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1. INTRODUCTION 

The Fuu~lcenlh Meeting of the Keglonal Ulrector with WHO Representatives 
(WRs) and Regional Office staff was hcld in the WHO Regional Office for the Eastern 
Mediterranean (EMRO) from 1 to 5 June 1997. During the first two days, the meetings 
were llclcl as plenary sessions and the second two days were allocated for individual 
divisional meetings between the WHO Representatives and the staff of the various 
divisions. During the fifth day, part of the time was allocated for divisional meetings and 
Lllr ICSL fur Iinal discussions. 

2. OPENING SESSION 

Dr Hussein A. Gezairy, Regional Director, welcomed all the staff from the field and 
the Regional Office, Mr A. Asamoah, Chief Administration and Staff Support Services, 
Division of Personnel, WHO headquarters and Dr H. Wassef, Short Term Consultant. 

The Regional Director indicated that the meeting was being held earlier than in 
prevlous years in order to allow the remaining period before the end of 1997 for the Joint 
Programme Review Missions. (JPRMs). This was intended to ensure full implementation 
of 1998-1999 programme of collaboration from the beginning of 1998. The Regional 
Director called on WHO Representatives to try their best to maintain the proposed dates for 
the JPRMs and to seek government endorsement for these dates. 

Dr Gezairy referred to the resolutions and decisions of the recently held Executive 
Board and World Health Assembly. He specifically referred to budget matters, particularly 
as 1997 meetings had budgeting as a main topic. 

Referring to the implementation rate, the Regional Director acknowledged the fact 
that it had exceeded 70% by the end of May. He emphasized, however, the need to 
obligate funds as soon as possible for the approved activities and to avoid such exercises 
happening near the end of the biennium in order to avoid last minute obligations, many of 
which might not be implcrnented. He expressed concern ahout q~~r render in~  
US$ 1.75 million from 1994-1995 earmarkings held at the end of the biennium. 

The Regional Director referred to the Worlrl Health Assembly resolution 
concerning relocation of the Regional Offlce from Alexandria to Cairo and the allocation 
of US$ 9.8 million for the construction of the new office in Cairo. 

He informed the meeting that some changes had been made in the regular budget 
allocations for 1998-1999 recomnlended by the Regional Committee in order to 
accommodate the priorities set by the Executive Bnard and the General Assembly. He 
called on all the staff who would be involved in thc JPRMs to make every effort possible to 
avoid major shifts in the budget and to ensure that any such shifts were in favour of the 
priority programmes. 

Referring to renewal of health for all (HFA), the Regional Director acknowledged 
the efforts that had hern rnnrle in this regard, particularly those with respect to thc basic 



development needs (BDN) programme. He was pleased to note that several indications 
pointed to the success of this programme and expressed the need for scientific evaluation 
of its impact on the health btdtus uf t l~c pcuple involved. 

The Regional Director referred to the "World No Tobacco Day" celebrated one day 
before the ~ ~ ~ c c l i r l g  arld ~ a l l e d  on all WHO staff to review carefully the regional plan and 
asked the WRs to make every effort possible to implement relevant sections of the plan in 
their countries of assignment. 

3. ELECTION OF OFFICERS 

Dr A. Saleh, Director, Health Policy and Management, was elected as chairman. 
and Dr E. El-Samani, WR Saudi Arabia, and Dr A. Assae'di, WR Sudan, as rapporteurs. 

4. ADOPTION OF THE AtiENUA AN11 PROGRAMME 

The draft agenda and programme were endorsed with the addition of one item on 
evaluation of baslc development needs. The agenda and list of participants are given in 
Annexes 1 and 2, respectively. 

5. AGENDA ITEMS 

5.1 Follow-up to the recommendations of the thirteenth meeting (agenda item 2) 
Dr M.H. Wahdun, Assistant Regioizal Director 

Dr Wahdan presented the follow-up actions taken in response to the 16 
recommendations made during the thirteenth meeting. He indicated that some of the 
recommendations had been addressed to the Regional Office, others to WHO 
Representatives and some to both. He acknowledged the responses received from most 
WRs and some Regional Office staff. The responses indicated that many of the 
recommendations are being followed up closely by both the Regional Office staff and the 
WHO Representatives. Several examples were given of constructive ideas and approaches 
made in the implementation of the recomn~endations. 

Dr Wabdan presented in some detail the significant progress made in the field of 
promotion of basic development needs and referred to the importance given to the element 
of evaluation of this experience and its documentation. Referring to the recommendations 
concerning training activities supported by EMRO and the call for more institution-hand 
training rather than ad hoc training activities, it was indicated that a consultation had just 
taken place in EMRO and its recommendations would be distributed before the end of the 
meeting. 



Discussion 

1. Budgct change requests (BCR) 

The discussions were not on the BCR form itself, which was accepted by all 
concemcd, but IIIUIC UII  he very frequent requests for budget changes whlch raises concern 
about the validity of the originally planned activities or efforts to avoid following them. 
Concern was also expressed that in some instances BCRs were initiated in EMRO, some in 
I C ~ J U L I W  rn a government or WR request but few without prior consultation with Member 
States and the WHO Representative. 

2. National training activities (N'I'As) 

In view of the substantial amount of funds going into NTAs there is a need to gradually 
phase out the tocus on programme managers' training and expand training of other 
health care providers. 

At the recent regional consultation on NTAs a new instrument to evaluate national 
training activities was developed. This will be made availabe to WRs. 

While local training is important for capacity building, it may sometimes be a waste of 
resources. WRs should follow up and give feed-back to the Regional Office on the 
benefits of national training activities. It is import;~nt to ensure that training activities 
are not treated more as a salary subsidy than as a human resources development tool. 

Reference wnc mnde to the nominations received for participation in intcrcountry 
meetings. It was noted that in many cases, the focal point, especially when from a 
ministry other than the ministry of health, is not nominated. It was however indicated 
that selection of participants is not always in the hands of WRs and considerativ~~ 
should be given to countries' wishes. 

The issue of the varying scales of payment for short term consultants betwccn thc UN 
agencies and its ilnpact on competitiveness or on compromising the quality of 
consultants was discussed. It was indicated that WHO'S name and prestige is a good 
incenrivr tn mnny outctanding experts, rather than the ::alary paid. 

3. Expertise on health sector reform 

The need to strengthen WHO technical expertise in health sector reform financing 
and planning was emphasized. 

5.2 Status of implementation of the 1996-1997 programme budget (agenda item 3) 
Dr H. La$$ Adniinistrc~tiorz L L I Z ~  F ~ I Z O I I C ~  Ofiicer 

Dr Lafif indicated that implementation of the 1996-1997 programme budget had 
been delayed by the late finalization of the JPRMs. The implementation had now almost 
caught up with 1992-1993 rates. and was nil~ch hrtter than 1994-95 rates. Overall, as of 
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1 June 1997, the rate of obligation and earmarking was 75% without earmarkings on NTAs 
and 79% with earmarkings on NTAs. 

It was stressed that it was important to fully implement available funds in 1997 and 
therefore obligate all funds early in 1998. By mid May 1997, US$ 1.7 million dollars had 
been surrendered to casuaI Income from the 1994-95 regular budget; a worsening 
compared to 1992-1993. This was due to late obligation. US$ 1.2 million of this 
US$ 1.7 million relates to obligations raised in the last four months of 1995. Supplies and 
equipment represent almost half of the funds surrendered. 

The rules governing the validity of obligations to be carried as reserves in 1998 
were explarned and made available to WRs for reference. They have also been put on the 
Intranet on the BFU site and copies sent to WROs. 

The Regional Director decided that: 

1. The deadline for submission of "no query" requests by 31 July be adhered to. 
remembering that local purchases orders above US$20000 rnust be cleared by 
headquarters. 

2. Unobligated balances will be made available for reprogramming to new priority 
activities and advance implementation of 1998-1999 programme budget on 
30 September 1997. 

3. All earmarking on NTAs will be cancelled on 31 August 1997. 
4. WRs are responsible for advising which NTAs and local costs will not be physically 

fully implemented in 1997. Such balances will be made available to the country 
surrendering them for fresh activities. 

5. Balances of implemented activities will henceforth be pooled into one specific activity 
code for each appropriation section to cover deficits in other activities and to fund new 
pr'ioiity activities. 

Discussion 

1. The possible problem that may be created due to the discrepancy between Executive 
Board priorities and regional and country priorities was highlighted (such as for 
example with respect to allocations for human resources). 

2. Primary health care is a priority programme. It has several components and allocation 
for it can be broken into its components early. 

3. Use of emerging priorities allocations should be postponed as much as possible until 
the latter part of the biennium except when it is a real emerging priority. 
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5.3 Programme budget briefing: Executive Board views and necessary focus 
during the forthcoming round of JPRMs (1997) (agenda item 4) 
M I  T. Mirza, Direcror, Adminisrrnliori and Flnunce 

Mr Mirza gave an overview of the developments leading up to the final approval of 
the 1998-1999 budget of WHO as a whole and its implications for the regional programme 
budget as well as the forthcoming JPRM sessions. 

The revised programme budget proposal submitted by the Director-General to the 
Fiftieth Session of the World Health Assembly called for a 4% cost increase due to 
inflationary tendencies, offset partly by a 3.6% decrease due to the strengthening of the 
dollar, resulting in a net requested increase of 0.4%. In reviewing this proposal, some of the 
largest contributors felt that the budget should he restricted to the same dollar level as in 
1996-97. In the interests of agreeing on the budget by consensus, this level was adopted by 
the Health Assembly. Thus the WHO budget was approved at a level of some 
US$843 million. 

Concerning the budget allocations for regional offices, these are determined by two 
factors, namely, price increases and currency adjustments related to the regional office 
currency. The value of the Egyptian pound has been relatively stable against the US dollar 
over the last two years so that there is no currency adjustment for the budget of EMRO. 
However, EMRO will however be given an overall budgetary increase of some 4.6%. This 
represents the originally calculated inflation factor of 5% less the elimination hy WHASO 
of the 0.4% increase that the Director-General had requested in order to maintain zero real 
growth between the two biennia. Thus, in the EMR, the final budget level 
is US$90 249 000. representing an increase of lJSR 3 991 000 or 4 6 7 %  over the level of 
some US$ 86.3 million for 1996-97 which was also the level included in the proposals 
considered by the Regional Corninittee in 1996. This increase of 4.63% has been 
distrihuted unevenly over the  EMR budget due partly to the need to ensure that the 
statutory staff costs are fully met. Country allocations have however been tentatively 
increased on an across-the-board basis by 4%. The revised figures for these country 
allocations were given to the WRs. 

Comparing between 1996-1997 and 1998-1999 appropriations, Mr Mirza indicated 
that the situation would he a lot hotter off this coming bicnnium, duc primarily to the 
strengthening of the dollar. The problcm now is that if the dollar should weaken over the 
next 2% years or so, as is generally expected. The Director General has the authority to use 
the maximum amount of US $31 million only, rcprescnting lcss than 4% ul' tl~c WHO 
budget, to cover currency realignments. Also, WII.450 decided that, contrary to previous 
practice, the casual income earned in 1997 should be used to reduce the contributions 
payablc by Mcmbcr States in 1999. This, togethet will1 the ~lced lo borrow funds again to 
cover a shortfall in contributions, tneans that the cash required to exercise the currency 
realignment may not be available when required. In general, the coming biennium will 
start on a much sounde~ fil~alicial fouling than in the present biennium. 



Three additional satisfactory aspects for the EMR are: 

The appropriation of US39.89 million for the new EMRO building in Cairo. 

The EMR should benefit partly from the total amount of US$6 million appropriated by 
WHASO from casual income to finance the WHO worldwide management information 
system and strengthening of informatics support at the country level. 

The outlook for earlier payment of contributions by the largest contributor is better than 
in the recent past. It is hoped that it will not be necessary for headquarters to withhold 
any of the allocations again, although h p a d q t ~ a r t ~ r q  have not yet indicated their 
intentions in this respect. In addition to the likelihood of the USA paying earlier it is 
reasonable to expect that the so-called "newly independent states" or "countries with 
transitional economieq" of Fnqtern Europe will be able over the next two years to catch 
up on their arrears, particularly as their assessment rates in the new UN scale due for 
adoption later this year shouId probably be reduced drastically once again. Thus, if a 
withholding nf allocations should be necessary, 2% % may be sufficient. 

Concerning prioritics, in January the Executive Board noted that the budgetary shifts 
that had talccn plncc bctv?ccn thc approved 1996-97 b u d g ~ t  a d  t11c 1998-99 budgel 
proposed by the Director-General did not reflect the programme priorities determined 
by the Board and the Assembly for the Organization as a whole. The discrepancy 
bctwccn these priorities and tllube uC iI~c Me~llbcr Skales of some regions had been the 
subject of some discussion at the previous meeting in August 1996. Following the 
January 1997 Executive Board session several budgetary shifts were made by 
l~cadqua~tcrs and ~l ic  regions ro bring global budgetary allocations lnlo llne wlth 
Executive Board priorities. This is another reason why the final approved EMR 
budgetary figures do not correspond with the proposed programme budget reviewed by 
the Regional Committee. 

The complexity of setting priorities in WHO, with differing priorities at the country 
level and In the six regions, led the Executive Board to the conclusion that a complete 
review of the present system was necessary and this subject is now on the agenda of the 
1Olst session of the Executive Board in January next year for initial discussion. The EMR 
has its own priorities as decided by the Regional Committee. Each Member State has its 
own priorities which must be paramount. In the JPRM process, efforts should be made 
wherever possible, and particularly in  rclation to primary health care, to somehow correlate 
the priorities of our Meinber States with the priorities of the Executive Board. 

5.4 Forthcoming eighth round of JPRMs (agenda item 5) 
Dr M.H. Wuhdl~r~,  Assistclrzt Ragioiznl Director 

Dr Wahdan recalled the changes in the procedure for conducting JPRMs. He 
referred to the separation between the reprogramming of the remaining funds for 1996- 
1997 carried out early in 1997 and the forthcotning JPRMs in the second half of 1997 to 
plan the 1998-1 999 budget implementation. 
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He emphasized the appreciation of the Regional Consultative Committee and 
Regional Committee of the new directions in the JPRM, namely focusing on country 
p~iu~itieb arid C I I ~ U I ~ I I ~  having ~lieasurable rargels and clearly defined products and 
activities. 

Reference was made to the preparations needed at the Kegional Utfrce and those 
needed at country level. It was indicated that the duration of the missions will not be the 
same for all countries and that it will be increased as required for some countries. Also the 
composition of the teams w11l be vaned. 

Discussion 

1. With the enthusiasm of national authorities in preparing for the JPRM, it was noted in 
previous JPRMs that the planned activities had been prepared before the JPRM team 
had started its work without the benefit of the views of the Regional Advisers 
concerned. In the pseparation for the last JPRM, Regional Advisers had been invited to 
consult with national counterparts to agree on priorities for WHO inputs. Regrettably 
some of these direct con~municatinns had not followed the usual system of involving 
the WHO Representatives in all communications. 

It was agreed that Regional Advisers should prepare briefing including situation 
analysis and global, regional and country targets. Concerning priority areas for 
collaboration with national authorities, the joint views of the Regional Advisers and 
national programme managers are to be obtained by cornrnunications through the WRs. 
It is expected that the JPRMs will respect the joint views of the national managers and 
Regional Advisers concerned. 

2. It was proposed that WHO should focus on a few programmes rather than stretching 
resotlrces nver many. 

3. Each sub-programme should be discussed in depth, with products and indicators 
identified, and activities planned but that allocated funds should be left in a pool to 
meet the changing opportunities and avoid the need for budget change requests. This 
will also give the WR the flexibility to move resources within the sub-programme 
areas. 

4. Experience with keeping sorne funds under an emerging priority budget was most 
useful. Approval for use of the money should be in thc hands of thc WR in consultation 
with the Regional Office and national authorities. 

It was suggcstcd that thc funds lcftovcr after fill1 implementation of the agreed plan of 
action be pooled for the benefit of those various programmes requiring some additional 
funds in order to complete itnplernentatian of the agreed upon plans of action. Two 
alternative arrangements wcl-c suggestzd, a) to puul 111cbt: lefl uvclh ullcler e111er-giug 
priorities; b) to maintain these left overs under the major programme areas possibly 
under a separate section/allotment. It was indicated by Mrs S. Hammoud, Assistant 
Budgel and Fil~ance OfTicer, i h a ~  lertovers are used to balance over-spending and that 
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care has to be taken with respect to major shifts between appropriation sections if they 
are to be moved under emerging priorities. 

5.5 Health for all policy for the 21st century (agenda item 6) 
Dr A. Saleh, Director, Heuith Policy and Munagenlent 
DI. B. Sub/-i, Regiunul Adviser, He~rlth Policy and Planning 

The main issues presented to the World Health Asseinbly addressed in this 
d u c u ~ ~ ~ t . ~ i c  wcrc briefly mentioned. These include: 

reflections on a changing world 
embracing a universal HFA value system 
the central role of health in development 
sustainable health systems 

The document is the last in a series of drafts on the same topic prepared by 
headquarters with input from a global consultation process. It was indicated that the present 
document is difficult to read and understand and that the logic behind the present structure 
of the document is also not clear. 

The comments of Regional Office staff, WRs and Member States on the previous 
draft were presented. Emphasis was placed on the need for a clear and user-friendly 
document which would take into consideratinn the rh:rr:~cteristics of the regions. In 
relation to EMRO, the major regional initiatives and the possible impact of global changes 
on the health sector in EMR countries should be given due consideration. 

It was also felt that the document should address the impact of global changes on 
the health sector, in particular during the transition phase, impact of GATT agreements, the 
privatelpuhlic mix, importance of regional cooperation and role of WHO in technical 
cooperation and support. The importance of building national capabilities in areas of health 
planning, health care financing, economics and forecasting of future development was also 
emphasized. 

It was also suggested that in addition to the regional input to the global document, it 
is important to prepare n regionill documcnt highlighting regiondl achirvc~~~enla,  liiajor 
challenges and the main strategic orientation. The document could also elaborate on 
regional characteristics. 

Dr Sabri, Regional Adviser, Health Policy and Planning, presented the proposed 
outline of the regional document highlighting the above main points. 

Discussion 

1. The headqua~te~s ducurr~anL was critically reviewed and there was a strong feeling that 
it was philosophical, lacked operational dimensions and built on the "new world order" 
attitudes, while neglecting community participation. In general, it was very confusing. 
It was also r ~ u ~ c d  Iliac there was poor logical sequence and much repetition. 



2. The document did not address the problems of stateless societies and it reflected a shift 
from health as a rlght to health as a privilege. l'he sustainability of achievements is 
questionable because community development and involvement (BDN) is ignored. 

3. It was also felt that such documents should address important aspects such as 
promotion of self-reliance, development of quality of life, the role of civil society, 
ethical aspects, and directions on dealing with ongoing and future global changes. 

5.6 Efficiency measures (agcnda item 7) 
Dr H. Lnfif; Administrution and Finance Officer 

Dr Lafif stated that effectiveness was defined as doing the right thing well. The 
Executive Board had requested WHO to establish a systematic policy for savings and to 
establish a savings target for the 1998-1999 biennium. The request specifically referred to 
Lowering administrative costs which were considered to be very high. 

The same issue is being emphasized throughout the UN system and the USA has 
linked its payment of arrears on contributions to the fulfilment of specific steps and 
milestones in this regard. 

EMRO. with 7% of the hudget devnted to adminidrativ~ m a t s  ic considered tn have 
among the lowest administrative costs (compare with headquarters 38%). Mr Lafif gave 
many examples of savings achieved during the present biennium, including reducing the 
duration of intercnllntry meetings, stopping overtime and saving on miscellaneous costs. 
He indicated that through these procedures EMRO has reduced its costs by US$ 1 000 000, 
and WRs have decreased their telecommunication costs, partly owing to better use of e- 
mail and partly to an increased awareness of costs. 

The Nordic group of Member States and the European Union both advocate a 
unified office for UN agencies at country level. This ignores the fact that WHO is given 
free accommodation by the ministries of health of most countries, which is a more efficient 
and economical solution than a costly rented unified office. 

One of the solutions to achieve better efficiency at the lowest cost would be in a 
redefinition of the role of different levels of the Organization, such that each office does 
what it docs bcst. One sccnario would be fur headqua~le~b Lo C U I I C C I I L I ~ L C  011 pulicies and 
developmental and normative issues of a global nature, with the implementation being 
carried out in a more decentralized way. The reverse is the situation at the moment where 
fur cxample, heiltlqua~te~a lrlail~s IIIUSL iI' rluL all voluntary funds for execution by 
headquarters. As an example, only 0.2% of the malaria funding and 3.4% of the voluntary 
funds for immunization were transferred to EMRO for direct execution in 1994-1995. 

The priority is now to raise Member States' awareness and continue to improve 
management. As requested by the Executive Board, new ways should be found to increase 
both efficiency and savings, setting a target for that. 
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Discussion 

Several points were raised on this subject and its ramifications 

I. Having common premises for U N  agencies at country level will not always result in 
savings or more efficiency, particularly as most WR offices are located within ministry 
of health premises, free of charge and sometimes even with free commodities, such as 
electricity or telephones. 

2. Although there is a need to reduce costs, particularly administrative costs, this should 
not be to the extent of affecting the efficient functioning of the Organization. 

3. It is essential to consider various elements together, e.g. reducing the duration of 
meetings may result in higher prices of air tickets which might offset or even negatively 
affect gains from reducing the duration. Also bulk purchase by headquarters may not be 
the most useful and effective way particularly as installation and maintenance may not 
be available at country level. 

4. Greater clarification about the WHO position vis-i-vis the UN coordinator system is 
spelled out in the WHO document WHO/INA/96.4. 

The Regional Director indicated that efficiency is a very important issue. In order to 
document achievements we must be able to compare between before and after introduction 
of specific efficiency measures. He indicated the need to distinguish between savings made 
a a rrsnlt nf efficient implementation and that simply dne tn non-implementation, the first 
being encouraged while the second is not requested. The Regional Director stressed the 
need to both save and increase efficiency with prompt response to country needs. 

5.7 Mobilization of the community in support of HFA (agenda item 8) 
Dr A. AhdullatiJ; Regioncrl Adviser, Primary Health Care Support 

Dr Abdullatif referred to community mobilization in supporting health for all as a 
notion dealing with the "All" of health for all. The notion usually addresses 
interchangeably community organization, community motivation and community 
involvement. This triad forms a continuum which cannot be considered in isolation. 
Community mobilization is characterized by being more of an end rather than a means to 
achicvc prcscnt targcts, and by bcing a Icarning-by-doing proccss which rccognizcs that 
community is a dynamic entity. 

DI Abdullatif l~igl~ligl~tcd iibpc~tb W ~ I G I G  C U I I I I I I U I I ~ ~ Y  111ubili~aliu11 Call ~ I I I I ~ I I C C  
health for all, namely: 

making health a part of overall development as shown by the basic development needs 
approach 
helping people help themselves 
reducing the gap between health services and community 
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ensuring sustainability of health care. 

The strategies which have been used in the Region with clear components of 
community mobilization are: the BDN approach, the action-oriented school health 
curriculum, community health workers (CHWs) and nongovernmental organizations 
(NGOs). These arc the major srraregies that have been used so far. 

Dr Abdullatif argued that there is great potential that needs to be tapped further 
such as in the rellg~on, culture and values prevailing In the Keg~on, such as the shoora 
system, and in the quality of health care and investment policies. 

Discussion 

1. There is a need to document the impact of various community participation efforts for 
the benef~t of other counlnes. 

2. There is a need to include more examples of strategies us ed in the Region, such as 
healthy cities and hcalth-promoting schools 

3. There is a need to involve other institutions such as universities and consumer 
organizations in community mobilization efforts. 

4. WHO support to countries in providing training materials and guidelines to enhance 
community mobilization/health for all needs to be strengthened. 

5.8 Renewed initiative on chemical safety and key issues for the regional countries 
(agenda item 9) 
Dr H. Rathor, Regioncil Adviser, Clzernicctl Sujety srnd Vector Control 

Dr Rathor stated that Ihc main objective of the presenlation was to update WRs and 
Regional Office staff on recent developmcnts in the field of chemical safety and draw their 
attention to the kcy issues for their action and support. The toxic effects of chemicals have 
been known for centuries but their importance has recently been renewed and accelerated 
globally. As a result, a coherent initiative on chemical safety has emerged within the 
current decade. This renewal is mairlly altributetl to Agenda 21, Chapter 19, the outcome of 
the United Nations Conference on Environment and Development (UNCED), which 
proposed six priority programme arcas for action on chemical safety. Thc International 
Conference on Chemical Safety in Stockholm in 1994 and the formation of the 
Intergovernmental Foru~ix on Chemical Safety (IFCS) highlighted a number of key issues in 
implementing the recommendations of UNCED. 

Four key issues, thc activities of the Intergovernmental Forum, the national profiles 
on chemical safety, persistent organic polluta~ts (POPS) and the prior informed consent 
programme (PIC), were discussed bricfly and the following actions were suggested for 
WRs' input. 

Intergovernmental Forum: WRs may encourage authorities in their  c n ~ ~ n t r y  of 
assignment to puticipatc in IFCS meetings. I t  was further suggestcd that WRs may take 
advantage of the "Twinning of Countries Schenie" if necessary. In this scheme some 
countries may pay for the particip;~tion of othcr c:o~~ntricc in 1 F T  meetings 
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Persistent organic pollutants: WRs can contribute by giving wide distribution to 
ir~fur~rralion provided by EMRO and WHO headquarters and encourage countries to follow 
the resolution in accordance with WHA50. 13 on limiting POPS, and especially the use of 
DDT, in public health in accordance with WHO specifications. 

Prior informed consent (PIC): WRs can be instrumental in encouraging nationals to hold 
national consultations on the PIC procedure and to join the PIC programme. Technical 
support IS available from bMKO. 

National chemical safety profiles: WRs were urged to expedite official designation of a 
national focal point or "designated national authority" (DNA) on chemical safety. Dr 
Rathor proposed that during the next JPRM a plan should be made for holding a one day 
national advocacy briefingltraining meeting for higher authorities belonging to various 
governmental and nongovernmental organizations. He also recommended that the next 
JPRM keep provision for holding national workshops for initiating the process of national 
profile preparation and for follow-up of the profile preparation and updating. 

Discussion 

1. Poisoning by toxic chemicals is a serious problem. In some areas poisoning by 
poisonous scorpions and spiders is becoming a serious problem. 

2. The national poison control centres need strengthening, and there is a need to establish 
a regional collaborating centre for poison control. A regional data centre must be 
established to keep a record of major :~ccidents, their health impact :~nd how tn den1 
with them. 

3. Repnrts of di<pnc:iI of h:~.r:irrlo~lv r:hrmical waste in some countries of thc Region is 
cause for concern. 'The regional initiative on safe disposal of pesticides is an effort in 
this regard. 

4. A number of international agencies, including FAO, UNEP and UNDP, are providing 
input on chemical safety. WHO plays the important role of coordinator. It holds the 
chairmanship of the Interorganization Programme for Management of Chemicals 
(IOMC) which was formed to coordinate the activities of all UN agencies on chemical 
safety. 

5. The Regional Programme of Chemical Safety supports Member States in all the six 
priority areas identified by UNCED, especially the strengthening of national capacity 
and capability, risk rcduction and PI-evention of illcgal tlaffic in dangrluus c l~r l~~icals .  
The Regional Centre for Environmental Health in Jordan provides support in 
information exchange and research and training. 

Therefore, at regional level, coordination and sustainability is only possible if WRs 
coordinate all chemical safety activities through the regional chemical safety programme. 
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5.9 Tuberculosis control in the Eastern Mediterranean Region: DOTS All Over 
by the Year 2000 (agenda item 10) 
Dr 2. Hallaj, liegillnu1 Adviser, Control of Communicable Diseases. 

Dr Hallaj referred to the WHO strategy of directly observed treatment, short-course 
(DOTS) in tuberculosis control which had recently heen announced as a major 
breakthrough in tuberculosis control. 

Tuberculosis is a major public health problem in the Region with 95% of the 
Rcgion's total pupulation living in areas w ~ t h  h ~ g h  or intermediate incidence and future 
projections, if proper action is not taken now, indicate an increasing trend of incidence and 
mortality from tuberculosis. 

Tuberculosis control activities in the Region need further improvement, especially 
as the average case-detection rate in the Region, which is calculated by comparing the 
notified to the estimated incidences, i q  still around 30%. Cure rates of smcm-positive 
tuberculosis are available for 15 countries only, and the cure rate in general is lower than 
the global targets of 85% by the year 2000. The problem is greatest in countries with a 
large population and intermediate to high incidence rate. Thc WIIO DOTS strategy is it 
comprehensive tuberculosis control strategy to achieve the set targets for tuberculosis 
control by the year 2000. There are five elements in the strategy: government commitment, 
case-findine through smear microscopy, administration of standalclizccl sl~url-course 
chemotherapy under directly observed treatment, the establishment of a system of regular 
drug supply and the establishment and maintenance af a monitoring system through 
rigorous supervision. 

EMRO began its effort to promote this strategy with all its elements in 1994 when 
the tuberculosis problem was discussed in the Regional Committee. The steps taken by 
EMKU are as follows: distribution of docurnenis in English, French and Arabic, advocacy 
particularly on the occasion of the World Tuberculosis Day, training of tuberculosis 
managers, review of national tuberculosis control programmes (NTPs). strengthmine of 
tuberculosis laboratory capacity, involvement of private sector in tuberculosis control and 
subregional TB control initiatives. 

Current  status of DOTS implementation in the Region 

Consequent to the above mentioned activities, the current DOTS implementation 
status in the Region is as follows: 

DOTS is not 
implemented 

Afghanistan 
Cyprus 
Iraq 
Jordan 
Lebanon 
Libyan Arab Jamahiriya 
Palestine 
Tunisia 
8 countries 

DOTS is adopted and implemented 
Pilot project 

(<LO% coverage) 

Egypt 
Islamic Repulrlii: or Iran 
Pakistan 
Saudi Arabia 
Somalia 
Sudan 
United Arab Emirates 
Republic of Yemen 
8 countries 

Expansion 
(10-90% 
coverage) 

Bahrain 
Kuwait 
Qatar 
Syrian Arab 
Rcpublic 

4 countries 

Nation-wide 
(>90% 

coverage) 
Djibouti 
Morocco 
Oman 

3 countries 
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The experience in the Region clearly indicates that DOTS is implementable in 
different situations when effective political commitment and strong leadership is secured, 
and DOTS can achicvc remarkable I-esults. 

A strategic plan of DOTS ALL OVER in the Region 

The overall targets are to implement DOTS nationwide and achieve the global 
targets for tuberculosis control by 2000. Practical steps to achieve the targets are to adopt 
thc DOTS strategy, ~ I I ~ J ~ C I I I C I I L  DOTS in demonstration sltes and expand DOTS projects 
stepwise until nationwide coverage is achieved. It is highly expected that countries with 
small or intermediate tuberculosis burdens will expand DOTS throughout the nation within 
3 years. However-, in countries with large tuberculos~s burdens, it may take 5 years to 
implement DOTS nationwide. 

Therefore, strategic and practical objectives in the implementation of the above 
steps are as follows: 

by the end of 1997, all countries will have adopted the DOTS strategy; 
by 1998 all countries will have implemented DOTS at least in demonstration sites; 
by 2000 all countries with low or intermediate tuberculosis incidence will have 
implemented DOTS nationwide and achieved global targets, and all countries with high 
incidence of tuberculosis will have implemented DOTS to cover at least 70% of the 
population of the countries and achieve the targets in the proiect areas. 

Activities to be implemented 

In order to support the countries in achieving the above targets, the activities to be 
undertaken by WHO regional as well as country offices are: national human resources 
development, strengthening of national laboratory services, review of tuberculosis control 
activities, assisting in developing annual plans of action, facilitating subregional 
tuberculosis control initiatives, advocacy for DOTS ALL OVER. 

Anticipated constraints 

Anticipated constraints in the implementation of the ahnve activities are: financial 
support to the NTPs, particularly in countries with large tuberculosis burdens, quality of 
DOTS projects during expansion, spread of multidrug resistance, availability of 
tuberculosis d r u ~ s  in private pharmacies. presence nf migrants, displaced persons and 
refugees, and the HIV epidemic. 



Conclusions 

Through successful implementation of the UUTS ALL U V b K  strategy In the 
Region, there is a good chance for each country of the Region to achieve the global targets 
for tuberculosis control as follows: 

Countries achieving the global targets 
Jordan, Oman 
Cyprus, Palestine, Arab States in the Gulf 
Djibouti, Lebanon, Libyan Arab Jamahiriya, Morocco 
Egypt, Islamic Republic of Iran, Iraq, Syrian Arab Republic, Tunisia 
Pakistan, Sudan, Republic of Yemen 
Afghanistan, Somalia 

Discussion 

1 .  The private health sector shoultl he fillly involved in  the implement:ttion of DOTS. In 
this connection, EMRO's initiative with regard to conducting operational studies on the 
involvement of the private sector in tuberculosis control, carried out by several 
countries, needs tn he fnllnwed-up. 

2. Measures to control the easy availability of anti-tuhcrc~~losis drugs and the use of anti- 
tuberculosis drugs in the private sector for the treatlilcnt of other diseases should be 
elaborated. A solution to this problem is ~~rgently needed. 

3. Training modules which would focus on managerial aspects of DOTS should be 
developed for the training of peripheral health workers. In this connection, it was 
recommended that comprehensive, but not voluminous, training l~~odules focusing on 
the managerial aspects of all the concerned disease contl-ol programnies should be 
prepared based on the existing training modules. 

4. Anti-tuberculosis drug resistance surveillance should be implemented in the Region. 
EMRO's efforts to recruit a consultant to visit several countries for the preparation of 
the surveillance was appreciated. 

5. Concerns were expressed ahout the cost--effectiveness of the DOTS strategy. It was 
explained that the DOTS strategy had been evaluated as one of the most cost-effective 
health inlervenlions by the World Bank. 

6. For the sustainability of the DOTS projects, every effort should be made to elaborate 
the involvelnent of potential clonors to the programmes. 

5.10 Better collaboration in the field of mental health (agenda item 1 I) 
U r  A. Mohit, Ke~lor l r r l  Adviser, Mrrztrrl Health 

Mental health is one of the greatest emerging health challenges. This is not the case 
in developed countries alone. Indeed, developing countries face a more serious challenge. 
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A recent study on the "Global burden of disease", carried out jointly by the World Health 
Organization, World Bank and Harvard School of Public Health, has shown that unipolar 
rrtdjor depression which currently is ranked fourth among 15 major diseases putting the 
greatest burden on individual, family and society, will move to second rank by the 
year 2000, topped only by ischaemic heart disease. Behaviour-related problems like road 
traffic accidents, violence, self-infi~cted injurles and HIV are also among these 15 
categories. 

In splte of these tacts, In almost all countries, mental health has not been receiving 
the necessary attention, and it has always been difficult to convince decision-makers and 
authorities regarding the priority it deserves. Dr Mohit posed two questions in this regard. 
Why is mental health not getting the necessary attention? and, What can be done to 
improve collaboration in the field of mental health? 

The major reasons for less attention being accorded to mental health are thought to 
be the following. 

The traditional mortality-oriented thinking in the field of public health. Although this 
orientation is gradually changing, it is still quite powerful in most developing countries. 
The decision-making hierarchy of most ministries of health and health advisers in 
ministries of planning and parliaments remains overwhelmingly dominated by 
mortality-oriented health professionals. This is also true for the basic orientation in 
schools of public health. 

Mental health professionals have imprisoned themselves in an ivory tower of jargon 
and classifiratinn that have alienated them from the decision-making hierarchy. It is 
only recently that, following the leadership of WHO, a common language has begun to 
be developed. 

In some countries, the burden of infectious diseases, malnutrition and sanitation-related 
diseases is so high that leaders are unable to give priority to anything else. 

In many countries there is a "negative attitude" towards mental illnesses and mental 
health. There are also other attitudinal trends, such as associating mental illnesses with 
supernatural and magical conditions. 

Main steps needed to improve collaboration in the area of mental health 

Providing decision-makers with enough data regarding the increasing importance of 
mental health and behaviour-related problems. 

Producing packages of information on mental health for various levels of the health 
hierarchy and other relevant sectors, based on their needs. 

Morbidity, disability and quality of life should be presented as equally important 
elements of health. 



WHO-EM/WK/14/E/L 
page 17 

The role of behaviour in prevention of diseases and promotion of health should be 
emphasized in simple unpretentious language. 

Mental health programmes should be established based on the real needs of each 
country and in full coordination with other health sector needs and realities. 

It should be clearly shown that mental health is not just a group of "major mental 
illnesses" but is, in reality, a major element of health and of development in general. 
The effects of stress on many major physical illnesses like cardiovascular diseases, 
cancer, and even some infectious diseases, is becoming more evident everyday. These 
should be shown with clarity and in a simple form to health authorities. The 
programmes should find mechanisms to make mental health expertise available to help 
in solving other health problems. Integration in real terms should take place. 

Finally, any mental health programme should prove capable of solving the everyday 
problems of a busy executive or decision-maker, otherwise it is liable to be given little 
priority. 

Discussion 

1. Dr A. Gebreel, Acting WRJAfghanistan, described in detail the three-month diploma 
course on mental health which was successfully held in that country in 1996, and 
thnnkcd thc Rcgional Dircctor and thc Rcgional Office for this course which, in his 
judgement, had opened the way for similar courses in other health-related issues in 
Afghanistan. 

2. The importance of using mental health knowledge for promotion of health in general 
was highlighted and the fact that mental health programmes should be an integral part 
of all health activities. 

3. Although WHO promotes the concept of integration, professionals still ask for 
assistance to centralized hospital based services. Changing the attitude of professionals 
is essential but it is usually time-consuming and not easy. 

5.11 Revisiting the Regional Programme Budget Policy (agenda item 12) 
Mr T. Mirza, Director, Admirzistration and Finance. 

The EMR regional programme budget policy document was first published in 1986 
following its adoption by the Thirty-third Session of the Regional Committee. In the last 
10 years or so, the substantial political, socioeconomic and technological changes 
worldwide have had an impact on Member States, both individually and collectively, as 
well as the entire UN system. This has led to radical reforms in WHO, particularly in the 
last five years, and is a continuous ongoing process. In view of this it was thought 
appropriate to revisit the regional programme budget policy document to see what changes 
were warranted. It is noted with satisfaction that, despite the wide-ranging nature of the 
ongoing reform process, the policy document is still largely valid and requires only a 
relatively minor update. This is a tribute to the farsightedness of the health for all policy as 
well as to the authors of the regional programme budget policy document. 
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Mr Mirza indicated the three main areas of change which require incorporation in 
the programme budget policy document. These are matters related to programme 
classification and establishment of priorities by the WHO Executive Board as well as 
determination of regional priorities by the Regional Committee. As part of the strategic 
budgeting process adopted by the WHO Executive Board and the World Health Assembly, 
programmes are at present classified into six programme areas, namely, Governing Bodies, 
Health Policy and Management, Health Services Development, Promotion and Protection 
of Health, Integrated Control of Diseases and Administrative Services. Within these six 
programme areas, 19 major programmes have been defined for programme budgeting 
purposes. This programme classification has now been incorporated in table I1 of the 
regional programme budget policy document. 

The Regional Committee in its Forty-third Session adopted a list of regional 
priorities to be used by Members States of the Region as guidelines for country priority 
setting. This priority listing is included in Table 111 of the updated document. 

The second major aspect of change introduced in the regional programme budget 
policy document is the sharpening focus in recent years on objectives and goals and the 
outcome-oriented approach that runs through every step of the planning, programming and 
evaluation process. Within the broad orientations in the general programme of work. 
realistic and measurable targets are established for each health priority. Evaluation is 
subsequently based on the achievement of the targets, expected products and results, 
following which there may he a reorientation of resources in accordance with national 
priority changes following the joint consultation process between Member States and 
WHO. In the regional programme budget, the narrative country programme statements are 
now supplemented by the country's health indicators, planned targets and t.xperted 
products for the budgetary period together with projections for the following four-year 
period. The goals and targets determined as part of the global health policy framework for 
the period 1996-2001, using 1990 as a reference point, are provided in annex 1 to the 
document as a guide to Member States of the Region. 

The remaining changes in the regional programme budget policy document are 
largely to incorporate shifts in emphasis, including the following: 

1 .  Incrcascd cmphasis on thc conccpts of cquity and solidarity in hcalth for-all-politics, 
highlighting the individual's, the family's and the community's responsibility for health, 
and placing health within the overall development framework; 

2. The inclusion of women's health and environmental issues in the areas which require 
intersectoral coordination; 

3. The need for health-for-all targeted national programmes to concentrate on concerted, 
sustained and complementary action to bring about greater equity in health and to tackle 
specific health development problems; 

4. The need to use WHO'S resources in situations which promote national self-reliance, 
which is an essential prerequisite for sustainabil~ty; 
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5. Reference to improving the representation of women on the staff of the Region, in 
accordance with periodic targets established by the governing bodies. 

WHO will celebrate its fiftieth anniversary in 1998 and will also review a renewed 
health-for-all strategy and adopt a policy in this respect for the twenty-first century. Other 
related aspects of WHO reform may also warrant changes to the EMK programme budget 
policy document. Some feel that perhaps it may be better to wait until next year before 
revising our policy document. However, the other point of view is that reform is a 
continuous ongoing process and if we want our policy document to be a living document 
for use by Member States and the secretariat as a reference document we should update it 
as and when warranted. These options were considered by the Regional Consultative 
Committee at its meeting in May 1997. The Committee endorsed the revised document and 
agreed that we may make appropriate changes, if necessary, to include ongoing reform 
prior to the Regional Committee session in October. 

Discussion 

In the discussion that followed several suggestions were made. An index should be 
included, the criteria for fellowships should be listed separately, reference should be made 
to the present status of the development of health-for-all policy for the twenty-first century. 
Also, the text relating to health technology, national training activities and community 
participation, including the participation of nongovernmental organizations, may require 
some changes in emphasis. 

5.12 Personnel matters (agenda item 13) 
Mr A. Aramnah. ChipJ Admini~trotinn ond Stoff Si~ppnrt .Y~rvirpv, niuirinn of 
Personnel, WHO headquarters 

Mr Asamnah made a pres~ntation on budget reduction and its consequent effect on 
staff (reduction in force exercise) and the new draft personnel policy. He gave an overview 
of the budget reductions in the UN common system in general and WHO in particular. He 
indicated that during the 1995-1996 biennium a total of 295.5 posts financed from the 
regular budget was abolished throughout the Organization. Headquarters was the most 
affected with 167 posts followed by AFRO: 59 posts, EURO: 40.5 posts, SEARO: 20 
posts, EMRO: 3 posts and WPRO: 1 post. He indicated that in the coming 1998-1999 
biennium a total of 195 posts are envisaged to be discontinued under the regular budget. He 
intimated however, that this total may be increased because of the possibility that a large 
contributor may reduce its assessed contribution. 

As far as the reduction in force exercise was concerned he explained that even 
though as many as 167 posts wcrc abolished at headquarters efforts had been made to 
ensure as many as possible were in the form of mutually agreed separations, placing staff 
on half-time posts, moving staff to extrabudgetary funded posts and early statutory 
retirements so that the nunlber uf staff who WCIC aclually arfecled was reduced lo only 22 
general service and five professional staff. 
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With regard to the new draft personnel policy, Mr Asamoah highlighted the areas 
which needed to be addressed. He spoke about creating internal mechanisms, distinct from 
the Board of Appeal and the Ombudsman, to inquire into and settle disputes. He stressed 
the importance of identifying and defining "core" and "non-core" staffing needs. The 
definition of "core" and "non-core" staffing is the foundation of the new personnel policy 
and he emphasized the need for staff at all levels, particularly in the reglonal offlces and 
the field, to be involved in the exercise. 

He was of the opinion that while the Organization should pay more attention to 
attracting world renowned health professionals to serve the Organization, in other cases the 
salary levels should be tailored to the realities of the countries in which the staff are 
serving. He touched on new strategies for recruitment and selection, advancement of 
women, performance management (already being implemented), the role of managers and 
new separation rules. 

5.13 Basic development needs (BDN) evaluation (agenda item 14) 
Dr A. Abdullatif; Regional Adviser, Primary Health Care Support 

Basic development needs (BDN) evaluation is a necessity to meet the importance 
given by the Regional Office to BDN as a major initiative. BDN evaluation has the 
following two objectives: 

1 Tn rnnvince partners to join in the BDN initiative and further promote BDN in the 
Region as a whole. 

2. To determine and IISP. all potential and existing resources in support of the BDN 
processes and activities. 

The methodology to he used in the evaluation will be developing instruments such 
as questionnaires and guidelines, as well as surveys and/or focus group techniques or a 
combination of both. This issue will be further dealt with in the working group to be 
formed by the Regional Director for this  purpose. 

The contents of the evaluation will cover the whole spectrum of inputs, processes, 
products and impact. 

Dr Abdullatif explained that there is a built-in system for evaluating the progress 
nchieved regarding the relation of inputs and outpllts Hr indicated that standard 
assessment of BDN processes cannot be done in all countries of the Region at this point 
because countries are developing at different paces and have different targets and 
cxpcctntions with regard to the BDN programme. He agreed that it is impnrtant to evaluate 
process issues such as sustainability, national ownership of the programme, decision- 
making processes and integration in overall development. He went on to request WRs, in 
reporting on BDN, to focus on descriptive reporting for the time being. 

Dr A. Barzgar, WR Pakistan, presented the experience he has had in evaluating 
inputs and outputs of thc BDN progrumme in Pakistan. He demonstrated that WHO loans 
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had resulted in increased local income and profits through the income-generating scheme. 
He also reported improvement in coverage with health care and reduction in infant 
~~ lu~ ta t i ly  lalcs and illireracy. 

Discussion 

The discussion emphasized the importance of conducting evaluation. It was 
suggested that the evaluation be simple so as to be used by nationals, and that it cover the 
basic milestones. The expertrse of certain partners, such as Boston University and the 
headquarters Division of Strategic Support to Countries in Greatest Need (SSC) should be 
used. 

The working group on BDN evaluation is expected to share the instrument they are 
going to suggest with WRs. 

6 .  RECOMMENDATIONS 

Fulluw-up Lu Lhe recummendations of the thirteenth meeting (agenda ltem 2) 

1. In view of the importance of follow-up on the implementation of recommendations of 
all Regional Office ~llcctings, Lht: Regiur~al Oflice should develop a more structured 
follow-up procedure. 

2. Ellv~tb al~eady illilialed wirh respect ro the preparation of pro forma for plans ot actlon 
for the various functions of the WRs should be completed as soon as possible. 

3. WRs' services should be made greater use of In the areas of then expertise in Regional 
Office activities, including regional task forces and intercountry meetings and 
preparation of technical material for Regional Committee and other meetings. 

4. Regional Office staff should, whenever possible, replace WRs during their absence so 
that they can be exposed to country experiences. 

Status of implementation of the 1996-1997 budget (agenda item 3) 

5. Deadlines set for making any obligations should be strictly adhered to. Requests for 
supplies and equipment should be submitted as early as possible in the biennium to 
accommodate the time lag needed to process these requests. 

Forthcoming eighth round of JPRMs (agenda item 5) 

6. Regional Advisers should prepare briefings to their counterparts through the WHO 
representatives, who are expected to hand it over to the national counterparts, to follow 
up with them, then send their reply to the correspondent Regional Advisers to he used 
and taken into consideration in the collective briefing provided to the JPRM team. 
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7. Budgetary allocation of funds should be in accordance with the headings specified by 
the Executive Board and account for priorities by all Governing Bodies but the country 
prioritics must bc t k c n  into considc~~atio~i. 

8. While all concerned should be bound to implement the planned activities at the activity 
cornponcnt level, WRs in consultatiun wit11 the interested technical unit should have 
flexibility regarding allocated funds within the same product. BFU should apply the 
flexibility needed to accommodate over-spending within the same product. 

9. The excess or deficit on any product should be transferred to a "reserve" within each 
appropriation section as soon as the activity has been technically completed. This will 
piuvidc a pool of runds which may be tapped for additional pr~orlty actlvltles or to cover 
deficits in approved activities. In order to facilitate and identify these reserve allotments, 
budget will open for each country the following allotments: 

App. Section Allotment Title 

2 CTRYIIC01999RB Health Planning Priorities 

3 CTRYlDHSl999lRB PHC Priorities 

4 CTRYlHEPl999lRB Healthy Lifestyle Priorities 

5 CTRYlOCDl999lRB Disease Control Priorities 

This praccss will start in the currcnt bicnnium iu~d will continut: in tlir 1998-1999 
biennium. 

Health-for-all policy for  the 21st cer~lury (agenda item 6) 

10. The Task Force on the Regional Health-for-All Policy for the 21st Century should 
c o ~ ~ t i ~ ~ u e  its clrorts to provide sound and relevant regional input to the global 
document. The task force should continue to seek the views of WRs and Member 
States on a regular basis. 

11. The task force should continue to seek inputs from WRs and Member States to the 
regional document. The proposed draft should be circulated for a wide consultation 
process. This may include KCC members and national experts, particularly members 
of expert advisory panels and collaborating centres. 

12. The task force should prepare a briefing for the Regional Director on the present 
situation and content of the draft document for the forthcoming Global Policy Council 
meeting. 

13. The Regional Office may consider the organization of a regional consultation to 
discuss the document before finalization and submission for approval by the Regional 
Committee in 1998. 
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Efficiency measures (agenda item 7) 

14. WRs should encourage Member States to make use of the European Union offer to 
forgive debt if a country invests In poverty alleviation; BDN could be a suitable target 
for such a project. 

15. The Regional Office should find the means to prevent discrepancies in figures on 
budget printouts from different systems. 

16. It should be recommended to headquarters to move some programmes or departnients 
from Geneva to other locations worldwide in order to achieve greater efficiency and 
cost-effectiveness 

Mobilization of the community in support of HFA (agenda item 8) 

17. EMRO should assist Member States in developing guidelines for training of health 
volunteers and community support groups and evaluating their performance. 

Renewed initiative on chemical safety and key issues for the regional countries ' 

(agenda item 9) 

18. Member States should be urged to establish national programmes for chemical safety 
involving all the stakcholders. It is cssential that these programme plans include 
national profiles for chemical safety. 

19. WHO should collect and disseminate information, including investigation of rumours, 
on dumping of toxic and hazardous wastes and disseminate available guidelines for 
handling such situations. 

20. Member States should be encouraged to joln the Prior Informed Consent (PIC) 
Programme and other related programmes. 

Tuberculosis control in the Eastern Mediterranean llegional - DOTS ALL OVER by 
the Year 2000 (agenda item 10) 

21. WKs should be committed to the regional strategy of DOTS for all in the Region and 
the targets set for its achievement. 

22. WRs should cooperate with their respective ministries of health in giving national 
tuberculosis control programmes high priority and visibility during the forthcoming 
JPRMs. 

23. Solutions should be sought in order to control the easy availability and misuse of anti- 
tuberculosis drugs, particularly in private practice. 

24. A task force should be developed in EMRO to prepare integrated training modules for 
the training of peripheral multi-purpose health workers, covering several programme 
activities and focusing on the managerial aspects of the programmes. 
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25. Greater effort should be made to involve the private sector and universities in the 
elforts to promote DOTS. 

Better collaboration in the field of mental health (agenda item 11) 

26. WHO should assist Member States who have not yet developed national mental health 
programmes to establish such programmes as an integrated element in health care 
services and available resources, including school health programmes. 

27. WRs should advocate ensuring access to mental health services in primary and 
secondary health care services. 

28. EMRO should produce information materials to be used for advocacy for mental health 
at all levels. 

Revisiting the regional programme budget policy (agenda item 12) 

29. Consideration should be given to the inclusion of the suggestions mentioned during the 
discussions, prior to finalization of the document to be submitted to the forthcoming 
Forty-fourth Session of the Regional Committee. 

Basic development needs (BDN) evaluation (agenda item 14) 

30. Full well structured scientific evaluation is a necessity to record achievements and 
convince potential partners to join in supporting BDN. Evaluation should cover the 
following arcas; 

Milestones i.e. major aspects of the process as well as other activities 

Impact on health both from the point of improvement in coverage and the 
impact on health indicators 

Impact on the community with regard to level of awareness, input and change 
in attitudes and practices. 

31. Arrangements should be made to involve governments in the BDN evaluation process. 

32. WHO should promote the BDN initiative and make efforts to attract extrabudgetary 
funding for BDN activities. National potential, such as microcredit schemes, should be 
used to promote and support BDN income-generating projects. 
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Annex 1 

AGENDA 

I. Opening session 

- Introductory remarks 
- Election of officers 
- Adoption of the agenda 

2. Follow-up on the recommendations of the 1 3 ' ~  meeting. 

3. Status of implementation of the 199611997 budget 

4. 199811999 Programme Budget Briefing - Executive Board views and 
necessary focus during the forthcoming round of JPRM (1997) 

5. Forthcoming (8Ih) round of JPRMs 

6. Health for All Policy for the 21'' Century 

7. Efficiency measures 

8. Mobilization of the community in support of HFA 

9. Renewed initiative on chemical safety and key issues for the regional countries 

10. Tuberculosis control in the EMR - DOTS all nver hy the Year 7.000 

11. Better collaboration in the field of mental health 

12. Revisiting the Regional Programme Budget Policy 

17. Persnnnel matters 

14. Basic Development Needs (BDN) Evaluation 

15. Other business 
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Annex 2 

LIST OF PARTICIPANTS 

Dr Hussein A. Gezairy 
Regional Director 

Dr M.H. Khayat 
Depury Regional Director 

Dr M.H. Wahdan 
Assistant Kegional Director 

WHO REPRESENTATIVES AND COUNTRY DESK OFFICERS 

Dr E. Abou Youssef 
Qatar Desk Officer 

Dr M. A1 Khateeb 
Bahrain Desk Officer 

Dr M.I. A1 Khawashky 
Acting WHO Representative 
EGYPT 

Dr A.A. Alwan 
WHO Representative 
OMAN 

Dr A.S. Assa'edi 
WHO Representative 
SUDAN 

Dr M.A. Rarzgar 
WHO Representative 
PAKISTAN 

Dr El Fatih El-Samani 
WHO Representative 
SAUDI ARABIA 

Dr A. Gebreel 
Acting WHO Rcprcscntativc 
AFGHANISTAN 



WHO-EMIW W 14/E/L 
page 27 

Dr Y .A.A. Ginawi 
WHO Representative 
Republic of YEMEN 

Mr R. Hagan 
WHU Kepresentative 
SOMALIA 

Dr J. Hashrni 
WHO Representative 
ISLAMIC REPUBLIC OF IRAN 

Mrs E. Ismail 
WHO Representative 
DJFBOUTI 

e 
Dr A. Mechbal 
WHO Representative 
LEBANON 

i I Dr H. Rejeb 
WHO Representative 
IRAQ 

Dr B. Sabri 
Tunisia Desk Officer 

I 

Dr 0. Sulieman 
WHO Representative 

I JORDAN and SYRIAN ARAB REPUBLIC 

i Dr A.H. Triesh 
1 National WHO Representative 

LIBYAN ARAB JAMAHIRIYA 

Mr T. Zeribi 
, WHO Representative 

MOROCCO 

I 
CENTRE FOR ENVIRONMENTAL HEALTH ACTIVITIES (CEHA) 

i 
I -. Dr M.Z. Khan 

i Coordinator 

' 4  

CEHA 
JORDAN 
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PROGRAMME DIRECTORS 

Mr S. Atallah 
Director, Environmental Health Programme 

Dr G. Hafez 
Director, Health Protection and Promotion 

Mr T. Mirza 
Director, Administration and Finance 

Dr O.I.H. Omer 
Director (Acting), Health Services and Development 

Dr B. Sadrizadeh 
Director, Integrated Control of Diseases 

Dr A. Saleh 
Director, Health Policy and Management and Acting MHI 

UNRWA 

Dr Fathi Moussa 
Director of Health 
UNRWA, Headquarters Branch 

HEADQUARTERS STAFF 

Mr A.K. Asamoah 
Chief Administration and Staff Support Services, 

Division of Personnel, WHO headquarters 

Dr D. A. Gerbase, 
Staff of Office HIVIAIDS and Sexually Transmitted Diseases, 

WHO 11cadqua1 tus  

CONSULTANTS 

Mr Ingvar Ahman 

Dr H. Wassef 

Other Regional Office Staff 

Regional Advisers 

Technical and Administrative Staff 
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SECRETARIAL ASSISTANCE 

Miss May El Sariakoussy 
Administrative Assistant 

MIS Harlan H t y  
Senior Administrative Clerk 


