 

Natural disasters, such as flooding in Pakistan and an earthquake in the Islamic Republic of Iran, 

were tragic for the local population but paled into insignificance beside the man-made disasters in the 

Region. 

Projects to provide basic minimal needs in order to improve the quality of life had been initiated in 

10 countries, or were about to be initiated as pilot studies to determine how the process could be integrated 

into the community and the national culture. Two relevant video films had been screened at the meeting 

of the Regional Committee: the first, made in Somalia, showing the positive response of a community 

caught up in a military action where the government was powerless to provide any form of help; and the 

second, made in the Swiema community in Jordan, showing how the health service and other infrastructures 

were functioning, with strong governmental support, in pursuit of goals defined by the community itself, with 

the University of Jordan studying the degree to which the process and associated schemes for generating 

income had improved both health status and the overall development of the area, the Ministry of 

Agriculture noting increased crop production and the successful introduction of fish farming, and the 

Ministry of Education reporting improvements in both attendance and the gender balance in schools; 

village health centres had also become community centres, and were thereby absorbed into community life, 

with the result that health workers found their services to be better appreciated and more regularly sought. 

Additional impetus to the "basic minimal needs" approach had been provided by an intercountry 

meeting held in Amman, Jordan, on 9-12 October 1993 and attended by the Prime Minister of Jordan, His 

Excellency Abdussalam Al Majali and the President of the Noor Al Hussein Foundation. Her Majesty the 

Queen was involved personally in promoting the philosophy of providing basic minimal needs. 

One key element of the approach was motivating the community to share the burden of providing 

health and other services - an approach useful even for economically developed countries, which were also 

finding it impossible to fund primary health care from national budgets. Various means of funding health 

initiatives had been examined, including the creation of a private, non-profit-making association to seek 

funds to support certain regional health development projects. The Regional Committee had called on the 

Regional Director to continue to seek extrabudgetary funds. 

The World Development Report of the World Bank for 1993，entitled "Investing in Health", prepared 

in close cooperation with WHO, included an assessment of the global burden of disease. The 

disability-adjusted life year had been adopted as a measure to calculate the number of years of healthy life 

lost owing to premature mortality and disability. The figure for the Eastern Mediterranean Region was 

about 290 life years per 1000 population, which was about double that for established market economies. 

Such figures might be used to demonstrate to governments, in financial terms, the loss in economic 

potential due to early death and disease, which they could compare with the sum they spent on health. The 

importance of considering expenditure in terms of cost-effectiveness and of avoiding duplication of services 

had already been emphasized in the Region. The contributions of communities, especially to primary health 

care, were part of the approach of providing basic minimal needs. 

The World Bank had increased its lending for health fourfold in recent years, and such loans might 

increase in the future. The Regional Committee supported the view of the Regional Consultative 

Committee that W H O should prepare guidelines and act as an advisory body for Member States negotiating 

loans for health sector development with World Bank teams. 

The Regional Committee had passed a resolution in relation to the draft Ninth General Programme 

of Work, promoting WHO's leadership in the field of health and its collaboration with the United Nations 

and with other agencies at the country level. The Committee considered that WHO should pay particular 

attention to decentralizing its functions by providing technical assistance through the Regional Offices and 

advocating health development as part of overall human development in the formulation of public policy. 

The Regional Committee joined the Regional Consultative Committee in believing that a new style of 
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cooperation should be instituted with WHO Collaborating Centres of proven excellence, the latter providing 

experts to address specific problems. The Centres would be compensated for the loan of their staff by the 

establishment of a "tied" post or some other budgetary mechanism; their staff would gain from the 

experience of new problems in the field; the Centres and W H O alike would benefit from the closer 

cooperation. 

As part of its deliberations on the report of the Executive Board Working Group on the WHO 

Response to Global Change, the Regional Committee had identified a number of difficulties in instituting 

a search committee to nominate a Regional Director: selecting its members would be difficult; such a body 

would interfere with the prerogatives of the Regional Committee; and would be of questionable practicality 

and cost, given budgetary restrictions. Each Regional Committee was, however, free to establish its own 

procedure. 

Concern was expressed about the trend, as indicated in the report, towards greater centralization, with 

increased involvement of the Executive Board in the running of the Organization. The Committee 

considered that the organs responsible for policy-making should restrict themselves to that role, with the 

Secretariat implementing those policies; involvement in programme delivery could compromise the ability 

of the policy-making organ to remain unbiased. Furthermore, a tendency to greater involvement on the 

part of the Executive Board could spread to the Regional Committees. 

The Regional Committee had noted that in certain countries and communities in the Eastern 

Mediterranean, women were in poor health, often because of over-frequent pregnancies, while illiteracy, 

low social status and social discrimination limited their ability to take an active part in community life. 

Mortality and morbidity rates for women remained high in some countries, but 1992 statistics had shown 

an improvement over those for 1986. Promotion of the global programme on Women, Health and 

Development had meant that Member States were beginning to recognize the importance of women in 

furthering economic development. Education was a prerequisite for the involvement of women in any 

sector, and if they were to play a more active role in public life, changes would be required in, for instance, 

legislation on employment, in order to protect their vital role in the family. 

Concerning the abuse of drugs and narcotics, the Committee had noted the perennial difficulty of 

obtaining adequate data because of the illicit nature of those activities. It emphasized the importance of 

mobilizing all societal forces, including the family，educators, religious leaders and health workers, and of 

activating political will. 

In preparing its report on leishmaniasis, the Regional Office had been helped by two advisers from 

WHO headquarters, Dr Desjeux and Dr Modabber. Leishmaniasis had become a greater problem for 

public health than previously in some countries of the Region for several reasons, which included: the 

introduction of non-immune populations into natural foci of the disease with the establishment of 

agricultural development projects; the establishment of new foci of the disease by the introduction of 

people from endemic areas, as the result, for example, of migration from rural to urban areas and the 

displacement of military personnel and refugees; and the aggravation of asymptomatic and subclinical 

forms of the disease by concomitant malnutrition and infectious diseases. The Committee had been 

informed about the current status of research on a vaccine and the problems of controlling zoonotic foci; 

the effectiveness of integrating the control of leishmaniasis vectors with that of vectors for malaria and of 

insecticide-impregnated nets for sleeping was confirmed. 

So far, about 2000 cases of AIDS had been reported in the Region, but that figure was considered 

to be an underestimate. There were estimated to be 100 000 cases of HIV infection, 75% of which were 

the result of sexual transmission. Well-designed national plans in all Member States had resulted in 

considerable progress in implementing the Global Programme on AIDS. Highest priority had been given 

to provision of technical and financial support; extrabudgetary funding still constituted a major share of 

the budget in some countries. Estimation of the number of cases of HIV infection would be more useful 

than the number of cases of AIDS in providing an indication of the future impact of the disease on health 

and on health services. Dr Merson, who had been present during the discussions of the Regional 

Committee, had spoken of the universal prevalence of the disease and said that it was now a disease of 

developing countries, that women represented more than half of the cases and that sexual contact was by 

far the main mode of transmission. Questions had been raised about how to handle cases in people 

returning from abroad. The Committee had emphasized the importance of educating the public, especially 

vulnerable groups such as adolescents reaching the age of puberty, and of involving the sectors of education, 
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information, religious affairs, finance, other nationalized and private sectors and nongovernmental 

organizations. It considered that programmes should be decentralized to the community level. The 

Regional Office had been complimented on having pioneered the involvement of educators and religious 

leaders in the fight against AIDS as a matter of policy. 

Eight countries in the Region had been able to maintain their malaria-free status, and in nine 

countries with nationwide malaria control programmes there had been little change in transmission and 

epidemiological patterns. In the five countries with no such programme (Afghanistan, Djibouti, Somalia, 

Sudan and Yemen), the situation was of major concern. Resistance to chloroquine and the absence of 

reasonably priced insecticides to replace DDT had increased the cost of fighting the disease. Two reasons 

given for the increase in transmission of malaria in Afghanistan were that mosquitos used the large number 

of water-filled shell craters as breeding grounds and that refugees and guerrillas moved at night at a time 

that coincided with the crepuscular activity of the vectors. 

Good progress had been made in eradicating poliomyelitis since 1988, and an increasing number of 

countries were reporting zero or low incidence. A regional network of laboratories for diagnosing 

poliomyelitis had been established and was being strengthened. Maintenance of the high levels of 

vaccination coverage that had been achieved might be jeopardized, however, by the ever-decreasing funds 

available for obtaining vaccine. Visits were planned from the Children's Vaccination Initiative (¿VI ) to 

the three main countries producing vaccines in the Region, to promote national vaccine production in order 

to expand the immunization programme. Shortage of vaccines due to increased demand and increased cost 

had been a major handicap to the expansion of immunization and lay behind the increase in the number 

of cases seen in Pakistan during the previous summer. 

The Regional Office was concerned that the curricula of medical schools meet the needs of the 

Region. The Edinburgh Declaration on the reform of medical education and the second conference in 

Edinburgh in 1993 had been helpful in defining the curricula. A conference would be held in Al Ain in the 

United Arab Emirates in 1994 to discuss the question further. It was hoped that the World Health 

Assembly would adopt a resolution similar to that which it had adopted in 1993 (resolution WHA42.38) in 

respect of the reform of medical curricula. 

Specific areas to which attention would be paid in the future were the school health curriculum; 

quality control of and self-sufficiency with regard to reagents, pharmaceuticals and vaccines; use and safety 

of blood products; bulk purchase of medical supplies by several countries together; projects to promote 

healthy cities and healthy villages; and the regional plan of action on health and environment. 

Dr HAN (Regional Director for the Western Pacific) reiterated his statement to the Programme 

Committee of the Executive Board in November 1993 that the Regional Office would try to set an example 

of how they believed the work of WHO could and should be done. In a climate of accelerated change, 

successes and set-backs took on new significance. Many areas of work in the Region could be linked for 

greater effectiveness. In order to marshal resources effectively, strengths should be identified and used. 

By March 1994，national immunization days would have been held in the Lao People's Democratic 

Republic, the Philippines, Viet Nam and China, providing vaccination coverage for over 130 million children 

under the age of five, 100 million of them in China alone. Cambodia would be holding immunization days 

in two provinces in February and March and in the rest of the country later in the year. Those activities 

represented a tremendous mobilization of resources and people at all levels，demonstrating the kind of 

pivotal role W H O could and should be playing in focusing resources on the solution of priority health 

problems. 

Through their participation in the Children's Vaccination Initiative, governments in China, the 

Philippines and other countries were providing valuable acknowledgments of the importance of health 

activities to national development. No less importantly, the active involvement of provincial and district 

officials had fostered closer collaboration between government leaders and health workers. While national 

staff had, in the main, been responsible for the enormous effort required to conduct national immunization 

days, W H O had played a catalytic role in raising the issue of global poliomyelitis eradication and mobilizing 

the political will and resources to achieve that goal. According to preliminary reports for 1993，the number 

of poliomyelitis cases reported in the Region would be less than 100，virtually halving the record low 

reported in 1992. 
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In the light of projected disease and demographic data, it was clear that individuals would be 

exercising an increasing amount of control over health issues. In China, for example, immunization 

programmes had not been imposed from above; rather, the people had decided on their own to participate 

after recognizing the benefits of immunization. W H O must not, in response, abdicate all responsibility but 

simply recognize the trend and endeavour to maximize its central role in stimulating and supporting 

activities. 

Hence, the Organization should intensify its efforts to bring about meaningful change, based on 

collaboration, in the operation of health systems. Reforms were needed in a number of areas, ranging 

from the manner in which health services were financed to programmes for educating and training health 

professionals. The Western Pacific Region had established networks for the exchange of ideas and 

experiences with regard to health policy reforms directed at improving the quality of human life. 

In adopting those approaches, greater attention had to be paid to the specific cultural and social 

requirements of countries or groups of countries. In Fiji, the School of Medicine had instituted reforms 

in its medical curriculum and other health programmes (environmental health, nutrition, dental health) 

which were oriented towards problem solving, an approach particularly suited to the needs of the small 

island countries in the Pacific. The first group of primary care practitioners had graduated from the new 

programme in December 1993，returning to their local communities to apply their knowledge and skills. 

At the same time, an extension to the Colonial War Memorial Hospital in Fiji, financed by the Government 

of Japan, had opened to serve as a student laboratory. The medical centre's expansion would benefit not 

just Fiji but the entire Pacific island region and constituted a potent example of what could be achieved with 

a combination of careful planning, funding and determination. 

Another such example was the Region's successful malaria control programme, which taught people 

how to protect themselves from the vector and when to seek treatment, and actually provided that 

treatment. Impressive reductions had been achieved in microscopically confirmed cases in Viet Nam and 

parts of Solomon Islands. All the malarious countries in the Region were currently implementing intensive 

control strategies, or planned to do so by early 1994. The several meetings held during 1993 on malaria 

control, and the Ministerial Conference, held in Amsterdam in October 1992, had recommended that 

networks for information exchange, drug resistance monitoring and operational research and training should 

be established. 

The strategy of targeting specific populations or age groups had been the key to the Region's most 

successful projects as well as those with the greatest potential for success, and was clearly applicable beyond 

the Western Pacific. The Region's organizational strategy would be based on that approach, with the 

clustering of programmes according to their application at different stages of life. 

The financial constraints associated with earlier biennia had led to a stringent ordering of activities 

and programmes at the country level in terms of priorities. That had highlighted the Organization's role, 

not as a funding agency, but as the source of excellent technical knowledge and guidance. One example 

was the Organization's response to the possible spread of the new strain of cholera, Vibrio cholerae 0139， 

within the Region: the W H O Cholera Task Force had swiftly assembled the relevant technical information, 

made it available in English, French, Khmer and Vietnamese, and ensured that the information had been 

appropriately disseminated and had received adequate follow up. 

Diarrhoeal diseases and acute respiratory infections were still major causes of morbidity and mortality 

in the Region. Efforts had been directed at improving the quality of home care and at training and 

educating those in the best position to be effective, namely, elementary school teachers, pharmacists and 

private practitioners. Data from Viet Nam demonstrated the impact of improved health education and 

appropriate case management: the case fatality rate from cholera had decreased from 2.3% in 1992 to 

0.28% in 1993 as a result of intensified control efforts. During a cholera epidemic, mortality had been 

significantly lower in those provinces with established CDD training than in other provinces. 

WHO was collaborating on a comprehensive "healthy schools" project in the Lao People's Democratic 

Republic. The project ensured that such elements as proper nutrition and personal hygiene were included 

in the school curriculum, and focused on other factors having an impact on health including the teaching 

staff, cafeteria food and water from drinking fountains. The project also taught students responsible and 

healthy behaviour and encouraged them to practise such behaviour at home and elsewhere. 
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An important theme in the Region's health promotion programme, of which the "healthy schools" 

project was a part, was the identification of patterns that promoted health and the development of strategies 

to strengthen those patterns throughout the entire process of human development. 

The Region's most successful activities focused on one sector or group at a time, while drawing on 

several sectors for support or funding and relying on W H O to act as coordinator and catalyst. The least 

success was achieved when the Region attempted to address problems of wide scope with either its own or 

limited resources. 

With a target group established and the work begun, it was relatively simple to add activities. In the 

Philippines, where micronutrient deficiencies were a serious problem, provisions of vitamin A supplements 

had been added to the regular EPI activities, with excellent results. Similarly, promoting the use of 

condoms for protection against HIV infection had been associated with efforts to control other 

sexually-transmitted diseases and to raise awareness of birth control methods. 

In the Philippines, WHO, in collaboration with UNDP, had launched a programme to integrate health 

and environmental issues more fully into planning for sustainable development. Decision-makers with 

interests in health, environment, agriculture, energy, and economic development had been brought together 

for the purpose of identifying constraints and ways of overcoming them. The goal was to move beyond 

talking about problems of interorganizational collaboration in the decision-making process to implementing 

practical solutions. A similar effort in Viet Nam, to be initiated later in 1994, was being considered. 

The Regional Committee had endorsed those approaches and the new programme frameworks in 

which they were most clearly articulated - the regional strategies on health and environment and on health 

promotion - which would guide efforts in coming years. Those efforts would naturally be closely informed 

by the Region's reaction to developments in the WHO Response to Global Change and, in that connection, 

the regional implications of that programme were being reviewed. 

Proper attention must be paid to reallocating existing resources (people and funds) to priority health 

issues. W H O had to focus on becoming more effective; it could not afford to let procedures dominate 

action. 

Future efforts would be based on the approaches indicated and on changes recommended by the 

Regional Committee. He had proposed that the Regional Office should be to a certain degree restructured 

so as better to address regional priorities. A task-force approach to deal with key issues would be 

instituted. Lower-priority programmes would be managed as part of a high-priority group of programmes 

or, as appropriate, by the use of consultants or external experts. The Region should also increase its efforts 

to attract extrabudgetary resources for and donors’ interest in collaborative programmes. W H O regular 

budget resources would be used for that purpose，whether or not W H O execution was involved - both 

donors and developing countries in the Region had responded positively to that idea. 

The Region was evolving towards a more holistic or human development approach. Programmes 

would be developed on the basis of their potential, and lasting, impact on people's lives, rather than on 

output as measured in figures or percentages. The Region was committed to using the Organization's 

mandate for change to improve the delivery of technical expertise and guidance to countries. Everyone 

must work to strengthen the Organization's voice in health-related matters. To that end, the Region was 

fully committed to supporting pragmatic and constructive action by the governing bodies to maintain the 

momentum for change. 

Dr MONEKOSSO (Regional Director for Africa) said that a number of significant events in 1993， 

as a result not only of political and socioeconomic changes but also of wars and natural catastrophes, had 

led to substantial population movements and increased risk of disease transmission. W H O had joined in 

the response to those events by providing material and technical support to the countries concerned and 

by strengthening technical cooperation with Member States in the Region. 

Africa had been in a state of crisis since the 1980s and had, at that time, begun a process of reform 

directed towards the attendant health problems. Health strategies had been reoriented to give greater 

responsibility to local communities, as it had been noted that local projects tended to survive even times 

of unrest. To provide the necessary support, countries of the Region had reinforced local health districts 

and had promoted supportive multidisciplinary and multisectoral health development networks. A number 

of modifications had been made at the regional and local offices level, and had had an appreciable impact. 

They included changes in political orientation and organizational structure, initiatives at the subregional 
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level, changes in the management of personnel, data and resources, and improved working conditions. 

Technical cooperation with Member States and interagency cooperation had been strengthened. Lastly, 

the Region had been taking an active part in carrying out the reforms initiated at headquarters, working 

towards the goal of a unified World Health Organization. 

WHO representatives had carried out a review of technical cooperation during the last ten years, 

which had highlighted the respective contributions of headquarters, the regional offices and the regional 

committees. That study had helped to define the objectives and goals to be attained under the Ninth 

General Programme of Work, as the decade drew to a close. 

At its forty-third session, held in Gaborone, Botswana in September 1993, the Regional Committee 

had agreed that the Organization needed a strategic response to global change if it was to play its 

leadership role in international health work, and had adopted a number of recommendations in that 

respect. The ministers of health had noted with satisfaction the progress made in several areas, including 

the Expanded Programme on Immunization, in particular in southern Africa where there had been no cases 

of poliomyelitis in the past three years and where the rate of neonatal tetanus remained low; malaria 

control, where a regional strategy would be applied for the period 1994-1997; eradication of dracunculiasis, 

where spectacular progress had been made in countries with high or average endemicity; and control of 

leprosy, which, it was hoped, might be eliminated by the year 2000. The ministers had, however, expressed 

concern over the reduction of donor funding at national and WHO levels and for AIDS programmes and 

had recommended increased support for priority programmes in the Region. They had observed that the 

AFROPOC system was an excellent tool for the management of cooperation between Member States and 

WHO. 

The Regional Committee had also endorsed regional strategies for the future. Efforts would be 

concentrated on the development and reinforcement of health infrastructures, in particular hospitals and 

health districts, and on improving management capacities and promoting operational research and 

affordable technologies. The ministers had endorsed the African Health Development Framework and had 

chosen the district as the focus of development in order to help achieve health for all. A network of 

district health centres would thus constitute the operational basis for the implementation of specific 

activities to improve the wellbeing of the community, including infant survival, risk-free maternity and a 

healthy workforce. 

Current political problems in the Congo had seriously disturbed the functioning of the Regional Office 

and, in consequence, ongoing technical cooperation with Member States. In response, a number of 

measures had been taken with regard to security, the implementation and monitoring of technical 

cooperation and of major programmes, financing of health care and response to emergency situations. 

Special measures had been taken, in close collaboration with the AFRO Task Force and headquarters, to 

ensure the security of WHO personnel, goods and intellectual property; a minimum team of 30 persons 

had been retained to ensure the functioning of the Office. The responsibilities of representatives and 

WHO/country teams had been reinforced so that they could ensure the implementation of technical 

cooperation activities on the basis of already approved programme budgets. A trimestrial allocation would 

be made to the country budget and monthly and trimonthly activity reports would be submitted by the 

representatives. Monitoring, without previous alert, of technical and financial activities would be carried 

out. To realize all those activities, efforts to improve the efficiency of the Regional Office had been made, 

in particular in terms of working methods, management, communication and staff competence. 

A positive evolution in the political situation in South Africa had been observed, as had a manifest 

desire on the part of leaders of all parties to renew cooperation with WHO. The Regional Office had been 

asked by a health forum composed of government officials and members of liberation movements in South 

Africa to help elaborate a national health policy for the use of the Government issuing from the elections 

of April 1994. South African officials also hoped that a resolution would be submitted to the World Health 

Assembly in May 1994 with a view to reinstating South Africa's right to vote. 

The meeting rose at 12H30. 
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