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FIFTH MEETING 

Wednesday, 17 January 1996，at 9:30 

Chairman: Professor LI Shichuo 

1. PROGRAMME OF WORK 

The CHAIRMAN proposed that, as suggested by Dr Boufford at the first meeting; the time expended 
on the specific programme reviews should be reduced to give the Board more time for discussion of other 
agenda items. Three additional half days would be made available if programme reviews scheduled to take 
one day were reduced in duration to half a day and those of half a day to two hours. If there was no 
objection to that proposal, a revised schedule would be issued. 

It was so decided. 

2. WHO REFORM AND RESPONSE TO GLOBAL CHANGE: Item 4 of the Agenda (continued) 

RENEWING THE HEALTH-FOR-ALL STRATEGY: Item 4.4 of the Agenda (Resolution WHA48.16; 
Document EB97/6) (continued) 

Dr BANKOWSKI (Council for International Organizations of Medical Sciences), speaking at the 
invitation of the CHAIRMAN, thanked WHO for inviting CIOMS to take part in the process of renewing the 
health-for-all strategy in particular in regard to assuring an appropriate ethical content, the importance of 
which had been clearly reflected in the Director-General's statement and in document EB97/6. 

Since health for all would continue to be one of WHO's principal missions in the coming century, the 
organization and implementation of the health-for-all strategy was of crucial importance. From an ethical 
point of view, equity and solidarity were the basis of the renewed strategy. It was vital to define clearly the 
meaning of equity if a general commitment was to be translated into action. Equity was a distinctive and 
irreplaceable factor underpinning the concepts of development and sustainability. Failure to consider health 
as an integral part of development would negate the main point of the strategy. The renewed strategy should 
also be based on people's differential needs, which varied according to the cultural, economic and political 
setting. 

The task at hand was to examine the principles of applied ethics, on which health for all rested, to 
define specific strategies needed to move from a general commitment to equity and solidarity in health to 
actual improvements in the quality of life, and to operationalize health-for-all principles of equity and 
solidarity in terms of specific actions needed at the global, regional and national levels. The national and 
regional levels were clearly the most important because of cultural differences. 

In that connection, CIOMS was organizing a series of meetings on equity, ethics and the renewal of 
the health-for-all strategy, collaborating closely with WHO and the working groups organized by the Policy 
Action Coordination Team. In addition, CIOMS was organizing jointly with WHO two broad international, 
intercultural and interdisciplinary conferences in 1996 and 1997. 

In conclusion, he assured the Board that CIOMS would do everything possible to assist WHO to renew 
the health-for-all strategy and to establish a new global health policy based on the concept of equity and 
solidarity. He hoped that by 1998 it would be possible to put forward a target-oriented proposal which would 
fully complement WHO's leadership in the field. 



EB97/SR/5 

Dr CHOLLAT-TRAQUET (Division of Development of Policy, Programme and Evaluation) stressed 
that the report under review was an interim progress report issued during a period of intense consultations. 
The consultations were based on a substantive document and a very specific agenda, which had been adopted 
by the Board and the Health Assembly, and which, together with the Health Assembly resolution, had been 
issued to assist consultations with Member States. Those consultations were taking place through the regional 
offices and the Secretariat did not wish to preempt the results or anticipate requests from regional offices or 
Member States. The intention was to allow as much scope as possible initially and then gradually to flesh 
out the policy with the ideas emerging from the consultation process. The new policy should be consultative, 
not prescriptive. It was hoped that by 1998 a consensus would emerge that was both scientific and ethical. 

In parallel, internal consultations were taking place and some 15 groups, such as the Task Force on 
Health and Development, were engaged in important intersectoral work. In fact the internal consultations 
represented the point of convergence of all those initiatives which had their own momentum and were 
currently developing either in the regions or at headquarters. 

In reply to Dr Leppo, she said that there was indeed a sense of urgency surrounding the work, 
especially in view of the need to conclude it in 1998 in time to prepare the Tenth Programme of Work. The 
Programme would have to be based on the new policy so that WHO could proceed immediately to its 
implementation. 

Responding to questions raised in the discussion, the DIRECTOR-GENERAL said that WHO was 
involved in several different types of cooperation with United Nations bodies and other international 
organizations. First, there were the formal cosponsored programmes which were executed by WHO, the 
Special Programme for Research and Training in Tropical Diseases, the Special Programme of Research, 
Development and Research Training in Human Reproduction and the Onchocerciasis Control Programme in 
West Africa. At country level, WHO was also executing programmes for the World Bank and other 
organizations. Second, there was the lead agency concept. UNICEF's Executive Board had recently endorsed 
the new health strategy for UNICEF and had urged UNICEF to cooperate closely with WHO. WHO was 
working very closely to develop new arrangements with UNFPA in the area of reproductive health. At its 
latest meeting, the Economic and Social Council of the United Nations had passed a resolution appointing 
WHO lead agency for the global malaria control programme. Third, there was the joint cosponsored 
programme, for example WHO was one of six participating agencies in UNAIDS and held administrative 
responsibility. The World Bank was also developing new partnership programmes. With the aid of an 
overhead projection, he illustrated the amalgamations of current global activities within the United Nations 
system. 

Turning to relations with industries in the health sector, he said that new definitions were urgently 
required. In addition to the traditional health industries, new health-related industries had emerged and were 
expanding rapidly. One such industry was health promotion and sports equipment. In that field WHO was 
working with the International Olympic Committee. The health food sector was also growing rapidly, yet 
there was no regulation or control. Here again WHO had become involved. Other examples were medical 
health information and communication-telemedicine, in which WHO was collaborating with the International 
Telecommunication Union, private and public health insurance, pesticides and other chemicals, water and 
sanitation services, environmental protection and environmental control. WHO was also involved in, for 
example, the problems of catering and food hygiene in international air transport and in-flight smoking. 
Furthermore, WHO and FAO were working in collaboration with the World Trade Organization regarding 
the application of sanitary and phytosanitary measures, and WHO was collaborating with WIPO in the areas 
of pharmaceuticals and biotechnology. WHO's future health policy should make clear the Organization's 
commitment in respect of all such industries, especially in relation to normative activities and the ethical 
aspects of marketing. 

Dr YACH (Policy Action Coordination Team) said that renewal built upon past work, of which the 
primary health care approach was still regarded as the starting point. The building of convergence required 
time, trust and attention to detail, as well as the human dimension. Renewing the health-for-all strategy was 
not a new beginning. Reform had been under way for some time in many countries and regions, and in 
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headquarters. Within headquarters care had been taken to consult widely, both formally and informally, on 
a number of initiatives, several of which were of major global importance. WHO's work on environmental 
health had put health high on the development and social agendas, and the agenda in respect of women. The 
focus on public health and human resource development, health sector reforms and financing arrangements 
with other organizations were also examples of that. The central importance of science was also crucial, as 
was involvement with nongovernmental organizations, particularly with regard to their focus on equity. There 
was a general expectation that those initiatives would increasingly converge. 

WHO was playing the leading role in ensuring that inter-sectoral collaboration enhanced health. The 
Organization's concerns about the process of privatization were constantly being evaluated in order to define 
where and when the market failed and what actions were needed when it did. It meant broadening the 
definition of public health to include elements of infrastructure and education, and finding where the role of 
government was to ensure and not merely to provide and finance. As for the private sector, there was a need 
to spell out where there were areas of mutual benefit. 

Mr TOPPING (Legal Counsel) explained that if the Health Assembly adopted a health-for-all policy 
as a resolution it would have the force of a recommendation, and would not be legally enforceable. There 
was also the possibility of adopting a convention which would have to be ratified by two-thirds of the 
Organization's membership, but that would be a highly unusual method of adopting a health-for-all policy. 
Turning to the question concerning what could be done to control the international transmission of diseases 
and vectors across borders, he said that mandatory International Health Regulations had been adopted by the 
Health Assembly in accordance with the provisions of Articles 21 and 22 of the Constitution. They dealt 
primarily with cholera, plague and yellow fever, but there were also provisions dealing with the prevention 
of transmission of vectors by spraying aircraft and ships. Those Regulations were currently under review. 

Dr ASVALL (Regional Director for Europe) said the debate went to the very heart of what WHO was 
all about. If the Organization's mission could be expressed in a single phrase it would be "to have the world 
think differently with respect to health development", which could only be possible if it could be translated 
into a short and readily understandable set of principles, and that in fact was the health-for-all strategy and 
its targets. The health-for-all policy document was merely the first tool with which to begin the broader 
societal process for change. Europe had developed a region-specific policy, translating global priorities into 
local specificities. Following the adoption of the Alma-Ata Declaration, the European Region had drawn up 
its own version of the policy, with the same values and principles but in a European context. It had been 
the subject of wide debate and some disagreement when it had first been presented to the Regional Committee 
in 1983. After countries had been consulted and changes made, countries had changed their minds, and in 
1984 it had been adopted by consensus. Extensive consultation among all target groups involved at all levels 
was essential. The only way of motivating people to take action was by consulting and involving them at 
every level and every stage. Formulation of a global policy had to include a broad consultation process with 
each Member State. It was important to reach out directly to the different partner groups. In the European 
Region it had been found that enthusiastic implementation was impossible without the support of, for 
example, the respective professional organizations. It was also necessary to reach out in different programme 
areas to turn the general health-for-all idea into more specific policies in those areas; that had been done in 
Europe with respect, for example, to health promotion, tobacco and alcohol consumption and quality of care. 
In order that countries had a clear set of basic ethical principles and model programmes to indicate how they 
should develop their own policies and programmes in specific areas, the global health-for-all policy had to 
be made a living, continuous and systematic development. In the European Region there was an evaluation 
of progress with health-for-all indicators every six years, and such a practice of systematic, periodic update 
should be instituted for global policy as well; there should be periodic updates every six or 10 years. If a 
six-year period were chosen it would correspond with the present general programme of work cycle; if a 
10-year review were decided upon there would need to be a corresponding change in that cycle. If the Board 
took clear decisions along such lines WHO would have turned the health-for-all movement into a worldwide 
policy agenda on a permanent basis and would have introduced the essential scientific rigour to sustain such 
global policy-making. 
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Dr SAMBA (Regional Director for Africa) said that all the countries in his Region were either 
developing countries or least developed countries, and a large proportion of the population was in need and 
underprivileged. There had never been any debate as to whether Africa needed health for all. The Region 
was interested in both the normative function of WHO and technical cooperation in translating that function 
into reality. As soon as Dr Yach had been appointed, discussions had begun and he was now able to 
announce that an office had been allocated so that Dr Yach could spend part of his time at the Regional 
Office to become acquainted with the specific problems of Africa from the village level upwards. 

Dr ALLEYNE (Regional Director for the Americas) said that in the past 12 months his Region had 
begun the process of putting more dynamism into the idea of health for all, which was the main goal, with 
primary health care as the fundamental strategy. It had decided to refer to the process as "renewing the call 
for health for all" and to ensure that it was not a stand-alone exercise. Monitoring countries' achievements 
had shown what was working and what was not working, and what could be done to improve the situation. 
Renewing the call for health for all meant reaffirming the basic principles of equity and social justice which 
lay at the basis of the Region's strategic and programme orientation. For the Americas health and 
development were not mere rhetoric. 

Describing the process through which those basic principles had been established, he said it had begun 
with the convening of a small group of advisers who had reaffirmed the validity of the original health-for-all 
concepts. The governing bodies had then been informed about the process and technical discussions launched 
in which staff had been invited to put forward their ideas on how to renew the call for health for all. The 
process had then been widened to involve countries in the discussions. A regional meeting would be held 
in July 1996 to look at how the renewal of the call for health for all would fit into the Region's future 
activities. The product of all those consultations would be presented to the governing bodies as a contribution 
to the global effort. 

In conclusion, he wished to emphasize three points. First, a genuine effort was being made to involve 
all stakeholders in the renewal of health for all. Second, close collaboration with headquarters had been 
established. Third, the outcome would be, not just another document, but a genuine impetus for countries 
to renew their commitment to health for all and all it represented. 

Dr UTON RAFEI (Regional Director for South-East Asia) said high-level advocacy had been a major 
component of his Region's activities in recent years. The review of health for all in the Region had 
underlined the need to improve the health status of the poor and to better handle resource allocation. Many 
countries in the Region were making the transition to a free-market economy and were engaged in health-
sector restructuring. The first priority had therefore been to discuss thoroughly with Regional Office staff 
and government representatives how to address all those problems. The Regional Committee had then 
debated how to achieve a firmer political commitment to health, particularly that of the poor. Another 
question raised was how health could become an entry point within national programmes for poverty 
alleviation. Consultations on those topics had been carried out at the ministerial level in countries and in 
intersectoral meetings. A good understanding had been thereby achieved of how to mobilize poverty 
alleviation efforts in the service of health. 

As for the future, the basic strategy was to see how WHO inputs could reinforce existing poverty 
alleviation policies and programmes at the country level. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) said that, after debating whether the 
health-for-all strategy should be replaced by something else, the Executive Board had agreed that it should 
remain the Organization's main objective. Primary health care had been chosen as the main vehicle for 
achieving health for all, and that decision, too, remained valid. 

In the various regions, primary health care was interpreted in various ways. In the Eastern 
Mediterranean Region, it had been described as comprising eight elements, the first four of which - health 
education, water, sanitation and nutrition - were not, strictly speaking, medical issues at all. Health 
expenditure was seen in many countries as a waste of money, especially in times of economic recession, and 
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one of the Regional Office's main tasks was to convince decision-makers that expenditure on health was an 
investment in development. 

To drive that message home, health partners must be actively involved in projects from the planning 
and design stage onwards. That was why the Region had developed the basic developmental needs approach, 
through which the community was involved in priority-setting, various governmental sectors were associated 
in activities and WHO provided its expertise. It had become clear that, in order to ensure community 
acceptance of such efforts, an additional incentive was needed. Hence, poverty alleviation efforts, through 
which loans and training were provided to communities, had been incorporated in the approach. 

Eight years earlier, Somalia had become the first testing ground for a community-level poverty 
alleviation programme under which loans and training were provided to small villages. Despite the serious 
problems the country had faced and was still experiencing, those efforts had not been abandoned. Many of 
the loans had already been paid back, even by the poorest communities; because they were loans and not 
hand-outs, the self-respect and dignity of the communities had been protected. More and more communities, 
and 11 of the 22 countries in the Region, were now benefiting from the poverty alleviation programme. He 
invited any interested members of the Board to visit the Region and see for themselves how the programme 
was working, on the occasion of the October 1996 meeting of the Regional Committee, to be held in 
Pakistan, or at any other time. 

Dr HAN (Regional Director for the Western Pacific) said that, together with the Declaration resulting 
from the Conference of the Ministers of Health of the Pacific Islands, the document entitled "New horizons 
in health", was an appropriate response to global change and constituted a relevant regional approach to the 
renewal of the health-for-all strategy. It would be used as the basis for reform and policy development, which 
were considered to be ongoing processes, and would provide impetus for the renewal of the regional health-
for-all strategies. The document was now being translated into the languages of countries in the Region. 

Dr FEACHEM (World Bank), speaking about collaboration between WHO and the World Bank, said 
that World Bank activities in the health field had grown considerably in recent years. The current active 
portfolio of World Bank assistance in the health sector included 170 projects in 80 countries with a 
cumulative value of US$ 8 billion, and the portfolio was growing at the rate of approximately US$ 2 billion 
per annum. 

The World Bank's cooperation with WHO could be broken down into three categories. First, the most 
important work was done at the country level, involving the mobilization of WHO's technical expertise to 
strengthen the technical content of projects financed by the World Bank. That category was being expanded. 
Second, the World Bank contributed financing to major programmes implemented by WHO, such as the 
Special Programme for Research and Training in Tropical Diseases, the Special Programme of Research, 
Development and Research Training in Human Reproduction, diarrhoeal disease control and control of acute 
respiratory infections. Third, the two organizations had worked together on several efforts, in the context of 
global analysis and policy development, including the 1993 World Development Report and further analysis 
of the global burden of disease. Another joint activity was participation in the Ad Hoc Committee on Health 
Research Relating to Future Intervention Options. 

Collaboration between WHO and the World Bank was thus strong and varied in nature, and the World 
Bank looked forward to working even more closely with WHO, always emphasizing the comparative 
advantages of the two organizations. 

Dr KALUMBA, clarifying the concerns he had expressed at the previous meeting, said that it was 
agreed that health-for-all was the global policy of WHO; the challenge was to achieve a consensus on a new 
time-scale for fulfilling that commitment. It was also agreed that primary health care was the strategy to be 
pursued in achieving health for all. The questions were therefore whether there were certain principles, values 
or methodological issues in that global policy or in its strategic instrument that required fine-tuning, and how 
the development of new components was to be coordinated. The danger was that the new components might 
be inconsistent or incompatible with the defined vision of health for all. The issues of the status of women, 
poverty, democracy, human rights and the technological explosion, including informatics, might mean either 
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that the underlying values and principles of the global vision of health in the future required basic rethinking 
or that the existing vision, defined at Alma-Ata in 1978, required a few strategic modifications. The call for 
reaffirmation should not lead to grandiose reinvention of existing instruments. Consultation was, of course, 
essential, but should be guided by a common understanding of the principles and values that were behind the 
commitment to health for all. 

The CHAIRMAN said that the document "New horizons in health" (document WPR/RC46/3, Annex), 
mentioned by the Regional Director for the Western Pacific, included important concepts for the renewal of 
the health-for-all strategy. He thanked the World Bank for its continued collaboration with WHO. 

Decision: The Board noted the report contained in document EB97/6 and requested the 
Director-General to refer it to the Forty-ninth World Health Assembly in accordance with resolution 
WHA48.16. 

The CHAIRMAN added that the views of the Board would also be conveyed to the Health Assembly. 

In response to a request by Dr ANTELO PÉREZ that he receive a reply concerning the written proposal 
that he had submitted at the third meeting under item 4.2 of the agenda, the CHAIRMAN said that that 
proposal would be considered under item 4.6. 

Dr ANTELO PÉREZ said that he found it quite unacceptable that his proposal, which had already been 
transferred from item 4.2 to item 4.4，should now be consigned to item 4.6 without discussion. Such 
proceedings showed a lack of respect for the members of the Executive Board. 

Dr PIEL (Cabinet of the Director-General) noted that it was proposed to structure the discussion on 
item 4.6, Budgetary reform, including reorientation of allocations, under three subheadings: (1) overall 
budgetary reform, including reorientation of allocations; (2) setting of priorities, including the proposal of 
Dr Antelo Pérez to establish an informal group to review priorities; and (3) managerial processes, including 
plans of action, guidelines for preparing the programme budget, and evaluation. 

Dr BOUFFORD suggested that item 4.5 of the agenda, Personnel policy, be taken at the same time as 
item 15，Personnel matters, and that the Board address item 4.6 immediately. 

It was so agreed. 

In reply to remonstrances by Dr ANTELO PÉREZ regarding the manner in which decisions were being 
taken, Dr PIEL (Cabinet of the Director-General) and the CHAIRMAN apologized to him for not consulting 
him adequately about when his proposal was to be discussed. 

Dr KALUMBA said that to do justice to Dr Antelo Pérez' proposal, members should be given time to 
reflect on it. 

Dr BLEWETT asked for the proposal to be circulated in writing. 

Pending its circulation, Dr PIEL (Cabinet of the Director-General) read out the text of the proposal, 
as follows: 

Taking into account the present situation of the Organization and considering reform as a 
continuous process of change manifested in the implementation of the 47 recommendations, in 
particular the following: 1，10，18，19，20，35，37 and 38，the need is felt for the establishment of a 
high-level special group to enumerate and set forth clearly and precisely the worldwide priorities in the 
health field. This group might be composed of the Director-General, the Regional Directors and the 
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Chairman and six members of the Board. The results of the study should be submitted 
Fiftieth World Health Assembly. 

B U D G E T A R Y R E F O R M , I N C L U D I N G R E O R I E N T A T I O N OF A L L O C A T I O N S : Item 
Agenda (Resolutions WHA48.25 and WHA48.26; Documents EB97/2 and EB97/8) 

Dr CHOLLAT-TRAQUET (Division of Development of Policy, Programme and Evaluation), 
introducing the item, recalled that budgetary reform had been initiated in 1993 by resolution WHA46.35 of 
the World Health Assembly and had now become an integral part of the management of WHO programmes 
and of global change. It fitted between the tools used in planning the General Programme of Work and those 
used for evaluation and information. The concept of a strategic programme budget, which had been 
developed within that framework, had been viewed positively by the Executive Board at its ninety-fifth 
session and by the World Health Assembly, on the condition that detailed annual plans of action be drawn 
up as close as possible to the time at which the programme budget was decided upon. No fundamental 
changes were proposed for the period 1998-1999 with regard to the method of programme development, but 
reforms would be continued and the concept of strategic budgeting would be further developed on the basis 
of a better definition of the "products" of programmes. The Board and the Health Assembly had also 
recommended that measurable outcomes directly related to the work of WHO be developed; more indicators 
of the level of programme implementation were needed. Resolution WHA48.25 stressed that the setting of 
priorities was the most important aspect of budgetary reform and that priorities should be established in 
consultation with Member States as early as possible in the process of drawing up the programme budget. 
With that aim, the Programme Development Committee had proposed certain priorities for consideration by 
the Board. The WHO strategic budgeting system was a decentralized system, which began at the country 
level with discussions between the regional offices and ministers of health. It was on the basis of the needs 
of countries that both technical cooperation and other activities were decided upon at each level. 

Mr AITKEN (Assistant Director-General), drawing attention to section VI of the Director-General's 
report on budgetary reform (document EB97/8), said that a suggestion had been made during the discussion 
in the Global Policy Council, subsequent to the preparation of that report, of the reorientation of allocations 
that half of the 2% transfer from global and interregional activities to priority health programmes at country 
level in the 1998-1999 programme budget should be devoted to strengthening WHO's efforts to incorporate 
HIV/AIDS activities into the mainstream of health care at country level (rather than the entire 2% as indicated 
in the document) and that the other half of the 2% should be allocated to diseases identified as priorities for 
eradication or elimination. Should the Board support that proposal, it would be reflected in the budget 
documents submitted for the Board's consideration in 1997. Regarding regional allocations, the views 
reflected in paragraph 19 indicated the difficulty of making any reallocation, apart from the 2% transfer. 

Dr DEVO (Chairman, Programme Development Committee), introducing the relevant sections of the 
report of the Programme Development Committee contained in document EB97/2, recalled that in 1995 the 
governing bodies had adopted a strategic programme budgeting approach on the understanding that detailed 
annual plans of action would be prepared as from 1996. Guidelines had been established on drawing up such 
plans and on the minimum information they should contain. The activity management system currently being 
developed would provide the format for the data for future plans. The Committee considered that plans 
should cover two-year periods and should be regularly updated, with a mid-term evaluation. The Committee 
had reviewed examples of plans of action covering headquarters, regional and country-level activities, and 
its comments and recommendations to the Board appeared in the document. 

In accordance with a decision of the Board, the Programme Development Committee had reviewed the 
guidance for the preparation of the proposed programme budget for 1998-1999 in conjunction with the 
Administration, Budget and Finance Committee. The two Committees had recommended that the Board 
should emphasize the importance of selecting priorities at all levels, in particular, matching nationally defined 
needs and priorities with WHO's agreed priorities. Furthermore, the Board should endorse the continuation 
of strategic programme budgeting with improved definition of products, the setting-up of realistic and 

during the 

4.6 of the 
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measurable WHO targets and the presentation of outputs by level of implementation. Regarding 1998-1999 
programme budget priorities, having considered the priorities proposed in January 1995 by the Board and the 
priorities proposed by the Global Policy Council, the Programme Development Committee favoured a 
formulation of approaches and priorities closer to that originally adopted by the Board. The Committee had 
recognized that primary health care was the basis and priority concept of the Ninth General Programme of 
Work and should therefore continue to be pursued during the 1998-1999 biennium, with particular emphasis 
on the priorities listed in document EB97/2. The wording of the second priority in the list in paragraph 12 
of the document had been hotly debated, and it was up to the Board to decide whether to include a reference 
to the most burdensome diseases. 

Mr HURLEY observed that it would not be easy for the Board to discuss the next biennium unless it 
had a clearer picture of the financial situation during the current biennium. 

Dr BLEWETT shared Mr Hurley's concern. The Organization was facing a financial crisis and much 
of the programme for 1998-1999 depended on activities to be undertaken during the current biennium. 

Dr KILIMA considered that the Board should first define priorities. It would then be clear how 
budgetary resources should be allocated. 

Dr BOUFFORD supported the views expressed by Mr Hurley and Dr Blewett. The programme for 
1998-1999 presumed certain expenditure during 1996-1997. Although there would be an opportunity to 
discuss the financial period 1996-1997 under item 10 of the agenda, it would be useful to have a picture of 
the Organization's financial situation, together with an indication of the assumptions on which its projected 
income was based, as background to the discussion of the 1998-1999 programme. 

Mr AITKEN (Assistant Director General) recalled that the proposed budget for 1996-1997 had suffered 
an erosion of over 15% through fluctuations in exchange rates and inflation. In May 1995, however, the 
World Health Assembly, after lengthy debate, had only agreed to an increase of 2.5% in the overall budget 
level, resulting in a 13% decrease in real terms. In order to cope with that shortfall and at the same time to 
maintain programmes, there had been staff reductions, in particular at headquarters and in the European 
Region and programme reductions at all locations, and it had been possible to transfer money from 
headquarters to the African Region and to the Region of the Americas. Concerning the 1994-1995 biennium, 
he said that the Organization had only received 75% of its anticipated income; the shortfall, amounting to 
some US$ 200 million, had been covered primarily by internal borrowing in accordance with the Financial 
Regulations, in particular from the Working Capital Fund, from funds earmarked to provide terminal benefits 
and from the income from 13% of extrabudgetary funds. Although efforts had also been made to reduce 
expenditure, information on the possible non-payment of such a large amount of contributions had only 
become available late in the biennium when the Organization was already committed to certain costs. In 
1995, 78 countries, including the major contributor (responsible for some quarter of the overall budget) had 
not paid any of their contributions. Given the uncertainty at the moment with respect to 1996，the Director-
General had decided - over and above all the earlier adjustments made to the 1996-1997 budget - to hold back 
10% of the allocation to the Regional Directors and the Assistant Directors-General, amounting to some 
US$ 80 million. Planning would have to be based on information received from contributors over the coming 
months. 

How did all that affect the 1998-1999 biennium? In the past it had been possible to cope with such 
situations by making budgetary adjustments, but in the present instance the question arose whether a 
fundamental change had occurred and whether, as a result, the 1998-1999 biennium could be validly discussed 
without taking into account the possibility that in the 1996-1997 biennium income actually received might 
be substantially less than that provided for in the programme budget. The situation was fraught with 
uncertainties. The Director-General's working assumption was that there would be zero real growth in the 
1998-1999 biennium, and planning would have to be based on that assumption until more certain information 
became available. Nevertheless, once the Organization's priorities had been established, even if the effective 
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budget turned out to be lower than that adopted, those priorities could still be adjusted to it. Consequently, 
the right course appeared to be to determine the priorities and then to discuss the allocation of funds for them, 
since it was not possible to know now what the level of projected income would be in the 1996-1997 
biennium or what the level of the programme budget would be in the 1998-1999 biennium. The situation 
might well be clearer in May 1996, and it would certainly be clearer in January 1997，when the Board was 
due to discuss the programme budget for the 1998-1999 biennium. That discussion would provide an 
occasion to review whether the budget items to which the Board had given priority were too many, with the 
result that some of them would have to be cut back. In any case, the Board would have a further opportunity 
to review some of the details of the financial situation when it came to consider items 10 and 11 of its current 
agenda. 

Mr HURLEY said that the information just provided certainly helped to clarify his thinking. Without 
a clear picture of the problems, the Board could not fulfil its functions. Moreover, the situation seemed to 
be very serious, and the Board would no doubt continue to reflect on it during its consideration of subsequent 
agenda items. The debate appeared to be moving towards a definition of what financial reform really meant, 
and members might have to broaden their horizons a little. Apart from the difficulties arising in relation to 
the amounts to be paid by a major contributor, other issues concerning both the regular budget and 
extrabudgetary funding were emerging. In any case, it was unlikely that the Board could wait until later in 
the year before grappling with certain major decisions. It would be helpful if it could be informed as to what 
the effective programme budget for 1996-1997 was considered to be, what cuts had been made in expenditure 
on administration and programmes, and how far the Organization's ability to deliver programmes to the 
various regions had been affected. 

Mr AITKEN (Assistant Director-General) said that, on the basis of the trends for the first nine months, 
the extrabudgetary resources for 1995 would perhaps show a slight increase, primarily because of the very 
generous donations received from Member States for emergencies. Other extrabudgetary contributions had 
probably remained constant. The major reduction for the 1996-1997 budget had been borne by administrative 
services, while the areas in receipt of the 5% shift in resources which the Board had decided on in 1995 had 
been protected to the extent possible. Over 100 posts in administrative areas had been cut out at headquarters, 
and the Organization's ability to deliver the priority programmes was thus affected only by the impact of the 
Director-General's 10% provisional reduction in authorized spending just implemented. In addition, the 
regional offices should be able to deliver their programmes in 1996-1997 provided the Organization continued 
to receive from its major contributors approximately the same level of income as it had received in previous 
years. A complete failure to pay by any one major contributor would produce a completely different 
situation; in that case the Board would have to be consulted. A proper picture of how the 1996-1997 
biennium was shaping up would be provided at the Board's ninety-eighth session, in accordance with the 
information available at that time. His own impression was that as long as the Organization received a 
reasonable amount of income from the major contributors, it would continue to be able to deliver the priority 
programmes. However, any cutback at all in income would be bound to lead to the non-delivery of some 
programme elements, since cutbacks could no longer be absorbed. 

Mr HURLEY asked whether the utilization of staff funds and other separate headquarters funds as a 
result of the shortfall in income in the 1994-1995 biennium could be made good in subsequent years and 
whether a very serious problem would not arise if there was a further shortfall in contributions received. 

Dr REINER offered two proposals. The first was that the Executive Board should support the Regional 
Committee for Europe's proposal for an increase in the regular budget allocation for Europe from 6% to 8%. 
Although the States of the European Region contributed 48% of WHO's budget, the European countries did 
not want to increase their share of the budget allocation at the expense of any other region and considered 
that the additional amount should be provided basically from the allocation for headquarters administrative 
services. The increase of 2% would reflect current realities in Europe, which included a large increase in the 
number of Member States, many of which were facing a serious deterioration in the health status of their 
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populations. Some had been officially classified by the World Bank as least-developed countries, and some 
had been destroyed by war, were taking care of large numbers of refugees and displaced persons, or had 
experienced serious epidemics. To retain the status quo would amount to a failure to respect the new realities 
in the world. 

His second proposal was that in future there should be a stronger regionalization of WHO's financing 
in accordance with a system already adopted by other organizations whereby Member States' dues were 
collected at the level of the region, which then made disbursements to cover the needs of other regions and 
headquarters operations. The result would be a more transparent flow of funds, greater creative self-reliance 
among recipients, and a better balance with regard to contributions and needs in some regions. Also, regional 
committees would play a more important role. Such a proposal implied, of course, a drastic change in the 
Organization's financing arrangements and could not be effected overnight. Nevertheless, it was worth 
discussing and the opinion of other Board members on it would be appreciated. 

Dr TANGCHAROENSATHIEN noted that the Organization had already borrowed US$ 200 million 
to deal with the shortfall in the 1994-1995 biennium, and said that his own "best guess" was that it would 
collect only 35% of total assessments for 1996, representing another shortfall of a further US$ 200 million. 
The Director-General had decided to withhold 10% of budget allocations representing US$ 80 million in 
1996. Thus it would be necessary to borrow a further US$ 200 million minus US$ 80 million, making a net 
amount of US$ 120 million. The total amount borrowed over the two bienniums would therefore be 
US$ 320 million. That was a very large sum, and a clarification of the situation would be helpful. 

Dr CHATORA observed that if a government were to conduct its financial business in the manner in 
which WHO was handling its crisis, there would be a revolution. The Board could not continue to work on 
the assumption that funds would be forthcoming and that if they were not the necessary amounts could be 
borrowed. Any amounts borrowed would have to be repaid. Salaries might be paid, but it might not be 
possible to purchase the necessary supplies. Moreover, apparently two or even four years could pass before 
the Organization defined exactly what it would be doing, but meanwhile borrowing continued. That was 
hardly a proper way of doing business. It was therefore necessary to establish the Organization's priorities 
and to identify indispensable core activities at the present session. If it was found that Member States could 
commit themselves to providing only 20% or 25% of the current budget, then a corresponding cut in activities 
would have to be made. But action was required now, rather than in four years time. 

He did not agree with Dr Reiner's proposal concerning the regionalization of WHO's financing. To 
start discussing that topic at the present stage would mean that the Board was not prepared to deal with the 
real issues, such as the non-collection of funds. It should have the courage to acknowledge that the 
Organization, while wanting to do many things, could no longer do them because Member States were not 
providing the necessary funds. In any case, the time to decide what could be done and what could not be 
done was now, at the Board's current session. 

Mr AITKEN (Assistant Director-General), replying to the comments on WHO's borrowing, pointed out 
that Dr Tangcharoensathien had assumed that the Organization would not receive any income from the 
previous biennium to offset borrowing. In any case, the Organization's borrowing in the 1994-1995 biennium 
would most likely not amount to US$ 200 million, since it had made some savings. However, if, for 
example, the amount borrowed had been US$ 150 million at the end of the 1994-1995 biennium, in the 1996-
1997 biennium the Organization would receive income representing arrears of Members States, which would 
be used to offset the sums borrowed. For instance, in the 1992-1993 biennium the Organization had 
borrowed about US$ 60 million, most of which had been retrieved in the 1994-1995 biennium and the books 
had been balanced again. In the past, Member States had been late in making their payments but on the 
whole they had always paid up in the end. The fundamental question at the moment was whether such funds 
would be received or not. Since it would not be possible to borrow again, if they were not received some 
programmes would have to be cut. Unfortunately, in the United Nations system States entered into legal 
obligations to pay their, contributions but then did not do so in time. In 1995 the Health Assembly had 
adopted a reduced budget to help Member States to pay their contributions. Yet Member States still claimed 
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that they were not able to pay. Even if the budget was still further reduced, the same thing would probably 
happen again. The problem was symptomatic of the United Nations system, as his counterparts in other 
United Nations organizations could confirm. It would be discussed again when the Board came to consider 
the payment of assessed contributions under item 11 of the agenda. 

3. R E V I E W A N D E V A L U A T I O N OF SPECIFIC P R O G R A M M E S : Item 5 of the Agenda 
(Document EB97/12) 

The CHAIRMAN said that, after consultation and in order to balance the responsibilities of Board 
members, the following members were proposed as chairmen of the subgroups for programme review: 

Subgroup 1 (Administrative services; organization and management of health systems based on primary 
health care; environmental health (chemical safety)): Dr Y.-S. Shin; 

Subgroup 2 (Quality of care and health technology; communicable diseases, AIDS and sexually 
transmitted diseases; tuberculosis; research coordination): Professor A. Aberkane; 

Subgroup 3 (Mental health and prevention of substance abuse; human reproduction research and 
training; health education and health promotion; coordination and mobilization of international action 
for health; public policy and health): Dr К. Leppo; 

Subgroup 4 (Environmental health (except chemical safety); strategic support to countries; prevention 
of blindness and deafness; governing bodies): Dr R.R. Chatora. 

It was so agreed. 

The meeting rose at 12:40. 
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