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ABBREVIATIONS 

Abbreviations used in WHO documentation include the following: 

ACC - Administrative Committee on OAU - Organization of African Unity 
Coordination OECD - Organisation for Economic 

ACHR - Advisory Committee on Health Co-operation and Development 
Research PAHO - Pan American Health 

A SEAN - Association of South-East Asian Organization 
Nations UN AIDS - United Nations Joint Programme 

CIOMS - Council for International on HIV/AIDS 
Organizations of Medical UNCTAD- United Nations Conference on 
Sciences Trade and Development 

ECA - Economic Commission for Africa UNDCP - United Nations International 
ECE - Economic Commission for Drug Control Programme 

Europe UNDP - United Nations Development 
ECLAC - Economic Commission for Latin Programme 

America and the Caribbean UNEP - United Nations Environment 
ESCAP - Economic and Social Programme 

Commission for Asia and the UNESCO - United Nations Educational, 
Pacific Scientific and Cultural 

ESCWA - Economic and Social Organization 
Commission for Western Asia UNFPA - United Nations Population Fund 

FAO - Food and Agriculture UNHCR - Office of the United Nations 
Organization of the United High Commissioner for 
Nations Refugees 

IAEA - International Atomic Energy UNICEF - United Nations Children's Fund 
Agency UN IDO - United Nations Industrial 

IARC - International Agency for Development Organization 
Research on Cancer UNRWA - United Nations Relief and 

ICAO - International Civil Aviation Works Agency for Palestine 
Organization Refugees in the Near East 

IFAD - International Fund for US AID - United States Agency for 
Agricultural Development International Development 

ILO - International Labour WFP - World Food Programme 
Organization (Office) WIPO - World Intellectual Property 

IMO - International Maritime Organization 
Organization WMO - World Meteorological 

ITU - International Telecommunication Organization 
Union WTO - World Trade Organization 

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

The 1 03rd session of the Executive Board was held at WHO headquarters, Geneva, from 
25 January to 1 February 1999. The proceedings are issued in two volumes. The present volume contains 
the summary records of the Board's discussions, list of participants and officers elected, and details 
regarding membership of committees and working groups. The resolutions and decisions and relevant 
annexes are issued in document EB 1 03/1999/REC/1. 
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Mr H. J. HEINEMANN, Ambassador, Permanent Representative, Geneva 

NORWAY 

Dr A. ALVIK, Director-General of Health, Norwegian Board ofHealth, Oslo 
Alternates 
Mr B. SKOGMO, Ambassador, Permanent Representative, Geneva 

5 

Ms A.-S. TROSDAHL ORAUG, Deputy Director General, Ministry of Health and Social Affairs, 
Oslo 

Ms M. LOE, Adviser, Ministry of Foreign Affairs, Oslo 
Dr T. HETLAND, Adviser, Ministry of Health and Social Affairs, Oslo 
Dr P. WIUM, Senior Adviser, Norwegian Board of Health, Oslo 
Dr B. AUSTVEG, Adviser, Norwegian Board of Health, Oslo 
Dr 0. T. CHRISTIANSEN, Counsellor, Permanent Mission, Geneva 

OMAN 

Dr A. J. M. SULAIMAN, Director-General of Health Affairs, Ministry of Health, Muscat 

PERU 

Dr A. MELONI, Director General, Oficina de Financiamiento, Inversiones y Cooperaci6n Extema, 
Ministerio de Salud, Lima (Vice-Chairman) 

Alternates 
Sr. M. RODRIGUEZ CUADROS, Representante Permanente Altemo, Ginebra 
Sr. G. GUILLEN, Primer Secretario, Misi6n Permanente, Ginebra 

POLAND 

Professor J. LEOWSKI, Director, School of Public Health and Social Medicine, Medical Centre for 
Postgraduate Education, Warsaw 
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Alternate 
Mrs B. BITNER, Director, Department oflntegration and Foreign Relations, Ministry of Health, 

Warsaw 
Adviser 
Mr K. ROZEK, Counsellor, Permanent Mission, Geneva 

QATAR 

Dr K. A. AL-JABER, Director, Department of Preventive Medicine, Ministry of Public Health, Doha 
(Vice-Chairman) 

RUSSIAN FEDERATION 

Dr V.I. STARODUBOV, Minister ofHealth, Moscow 
Alternates 
Mr V. S. SIDOROV, Ambassador, Permanent Representative, Geneva 
Dr N. N. FETISOV, Director, International Relations Department, Ministry of Health, Moscow 
Mr I. N. CHTCHERBAK, Deputy Permanent Representative, Geneva 
Advisers 
Dr V. K. RIAZANTSEV, Chief Specialist, International Relations Department, Ministry of 

Health, Moscow 
Mrs G. E. ULUMBEKOV A, Director, Medical Publishing House "Geotar Meditsina", Moscow 
Professor A. V. KARAULOV, Head of the Chair, Sechenov Moscow Medical Academy, Moscow 
Mr V. M. ZIMIANINE, Senior Counsellor, Permanent Mission, Geneva 
Mr V. I. IOUDINE, Counsellor, Permanent Mission, Geneva 
Dr A. V. PAVLOV, Counsellor, Permanent Mission, Geneva 
Mr A. V. KOVALENKO, Second Secretary, Permanent Mission, Geneva 
Mr V. V. TSOTSOV, Third Secretary, Permanent Mission, Geneva 
Dr R. V. GRISHCHENKO, Attache, Permanent Mission, Geneva 

SRI LANKA 

Mr N. S. DE SILVA, Minister of Health and Indigenous Medicine, Suwasiripaya, Colombo 
Alternate 
Dr V. JEGANATHAN, Director-General ofHealth Services, Ministry of Health and Indigenous 

Medicine, Colombo 

TRINIDAD AND TOBAGO 

Dr H. RAFEEQ, Minister of Health, Port-of-Spain 
Alternate 
Ms M.-A. RICHARDS, Charge d'affaires a.i., Permanent Mission, Geneva 

UNITED ARAB EMIRATES 

Mr H. A. R. AL MADFAA, Minister ofHealth, Abu Dhabi 
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Alternates 
Mr N. K. AL-BOUDOUR, Director, Foreign Relations and International Health, and Director, 

Office of the Minister of Health, Abu Dhabi 
Mr A. H. AL HAMUD, Ministry of Health, Abu Dhabi 

UNITED STATES OF AMERICA 

Dr J. I. BOUFFORD, Special Adviser to the Assistant Secretary for Health/Surgeon General, Dean, 
Robert F. Wagner Graduate School ofPublic Service, New York, N.Y. 

Alternates 
Mr N. BOYER, Director for Health and Transportation Programs, Bureau oflnternational 

Organization Affairs, Department of State, Washington, D.C. 
Ms F. E. CARR, Senior Policy Adviser, United States Agency for International Development, 

Washington, D.C. 
Ms D. GIBB, Human Resources Coordinator, Office ofHealth and Nutrition, Bureau of Global 

Programs, Field Support and Research, United States Agency for International Development, 
Washington, D.C. 

Ms K. JOHNSON, International Resource Management, Permanent Mission, Geneva 
Mr R. LOFTIS, Counsellor for Political and Specialized Agencies Affairs, Permanent Mission, 

Geneva 
DrS. NIGHTINGDALE, Associate Commissioner for Health Affairs, Food and Drug 

Administration, United States Public Health Service, Department of Health and Human 
Services, Washington, D.C. 

Ms M. L. VALDEZ, International Health Officer, Office oflnternational and Refugee Health, 
Department of Health and Human Services, Washington, D.C. 

Ms L. VOGEL, International Health Attache, Permanent Mission, Geneva 
Mr T. BURNS, Commercial Attache, United States Trade Representative, Geneva 

YEMEN 

Dr A. 0. AL-SALLAMI, Under-Secretary for Pharmaceuticals, Ministry of Public Health, Sana' a 
Alternate 
Mr F. Al-OBTHANI, First Secretary, Permanent Mission, Geneva 

GOVERNMENT REPRESENTATIVES ATTENDING BY 
VIRTUE OF RULE 3 OF THE RULES OF PROCEDURE 

Agenda item 3: Technical and health matters 
• Revised drug strategy 

Dr D. K. JOHNS, Counsellor, Permanent Mission, Geneva 

Agenda item 3: Technical and health matters 
• Tobacco Free Initiative 

Mrs S. KIZILDELI, First Secretary, Permanent Mission, Geneva 

South Africa 

Turkey 

7 
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Agenda item 5: Proposed programme budget for the financial 
period 2000-2001 

Professor P. POTHISIRI, Deputy Permanent Secretary, Ministry of 
Public Health, Bangkok 

Thailand 

Sra. L. SOSA MARQUEZ, Tercer Secretario, Misi6n Permanente, 
Ginebra 

Mexico 

REPRESENTATIVES OF THE UNITED NATIONS AND 
RELATED ORGANIZATIONS 

United Nations 

Mr S. KHMELNITSKI, External Relations and 
Inter-Agency Affairs Officer, Geneva 

Mr A. ABRASZEWSKI, Inspector, Joint 
Inspection Unit, Geneva 

Mr W. MUNCH, Inspector, Joint Inspection 
Unit, Geneva 

Mr K. I. OTHMAN, Inspector, Joint Inspection 
Unit, Geneva 

United Nations Conference on Trade and 
Development 

Mr R. URANGA, United Nations Focal Point 
on Tobacco or Health 

Mr A. WHITLEY, Chief, Office of the 
Secretary-General 

United Nations Development Programme 

Mr E. BONEY, Senior Adviser, UNDP 
European Office, Geneva 

United Nations Environment Programme 

Mr J. B. WILLIS, Director, UNEP Chemicals, 
Geneva 

Mr S. MILAD, UNEP Chemicals, Geneva 

United Nations Population Fund 

Mr A. L. MACDONALD, Director, UNFPA 
Office in Geneva 

Ms N. CONFALONE, Junior Professional 
Officer, UNFPA Office in Geneva 

Ms N. L. GOLDIE, Administrative Assistant, 
UNFP A Office in Geneva 

Dr D. PIEROTTI, Principal Officer, Crisis 
Relief, Geneva 

Ms C. MORAL, Junior Professional Officer, 
Crisis Relief, Geneva 

United Nations Relief and Works Agency 
for Palestine Refugees in the Near East 

Dr F. MOUSA, Director of Health 

Office of the United Nations High 
Commissioner for Refugees 

Dr M. DUALEH, Senior Public Health Officer 
Dr S. MALE, Senior Epidemiologist 
Ms K. BURNS, Senior Reproductive Health 

Officer 
Mr P. MATEU, Senior Inter-Organization 

Officer 

UN AIDS 

Dr P. PlOT, Executive Director 
MrJ. SHERRY 
Ms S. G. COW AL 
MrB. FERY 
Ms A.-M. COLL-SECK 
Ms R. CHAHIL-GRAF 
Ms C. ST ANILAND 
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SPECIALIZED AGENCIES 

International Labour Organization 

Mme K. NIIMI, Service de 1' Administration du 
personnel 

Mme MIN-WHEE KANG, Bureau des 
relations avec les Organisations 
intemationales 

M.D. O'MALLEY, Bureau des relations avec 
les Organisations intemationales 

Food and Agriculture Organization of the 
United Nations 

Mr T. N. MASUKU, Director, FAO Liaison 
Office, Geneva 

United Nations Educational, Scientific and 
Cultural Organization 

Mme A. CASSAM, Directeur, Bureau de 
liaison de l'UNESCO, Geneve 

World Bank 

Mr J. C. LOVELACE, Acting Director, Health, 
Nutrition and Population, Human 
Development Network 

World Meteorological Organization 

Mr T. SUTHERLAND, Office of the 
Secretary-General 

World Intellectual Property Organization 

Mrs N. HAIDAR, Director Counsellor, Office 
of Strategic Planning and Policy 
Development 

United Nations Industrial Development 
Organization 

Ms E. MERZ, Liaison Officer, UNIDO Office, 
Geneva 

International Atomic Energy Agency 

Ms M. S. OPELZ, Head, IAEA Office, Geneva 
Ms A. B. WEBSTER, IAEA Office, Geneva 

REPRESENTATIVES OF OTHER INTERGOVERNMENTAL 
ORGANIZATIONS 

League of Arab States 

M. S. ALF ARAGI, Ambassadeur, Observateur 
permanent, Delegation permanente de Ia 
Ligue des Etats Arabes aupres de l'Office 
des Nations Unies a Geneve 

M. S. SEF AL Y AZAL, Troisieme Secretaire, 
Delegation permanente de Ia Ligue des Etats 
Arabes aupres de l'Office des Nations Unies 
a Geneve 

Dr 0. El HAJJE, Delegation permanente de Ia 
Ligue des Etats Arabes aupres de l'Office 
des Nations Unies a Geneve 

M. S. AEID, Delegation permanente de Ia 
Ligue des Etats Arabes aupres de l'Office 
des Nations Unies a Geneve 

Commonwealth Secretariat 

Dr Q. Q. DLAMINI, Special Adviser, Head, 
Health Department 

European Commission 

Dr W. HUNTER, Director, Directorate General 
for Social Affairs (DGV), Luxembourg 

Mr R. KAMPF, First Secretary, Permanent 
Delegation of the European Commission at 
Geneva 

Mr C. DUFOUR, Permanent Delegation of the 
European Commission at Geneva 
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International Organization for Migration 

Dr B. GUSHULAK, Director, Medical 
Services 

Mr P. SCHA TZER, Director, External 
Relations and Information 

Organi!!;ation of the Islamic Conference 

Mr N. S. T ARZI, Ambassador, Permanent 
Observer, Permanent Delegation, Geneva 

Mr J. OLIA, Deputy Permanent Observer, 
Permanent Delegation, Geneva 

REPRESENTATIVES OF NONGOVERNMENTAL ORGANIZATIONS 
IN OFFICIAL RELATIONS WITH WHO 

African Medical and Research Foundation 
International 

DrV. NANTULYA 

Commonwealth Association for Mental 
Handicap and Developmental Disabilities 

Dr V. R. PANDURANGI 
Dr G. SUPRAMANIAM 

Council for International Organizations of 
Medical Sciences 

Dr Z. BANKOWSKI 
Professor J. H. BRYANT 
Dr J. GALLAGHER 
Mr S. S. FLUSS 

Council on Health Research for 
Development 

DrY.NUYENS 

FDI World Dental Federation 

Dr K. TSURUMAKI 

Federation for International Cooperation of 
Health Services and Systems Research 
Centers 

Dr BUI DANG HA DOAN 
Dr D. LEVY 

Global Crop Protection Federation 

Mr K. WETTSTEIN 

Inclusion International 

DrW. EIGNER 
Ms N. BREITENBACH 

Industry Council for Development 

Dr D. JONAS 

Inter-African Committee on Traditional 
Practices affecting the Health of Women 
and Children 

Mrs B. RAS-WORK 
Mrs R. BONNER 

Inter-American Association of Sanitary and 
Environmental Engineering 

Mr 0. SPERANDIO 

Inter-Parliamentary Union 

Mr S. TCHELNOKOV 

International Alliance of Women 

Mrs M. PAL 

International Association for Adolescent 
Health 

DrU. BUHLMANN 

International Association for Maternal and 
Neonatal Health 

Professor A. CAMPANA 
Mr H. WAGENER 
Dr J. KASONDE 
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International Association for the Scientific 
Study of Intellectual Disabilities 

MrS. KEALY 

International Association of Lions Clubs 
(Lions Club International) 

DrM. FABIO 

International Catholic Committee of Nurses 
and Medico-social Assistants 

Ms J. BARTLEY 

International College of Surgeons 

Professor P. HAHNLOSER 

International Confederation of Midwives 

Ms P. TEN HOOPE-BENDER 
Mrs R. BRAUEN 

International Consultation on Urological 
Diseases 

Mr A. J. TURNBULL 

International Council for Control of Iodine 
Deficiency Disorders 

Dr F. DELANGE 

International Council for Standardization in 
Haematology 

Dr G. J. STOTT 

International Council of Nurses 

Dr J. A. OULTON 
Dr T. GHEBREHIWET 
DrM. SALMON 
MsM. FISHER 
MsJ. SANTO 

International Council of Women 

Mrs P. HERZOG 

International Council on Alcohol and 
Addictions 

DrS. FLACHE 

International Council on Social Welfare 

Mrs M. GREUTER 

International Cystic Fibrosis 
(Mucoviscidosis) Association 

Ms L. HEIDET 

International Epidemiological 
Association 

Dr R. SARACCI 

International Federation of Business and 
Professional Women 

Ms G. GONZENBACH 

International Federation of Gynecology 
and Obstetrics 

Dr J. KASONDE 

World Federation of Hydrotherapy and 
Climatotherapy 

M. N. A. STOROJENKO 
M. V. P. LOGINOV 
M. Y. I. PETRUKHOV 

International Federation of Oto-rhino
laryngological Societies 

Dr P. W. ALBERTI 

International Federation of Pharmaceutical 
Manufacturers Associations 

Dr H. E. BALE 
Dr 0. MORIN CARPENTIER 
Mr J.-F. GAULIS 
Mr C. YOSHIDA 
Mrs M. T. DEEB 
Dr P. CARLEVARO 
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International Federation of Surgical 
Colleges 

MrS. W. A. GUNN 
Professor M. MASELLIS 

International League of Dermatological 
Societies 

Professor J.-H. SAURAT 

International Medical Informatics 
Association 

Dr V. GRIESSER 

International Occupational Hygiene 
Association 

Mr K. LEICHNITZ 

International Organization for 
Standardization 

MrT. J. HANCOX 

International Organization of Consumers 
Unions (Consumers International) 

Mr B. VAN DER HEIDE 
Ms A. LINNECAR 
MsN. J. PECK 
Ms P. RUNDALL 
MsE. STERN 
Ms M. MORSINK 

International Pharmaceutical Federation 

Mr P. KIELGAST 
MrT. HOEK 
MrK. MOODY 
Mr G. SOUSA PINTO 

International Planned Parenthood 
Federation 

DrC.HUEZO 

International Society for Preventive 
Oncology 

Dr L. SANTI 
Dr H. E. NIEBURGS 

International Society of Surgery 

Professor S. W. A. GUNN 

International Special Dietary Foods 
Industries 

MsJ. KEITH 
Mr D. SPIEGEL 
Mr P. BORASIO 
Mr M. DE SKOWRONSKI 
Dr A. BRONNER 
MrS. TASHER 
MrG. FOOKES 
Mr N. CHRISTIANSEN 
MrK. DEJONG 
Dr D. SEGAL 
Dr B. DE BUZONNIERE 
Ms H. MOUCHL Y-WEISS 
Ms K. BOLOGNESE 

International Union against Cancer 

Mr A. J. TURNBULL 
MrR. ISRAEL 

International Union against Sexually 
Transmitted Infections 

DrG.M.ANTAL 

International Union for Health Promotion 
and Education 

DrS. HAGARD 

International Union of Family 
Organizations 

Dr D. N. WEBER KUSZIRA 

La Leche League International 

Mrs G. LA VIOLLE 

Medical Women's International Association 

Dr V. JORGENSEN 
Dr W. DIEKHAUS 
Dr C. BRETSCHER-DUTOIT 
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Medicos Mundi Internationalis 
(International Organization for Cooperation 
in Health Care) 

Mr M. A. ARGAL 
DrY. EIDENBENZ 
DrS. RYPKEMA 
Dr F. WIDMER 

Network of Community-oriented 
Educational Institutions for Health Sciences 

DrP. KEKKI 

Rotary International 

Dr R. R. BARTH 

Soroptimist International 

Mrs I. S. NORDBACK 

World Association for Psychosocial 
Rehabilitation 

DrS. FLACHE 

World Association of Girl Guides and Girl 
Scouts 

Mrs L. SCHURCH 

World Association of Societies of Pathology 
(Anatomic and Clinical) 

Dr W. B. ZEILER 

World Confederation for Physical Therapy 

Ms B. J. MYERS 

World Federation for Medical Education 

MrH. KARLE 

World Federation for Mental Health 

DrS. FLACHE 

World Federation of Chiropractic 

Mr D. CHAPMAN-SMITH 

World Federation of Neurology 

Dr J. BOGOUSSLAVSKY 

World Federation of Occupational 
Therapists 

Miss C. HUME 
Ms P. SCHARPF 

World Federation of Public Health 
Associations 

Ms J. A. GUNBY 

World Federation of United Nations 
Associations 

Dr R. MASIRONI 
Dr L. CIAFFEI 
DrJ. STEINHART 
MrM.WEYDERT 
Dr M. VIOLAKI PARASKEV A 

World Hypertension League 

Dr T. STRASSER 

World Medical Association 

DrD.HUMAN 

World Psychiatric Association 

ProfessorN. SARTORIUS 

World Self-Medication Industry 

Dr J. A. REINSTEIN 

World Veterinary Association 

Dr A. T. RANTSIOS 

World Vision International 

Dr E. RAM 
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COMMITTEES AND WORKING GROUPS1 

1. Programme Development Committee 

Dr J.K.M. Mulwa (Botswana), Dr J.M. Kariburyo (Burundi, Vice-Chairman of the Board, member 
ex officio), Mrs M.F. Jean (Canada), Dr E. Nakamura (Japan), Dr G.M. van Etten (Netherlands), 
Dr A.J.M. Sulaiman (Oman), Mr N.S. de Silva (Sri Lanka) 

Fifth meeting, 20-22 January 1999: Dr A.J.M. Sulaiman (Oman, Chairman), Dr J.M. Mulwa 
(Botswana), Dr J.M. Kariburyo (Burundi, Vice-Chairman of the Board, member ex officio), 
Dr J. Lariviere (Canada, alternate to Mrs M.F. Jean), Dr E. Nakamura (Japan), Dr G.M. van Etten 
(Netherlands), Dr V. Jeganathan (Sri Lanka, alternate to Mr N.S. de Silva) 

2. Administration, Budget and Finance Committee 

Professor M.R. Khan (Bangladesh), Dr A. Sanou Ira (Burkina Faso ), Mr Liu Peilong (China), 
Mr C. Solomis (Cyprus), Mr H. VoigtHinder (Germany), Dr K.A. Al-Jaber (Qatar, Vice-Chairman of 
the Board, member ex officio), Dr J.I. Bouffard (United States of America) 

Tenth meeting, 20-22 January 1999: Dr H. VoigtHinder (Germany, Chairman), Professor M.R. Khan 
(Bangladesh), Dr A. Sanou Ira (Burkina Faso), Dr Qi Qingdong (China, alternate to Mr Liu Peilong), 
Mr P. Kestoras (Cyprus, alternate to Mr C. Solomis), Dr K.A. Al-Jaber (Qatar, Vice-Chairman of the 
Board, member ex officio), Dr J.I. Bouffard (United States of America) 

3. Standing Committee on Nongovernmental Organizations 

Dr P. Dossou-Togbe (Benin), Dr J.K.M. Mulwa (Botswana), Dr J. Jimenez de Ia Jara (Chile), 
Mr C. Solomis (Cyprus), Dr G.M. van Etten (Netherlands) 

Meeting of26 January 1999: Dr G.M. van Etten (Netherlands, Chairman), Dr P. Dossou-Togbe 
(Benin), Dr J.K.M. Mulwa (Botswana), Dr J. Jimenez de Ia Jara (Chile), Dr C. Komodikis (Cyprus, 
alternate to Mr C. Solomis) 

4. WHO/UNICEF/UNFPA Coordinating Committee on Health 

WHO members: Dr P. Dossou-Togbe (Benin), Dr J. Williams (Cook Islands), Dr A. Meloni (Peru), 
Professor J. Leowski (Poland), Mr N.S. de Silva (Sri Lanka), Dr M. Fikri (United Arab Emirates) 

1 Showing their current membership and listing the names of those who attended meetings held since the previous 
session of the Board. 
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Meeting of 3-4 July 1998: Dr P. Dossou-Togbe (Benin), Dr R. Daniel (Cook Islands, alternate to 
Dr J. Williams), Dr A. Meloni (Peru), Professor J. Leowski (Poland), Mr N.S. de Silva (Sri Lanka), 
Dr M. Fikri (United Arab Emirates) 

5. Darling Foundation Committee 

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

Meeting of 28 January 1999: Dr K.A. Al-Jaber (Qatar, Chairman), Professor R. Biritwum 
(representative ofthe Chairman of the WHO Expert Committee on Malaria), Dr J.M. Kariburyo 
(Burundi), Dr A. Meloni (Peru) 

6. Leon Bernard Foundation Committee 

The Chairman and Vice-Chairmen ofthe Board, ex officio, and Professor J. Menard (France) 

Meeting of27 January 1999: Dr K.A. Al-Jaber (Qatar, Chairman), Dr J.M. Kariburyo (Burundi), 
Professor J.-F. Girard (France, alternate to Professor J. Menard), Dr A. Meloni (Peru) 

7. lhsan Dogramaci Family Health Foundation Committee 

The Chairman and Vice-Chairmen of the Board, ex officio, a representative of the International 
Pediatric Association, the President ofBilkent University, Ankara, and a representative of the 
International Centre for Childhood and the Family, Paris 

Meeting of28 January 1999: Dr K. Caiman (United Kingdom of Great Britain and Northern Ireland, 
Chairman), Dr J.M. Kariburyo (Burundi), Dr A. Meloni (Peru), Dr K.A. Al-Jaber (Qatar), 
Professor G. Arneil (representative of the International Pediatric Association), Professor I. Dogramaci 
(President ofBilkent University), Dr 0. Brasseur (representative of the International Centre for 
Childhood and the Family) 

8. Sasakawa Health Prize Selection Panel 

The Chairman of the Board, ex officio, a representative of the founder, and Dr E. Nakamura (Japan) 

Meeting of27 January 1999: Dr K. Caiman (United Kingdom of Great Britain and Northern Ireland, 
Chairman), Professor K. Kiikuni (representative of the founder), Dr E. Nakamura (Japan) 

9. United Arab Emirates Health Foundation Committee 

The Chairman of the Board, ex officio, a representative of the founder, and Dr A.J.M. Sulaiman (Oman) 

Meeting of 27 January 1999: Dr K.A. Al-Jaber (Qatar, Chairman), Mr Abdul Hamid AI Hamud 
(representative ofthe founder), Dr J.M. Kariburyo (Burundi), Dr A.J.M. Sulaiman (Oman), 
Dr A. Meloni (Peru) 



SUMMARY RECORDS 

FIRST MEETING 

Monday, 25 January 1999, at 9:30 

Chairman: Dr K. CALMAN (United Kingdom of Great Britain and Northern Ireland) 

1. OPENING OF THE SESSION AND ADOPTION OF THE AGENDA: Item 1 of the 
Provisional Agenda (Documents EB 103/1 and EB 103/1 Add.1) 

The CHAIRMAN declared open the 1 03rd session of the Executive Board and welcomed all 
participants. 

Drawing attention to the provisional agenda, Dr VAN ETTEN (Netherlands), requested the inclusion 
of a supplementary item on reform of the Health Assembly, to permit the Board to discuss how best to 
ensure a meaningful and interactive policy debate during the plenary sessions of the Health Assembly. 

It was so decided. 

Professor KHAN (Bangladesh) said that it would be useful for the Board to hear presentations on 
each of the new clusters. Stressing the importance of sustainable development and healthy environments, 
he drew attention to the problem of arsenic contamination in drinking-water in Bangladesh and suggested 
that a report on the subject should be presented to the Board. 

Dr STARODUBOV (Russian Federation) wanted to be sure that the Board would have the 
opportunity to consider the follow-up to resolutions WHA51.18 on noncommunicable disease prevention 
and control, and WHA51.1 0 on ethical, scientific and social implications of cloning in human health. 

The CHAIRMAN suggested that the subjects mentioned by the two previous speakers should be 
taken up under the discussion of the proposed budget for the financial period 2000-2001 (item 5). 
Furthermore, in addition to the topics listed under item 8, Matters for information, it was proposed that an 
oral report on cloning in human health should be presented. 

It was so decided. 

The agenda, as amended, was adopted.1 

1 See page ix. 
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2. PROGRAMME OF WORK 

The CHAIRMAN, announcing the dates and times of meetings, said that the opening and closing 
times for meetings would be strictly observed. 

3. REPRESENTATIVES OF THE EXECUTIVE BOARD AT THE FIFTY-SECOND WORLD 
HEALTH ASSEMBLY 

The CHAIRMAN said that the Board would have to appoint another representative to the Fifty
second World Health Assembly to replace Mr H. Voigtlander (Germany) who was unable to take on that 
function. He proposed Mr Liu Peilong (China). 

Decision: The Executive Board appointed Mr Liu Peilong (China) as a representative of the Board 
at the Fifty-second World Health Assembly in addition to its Chairman, Dr K. Caiman (United 
Kingdom of Great Britain and Northern Ireland), ex officio, Dr A. Sanou Ira (Burkina Faso) and 
Dr K.A. Al-Jaber (Qatar), already appointed at its 1 02nd session. 1 

4. THE WAY AHEAD FOR WHO: Item 2 of the Agenda (Document EB 1 03/2) 

The DIRECTOR-GENERAL, welcoming the opportunity to address the Board for the first time since 
taking up her appointment, said that, in outlining the way ahead for WHO, she would touch upon the global 
development agenda, WHO's contribution to that agenda and progress in restructuring the Organization. 
She looked forward to the Board's contributions to the task of shaping future WHO policies and strategies. 
Clearly, WHO's perspective could not be limited to health in a narrow sense, but required a much broader 
understanding of societal issues. Despite the achievements of the twentieth century, including 
technological progress and greater life expectancy, many unresolved problems with serious consequences 
for health would be carried over into the next millennium, such as the growing disparity between rich and 
poor, the continuing vulnerability of women, climate changes, more internal armed conflicts, emerging and 
re-emerging diseases and dwindling support for development. For 20 years, WHO had based its global 
health strategy on the principle of equity and health for all, yet one-fifth of the world's population still had 
no access to modern health services. The only way to deal with such problems was through a survival 
strategy for the whole of humanity. The technology, knowledge and resources were available to achieve 
it; what was now required was greater political will and a concerted effort by the international community 
and civil society to consolidate the results of recent international conferences on social and development 
matters. 

She pledged her commitment to place health at the core of the international development agenda, 
stressing that WHO had a vital contribution to make. While there was now greater awareness of the 
importance of health for development, the attention of decision-makers and the private sector must also be 
called to the fact that sound investments in health were one of the most cost-effective ways of promoting 
development. Experience showed that the acceptance of such arguments had represented a watershed in 
other sectors, including the environment. 

A corporate strategy must be clearly defined in order to establish a joint understanding of WHO's 
contribution to development. To ensure delivery of that contribution, the reorganization at headquarters 
into nine clusters and 35 departments was designed to streamline efforts and pull together the various 
strands of the Organization into a single cohesive entity. 

1 Decision EB103(1). 
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Work on the development of a corporate strategy was in progress and it was hoped to submit a 
proposal in that regard to the Fifty-second World Health Assembly. Attention was being focused on four 
interrelated strategic themes. The first was more effective work for, in and with countries. Interaction with 
countries should not be viewed as the sole responsibility of WHO Representatives or country offices, but 
as the collective responsibility of regional offices, headquarters and collaborating centres. Examples of 
working for countries included the establishment of standards and systems relating to diseases and their 
treatment, advocacy and the dissemination of knowledge on aspects of health. In order to regain its pre
eminent role, WHO must be able to understand sectoral needs, provide high-quality advice, set relevant 
standards, negotiate between Member States and external agencies and raise resources. In February, for 
the very first time, a meeting would be held between all WHO Representatives and liaison officers, the 
Vice-Chairmen of the Executive Board and the Regional Directors to discuss how to improve work with 
Member States. The ultimate aim was to develop a single WHO country programme for each country, 
making the most effective use of resources. 

The second strategic theme was the delivery of better health outcomes, in particular by closing the 
gap between rich and poor. Special attention would be given to: reducing the suffering caused by 
communicable diseases, such as malaria through the Roll Back Malaria project; improving capacities to 
combat the rise in incidence of noncommunicable diseases; enhancing delivery of high-quality health care 
for children, adolescents and women; re-emphasizing the importance of immunization and the role of 
WHO in the global alliance for that purpose; intensifying attention to problems related to malnutrition, 
mental health and access to drugs; improving preparedness for emergencies and humanitarian crises; and 
increasing responses to environmental threats to health. The agenda would, of course, be subject to change 
as and when new needs arose. 

Turning to the third strategic theme, relating to the ability of WHO to support more effective health 
sectors, she emphasized that a well-run health sector reduced inequity of access, focused on quality of 
health outcomes, used scarce funds as effectively and efficiently as possible and allowed people a voice in 
setting priorities and in holding providers accountable for their performance. The health sector could not 
therefore function without strong links to other parts of government, the private sector and civil society. 
The project entitled Partnerships for Health Sector Development should ensure better support in that regard. 
While WHO had always been strong in responding to specific requests through highly qualified experts, 
it was less good at helping senior decision-makers to deal with the larger picture. Yet policy-makers did 
not have the luxury of focusing on single issues. WHO needed to help its constituents to deal with such 
complex issues as keeping nurses and doctors in the public sector by increasing salaries without 
undermining public spending targets, and raising additional funds for health in a situation in which most 
people had no formal job and user fees would deter the most needy. Universal access to good-quality care 
remained the bedrock principle, a right which could be guaranteed only by governments. WHO must 
develop a critical mass of staff who could think and act effectively in terms ofthe health sector as a whole, 
so that the expertise of WHO was brought to bear on the problems facing Member States in ways that were 
more consistent with their needs. As a result, WHO's position on health sector development should feature 
with increasing prominence in the policy statements of governments and in the policies and practices of 
the Organization's international partners. 

The final strategic theme focused on forging more influential partnerships. WHO needed to move 
from its traditional approach, which too often favoured its own small-scale projects, towards strategic 
alliances in which WHO influenced both the thinking and spending of other international actors. Although 
WHO was the lead organization in health, the development agenda was too broad and complex for any 
single agency. WHO was therefore strengthening its links with partners such as UNAIDS, the World Bank, 
the International Monetary Fund, WTO, OAU, the European Union and the regional development banks. 
Progress was also being made in building partnerships with nongovernmental organizations and the private 
sector, for example through the organization of round-table discussions on topics such as access to drugs 
and nutrition. In its work with Member States, including the main providers of development assistance, 
WHO should assist in promoting a shared understanding of how health strategies contributed to the global 
development agenda. 
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Changes made during her first 100 days at WHO had produced a flatter structure, greater 
transparency through more open decision-making in Cabinet, determined moves towards gender parity, the 
initiation of a process of staff rotation and mobility and a new dialogue with staff. The number of senior 
positions would be reduced, and further progress would be made in lowering administrative costs. In that 
connection, slie paid tribute to the staff of WHO, who had responded impressively to the burden placed 
upon them. Activities and practices were being reviewed in such areas as WHO's research strategy, for 
which a consolidated research policy agenda had been adopted. The challenge of the initial phase of WHO 
renewal was to focus efforts where they gave the greatest return in terms of health gains. As there was no 
room in the regular budget for the critical tasks needed to foster rapid change, a renewal fund had been 
created for that purpose. Member States had so far pledged nearly US$ 7 million of the US$ 10 million 
target, to be spent over three years. She thanked all the contributors: Belgium, Canada, China, Croatia, 
Denmark, Finland, Japan, Netherlands, Norway, Sweden, Switzerland, Tunisia and the United Kingdom 
of Great Britain and Northern Ireland, and invited other countries to lend their support. 

She concluded by referring to the proposed budget for 2000-2001, to be considered under agenda 
item 5. The question of zero real growth would once again come under the spotlight. The WHO budget 
had declined by 20% in real terms over the past 10 years. It was difficult to see how WHO could fulfil its 
mandate and do the work expected of the Organization if it was at the same time implicitly being requested 
to downsize. The difference between zero real growth and zero nominal growth would amount to more 
than US$ 30 million. She hoped that Member States shared her view that ambitions for world health 
should not be reduced. WHO would continue to improve its efficiency but, if it was to make a lasting 
difference to the health of billions of people, its activities could not be scaled down. 

Dr JIMENEZ DE LA JARA (Chile) commended the Director-General for placing WHO plans within 
the context of global development. Her past experience would be extremely valuable in responding to the 
high expectations of the peoples of the world for the achievement of better health and welfare. 

Professor KHAN (Bangladesh) welcomed the emphasis on the health of children and mothers. 
Support from all quarters was required to ensure improvements, and he called upon the Board to pay greater 
attention to those vulnerable groups. 

Dr RAFEEQ (Trinidad and Tobago) commended the attention being paid to mental health. He 
recalled that spectacular successes had been achieved by some of the smaller countries in the Region of the 
Americas, in such fields as the elimination of measles and the reduction in yellow fever and other diseases, 
some of which had been a direct result of the inputs of WHO and PAHO. While supporting the 
reorganization of WHO, he warned against any dilution ofthe influence and role ofPAHO in the Region. 

The Director-General had struck an important chord when focusing on the contribution made by 
good health to economic development. Governments and politicians all too often regarded health merely 
as a sector that consumed the financing needed in other areas. WHO support was required to broaden that 
vtew. 

Finally, he referred to the issue of retaining health professionals in the public sector. Developing 
countries frequently experienced difficulties in retaining the health professionals whom they had trained 
when faced with the aggressive recruitment policies of developed countries which could offer better 
remuneration. Their loss was having a serious impact on the delivery of health services in the developing 
world. 

Dr NAKAMURA (Japan) commended the current reforms of the Organization and welcomed the 
attention being given to major challenges such as malaria. The Roll Back Malaria project was in line with 
the global parasitic diseases control initiative proposed by the Japanese Prime Minister. The task now was 
to realize concrete results and outcomes, a process that would test the true merit of the Director-General 
and her team. 

Turning to the proposed budget for 2000-2001, he said that Japan could not support a policy of zero 
real growth and firmly advocated the maintenance of zero nominal growth. Many countries, especially in 
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Asia, were suffering from the worst economic crisis in their history and were trying to minimize their 
expenditure as far as possible. The maximum effort should therefore be made to contain that of WHO. 

Dr SANOU IRA (Burkina Faso), commending the Director-General on her vision for health sector 
development, asked who would be responsible for defining global development objectives and the 
contribution of WHO and the health sector to those objectives. 

Professor LEOWSKI (Poland) welcomed the Director-General's many new ideas and approaches, 
in particular the emphasis on universalism in regard to the attainment of health and development goals. 
Current economic adjustments in response to the financial crisis would need to take into account the effects 
ofthe shift towards neoliberalism and the introduction ofthe private market. Moreover, it was important 
to realize the effect on the development agenda of rising life expectancy and the increase in the proportion 
of the elderly. Those trends were affecting the demands made on hospitals and also on technology. The 
problem of access to health care was not simply a geographical problem nor a matter of access to networks 
of institutions; it also had cultural, qualitative and financial dimensions. 

Dr CASTELLANOS (Honduras) expressed satisfaction at the recognition that poverty was a major 
contributory factor to ill-health and would be a basis for the development of future policy. In Honduras, 
communicable diseases were a major problem and one that was exacerbated by natural disasters, which 
were becoming more frequent. In the recent hurricane, 70% of the country's production had been 
destroyed, along with much of the health infrastructure. New strategies were needed to combat emerging 
and re-emerging diseases such as dengue haemorrhagic fever, which had not reached epidemic proportions 
in Central America until 1995, leptospirosis and drug-resistant tuberculosis. Epidemiological surveillance 
must be strengthened, with better capacity for local response and laboratories for early diagnosis, so that 
strategies for control could be introduced before there was a fully developed problem. While Honduras 
had achieved considerable success in eradicating poliomyelitis and controlling measles, further emphasis 
should be given to immunization programmes. Improvements were also needed in epidemiological, basic 
and clinical research, health education and promotion, the technical capabilities of health personnel and 
communications at the regional level. He would be glad to hear comments on those points and to learn how 
the future policy of headquarters would link up with that of the regions. 

Mr VOIGTLANDER (Germany) commended the Director-General on the perspectives and 
programme she had presented. However, it was not clear how closer cooperation with the regions would 
be achieved by streamlined organization. The regions had an important role to play at the intermediate 
level between the global Organization and countries. He welcomed the proposed closer cooperation with 
WTO and with industry, although specific targets for the latter would not be easy to implement. 

Mrs JEAN (Canada) agreed with the strategic direction outlined by the Director-General and that 
it was important to reach out and mobilize all players, at the global, regional and national levels. WHO 
should be more proactive, engaging in dialogue with IMF, WTO, industry, etc., and the Canadian 
Government would work with WHO in helping to defme and translate the vision into action that was based 
on good evidence, sound evaluation and effective management. 

Professor MENARD (France) welcomed the speedy and efficient implementation of changes to the 
Organization since July 1998. The new structure gave greater visibility to the Organization's objectives 
and made for an easier reading of a zero real growth budget. France wished to share with WHO its 
legislative experience in the fight against tobacco since 1991 : it was indeed important to take care with the 
messages and health information printed on cigarette packs, and he therefore supported the proposed 
international framework convention for tobacco control. In regard to malaria control, the Development 
Research Institute and the Pasteur Institutes would certainly contribute to analysis of local situations, 
analysis of transmission and the study of resistance. He supported the emphasis being placed on 
noncommunicable diseases and their impact on lives and economies in the context of ageing populations. 
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Access to food and nutritional quality was another major pub,lic health concern, particularly for the 
prevention of cardiovascular diseases and cancers in the developed countries and to roll back malnutrition 
in the developing countries. The connection between health and poverty should never be forgotten, 
nutrition being a major determinant of health. Finally, he supported the decentralization of activities to 
countries and the search for greater complementarity between all the actors in health and social 
development. 

Dr KOMODIKIS (Cyprus) commended the hard work undertaken in the last six months to move 
WHO ahead. Many valuable strategies to achieve WHO's goals had been presented. She wished to stress 
the importance of health sector reform; reorientation of health policies was needed in most countries, with 
restructuring of health services to meet the changing needs of their populations. For this, the support of 
WHO and more experienced countries was needed. 

Mr LIU Peilong (China) joined earlier speakers in expressing appreciation for the important reforms 
carried out at WHO in the past six months. The view that health should be seen in the broader context of 
the social development agenda and that rational investment in health was the most cost-effective means of 
achieving global development objectives was an important message, which should be widely disseminated 
by WHO through all possible channels and opportunities. He agreed that WHO could concentrate its forces 
on contributions in those areas where it could effect most extensive change. He expressed support for the 
four strategic themes, welcoming proposals to improve strategies for cooperation with Member States, to 
increase support for health sector reform in the face of changing economic policies and to encourage 
governments to examine their role in that process. He would welcome further information on the 
Partnership for Health Sector Development project, which had the potential to make a useful contribution 
in that area. 

Dr VAN ETTEN (Netherlands) welcomed the increased emphasis on WHO's work at country level. 
He recalled that in decision EB 1 02( 1) the Executive Board had requested the preparation of a report for 
discussion at its 1 05th session on the progress made on the question of WHO country offices. He suggested 
that the matter should be considered in the broader context of WHO country presence in general. 

Dr HEMBE (Angola) joined previous speakers in commending the Director-General on the good 
work done. Changes were not easy to accept, but if they led to better health in the world, they would have 
the support of the regions and countries. As the Director-General had noted, military conflicts, especially 
in Africa, were affecting health sectors and living conditions and undermining at country level the efforts 
of WHO at headquarters and in the regions. Any help WHO could give in efforts to end such conflicts 
would pave the way for attainment of the Organization's ultimate goal of health for all. 

Dr ALVIK (Norway) congratulated the Director-General on her statement. Since Norway, like a 
number of other countries, had been concerned by the tendency of health sector development to proceed 
by way of vertical structures, she welcomed the new approach and the Cabinet projects and was eager to 
learn how they would be reflected at country level. In the past, efforts to combat disease had not been 
sufficiently linked to development and reform of the health sector, areas in which WHO needed to be a 
significant and respected player, both in terms of consolidating the knowledge base and as a source of 
relevant advice to countries. She concurred with Dr Rafeeq that the brain drain from developing to 
developed countries called for serious reflection and that WHO could usefully contribute to solving the 
problem. 

Experience in Norway had shown that government and local democratic authorities had an important 
part to play in health sector development. Whatever the role of the private sector, market mechanisms 
could not be allowed totally free play in the health field, since, for instance, need and demand were not 
always the same. It was therefore important that the framework for health sector development be 
determined by government and that local authorities had a significant share in that development. 
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Dr BOUFFORD (United States of America) congratulated the Director-General on her statement and 
on the enormous conceptual and organizational progress made in the space of six short months. Of the four 
points raised by the Director-General, she welcomed firstly, her comprehensive vision for the Organization, 
focusing not only on health and health care but on such determinants of health as poverty, education and 
women's development. WHO's important task of advocating the central importance of health in 
development included educating politicians and finance ministers in many countries, and in multilateral 
and bilateral organizations. In that regard, it was important to build on some of WHO's past successes with 
health for all, including healthy schools, healthy workplaces and healthy cities. Those terms had now 
entered common parlance, and WHO ought to continue to use them in order to sustain its ability to 
communicate with those outside the health sector. 

Secondly, she warmly welcomed the broader interpretation of working "for, in and with countries". 
In the past, tension had sometimes arisen between country and regional strategies and the Organization's 
normative functions. WHO would be strengthened if all those activities were seen as serving countries. 

Thirdly, she joined previous speakers in welcoming the new emphasis on "one WHO", with global 
priorities and policies, and one budget with a flexible structure and ways of tackling problems linked to the 
effective integration of regional and country leadership. 

Fourthly, she welcomed the strong emphasis on partnerships with international regulatory bodies, 
the private sector and international financial organizations. In addition, she urged WHO to maintain a core 
of technical expertise within the Organization and to develop a repertoire of effective strategies for 
convening global experts in order to bring the best minds to work on what was clearly a very ambitious 
agenda directed to some very complex problems. 

Dr DALALOY (Lao People's Democratic Republic), congratulating the Director-General on her 
statement, said that the policies and strategies set out in it were consistent with the needs of countries, 
including the most disadvantaged. The acute and complex problems facing countries at a time of 
globalization were considered fully in the context of the natural disasters and the economic and other crises 
affecting every region. The objectives set out were worthy ones, and due account had been taken of the 
difficulties and challenges. The political will which permeated the statement was the basis for the changes 
she proposed to make or had already made. The methods she proposed to adopt were realistic. Although 
the difficulties were immense, the Lao People's Democratic Republic, as one of the world's least developed 
countries, would work closely with the Organization along those lines, for and in its country. 

Dr SULAIMAN (Oman) commended the Director-General on the global vision and strategies she 
had presented with a view to strengthening health and health sector development in all countries. That was 
the very basis of the Organization's work. He asked whether the proposal to reduce the number of 
programmes from 52 to 35 implied an intent to generalize concerns rather than to deal with technical 
aspects in detail. Noting that WHO was a specialized agency responsible for health affairs, he warned 
against the possible detrimental effects of such a policy and urged that the matter be given careful 
consideration from the point of view of both headquarters and the regions. 

Were the same principles to be adopted in the case of decentralization, where the generally agreed 
aim was to assist in implementing programmes and devising relevant projects at the local level? The 
Director-General had also mentioned further restructuring and counterparts at Director level in the 
countries. He would welcome further clarification on that point. 

Dr W ASISTO (Indonesia) thanked the Director-General for her excellent report. He was gratified 
to learn of the improvement in world health over the past three decades but saddened by the increasing 
inequity of health status among and within WHO Member States. 

He reported on the impact of the economic crisis on health services in Indonesia. The Government 
was working hard, with the support of WHO and other multilateral and bilateral donors, to tackle the 
problem, especially as it affected the poorest sectors of society. He suggested that WHO might become 
more active in coordinating international support to countries in times of need. However, although the 
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economic crisis in Indonesia had disrupted ongoing health reforms, it could also be regarded as an 
opportunity to make health services more efficient. 

Observing that many international trade issues relating to health services, such as drugs, 
pharmaceuticals and health technologies, should be resolved through close interagency cooperation, he 
welcomed the Director-General's initiative to maintain regular contact with WTO and other international 
organizations. Commenting that transparency and accountability were the pillars of good governance in 
any organization, he expressed his support for the Director-General's proposal to restructure WHO 
headquarters. 

He emphasized the importance of the ethical aspects of health services and health policy 
development, particularly with reference to fund allocation and research. He shared the concerns expressed 
by the Director-General on budget availability. WHO should make every effort to mobilize international 
resources to strengthen its budget, at the same time as making the Organization efficient. He called on the 
Director-General to give more attention to the development of human resources for health both within 
WHO and in countries. Finally, he sounded a note of caution: while new ways were exciting, old ways 
that had proved sound should still be used. 

Dr STARODUBOV (Russian Federation) welcomed the Director-General's precise and clear outline 
of WHO's future strategy. He agreed that health should be at the centre ofthe international agenda and 
looked forward to hearing how she proposed to implement that difficult task. He endorsed the proposal 
to work more closely with industry, since progress in health sciences had led to more extensive care and 
more sophisticated forms of treatment, which were not always available to the broader sectors of the 
population. WHO should look carefully at that problem. He expressed support for the initiative to ensure 
the effective use ofhealth resources. It was important to identify those areas of public health which gave 
tangible results in the minimum time with the minimum expenditure. 

Dr LIMBASSA (Central African Republic), observing that the proliferation of cheap weapons was 
one of the principal causes of impaired health in some parts of the developing world, asked what specific 
role WHO expected to play within the United Nations system in that regard. Secondly, he inquired what 
action the Director-General proposed to take in response to the problem of AIDS in areas of the world 
where purchasing power was insufficient to provide the currently available treatments. Finally, he asked 
whether the Director-General proposed to address in the near future the question of medical research into 
conditions such as sickle-cell anaemia and iodine deficiencies, the significance of which, in certain parts 
of the world, was not reflected by a corresponding concern in political bodies. 

Dr AL-JABER (Qatar), welcoming the Director-General's emphasis on the continuing importance 
of research on the control of communicable and noncommunicable diseases, expressed the hope that access 
to vaccines could be made as broad as possible so that the previous achievement of eradicating smallpox 
could be followed by the eradication of poliomyelitis. Success in that area would increase WHO's prestige. 
Although there was no doubt room for further improvement as work progressed, he was optimistic that the 
services offered by WHO would be enhanced and he foresaw a bright future. 

The CHAIRMAN, speaking as the representative of the United Kingdom of Great Britain and 
Northern Ireland, welcomed the Director-General's comments and the breadth and inspirational nature of 
her statement. In common with other speakers, he would welcome clarification with respect to the 
Organization's traditional strengths such as standard-setting, research, dissemination of information and 
health for all, and the development of concepts such as healthy schools and healthy workplaces. He would 
also appreciate clarification on how WHO would continue to operate as a single organization within the 
United Nations system. 

The DIRECTOR-GENERAL expressed her appreciation of the many interesting comments and 
supportive remarks made with respect to the broad outline she had provided of the way ahead for WHO. 
She noted in particular Dr Rafeeq's welcome for the greater emphasis proposed for mental health. 
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Furthermore, since the importance of investment in health for development was not always understood, 
health expenditure often being seen as social spending only and its economic benefits underestimated, she 
shared the views of those speakers who had called for WHO and Member States to work together in driving 
the new message home, especially as the knowledge base for facilitating advocacy of that approach to 
political decision-makers, the community of nongovernmental organizations and civil society was steadily 
increasing. Development of human resources in the health field, to which several speakers had referred, 
was a major problem. It was by no means a new one, having been addressed repeatedly by the Board. 
WHO had to find out, by pooling experience from various countries, how to throw more light on the 
problem, overcome the lack of trained personnel and combat the brain drain. 

She agreed with Dr Nakamura that outcomes had to be measured and targets set as an important 
aspect of efficient functioning within an organization. However, it should be borne in mind that zero 
nominal growth was a minus move, while zero real growth was not necessarily a plus. Dr Sanou Ira had 
asked what contribution WHO could make to the definition of global objectives. The Organization had 
to engage in partnership and collaboration with Member States and other United Nations institutions in 
defining broad development goals, applying its knowledge to represent health objectives and guidelines. 
That was part of the initiative to be pursued at the meeting to be held shortly in the Netherlands to review 
the progress made since the International Conference on Population and Development (Cairo, 1994). WHO 
was providing similar input to other major international efforts to pursue the development agenda and set 
realistic objectives. 

Professor Leowski had spoken in favour of the new universalism. The world had undergone 
dramatic changes in the past eight to ten years, with considerable readjustment of thinking as to the role 
of the public and private sectors. The experiences of all should be carefully analysed and the former focus 
on a single approach, whether public or private, rejected. Ultimately, all countries would need a strong 
public sector and an understanding of the interdependence of the public and private sectors and civil 
society. Mr Liu Peilong had mentioned the need for countries in transition to be able to call on a 
counterpart when discussing experiences and determining the best way to combine public and private 
efforts in development of the health sector to provide a high quality of service at the lowest cost. WHO 
could be particularly helpful in gathering experience and promoting informed debate on the subject. 

With regard to tobacco legislation, she welcomed Professor Menard's reference to France's 
willingness to share its experience on that issue with WHO and its support for the work on the framework 
convention for tobacco control, the importance of which she hoped would be endorsed by other countries 
as well. France was also very supportive of WHO's work in such areas as malaria control, nutrition and 
poverty. 

Many Board members had acknowledged the importance of an integrated approach to health sector 
reform and of support to countries in that area. Cost-effective investments in health needed to be identified 
and advocated. Where the transition was being made to a market economy, the best mix of public and 
private financing had to be determined, a field in which WHO was increasingly able to give advice and 
share its knowledge base. It was one of the main aspects of the Evidence and information for policy cluster 
and the Partnerships for Health Sector Development project, as well as of other new initiatives. 

Dr van Etten's comments about country offices, WHO's country presence and ways of working with 
countries had been very apposite. 

In relation to Dr Hembe's understandable reference to military conflict, she emphasized the 
importance of promoting a broad perspective and increased awareness of the adverse effects of conflicts 
and war on overall development, human rights and public health. Any effort on WHO's part to make 
health serve as a bridge for peace in countries in crisis was a valid enterprise. 

Health sector development had been targeted by Dr Alvik as an important area in which countries 
should be able to turn to WHO for advice. Local community involvement was an issue involving 
decentralization, democratization and the effective addressing of real needs, which thus needed to be 
determined. 

She welcomed what Dr Boufford had said about "one WHO", about WHO working for, in and with 
countries and the Organization's provision of a valuable service through its normative functions. Standards 
and guidelines could not be created nor knowledge shared without access to information and knowledge 
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in individual countries. As Dr Dalaloy had said, there was a need not only for broad perspectives in the 
development agenda but also for a down-to-earth approach to issues to ensure that the focus was on targets 
and outcomes. 

In response to Dr Sulaiman's query as to the impact of the transition from 52 programmes to 35 
departments, she observed that since the Organization had many more than 52 technical areas of importance 
and concern, the actual number of administrative subdivisions under which those areas were considered 
was in fact immaterial. Cabinet had felt that a smaller number of departments would facilitate the 
acquisition of knowledge and experience across the board and ensure more efficient use of WHO's 
resources. It was through linkage with the research community, using both information technology and 
collaborative efforts and maximizing the yield of the collaborating centres, that the Organization could 
tackle the issues that needed to be addressed in order to serve countries. 

Dr Wasisto's reference to crisis as an opportunity was a valid one. Although crises could lead to 
much human suffering, experience could also lead to greater insight into their genesis and, in the long term, 
to their prevention. 

WHO had an important role to play in making countries aware of the high returns that, as 
Dr Starodubov had mentioned, could be gained from a combination of public and private sector efforts in 
health and development, in order to encourage them to invest in public health activities that would help to 
reach the poor and the marginalized, change health determinants and improve health indicators in the most 
cost-effective way. 

In response to Dr Limbassa, she noted that the subject of weapons was one of the broader issues to 
which WHO was contributing as part of the international effort. In addition, WHO was more closely 
involved than ever before in the fight against AIDS as leader of the cosponsoring agencies ofUNAIDS, 
and the treatment issue was being addressed in that context. 

Her response to the Chairman's comment was that, although it was by no means considered old
fashioned to set norms and standards and ensure that WHO's core functions were kept well in sight, it was 
essential to keep a broad perspective. WHO should not confine its role to the traditional, disease-oriented 
aspects of standard-setting. It should broaden its scope to cover health and development and ways to 
finance public health services in order to ensure optimum achievement of goals and the sharing of 
knowledge and experience and to enable the Organization to move forward with a convincing mandate for 
positive change in the human condition. 

Dr HEYMANN (Executive Director), responding to the comments of Dr Castellanos and 
Professor Menard, said the clustering concept in the renewed WHO permitted synergies, more cost
effective work within the Organization and improved focusing of its activities. The Special Programme 
for Research and Training in Tropical Diseases had been included in the communicable diseases research 
and development department. In discussions with the cosponsors, it had recently been decided to consider 
expanding the mandate of the Special Programme to cover such diseases as dengue and tuberculosis. That 
would mean that issues relating to vaccines and drugs for tuberculosis and, in addition, to vector control 
for dengue would be addressed more accurately and synergistically within the Programme. 

The tropical diseases control programme and the global tuberculosis programme had been combined 
in the Prevention and control of communicable diseases department, permitting synergies in the fight 
against endemic diseases such as the trypanosomes, intestinal parasites, malaria and tuberculosis, so that 
an integrated approach to control of those diseases could be presented to countries. Integrated guidelines 
for surveillance, prevention and control were being developed within the department, including a special 
approach to vector control. 

In the Surveillance of communicable diseases department, laboratory strengthening was being carried 
out nationally as well as internationally in order to provide the systems necessary to detect infectious 
diseases, whether they occurred naturally or were caused intentionally. The geographical gaps within the 
WHO collaborating centre network would be corrected by the creation of new collaborating centres that 
would complete the networks for the laboratory monitoring of infectious diseases and resistance to 
antimicrobials throughout the world. At the same time, integrated country training was being developed 
for public health laboratories, much as had been done for epidemiology training. Those efforts would lead 
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to stronger national and international networks for the detection and containment of infectious diseases and 
public health phenomena such as antimicrobial resistance. 

The meeting rose at 12:35 . 

.. 



SECOND MEETING 

Monday, 25 January 1999, at 14:30 

Chairman: Dr K. CALMAN (United Kingdom of Great Britain and Northern Ireland) 

THE WAY AHEAD FOR WHO: Item 2 ofthe Agenda (continued) 

Trends and challenges in world health (Document EB103/3) 

Dr FRENK (Executive Director) said that the report contained in document EB103/3 had been 
prepared in consultation with the other clusters. The object of the report was to demonstrate that evidence 
could be a powerful means of anticipating problems and understanding changes, thus helping to identify 
policy options and to develop a vision for the future. Determination of the extent to which goals shared 
by health systems throughout the world had been achieved would allow analysis of the trends that emerged. 
Those goals were improving the health status of populations; reducing health inequalities; enhancing 
responsiveness to legitimate expectations, particularly in regard to respect for the dignity of the human 
person and participation in decision-making; increasing efficiency in the use of available resources; 
protecting individuals, families and communities from the financial consequences of ill-health; and 
enhancing fairness in the financing and delivery of health care. 

Dr MURRAY (Director), referring to the goal of improving health status, said the previous half 
century had been one of spectacular improvement in human survival. In terms of life expectancy at birth, 
there had been major advances in all six WHO regions, notably in the Western Pacific Region during the 
1970s. Intensive focus had been directed to reducing child mortality through packages of cost-effective 
interventions in many countries. For example, the rates in four countries of sub-Saharan Africa: Senegal, 
Uganda, the United Republic of Tanzania and Zimbabwe had all shown a sustained decline. The patterns 
of adult mortality were substantially different, partly because in some regions the vital registration systems 
were incomplete and less accurate. Nevertheless, the figures for women showed a decline in the likelihood 
of dying between the ages of 15 and 60 in all regions between 1950 and 1995. The mortality pattern for 
males was strikingly different: in every region the rates were higher than those for females; the lowest 
rates achieved were in the Western Pacific Region, where a spectacular decline had occurred between 1955 
and 1970. Those achievements contrasted with two major health reversals. The first was the sustained 
increase in mortality rates among men in eastern Europe and countries of the former Soviet Union since 
1965, which ran counter to the trend in all middle- and high-income countries. The second was the impact 
of the HIV I AIDS epidemic in sub-Saharan Africa: three surveys in Zimbabwe showed a tremendous 
increase in mortality rates between 1982 and 1997 among both men and women. Figures from surveillance 
sites in Dar-es-Salaam, Hai and Morogoro, United Republic of Tanzania, likewise showed that deaths from 
AIDS represented a high proportion of all deaths in the age group 25 to 44, particularly among women. 

Health status should also be measured in terms of non-fatal health outcomes, such as morbidity and 
disability. Patterns of healthy life expectancy (disability-adjusted life expectancy) ranged from a low of 
about 42 years for men in the African Region to a high of about 71 years for women in the European 
Region. The figures for women were higher than those for men in all regions. 

In order to define priorities for public health and research and development and to attract the 
attention of the public sector, it was necessary to determine the extent of health problems. An assessment 
of healthy years of life lost or disability-adjusted life years made in 1995 had shown that the leading three 
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causes of premature mortality and disability were still pneumonia, diarrhoea and conditions arising during 
the perinatal period. The next important cause was major depressive episodes, which showed that non-fatal 
conditions could also challenge health systems. Then followed ischaemic heart disease and HIV infection; 
the latter was likely to continue to increase in significance over the next five to 1 0 years. After these came 
stroke, motor vehicle accidents, malaria and tuberculosis. 

Health challenges were not confined to the causes of death listed in the International Statistical 
Classification of Diseases and Related Health Problems: behaviour and exposure could also contribute 
to ill-health. An assessment of 11 major risk factors for premature mortality and disability made in 1995 
had shown that the most important factor was malnutrition, followed by poor water supplies, poor domestic 
hygiene and unsafe sexual practices. Four other risk factors contributed roughly equal shares to the total 
disease burden: alcohol consumption, indoor air pollution, tobacco use and occupational exposure. 
Hypertension and physical inactivity were quantitatively smaller but important risk factors. 

Future trends could be anticipated by making alternative projections of health scenarios, for instance 
by comparing the life expectancy of females in 1995 with those predicted for each of the regions in 2020. 
Substantial improvements were foreseen, and the regional pattern of 1995 was expected to be preserved 
in the year 2020 even though the differences seen in the African and South-East Asia regions might be 
reduced in absolute terms. Life expectancy for males was expected to remain lower than that for females 
in every region, and it would increase less. That widening gap in survival between males and females was 
due largely to tobacco use. 

One projection indicated that if the determinants of certain trends persisted, the ranking of causes 
of premature mortality and disability was likely to change: ischaemic heart disease, depression and road 
traffic accidents could become the three leading causes, although HIV infection and tuberculosis would 
remain important. Four factors were responsible for that change: the first was ageing. While in the period 
1995-2020 the number of children in the world would increase by about 10%, the number of adults aged 
45 and over would increase by 120%, with dramatic implications for health services. The large decrease 
in the population under the age of 45 expected in developed countries would have other implications, 
particularly for social security systems. The second was the HIV I AIDS epidemic, which was seen as likely 
to continue or increase. The third was the effects of tobacco use, which were likely to triple over the same 
period, accounting for 9% ofthe entire burden of premature mortality and disability. The fourth factor was 
the predicted decline in the effects of childhood infectious diseases, such as diarrhoea. 

There were two major caveats to the projections for health. The first was based on the Barker 
hypothesis, linking fetal development with risks for noncommunicable disease in adulthood. Thus, the low 
birth weight typical of poverty combined with exposure to risk factors for chronic diseases in countries that 
had made the transition to middle income could lead to major epidemics of noncommunicable diseases in 
many countries. The second caveat was that the predicted decline in the prevalence of infectious diseases 
might not occur owing to the resistance of important pathogens, such as that which caused malaria, to the 
available drugs, the emergence or re-emergence of pathogens and declining investment in research and 
development for new antimicrobial agents. 

A further goal of health systems in both low- and high-income countries was to reduce inequalities. 
In low- and middle-income countries, regions could be found with high child mortality and burden of 
communicable disease and also a high prevalence of noncommunicable diseases. In high-income countries, 
in spite of equal financial access to health services, inequalities persisted. In one study of more than 2000 
counties in the United States of America, life expectancy ranged from 56 years among males in one county 
to 96 among females in another. That 40-year range was equivalent to the difference between Sierra Leone, 
the country with the lowest life expectancy in the world, and Japan, with the highest. A study of the 
distribution of life expectancy in three countries showed that Japan had the least regional inequality, 
Mexico had intermediate inequality and the United States the most inequality. 

The third goal was to enhance the responsiveness of health systems to the legitimate expectations 
of the population. That was difficult to measure; one approach was to assess how satisfied people were 
with health services, including the notions of accessibility, cost, quantity and quality of care, personal 
relationships with health care providers and the amenities available. However, satisfaction was often 
related to expectations: poorer people might be more satisfied with less adequate care, whereas the wealthy 



30 EXECUTIVE BOARD, 103rd SESSION 

had higher expectations. One indication of public satisfaction witl;l health care systems was the percentage 
of respondents in various countries who said that only minor changes were needed to their health system. 
Another measure was satisfaction at the local level, not with the overall health system, but in comparison 
with other local services, such as public schools and the police force. 

The fourth goal of health systems was efficiency: the best use of available resources in terms of both 
choice of intervention and delivery. The efficiency of health systems varied widely. The global pattern 
of health care expenditure in 1994 (the latest year for which figures were available) showed that about 
US$ 2.3 million million had been spent on health: US$ 2 million million in developed countries and 
US$ 250 000 million in developing countries. The total represented about 9% of the world's gross 
domestic product; 8% of the entire global economy was spent on health in developed countries and 1% 
in the developing world, whereas 93% of the global burden of disease was found in low- and middle
income countries and 7% in developed countries. Countries tended to spend more on health care as their 
wealth increased. While many low-income countries spent 1%-7% of their gross domestic product on 
health, the United States spent around 15% and a group of countries in Europe spent about 8%. With the 
increase in amount as countries became richer, the payer changed too, from private pocket to public purse. 
In advanced welfare states, the private contribution decreased from about 50% to less than 30%. 

Health resources had to be related to health outcomes. Figures were not available for disability or 
morbidity, but those for mortality were still very informative. A comparison of life expectancy in relation 
to per capita income in 1965 and 1995 showed that many countries were richer in 1995 and therefore 
healthier; however, the relationship between life expectancy and per capita income had shifted: the same 
per capita income in 1995 was associated with 15 years' longer life expectancy than in 1965. That increase 
was thought to result from new knowledge, including the results of research and development, better 
techniques and better understanding of risk factors and determinants of health. There was also variation 
at any given level of income: the 15-year increase in life expectancy between 1965 and 1995 had been 
bettered by a further 10 years in one country. That variation was related to the efficiency of health systems. 
If the poorer performers at a given income level could catch up with the front runners, considerable gains 
in health would be made. The relative efficiency of health systems could be shown by plotting deviations 
from predicted life expectancy against deviations from predicted health spending. The resultant graph 
showed many anomalies: countries that obtained good results with low spending and countries that spent 
more and achieved less. The relative efficiency of the more successful countries could be ascribed to two 
things: the best mix of public health services and clinical interventions delivered; and production of those 
services with optimal use of resources. The mix of interventions mattered because there was a huge range 
in the cost per unit of health gained. A study of 587 interventions in the United States showed a range from 
US$ 10 per year of life gained by installing automatic seat belts to US$ 100 000 million per year of life 
saved for example by the required screening of non-black babies in the United States for sickle-cell 
anaemia. Improvement in the efficiency of resource allocation was a matter of seeking out cost-effective 
interventions that were not being performed, implementing them and increasing their coverage. At the 
same time, the use of highly cost-ineffective interventions was to be discouraged and resources shifted to 
the efficient work. Efficiency did not mean reducing resources but increasing health, reducing inequality 
and improving responsiveness from given resources. 

Dr FRENK (Executive Director) said that the challenge of every health service was to achieve 
optimal performance in four key functions: regulation, financing, purchasing and delivery. Regulation 
involved setting rules, for example, on licensure and accreditation of providers, accreditation of facilities, 
authorization of drugs and techniques, protection of customers and obtaining information about 
performance. Depending on how the health system was financed, incentives would vary. The purchasing 
of interventions was often integrated into the financing function. The way in which providers were paid 
incited greater or sparing use of costly interventions. Delivery of health services depended on the extent 
of coordination and affected the quality of health care. Each of those four functions had implications for 
technical efficiency. In the process of health system reform, attention should be paid to the relative 
involvement of the State in each function, ensuring optimal distribution between the public and the private 
sector. 
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Throughout the world, more emphasis was being placed on regulatory and financing aspects. The 
rise in health expenditure was a challenge for countries at any level of development. Most high-income 
countries had experienced substantial increases in the previous 25 years, but middle-income countries, like 
Argentina, Chile and Costa Rica, now spent 9% of their gross domestic product on health, and the Republic 
of Korea had nearly doubled its expenditure for health care during that period. The growth of private 
voluntary insurance had also increased in many middle-income countries and in some low-income 
countries, such as Kenya. That trend could represent a departure from the previous one, noted by 
Dr Murray, in which as countries became richer the public share of financing increased. Such a change 
posed great challenges to many countries in which the regulatory environment was inadequate to deal with 
the consequences of unregulated expansion in private health insurance. 

The next goal of health systems was to protect families and communities from financial loss due to 
ill-health. Studies of income and expenditure on health in a number of countries had shown that 
catastrophic health expenditures were a major problem. More information was needed on the amounts 
involved and those who bore the burden of the expenditure. That knowledge would have a bearing on the 
changing role of the State in health care. 

The last goal was ensuring the fairness of health systems. Poor households in Mexico, for example, 
spent a larger proportion of their income on health than richer households; a similar situation had been 
found in a study in rural Bangladesh. It was a fundamental tenet of fairness that poor people should not 
pay more for health care. 

Both the populations and institutions of low- and middle-income countries were now facing a double 
burden of accumulated and emerging challenges. Although enormous progress had been made during the 
twentieth century, there was a growing gap between what could have been achieved with the advances in 
technology and knowledge and what had actually been achieved with existing social arrangements. The 
accumulated challenges included an epidemiological backlog of common infections, malnutrition and 
reproductive disorders. Without having removed that backlog, developing countries were now facing 
emerging challenges of noncommunicable diseases, injuries and new infections, and changing patterns of 
demand. A similar duality of challenges faced health care institutions, which had the basic problems 
associated with underdevelopment and poverty side by side with the concerns of rich countries, such as cost 
escalation, inadequate incentives, financial insecurity and technological expansion. 

Those challenges existed in a climate of change and complexity. The changes exerting 
unprecedented pressure on health systems were: the ageing of the population; urbanization, which brought 
people closer to health facilities; expansion of education, which increased the demand for health care of 
higher quality; the changing status of women, their increasing representation in the labour market resulting 
in a decrease in health care in the home; economic transformation; political shifts, with increased 
participation and a changing role for the State; and technological innovation. Such changes at a national 
level were accompanied by the added complexity of increased international transfer of risks in the form of 
substances that damage health and growing opportunities for shared learning among countries, allowing 
them to avoid stages of the epidemic of noncommunicable diseases, for instance by taking steps to curb 
tobacco smoking. 

The process of change was reflected in the internal reform of WHO, in which strategic directions 
were analysed to ensure that populations became healthier. The cluster for Sustainable development and 
healthy environments searched for ways to increase income and reduce poverty as a means for improving 
health. Acquisition of new knowledge was reflected in a number of specific projects in the fields of 
communicable and noncommunicable diseases. To help poorer performers join the front runners with 
regard to the efficiency of health systems, many departments and projects were concerned with the mix of 
interventions that would allow better allocation of resources; other clusters and projects focused on 
improving technical efficiency. 

The most productive way of meeting challenges was to focus on the attainment of goals. Evidence 
should be used to develop a strategy for anticipating problems. It was important while searching for better 
ways to regulate, finance, purchase and provide health services to keep in mind the ethical foundations of 
health systems, such as solidarity in financing. Explicit priorities should be set, and adequate incentives 
provided. New roles for the State in setting clear, equitable rules and ensuring a financing system that 
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allowed for solidarity and protection for all, in access to health services and financially, should also be kept 
in mind. Although the gains made during the previous 50 years generated a certain optimism, that should 
be accompanied by a sense of urgency, since many sectors of the population had been left behind. The 
current challenges were largely a result of past successes: thus, when child mortality rates were reduced, 
the exposure of children to the risks for noncommunicable diseases and injury were increased. It was the 
never-ending search for better health that set the goals of WHO in the coming years. 

Dr JIMENEZ DE LA JARA (Chile) said that the integration of various sources of knowledge 
reflected in the report (document EB103/3) changed the way in which public health was viewed. The 
report had included extensive use of socioeconomic data and a return to a philosophy of values that health 
workers had somewhat lost sight of; health appeared to have become a financial problem and not a 
problem of solidarity or effectiveness. New applications of epidemiology and economy to the diagnosis 
of health systems would lead to concrete action. WHO should provide tools for all institutions that dealt 
with solving real-life problems. In Chile, the concept of disability-adjusted life years had been used to set 
priorities locally and regionally, while changing traditional views of life expectancy to the effective use of 
the years available. It was a concrete, valid and usable tool, and could be used even in the absence of 
reliable information to set priorities and plan and organize interventions that led to further action. WHO 
should provide guidance on choosing interventions on the basis of criteria of effectiveness, efficiency and 
equity. 

Mr LIU Peilong (China) noted that premature deaths among active adults could affect the economy 
in developing countries. In order to adopt measures to counteract that trend, it was important that mortality 
rates were accurate and that contributory factors were identified. The report stated that disability-adjusted 
life years would be used to assess health status in developing countries. He asked whether the method 
could be used in practice to evaluate the effectiveness of programmes and whether it was to replace the 
traditional methods of monitoring mortality and morbidity. The report showed that the prevalence of 
noncommunicable diseases would increase considerably over the next 20 years; he hoped that WHO's 
budgets would reflect that trend. 

Dr BOUFFORD (United States of America) said that the term "health system" covered not only 
personal health care but also population-oriented systems, including safe water, waste disposal, safe food 
and health education. The model that had been proposed for effective functioning of health systems was 
potentially skewed towards personal health care. Of the four key functions described for health systems, 
regulation and financing clearly applied to population health care, but purchasing and delivery might be 
construed as referring mainly to personal health care. It should be stated explicitly that the concept was 
a wider one. With regard to the goals of health systems, improvement in health status and reduction of 
health inequalities applied to both personal and population health care, but enhancement of responsiveness 
to legitimate expectations would be difficult in relation to the largely invisible population systems. WHO 
had a role to play in raising the profile of public health infrastructure in terms of population demand. The 
same was true with regard to increasing efficiency. Protection from financial loss and enhancement of 
fairness in financing the delivery of health care were closely tied to the personal health-care delivery 
system. The population health-care delivery system included critical issues such as safe water and nutrition. 
There was an evidence base for action in that broader health system. Much would depend on how the case 
for investment into the population-oriented sector was made and whether governments took the existence 
of that sector seriously. WHO also had a critical role to play in providing the necessary clarity and balance 
of analysis for a population-oriented public health system. 

Dr KARIBURYO (Burundi) said that if a health service was to operate effectively it had to have 
access to a reliable body of data. However, some developing countries had very weak health information 
systems since they lacked appropriate means for gathering data; methods were often obsolete and staff had 
not received appropriate training. The resultant delays in the receipt of information wasted a lot of time 
and led to much loss of life. Technical support, such as radio equipment and fax machines, was 
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unavailable. Proper coordination of efforts to combat serious outbreaks of disease in a country or in a 
region was thus impossible. The new vision of"one WHO" should help to overcome such deficiencies. 
WHO needed to develop and bring into operation a minimum package of services that would allow 
disadvantaged countries to gather needed information and build up a database to permit appropriate 
decision-making, and would allow an exchange of information with other Member States. 

Professor GIRARD (alternate to Professor Menard, France) referred to the final points in the report 
by the Secretariat, underlining in particular the role of the State and of the population. The regulatory role 
of the State was essential, especially in view of the probable increase in private health insurance in both 
developed and developing countries. The issue was not a debate over whether the public or the private 
sector should take responsibility for health coverage but that clear rules should be agreed upon by all. To 
do that, it was essential that politicians and high-level policy-makers took an active interest in the health 
sector. The fact that the Director-General had been a Prime Minister should encourage other prime 
ministers to take a similarly active interest in the health sector problems in their countries. Public sector 
action should take proper account of indicators showing the population's satisfaction with the health care 
provided. If the population had participated in the decision-making that led to priority-setting, those 
priorities could be relied upon in subsequent decision-making and budgetary allocation. Referring to 
Dr Boufford's remarks, he outlined a view of the role of the population within the development of health 
systems which went beyond care for the ill. 

Dr NAKAMURA (Japan) supported the evidence-based approach to health policy-making. He asked 
how the results of the activities of the cluster for Evidence and information for policy would be reflected 
in the work of other clusters and how feedback would be obtained. 

Dr STARODUBOV (Russian Federation), recalling the issues presented as the basis of future WHO 
activities, questioned the link between the status of health systems and demographic indicators, such as life 
expectancy and mortality, commenting that other factors relating to the social position of individuals should 
also be taken into account. In the former Soviet Union, populations had had wide-ranging expectations, 
to which governments had tried to respond. Those expectations remained, even though the economic 
situations of the countries in question had prevented them from being met. The Russian Federation's 
experience was that it was not enough to move health care from the public to the purely private sector. He 
supported the remarks ofProfessor Girard as regards the regulatory role of the State in such an important 
social sphere as health. That role would remain significant in the future. The report had presented 
universal values for developing and developed countries, including countries with economies in transition. 
However, each country had its own specific situation and problems, and experience was not always easily 
transferable from one country to another. WHO should take those differing levels of development into 
account when putting forward policies aimed at improving the health status of populations. 

Dr W A SISTO (Indonesia) supported the idea of developing a strategic vision using evidence to 
anticipate problems but asked how reliable evidence was to be obtained, especially in developing countries. 
Four years previously, Indonesia had tried without success to apply the disability-adjusted life years method 
suggested by the World Bank and WHO. Had there been any success stories with use of that or other 
modern methods for national development planning in developing countries? He asked WHO to suggest 
how that method should be applied and inquired about plans to develop modern methods of analysis that 
would be useful for developing countries. Although the report gave a detailed analysis of the economic 
aspects of health development, how did those aspects relate to measurement of human value? A 
clarification ofthe terms "health system", "health care system", "health development", and "health sector 
development" was called for. Furthermore, he inquired whether any analysis of trends in maternal mortality 
rates worldwide had been carried out. 

Professor LEOWSKI (Poland) said that his main concern was with the definition of health system 
functions. The function of the health system worldwide as an employer, its management role and also its 
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political aspects, for instance in a context of reform, were as important as those defined in the presentations 
of Dr Frenk and Dr Murray. The health system also had several components - the managerial, public health 
and individual care components - requiring it to deliver a wide spectrum of services. The diseases covered 
by those services could be divided into three broad categories: those that were chance occurrences, 
affecting anyone at any time; those that were statistical certainties according to age and gender; and 
diseases related to behaviour and lifestyle. He questioned whether, in the new global economic context, 
those three categories were receiving equal financial support. 

The use of life expectancy at birth as a standard impact measure prompted two comments. One was 
that death was the absolute yardstick, and the other was that improvements in life expectancy predated any 
life-saving medical interventions and had been due mainly to socioeconomic development and the 
introduction of public health measures. Even today, improved health status for a substantial proportion of 
the world's population was due to public health measures or "functions". 

At a time when private sources were accounting for a growing share of financing for health care, 
priorities for WHO, and hence for the governments of Member States, should be public health issues and 
essential public health functions. The focus should not be on health services but on health in the broader 
sense. That meant differentiating between public health and individual care, between health as a private 
commodity, for which the individual was prepared to pay, and health as a public commodity, which latter 
included such issues as infectious diseases, child malnutrition, water, sanitation and family planning. 

Dr AL-JABER (Qatar) said that the presentations had clearly pointed the way ahead for WHO and 
were to be commended for linking expenditure to such factors as child mortality, education, social 
development and health indicators; improvement in health was not just a matter of increasing the budget. 

Dr JEGANATHAN (alternate to Mr de Silva, Sri Lanka), referring to the goal of improving health 
status, observed that the concept of health itself needed clarification. In the past, the focus had been on 
combating diseases and increasing survival. By 2020, the leading contributors to the burden of disease 
were likely to be ischaemic heart disease, depression, road traffic accidents, HIV/AIDS, tobacco- and 
alcohol-related diseases, air pollution and other factors related to human behaviour. The challenge for 
WHO was to provide guidance to humanity for a better quality of life and a better understanding of human 
nature. Was WHO prepared to undertake research along those lines and broaden the definition of health 
accordingly? 

Dr MELONI (Peru) said thatthe supporting data presented, which he hoped would be made available 
to Board members, was crucial to determining future action. In charting the new courses of action and the 
role ofthe Organization, past achievements and shortcomings must be ascertained. It would be of interest 
to know how the action being taken was being linked with regional and country action and with the 
countries' authorities themselves and whether an overall strategy was envisaged for broadening WHO's 
outreach. The debate on public health and essential clinical services and their relationship with individual 
care was a highly topical one in the context of the current debate on health sector reform. He therefore 
wished to know what was being done to link the proposed strategies and measures with existing technical 
and other processes and capacities. What was the Organization's strategy for working both with 
governments and with other institutions such as multilateral financing institutions? How was cooperation 
to be intensified so as to meet the global challenges ahead, involving not only institutions but also 
individuals and families in an increasingly globalized yet culturally heterogeneous world? 

In Peru, although life expectancy and infant health indicators had improved, the gap between the 
least and most disadvantaged had widened. That situation called not only for targeted interventions but for 
effective policies and strategies, encompassing political, economic and social aspects. What were WHO's 
plans in that regard? 

Dr ALVIK (Norway), drawing attention to the importance ofthe gender perspective in the current 
discussion on trends, said that reduction in maternal mortality was an area in which least progress had been 
made and the situation was worsening in some countries. Fulfilling the commitments made at the 
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International Conference on Population and Development (Cairo, 1994) should remain a special challenge 
for WHO. The shift from a vertical to an integrated approach was of special relevance for the reduction 
of maternal mortality, since properly functioning health services must be accessible to those in need. 
Consideration might be given to making maternal mortality rates an indicator for progress in the functioning 
of the health sector. 

Dr SULAIMAN (Oman) said that the examples given of the health situation in countries in which 
very different levels of resources were spent on health services needed some clarification, particularly in 
terms of the infrastructure, in order to convey a realistic picture. The attainment of a comparable health 
status in a country with only a fraction of the resources of another could be explained only by the existence 
of specific sociopolitical circumstances. 

Evidence alone was not sufficient for formulating policies for the wide range of health programmes 
needed, and must be combined with other factors to be realistic. 

Dr VAN ETTEN (Netherlands), expressing appreciation of the comprehensive approach to health 
status and systems that had been outlined, requested clarification concerning the role of new developments 
in sciences and technology in relation to the status of health interventions in WHO's plan for the future. 

Dr FRENK (Executive Director) reiterated that the presentation reflected a team effort developed 
on the basis of information from all sectors of the Organization. Regarding the question of how applicable 
the model was in different countries, he answered that its impact could be considerable; the model could 
provide new indicators which could influence future trends by guiding priority-setting and health system 
reforms. The incorporation of a broad range of new indicators which went beyond mortality to measure 
disability could lead to an enriched information basis which would support national health planning. 

Regarding the question of terminology, he agreed that it was important to achieve precise definitions 
in which the health system would be seen to represent the relationship between the population and a series 
of institutions, the result of which was the production of services whose primary goal was the improvement 
ofhealth. The definition ofhealth services should go far beyond clinical health services and incorporate 
all sectors involved in health improvement- hence the importance of precise use of the terms involved. 

Increased income per capita was one of the major factors in the improvement of health, but not the 
only one. Knowledge of specific technologies (better drugs, etc.) and knowledge gained from awareness 
ofhealth-promoting behaviour (personal hygiene, dangers ofthe use oftobacco, etc.) were also important. 
Stressing the need to increase the efficiency of health systems, despite great disparities between countries 
in the field of health reform, and sharing the concern that had been expressed over the application of certain 
indicators, he underlined the need to interact with decision-makers to ensure a broad approach to health 
improvement. That approach should cover not only the prevention of disease but enhancement of the 
quality of life. Indicators were needed to allow measurement of that goal. Lastly, he spoke on the 
importance of convincing evidence in empowering decision-makers to resist political pressure and to make 
a stronger case for what could be achieved, through the simultaneous impact of ethical, technical and 
political factors in that evidence. 

Dr MURRAY (Director), referring to further points raised in the discussion, agreed with those 
speakers who had advocated a broad approach to the improvement of health systems, so as to cover a wide 
range of sectors and include socioeconomic factors and individual behaviour. He also agreed on the 
importance of taking into account not only the level of income in the population but also that of health 
education, in achieving improved health systems. It was important to take into account not only the flow 
of resources available but also those resources which had been accumulated, such as past investments in 
health infrastructures. Focal points in the discussion had been: the multidimensional nature of health; the 
desirability of recognizing specific health system goals, which varied at local level, and of not assuming 
that one "blanket" solution could respond to all those goals; the need for clearer standardization and 
follow-up to certain national initiatives concerning the use of summary health measures (e.g. healthy life 
expectancy); and the fact that cost-effective measures for improving health could be implemented in all 
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areas, including public health, curative interventions, rehabilitation and public prevention. The evidence 
for effectiveness of interventions and their costs needed to be looked at on a case-by-case basis. Regarding 
maternal mortality rates, he understood that a new series of estimates would soon be issued to improve data 
deficiencies in that area. It was possible that developments in science and technology, which had already 
played a part in contributing towards knowledge concerning ways of achieving improved health at a given 
level of income, education and health expenditure, might accelerate in future, with further developments 
in biotechnology and the mapping of the human genome. Noting that WHO had focused previously on 
child mortality, with much less emphasis on adult mortality, he said that the resource implications for the 
Organization of research into adult mortality would be serious. 

The DIRECTOR-GENERAL welcomed all statements which reflected the complexity of the issues 
involved and the need for further analysis and discussions of that nature, in order to clarify policy 
implications and provide appropriate guidelines for decision-makers and their advisers. 

Dr BRYANT (Council for International Organizations of Medical Sciences (CIOMS)), speaking at 
the invitation of the CHAIRMAN, referring in particular to the interaction between CIOMS and WHO in 
relation to ethics and equity in health policy, expressed pleasure that WHO under its new direction was 
giving ethics and equity a central role in health policy and health care. Outlining the collaboration over the 
past 15 years between CIOMS and WHO, he described their joint contribution towards international 
understanding of the significance and applications of ethics and equity in health policy and health care and 
expressed the readiness ofCIOMS to continue its cooperation with WHO in expanding the Organization's 
global leadership in the ethics ofhealth. CIOMS welcomed the dialogue with WHO, especially given the 
view of evidence as a basis for policies and programmes which ensured equity in health for deprived 
populations. CIOMS supported benchmarks for fairness in health care reform in developing countries, with 
a view to shaping policies that were both evidence-based and reflected equity and justice. The particular 
strengths of CIOMS, which was celebrating its fiftieth anniversary, had been its multidisciplinary, 
interprofessional approach to the consideration of social, legal, ethical and administrative implications of 
developments in medical sciences and technology, with particular concern for developing countries. 
CIOMS would continue to provide a forum for complementing the work of WHO with respect to ethics 
and health. 

The meeting rose at 17:20. 
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Chairman: Dr K. CALMAN (United Kingdom of Great Britain and Northern Ireland) 

TECHNICAL AND HEALTH MATTERS: Item 3 ofthe Agenda 

Revised drug strategy: (Document EB103/4Y 

The CHAIRMAN drew the attention of the Board to the draft resolution contained in paragraph 9 
of document EB 103/4. The resolution reflected the participation of more than 50 countries in the ad hoc 
working group which had met in October 1998. He therefore proposed that the discussion should proceed 
in two stages. The first of those would be the adoption of the resolution itself, which would then be 
followed by a discussion of the wider issues related to drug strategy in general which had been raised in 
the working group, but which were not necessarily covered in the proposed resolution. 

Professor GIRARD (alternate to Professor Menard, France), speaking as Chairman of the ad hoc 
working group and the subgroup on drafting, reviewed the work leading up to the drafting of the proposed 
resolution. The Fifty-first World Health Assembly in May 1998 had considered resolution EB 10 l.R24 on 
the revised drug strategy. However, many delegations had raised questions concerning the scope of the 
resolution and a drafting group had been set up. Since no consensus had been reached in the drafting 
group, the Health Assembly had decided to refer the resolution back to the Board. At its 1 02nd session, 
the Board had decided to establish a two-tier method of work to prepare a resolution for the present session. 
An ad hoc working group open to all Member States wishing to participate had been set up, including a 
subgroup to assist WHO in its contacts with relevant interested partners. The subgroup was composed of 
the Chairman of the drafting group established by the Health Assembly, namely Professor Girard himself, 
and representatives of two Member States from each region, designated by the regional committees. The 
ad hoc working group and the subgroup had met in October 1998. Participants in the ad hoc working group 
had included the representatives of a total of 59 Member States, as well as of WIPO, WTO, The South 
Centre, Health Action International, the International Federation of Pharmaceutical Manufacturers' 
Associations and the International Pharmaceutical Generic Alliance. The work had been very concentrated, 
and the representatives of the above organizations had put forward points of view which were not often 
expressed in WHO. Their interventions had emphasized, as pointed out by the Director-General the 
previous day, that WHO was not alone in dealing with health problems and that other agencies, such as 
WIPO and WTO, represented legitimate interests and were working in ways which could have an impact 
on health around the world. Finally, after a week of very hard work, consensus had been reached on the 
draft text currently before the Board, which had explicitly been approved by all 59 Member States 
participating in the ad hoc working group. In view of the extensive work which had gone into drafting the 
present text and the thorough discussion of the issues by over one-quarter of all the Member States of the 
Organization, he hoped that the Board would be able to endorse the draft resolution without amendment. 

During the course of the ad hoc working group's meeting, the participants had raised other issues, 
including drug strategies, generic drugs, access to drugs and the raw materials used in the manufacture of 
drugs, which were not all covered by the draft resolution itself. The participants of the working group had 

1 Document EB103/1999/REC/l, Annex 1. 
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concluded that the text of the draft resolution should be adopted, since it had been achieved through intense 
debate and was a balanced text reflecting a broad consensus. It thoroughly considered the public health 
issues which were core concerns of WHO. However, the participants had also emphasized that, in future, 
care should be taken to review the influence of the agreements reached at WIPO and WTO on public 
health. In particular, care should be taken to ensure that those agreements did not have a negative impact 
on public health policies. He therefore considered it reasonable to adopt the draft resolution in its present 
form and then to open the discussion to other issues which needed to be addressed concerning drug 
policies. He hoped that the text of the draft resolution would be endorsed by all the members of the Board. 

The CHAIRMAN commented that the very wide range of people represented on the ad hoc group 
provided a good illustration of the new ways of working adopted by the Board and the Director-General. 

Dr SULAIMAN (Oman), speaking in his capacity as Chairman of the Programme Development 
Committee, expressed gratitude, to Professor Girard and all those who had participated in the working 
groups, for producing a draft resolution that took into account the interests of all parties, including health 
and other sectors, and developing countries. He hoped that the Board would be able to maintain the 
consensus achieved in the working groups by giving its total support to that fair and balanced resolution. 

The CHAIRMAN invited the Board to adopt the resolution in its present form before proceeding to 
a discussion of the broader issues involved in drug strategies. 

The resolution was adopted. 1 

Mrs JEAN (Canada) fully supported the resolution adopted by the Board. She recalled the Director
General's emphasis the previous day on the need to interact better with WTO to ensure that the health 
dimension of trade and globalization was heard before and during - and not only after - complex 
negotiations had taken place. That was a very important point, and WHO should be more explicit about 
the proactive approach that it would adopt in future to ensure that health issues were addressed before 
formal measures were adopted. 

Mr VOIGTLANDER (Germany), speaking on behalf of the European Union, drew attention to the 
fact that, while the burden of disease was growing worldwide, particularly in developing countries, one
third of the world's population still had no guaranteed access to essential drugs, rational use of drugs and 
drug quality. A high level ofhealth protection was a fundamental objective of the European Union, which 
had participated actively in the process of negotiating the resolution on the revised drug strategy. The 
results achieved respected the balance between health and trade interests within the scope of the Agreement 
on Trade-Related Aspects oflntellectual Property Rights (TRIPS). The negotiations had been lengthy but 
had been based on the principles of transparency and working together in partnership. The European Union 
therefore fully supported the resolution. 

Mr ABE (alternate to Dr Nakamura, Japan) recognized the efforts of the ad hoc working group in 
finalizing the text of the resolution on the revised drug strategy. The method adopted had proved effective 
in overcoming difficulties and resolving controversial issues. It would be important, as stated in 
paragraph 2(7) of the resolution, for WHO to monitor and analyse, in cooperation with other organizations, 
the effects of international agreements, including their implications for trade in pharmaceutical products 
and for public health policies. 

What remained to be done, as stated in paragraph 7 of document EB 103/4, was to take a fresh look 
at a variety of ideas and approaches, as outlined by the Director-General and the participants in the working 
group, on how to improve access to essential drugs in developing countries and to ensure the quality of 

1 Resolution EBI03.Rl. 
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such drugs. Although those elements had not been incorporated in the resolution due to lack of time, it was 
important for WHO to pursue those objectives in cooperation with the private sector, possibly as medium
or long-term goals. 

Dr VAN ETTEN (Netherlands) recalled the important role played by his country, and particularly 
the port of Rotterdam, in international trade, especially for the countries of the European Union. However, 
experience in Haiti in 1996 and in several other countries on previous occasions, had shown that there was 
very little insight into trade in pharmaceutical starting materials. Free ports were virtually inaccessible to 
pharmaceutical inspection, while in many countries the legislation on pharmaceutical products did not 
cover starting materials, or covered them insufficiently. That explained the interest demonstrated by his 
country in the international trade in pharmaceutical products and starting materials. The Netherlands had 
supported WHO in organizing a consultation on trade in pharmaceutical starting materials, which had been 
held in May 1998. He expressed appreciation of the efforts made by the Secretariat in that respect. In 
particular, he welcomed the attention paid to the issue of raw materials in the resolution which had just 
been adopted and hoped that it would be implemented in the near future. He also drew attention to the 
importance of the WHO Certification Scheme on the Quality of Pharmaceutical Products Moving in 
International Commerce. The implementation of the Certification Scheme at the national level was far from 
perfect and he therefore called upon Member States to apply it as soon as possible. 

Dr DJAMALUDDIN (adviser to Dr Wasisto, Indonesia) fully supported the resolution adopted by 
the Board. Once it had been endorsed by the Health Assembly, progress might then be possible. 
Nevertheless, the resolution was not an end in itself, but only an instrument for achieving the main 
objective. The principal questions were, therefore, how the resolution would be applied and how, for 
example, her colleagues and the people in remote rural areas could benefit from the resolution. It was 
important to explore the options included in TRIPS in order to ensure that public health concerns received 
due weight when trade and health interests intersected. Several options had been explored by the working 
groups, such as the possibilities of compulsory licenses and parallel imports. The question remained as to 
how all Member States could really benefit from such measures. Careful review of the resolution showed 
that areas remained beyond the potential of the health sector at the country level. She therefore called upon 
WHO to play a productive role in developing concrete solutions at both the global and local levels. Only 
in that way could progress be made in ensuring access to drugs by those who really needed them. 

Professor GIRARD (alternate to Professor Menard, France), speaking as Chairman of the ad hoc 
working group and the subgroup on drafting, agreed with previous speakers that the resolution was just one 
step in what had to be accomplished. He had hoped that during its debate by the working groups the text 
could be expanded to cover other issues, but had agreed to join the consensus. The resolution was therefore 
not sufficient in itself. Although the public health objectives had been clearly expressed and rules set out 
covering relations with other institutions, as much work remained to be done as had already been 
completed. Nevertheless, relations had been established between Member States on that highly sensitive 
and symbolic subject, which was important not just for economic reasons, but also for the quality of health 
policy. It was essential for the Member States to continue to work just as hard on that subject in the future 
as they had in the past. 

Dr MUL W A (Botswana) congratulated all those who had participated in the lengthy work to develop 
a resolution which could be agreed upon by everyone. He pointed out that many countries in the various 
regions had no effective drugs policy and that it was therefore possible for anyone to import substandard 
drugs of dubious efficacy. He hoped that, once the resolution had been adopted by the Health Assembly, 
WHO would provide the necessary support to Member States to allow them to implement it in full. 
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Dr JOHNS (South Africa)/ speaking at the invitation o{ the CHAIRMAN, said that the South 
African Constitution committed current and future governments to providing universal access to quality 
health care, and thus access to safe and affordable essential medicines. The Government believed in 
solidarity in health, as good health was a prerequisite for world stability, and it would strive for equity in 
health worldwide. The financial constraints affecting all public sector budgets were magnified in 
developing countries such as South Africa; medicines represented 20% of its total health costs as compared 
with the European Union's average of 1 0.5%. 

In an effort to rationalize the use of limited resources, in 1996 South Africa had reviewed its drug 
policy, with the participation of all stakeholders, and had framed new legislation which streamlined 
registration and regulation procedures, ensured transparent acquisition and pricing procedures and efficient 
methods of distribution, and promoted generic substitution, rational prescribing and dispensing. In 
addition, legislation had been passed to enable the parallel import of pharmaceuticals and the issue of non
exclusive compulsory licenses. 

The latter legislation could not be enacted owing to a legal challenge by vested interests, but South 
Africa's commitment to the principles underpinning it would not waver. As a signatory to TRIPS, the 
South African Government respected patents and the patent law enshrined therein. However, it maintained 
its position that the international exhaustion of patent rights was not prohibited by the Agreement and did 
not violate patent rights. Parallel importation was practised within the European Union and enshrined in 
European law; the international exhaustion of other intellectual property rights was well established in the 
jurisprudence of many countries. Furthermore, compulsory licensing for local production was allowed 
under the Agreement. Those strategies were presented as policy options in the WHO publication 
Globalization and access to drugs: implications of the WTO/TRIPS Agreement and had been supported 
by experts from WIPO and WTO during the meeting of the ad hoc group. 

The resolution on the revised drug strategy reaffirmed the primacy of the public health principles on 
which WHO had been founded. It was the Organization's role to protect public health needs in international 
forums, now that the importance of public health considerations in international trade and financial 
agreements was duly recognized. 

While commending Professor Girard on his leadership of the ad hoc group's work, he suggested that 
some important elements had been omitted from the report. The decision by the Health Assembly to refer 
the matter for further negotiation raised important questions on the future role of the Board. If ad hoc 
groups were to be used as a means of consensus-building or deadlock-breaking in future, a formal 
mechanism should be devised to ensure that democratic and transparent procedures were followed. Many 
issues relating to affordable, equitable and accessible medicines required further discussion, given the 
current untenable situation in Africa where fewer than 50% of the population had access to essential drugs. 
His Government would be willing to participate in such discussions if required. 

Mr VANDER HEIDE (Consumers International), speaking at the invitation of the CHAIRMAN, 
welcomed WHO's new commitment to cooperating with health-related nongovernmental organizations. 
Consumers International worked closely with Health Action International (HAl), a global network of 
health, development and consumer groups active in more than 70 countries. In 1998, HAl had helped to 
organize the first WHO and nongovernmental organizations round-table meeting on pharmaceutical and 
essential drugs, at which cooperation between WHO, consumer organizations and health-related 
nongovernmental organizations on improving pharmaceutical policies, access to drugs in developing 
countries, rational use of drugs and WHO's guiding role in protecting health in an increasingly globalized 
marketplace had been fruitfully discussed. He looked forward to further cooperation along those lines. 

The revised drug strategy outlined in document EB 103/4 provided the framework for ensuring that 
necessary drugs were more accessible and used rationally; it also outlined the responsibilities of all parties 
concerned, including consumers. A survey conducted by HAl in 1998 into retail prices of commonly used 
drugs showed that prices varied widely between countries. Some drugs in low-income countries were more 

1 Government representative attending by virtue of Rule 3 of the Rules of Procedure. 
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expensive than in the more affluent nations with the result that poor consumers could not afford the 
necessary treatment. There was a clear need for more transparent information about drug pricing. 

He applauded WHO's initiative to identify issues in WTO agreements relevant to drug policies and 
access to essential drugs. The openness of the procedures of the ad hoc working group had undoubtedly 
contributed to the successful conclusion of its work. HAl had provided input to the ad hoc working group, 
identifying some public health implications of trade agreements and strategies for complying with such 
agreements while protecting public health. Two of those aspects warranted special mention. Firstly, the 
WTO agreement on intellectual property provided its member countries with the right to issue compulsory 
licences for patents of public interest subject to certain safeguards and limitations. Secondly, global free 
trade should include the right to shop globally for the best prices: parallel imports had proved to be 
effective in lowering prices. Inevitably there would be disputes regarding measures to improve access to 
essential, high-priced drugs; however, such disputes were too important to be resolved by WTO in trade 
forums, without some expert advice on public health aspects, such as that provided in the WHO document 
cited by Dr Johns. 

More than a decade had elapsed since the WHO Ethical Criteria for Medicinal Drug Promotion had 
been adopted by the Health Assembly, yet inappropriate promotion remained a problem both in developing 
and developed countries, as was borne out by HAl research. Efforts to disseminate and encourage the use 
of the criteria should be stepped up, and the organizations he represented were willing to cooperate with 
WHO in the field of essential drugs. 

Dr SCHOLTZ (Executive Director) said that the resolution adopted reflected the Organization's new 
policy of broader consultation in the preparation of WHO texts. He paid tribute to the Chairman of the ad 
hoc working group for achieving what at one stage had seemed an impossible task. The resolution would 
provide a working basis for the WHO staff concerned with essential drugs and other medicines. In line 
with issues raised by the resolution such as the accessibility of drugs, consultations had already been held 
with representatives of consumer organizations and the pharmaceutical industry. He envisaged meeting 
all parties concerned to address the full implications of the resolution. Guidelines on drugs were of little 
use unless properly applied, thus efforts must initially be focused on monitoring implementation and 
support to Member States in that regard. 

Tobacco Free Initiative (Document EB 1 03/5) 

The CHAIRMAN invited the Project Manager of the Tobacco Free Initiative to introduce the report 
contained in document EB 1 03/5. Then, speaking as the member for the United Kingdom of Great Britain 
and Northern Ireland, he expressed full support for that very important project. 

Dr Y ACH (Project Manager), said that, on assuming office in July 1998, the Director-General of 
WHO had designated the Tobacco Free Initiative as a Cabinet project. Tobacco was a unique public health 
problem; it killed regular users, harmed non-users and, within a few decades, would result in more than 
10 million deaths per year. By the 2020s, tobacco would account for 12% of all deaths - double the figure 
for 1990. 

The preventive potential for tobacco control was high in many countries where there was little 
consumption among women. Over 80% of adult smokers began smoking as children. The addictiveness 
of tobacco and its long-term consequences were greatly underestimated by that group. They were 
influenced by advertising in their decision to smoke. Tobacco had serious negative economic consequences 
for governments, the full extent of which would be revealed in a World Bank report to be released in 
mid-1999. The good news was that tax on tobacco was a powerful public health tool; it reduced 
consumption and raised total government revenue. 

When introducing effective tobacco control measures, policy-makers faced opposition unique in its 
extent. Some of the strategies adopted by the tobacco industry, disclosed in recent court cases, included 
countermeasures to neutralize WHO, as well as plans to blunt its programme initiatives and lobby Health 
Assembly delegates. 
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No further basic research on tobacco was required to make significant progress; cost-effective 
interventions had already reduced the prevalence of smoking in many countries including some developing 
countries. They included bans on tobacco advertising and promotion, health education, cessation and 
control of smoking in public places. Increased tobacco taxation was proving particularly effective in 
reducing consumption among young people and the poor. The decline in mortality ensuing from such 
measures was well documented. 

The resources required for tobacco control were inadequate. At ministerial level there was often no 
one responsible for tobacco control despite the scale of the problem. The same applied throughout WHO, 
within the nongovernmental organization community and elsewhere with regard to total investment in 
global research for tobacco control. 

In view of the situation WHO had set the following seven goals for the Tobacco Free Initiative: to 
galvanize global support for tobacco control; to build new and strengthen existing partnerships; to 
heighten awareness ofthe need to invest in tobacco control; to accelerate implementation of national and 
global strategies; to commission and obtain funding for policy research, including research on tobacco 
diversification; to work with a wide range of partners to mobilize resources; and to facilitate development 
of the WHO framework convention for tobacco control. 

The Tobacco Free Initiative had already yielded significant results, and the experience gained could 
be usefully applied to other areas of the Organization's work. The Office of Legal Counsel had provided 
back-up for the legal and constitutional dimensions of the framework convention for tobacco control. The 
United Nations Joint Medical Services had joined the Tobacco Free Initiative to provide better-quality 
smoking cessation services to staff. The Secretary-General of the United Nations had confirmed his support 
for an enhanced system-wide approach to tobacco control. 

Outside WHO, cooperation was under way on projects with UNICEF and the World Bank. The 
private sector was providing public relations advice and financial support for World No-Tobacco Day 1999 
which would focus on cessation, by conveying the message that cessation was cost-effective for countries 
and beneficial to individuals. New linkages had been made with the nongovernmental organization 
community, health professional associations and the media. The Director-General's Policy Advisory 
Committee for the Initiative had just completed its first review and had endorsed the content and direction 
of the work so far. 

He invited Board members to reflect on two important issues. Was tobacco use a sufficiently major 
public health problem to require increased investment in tobacco control throughout the Organization and 
in partner institutions? Did members support accelerated work on the framework convention for tobacco 
control? An information leaflet on some of the major issues was available in three languages. It would be 
the first instance of WHO using its constitutional mandate to facilitate the drafting of an international 
convention. The framework convention on tobacco control would lay the foundations for global and 
national action through a gradual approach which built upon evolving scientific and political consensus. 
Using a number of protocols, it could address a range of transnational issues relating to tobacco control 
including advertising, Internet trade, smuggling and tobacco farming. The aim was thereby to protect youth 
and children from tobacco, to strengthen the involvement of women, to mobilize support for farmers to 
diversify their crops and to control smuggling. 

Sufficient resources and the political support of Member States were essential in order to realize the 
goals of the Tobacco Free Initiative. Furthermore, the support of governments for meetings on related 
scientific and policy issues was vital. Meetings were planned for 1999 in India and Japan, the latter dealing 
with the issue of avoiding the tobacco epidemic in women and children in that connection. The framework 
convention would be enhanced by strong regional agreements, which already existed or were under 
consideration in some places. He alerted the Board to the possibility of opposition from the tobacco 
industry, referring to the type of strategies resorted to in the past. What was required was a mechanism to 
expedite the process of implementation. The uniqueness of tobacco and the rising toll of death, disease and 
misery it caused demanded a rapid and effective response by WHO in accordance with its constitutional 
mandate. The proposed framework convention on tobacco control met all those requirements. 
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Dr SULAIMAN (Oman), speaking in his capacity as Chairman of the Programme Development 
Committee, said that the Committee welcomed the Tobacco Free Initiative, noting that the project would 
involve all of the clusters. The Committee considered that preparation of the international framework 
convention should be accelerated, so that it was available before 2003. It also considered that resources 
for the project should be provided from both the regular budget and extrabudgetary sources. The 
Committee supported the draft resolution presented in document EB103/5. 

Mrs JEAN (Canada) thanked the Director-General for placing the Initiative among the highest 
priorities of WHO and thanked Dr Yach for the energy he had instilled into his team. Canada attached 
great importance to the speedy elaboration by WHO and adoption by Member States of a framework 
convention on tobacco control. To that end, Canada had made special contributions to WHO and had 
participated in the organization of the first two meetings of experts, in Halifax and in Vancouver in 1997. 
The success of the convention depended on human and financial support from Member States. Success 
would not come easily, as the adversary was powerful and possessed enormous resources. 

Canada's tobacco control strategy was based on long-term objectives and sustained action at several 
levels, in particular for the education and protection of the young. The Ministry of Health had recently 
proposed an amendment to the anti-tobacco law to increase the area on cigarette packs devoted to the health 
warning to 60%, which would show clearly that what the tobacco industry was selling was disease, 
suffering and death. Canada was therefore very pleased to learn of the concerted action of WHO, UNICEF 
and the World Bank to combat smoking among the young. 

Dr RAHMAN (alternate to Professor Khan, Bangladesh) said that, as a poorer member of the 
developing community, his country had many priorities other than tobacco control; nevertheless, it attached 
great importance to the issue. As tobacco use would become a pressing concern in his country in five to 
ten years' time, it should be addressed without delay. In many developing countries, tobacco growing and 
export were important, and it was considered that tobacco control was attracting attention at the expense 
of other issues of greater concern. It was important that the regular resources of WHO be apportioned 
equitably for communicable and noncommunicable diseases. Although tobacco-related diseases would 
soon be as important in developing countries as communicable diseases, direction of resources to the 
Tobacco Free Initiative should not affect the priority programmes of developing countries. The Secretariat 
had estimated that 1 million people died from malaria each year, while the annual number of deaths from 
tobacco use was 3.5 million. Logic would dictate that the budget for the Tobacco Free Initiative should 
be 3.5 times that for Roll Back Malaria. In all events, the Initiative deserved enhanced attention from 
Member States. 

Health Assembly resolution WHA49.17 had requested the Director-General to initiate the 
development of a framework convention on tobacco control in 1996; it was only when the present 
Director-General had launched the Tobacco Free Initiative as a Cabinet project that it attracted the attention 
of Member States, other international organizations, financial institutions and civil society, including 
nongovernmental organizations. Tobacco affected everybody, and he welcomed the new injection of vigour 
into the issue. He congratulated the management of the Initiative for having maintained close liaison with 
Member States through their Permanent Missions during its preparation, thus ensuring a fair, transparent 
and participatory process. 

Developing countries often had difficult choices to make between wooing investment, for instance 
from the tobacco industry, and addressing public health issues. His country was trying to differentiate 
between good and bad investments, and he believed that the proposed framework convention might provide 
some guidelines. The theme of the technical discussions at the Regional Committee for South-East Asia, 
to be held in Dhaka, Bangladesh, in September 1999, would be tobacco; the presence of the Director
General there would greatly encourage his Government to take concrete measures for tobacco control. 
There was a need for enhanced cooperation between the management of the Initiative, the Regional Office 
Secretariat and the WHO country office in Dhaka as well as for clarification of the role of the United 
Nations focal point for tobacco or health. 
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He pointed out that the dates of the Fifty-second World Health Assembly and the Executive Board 
at its 1 04th session might interfere with observation of World No-Tobacco Day on 31 May, as the 
Secretariat would have little time for adequate preparation. Furthermore, he suggested that the Fifty-third 
World Health Assembly be held in the second week of May 2000 so that World No-Tobacco Day could 
be observed in a befitting manner. -

Mr VOIGTLANDER (Germany), stating the position of the European Union, said that, since 
smoking was predicted to become the biggest single avoidable cause of death worldwide, the Union 
welcomed the increased efforts of WHO to promote tobacco control. The European Union had an 
important role to play in international cooperation to reduce the impact of tobacco consumption on public 
health. There was also scope for closer cooperation with WHO in the field of tobacco control, including 
in the area of evidence and information for policy. 

Dr BOUFFORD (United States of America) noted that the evidence clearly showed tobacco to be 
a major public health problem. WHO should take the opportunity for worldwide action. The framework 
convention was a long-term approach; strong national and regional initiatives were needed in parallel to 
the WHO strategy. The report contained in document EB1 03/5 should place greater emphasis on the role 
of regulatory authorities in reducing tobacco use internationally, in restricting youth access to tobacco and 
tobacco promotion and in overseeing product design and manufacture. The Food and Drug Administration 
in her country was playing an important role in tobacco control. A forum might be organized to share 
experience on the issue among countries. The International Conference of Drug Regulatory Authorities 
to be held in April 1999, cosponsored by WHO and the German Drug and Device Regulatory Authority, 
would include a plenary session on the WHO Tobacco Free Initiative. That would be the first time that 
tobacco use had been discussed at those biennial meetings. The United States Agency for International 
Development had recently decided that, as from the end of 1999, it would cease to support the growing of 
tobacco and related activities that promoted tobacco production and use. In countries where tobacco was 
a major cash crop and an important source of income for low-income farmers, the Agency might work with 
local agricultural interests to identify crops that were economic alternatives to tobacco and might support 
the introduction or expansion of those alternative crops. 

She asked Dr Yach to provide a clearer plan and timetable of work so that national and regional 
activities could be organized in parallel to the convention process. 

Professor GIRARD (alternate to Professor Menard, France) welcomed the fact that tobacco use had 
been given high priority by WHO. A graph showing the rapid evolution of consumption in developing 
countries and the lesser progression in developed countries indicated that anti-tobacco activities in some 
Member States could be largely counterbalanced by the toll that the developing countries would pay. A 
similar graph showing the advertising budgets used in developing and in developed countries would offer 
some enlightenment as to the strategies of the big multinationals. 

The framework convention was important in that it represented the first use by WHO of Article 19 
of the Constitution, which stated that such a convention would come into force for each Member when 
accepted by it in accordance with its constitutional processes. The binding nature of the instrument was 
in contrast to that of resolutions and other texts. The convention would not outline the steps necessary for 
its implementation nor the timeframe. France had an active tobacco control policy which included a ban 
on advertising, a ban on smoking in public places and increased taxes. It was the combination of those 
measures and not one in particular that was effective. Action to protect women and young people, now the 
most heavily exposed and vulnerable groups, was essential. An area in which France was lagging behind 
in its policy was in providing help for addicted smokers who wished to quit. 

The importance of statutory law in the French policy must be stressed. Laws had been enacted in 
1976 and 1991 in order to counterbalance the growing use of case law with indemnity payments in tobacco 
control. The respective advantages of statutory and case law needed to be considered. An interministerial 
mission had recently been given responsibility to combat abuse of both legal and illegal drugs. There were 
two reasons for that combined approach. The first was that researchers were increasingly finding that the 
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mechanisms of dependence were the same for legal and illegal drugs. Secondly, the French experience 
showed that legal drugs - tobacco and alcohol - did much more damage than illegal drugs; young people 
in particular found it difficult to understand why a slightly hazardous substance was prohibited while 
tobacco and alcohol, which were very dangerous, were permitted. That apparent contradiction had led the 
French Government to group all drugs together. The approach might be given consideration in other 
Member States. 

Mr LIU Peilong (China) expressed his support and appreciation for the detailed report. The 
widespread use of tobacco had become an issue of international concern; the Tobacco Free Initiative would 
contribute to reducing the number oftobacco smokers. China fully supported the goals and areas of work 
for the core support group outlined in the report. The population of China was at particularly high risk 
from the dangers of smoking. The visit of the Director-General to China in 1997 had done much to 
promote tobacco control, and his Government totally supported the Tobacco Free Initiative. China was 
already involved in campaigns to control tobacco use among the young. 

In order that the framework convention be more relevant to the political, economic and social 
development of Member States, and therefore implementable, China proposed that not only the health 
sector but also representatives from other sectors and nongovernmental organizations be involved in 
formulating it, as tobacco consumption encompassed numerous areas including revenue, agriculture, 
manufacture, marketing, smuggling control and public education. 

Many developing countries found it difficult to control the use of tobacco. If tobacco cultivation was 
reduced, how would the farmers survive; if production was decreased, where would the workers go; if 
taxation was increased, at what point would it be introduced and how should smuggling be dealt with? As 
the draft resolution already stated and China reiterated, special support should be extended to developing 
countries to deal with those issues; however, the support should not be only financial but also political. 
Developing countries should be encouraged to participate in drafting the framework convention. 

Paragraph 7 of the Director-General's report referred to an "accelerated work plan" for drafting the 
framework convention; however, the three mechanisms described - national framework convention 
commissions in several countries, the ad hoc task force or working group open to all Member States, and 
the intergovernmental negotiating committee - needed further clarification. What would be the 
composition, the method of work and the timeframe of those groups? 

Dr DOSSOU-TOGBE (Benin) noted that, while in some countries tobacco consumption was 
reflected in smoking cigarettes, in many others it involved solely chewing or snuffing tobacco, which had 
no effect on bystanders. Tobacco use also depended on the financial situation of individuals: those who 
could afford to buy tobacco used it and those who could not, did not. Tobacco consumption had increased 
in developing countries, but consumption patterns differed in the various regions of the world. In Benin, 
women, for example, did not have much opportunity to use tobacco; when they did, they chewed it or 
smoked it in a pipe. Those aspects should be taken into consideration when looking at tobacco 
consumption. 

Tobacco use was the last in a series of activities that included cultivation, production, storage, 
transport, advertising and sale. Intervention at every stage was called for if it was to be effective in 
reducing tobacco consumption and use. 

Many airline companies currently had non-smoking policies, and smoke detectors were installed in 
the toilets. Recently, some companies had offered nicotine inhalers to reduce the downturn in passenger 
numbers. The measures taken to prevent people from becoming the innocent victims of passive smoking 
were admirable, but airline companies continued to offer cigarettes among their duty-free goods or sold 
other duty-free goods with tobacco product advertising on them. 

The Tobacco Free Initiative should be supported in the long term, with emphasis on education, so 
that future generations did not have to repeat the activities. 

Dr BU FIGUEROA (alternate to Dr Castellanos, Honduras) said that he welcomed the initiative to 
control the use of tobacco through education and information on its effects on health. Ten years previously, 
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Honduras had taken measures to control tobacco use; he hoped th~t the Tobacco Free Initiative would help 
to strengthen the national policy. Diversification of agriculture and substitute crops were important issues 
for many developing countries, where thousands of families depended on income from tobacco production. 
That issue needed serious discussion during drafting of the framework convention, as it was extremely 
sensitive. 

Dr NAKAMURA (Japan) stated that tobacco control was very important for public health and 
welcomed the establishment of the Tobacco Free Initiative. Japan supported the decision of WHO to hold 
an international technical conference on tobacco and health in Kobe, using the resources of the WHO 
Centre for Health Development, which would highlight the importance of public health in the twenty-first 
century. The theme, on avoiding the tobacco epidemic in women and youth, was particularly suitable given 
the vulnerability of those populations. 

As the proposed framework convention would cover various aspects, such as health and finance, 
certain points required clarification in order to ensure smooth development of the work. The adoption of 
conventions was defined only in Article 19 ofthe WHO Constitution. How would an intergovernmental 
negotiating committee be organized, and how would the various working groups and consultative bodies 
be involved in the process? What would be the financial aspects of negotiation and how would that be 
funded? Would Member States be called upon to contribute? Secondly, tobacco control affected certain 
domestic policies other than health, for example, taxation. Given that Member States would negotiate the 
convention taking into account their own domestic situations, prior discussions by an ad hoc task force or 
working group open to all Member States and nongovernmental organizations might complicate formal 
negotiation. He requested a clear description of the "accelerated work plan" for the framework convention 
mentioned in paragraph 1(1) ofthe draft resolution. 

Dr AL VIK (Norway) fully supported the Tobacco Free Initiative, as national activities were more 
successful when introduced in a supportive international context. In tobacco control, activities at the supply 
end were just as important as those on the demand end. The Tobacco Free Initiative reflected the normative 
function of WHO and would eventually open up new areas for setting international health standards based 
on scientific evidence. The Initiative united the Organization in combatting the worldwide problem of 
smoking. That would take place at central, regional, national and local levels and involve health promotion, 
control of noncommunicable diseases and other relevant programmes. To be successful, the Initiative 
required the involvement not only ofthe health sector but also of finance, trade, agriculture and education 
ministries, and nongovernmental organizations. 

Norway offered to extend its support for the intergovernmental negotiating process by convening 
international seminars and meetings or workshops on good practices in tobacco legislation. 

Dr MELONI (Peru) expressed support for the Initiative and for the comments of the other Board 
members. While use of Article 19 was very positive, it was the first time that it had been invoked. What 
type of global health initiatives required binding instruments? Did their use imply that resolutions were 
somehow inferior? It was true that resolutions had not always achieved the desired results: that which had 
called for a framework convention for tobacco control (World Health Assembly resolution WHA49.17) 
was only now being implemented. He had two recommendations: firstly, that the reasons for using a 
convention rather than the procedure that had been used for the last 50 years be stated more explicitly and, 
secondly, that the Secretariat consider other cases in which many resolutions, effective or otherwise, had 
been adopted for which a convention or some other type of binding instrument might be preferable. In the 
case of tobacco control, measures that were to take effect in the short and medium term should be 
continued, even though longer-term measures were being considered. 

Dr KARIBURYO (Burundi) supported the Initiative and the draft resolution. He was concerned that 
the power of the tobacco industry, with its research and advertising capability, allowed it to withstand the 
raised taxes and other restraints imposed on it. It remained a redoubtable adversary. Furthermore, as 
mentioned by previous speakers, tobacco was one of the main sources of income in some countries, and 
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the taxes levied on tobacco were considerable. Such income had to be replaced if the Initiative were to 
have maximum support. In many developing countries, the anti-tobacco messages of health ministries were 
not getting through to tobacco users in rural areas, to those who smoked hand-rolled cigarettes (which 
therefore had no warnings on packets) or to those who chewed or snuffed tobacco. Other approaches would 
have to be found. In view of the wide range of public health priorities in developing countries, such as 
communicable diseases, and the scarcity of resources allocated to public health- barely 3% to 5% oflow 
national budgets, and given the lack of agencies with their own resources for tobacco control activities, such 
activities often did not feature in national budgets. Tobacco control had recently been included in the 
budgets of regional offices of WHO, but the allocation was often very small. He recommended that 
information be provided to heads of State and government, parliaments and other bodies responsible for 
setting the agenda for matters such as substitute crops and for other ways of blocking the advance of 
smoking. It would be a long and hard job and a multisectoral problem that would force the Organization 
to change its methods in the attempt to do away with one of the major causes of avoidable death. 

Professor LEOWSKI (Poland) expressed his country's support for the Initiative. Poland had 
achieved a great deal of success in tobacco control over the past few years, due mainly to the full 
involvement of Parliament, Government, nongovernmental organizations and the media. The same would 
apply to the global initiative: full support was needed from the highest authorities. The success in his 
country had been relative, however, in that there were actually more smokers, especially among young 
women. 

The strongest argument for the Tobacco Free Initiative was the death toll. He reminded the Board 
that the world population was increasing by one thousand million each decade, so that by 2030 there would 
be 9-11 thousand million people. The total number of deaths per annum was now about 50 or 52 million. 
What proportion of those deaths was related to tobacco use: all deaths or premature deaths only? It was 
important to specify, since the argument was very strong if it was correctly used. 

He raised the ethical issues of tobacco control. The arguments used currently about the dangers of 
smoking made people feel guilty, but if they felt responsible for contracting the diseases caused by 
smoking, they would conclude that no one but they should pay for the consequences. How would that 
affect market-based mechanisms of payment for health care? 

Dr FETISOV (alternate to Dr Starodubov, Russian Federation) pointed out that tobacco production 
was concentrated in the hands of very powerful companies which had no intention of winding down their 
profitable businesses. The reduction in tobacco consumption in some economically developed countries 
had led the tobacco companies to turn to the markets presented by less developed countries, which were 
not in a position to solve the global tobacco problem. His country supported the proposal for preliminary 
consultations with Member States on preparation of a framework convention on tobacco control and also 
supported the draft resolution. 

Dr W ASISTO (Indonesia) regretted that developing countries were to suffer more from tobacco use 
over the next 25 years while they were still working hard to solve existing health problems. He therefore 
strongly supported the Initiative. He asked whether it was feasible to establish national framework 
convention commissions in several countries in the ensuing 6-12 months. He suggested that the important 
activity of advocacy be pursued during World No-Tobacco Day celebrations and that, in the year 2000, 
those celebrations in Member States be held in the presence of the Director-General. He asked whether 
the Tobacco Free Initi~tive included an aggressive, systematic plan to combat the supply side of tobacco 
control, i.e. the tobacco industry. 

Dr AL-JABER (Qatar) expressed the support of the six countries of the Gulf Cooperation Council 
for the framework convention to limit tobacco consumption. Those countries had increased customs duties, 
placed restrictions on smoking and held seminars, most recently in Muscat. Anti-smoking campaigns had 
been run. There was neither growing of tobacco nor production of cigarettes, although there was a problem 
of tobacco consumption through hookahs. Fewer people were using such pipes and smoking cigarettes, 
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but a global convention would be of great help. Accelerating the establishment of commissions and the 
negotiation process was important. The discussions should address the problems of countries whose 
economy depended on tobacco cultivation. WHO should hold an international seminar to explain the 
Initiative. 

Dr SANOU IRA (Burkina Faso) commented that the Initiative was the first in which WHO was 
tackling the problem of tobacco head-on. Until then, health systems had coped with the effects of smoking, 
leaving primary prevention inadequately organized. Developing countries would soon be among the worst 
affected by smoking, especially young people in those countries. Extensive consultations were needed for 
preparation of the draft framework convention, agreements and protocols, and everyone, all States and 
governments, should be made aware of their responsibility for the successes and failures of the Initiative. 
It was not enough to free one's own country of the problem, to protect women and young people in one's 
own area, leaving the weakest to their fate. Commitment to the Initiative should be global, not local. The 
aim of the draft resolution before the Board was to further the concerted and coordinated global 
implementation of the various activities. 

Dr JIMENEZ DE LA JARA (Chile) expressed the full support of his Government for the Initiative. 
He observed that the complex, intersectoral issue under discussion could degenerate into a conflict between 
the third world and the first. There was also a danger that energy which should be focused on strategy 
would be dissipated. The message put across by WHO should focus on tobacco and health, tobacco and 
disease, although the problem was intersectoral. Tobacco was a consumer product, but WHO dealt with 
health, and its contribution had to be in the area of health. The Region of the Americas supported the 
Initiative with a regional convention, through the Organization of American States. The first regional 
conference in support of the framework convention should lead to specific protocols that would enable the 
States of the Region of the Americas to develop specific activities. 

Dr MUL W A (Botswana), welcoming the Tobacco Free Initiative, said that tobacco use was 
responsible for a very heavy burden of disease in developing countries. It was no secret that tobacco 
companies were making intensive efforts, through advertising and other coercive means, to promote 
tobacco use in developing countries, especially targeting youth and women. For example, multinational 
tobacco companies sponsored popular sporting events. Some developing countries were tobacco producers, 
and income from that crop would be used as leverage to mitigate efforts by those countries to participate 
fully in the Tobacco Free Initiative. Resources were therefore needed to support the full participation in 
the Tobacco Free Initiative of developing countries, in particular, African countries. It was noteworthy that 
the biggest producers of tobacco were the lowest users. Tact and diplomacy might therefore be needed in 
negotiations with big companies to find a way forward. 

Dr RAFEEQ (Trinidad and Tobago) found it ironic that the Board was discussing how to control 
a problem that all Member States had contributed to produce. While wholeheartedly supporting the 
Tobacco Free Initiative, he looked forward to the day when tobacco would be termed an illegal drug, since 
there was general agreement that it was a major public health problem. While taking interim measures, that 
definition should be the ultimate goal. 

Dr DALALOY (Lao People's Democratic Republic), supporting the Tobacco Free Initiative, said 
that, as one of the least developed countries, his country lacked the strength to protect itself from a dual 
attack: traditional tobacco use among ethnic minorities and the new use of imported tobacco. The latter 
was by far the most dangerous because it affected the youth of the country. 

The CHAIRMAN, speaking as the representative of the United Kingdom of Great Britain and 
Northern Ireland, said that his Government had recently produced a white paper entitled "Smoking Kills", 
describing a strategy based on prevention, support in stopping and helping those most affected, with a 
particular focus on protecting young people from the effects of smoking. The Tobacco Free Initiative was 
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in line with the Government's international development strategy to support efforts to reduce the negative 
health impact of tobacco consumption in developing countries. He strongly supported the WHO initiative. 

Mr URANGA (United Nations Focal Point on Tobacco or Health), speaking at the invitation of the 
CHAIRMAN, said that the United Nations Focal Point on Tobacco or Health had been established by the 
United Nations Secretary-General in compliance with the United Nations Economic and Social Council 
resolution 1993/79 and had been in existence for five years. The resolution had called on the Secretary
General to seek the full collaboration of all United Nations organizations and other international 
organizations in contributing to the successful implementation of effective and comprehensive strategies 
on tobacco control, including the establishment of a focal point within existing institutions of the United 
Nations system on the subject ofmultisectoral collaboration on the economic and social aspects of tobacco 
production and consumption, taking into particular account the serious health consequences of tobacco use. 
The Secretary-General had decided to establish the focal point in UNCT AD. The focal point had presented 
three reports on the subject of tobacco or health between 1994 and 1997 to the Council. The focal point 
had also developed a number of new initiatives in areas such as sports and tobacco, nicotine delivery 
systems as a way of helping smokers to stop smoking, and crop substitution, the latter in association with 
the World Tobacco Growers Association, with the support ofUNDP. The project was to be carried out in 
Malawi, the country most dependent on tobacco exports. He recalled that a world conference held in Paris 
in 1994 had originally proposed that the Director-General of WHO should launch cooperation within the 
United Nations system to develop a convention on tobacco control. WHO analysis of the subject had given 
the impression that the convention was to deal only with health-related aspects of tobacco control. It would 
certainly be useful to discuss the scope of the convention, as the approaches and interests of ministries of 
health might differ from those of other ministries. 

Mrs KIZILDELI (Turkey),1 speaking at the invitation of the CHAIRMAN, said that, as a traditionally 
major tobacco producing and consuming country, Turkey welcomed the Tobacco Free Initiative and 
considered that the development of a framework convention on tobacco control might be an effective tool 
in giving the Initiative enhanced moral and legal authority. She hoped that the Initiative would effectively 
address the health hazards of ever-growing tobacco consumption, particularly among women, and young 
and vulnerable groups. To assert itself as a powerful international organization, to motivate public opinion 
and to place health issues on the agendas of governments, WHO had to strengthen its normative powers 
and assure a transition to enacting internationally binding instruments. The framework convention would 
be a first for WHO and would set an example for future actions; the process and procedures should 
therefore be established with great care. In particular, the support should be mobilized of as many Member 
States as possible, as well as of other partners. In that regard, she welcomed the steps taken by WHO. The 
broadest possible participation by governments and the public should be secured in all phases of the 
process. Furthermore, the framework convention on tobacco control should have a clear, focused and 
indisputable objective, addressing first and foremost those issues of tobacco control that were clearly within 
the mandate and expertise of WHO. She believed that the convention protocol approach would be a 
flexible method to use, starting with realistic and feasible objectives and focusing on tobacco control issues 
that transcended national boundaries. Sequencing actions on the basis of success in previous phases would 
enhance the treaty-making and implementation capability of WHO and increase its credibility. 

Mr ISRAEL (International Union Against Cancer), speaking at the invitation of the CHAIRMAN, 
said that the International Union Against Cancer (UICC) and the International Non Governmental Coalition 
Against Tobacco (INGCA T) welcomed the Tobacco Free Initiative and the increased importance accorded 
to the fight against tobacco by WHO, noting especially the emphasis given to cooperation with 
nongovernmental organizations, which had played a major role in the past. The combination of WHO 
using its prestige to influence governments while nongovernmental organizations influenced and worked 

1 Government representative attending by virtue of Rule 3 of the Rules of Procedure. 
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with other sectors of the population and structures in a country .had proved to be effective. He looked 
forward to great success from the new partnership. The UICC, in partnership with the Tobacco Free 
Initiative, the World Bank and the Centers for Disease Control in the United States of America, was 
preparing a tobacco control communication strategy for the next millennium. The global information 
system being used by many tobacco control advocates around the world was GLOBALink, which had been 
chosen by the Tobacco Free Initiative as one of its main communication tools. The UICC and INGCA T 
looked forward to continuing their work with WHO. 

Dr HUMAN (World Medical Association), speaking at the invitation of the CHAIRMAN, said that 
World No-Tobacco Day 1999 would serve as an important catalyst for achieving a tobacco-free world. It 
represented a remarkable partnership between WHO, health professionals and the pharmaceutical industry, 
and was valuable not only to arrange events for a day in the WHO year but to serve the needs of patients 
worldwide. He congratulated the Director-General for giving the Tobacco Free Initiative top priority and 
establishing a global focus on the need for a tobacco-free society. To achieve success, WHO would have 
to use the best knowledge, ideas, competence and networks worldwide. As intergovernmental agencies 
could be constrained by political forces within the system, WHO should use the influence of health 
professional associations in achieving public health goals. For example, involvement of health professional 
associations in the steering group for World No-Tobacco Day 1999 would provide WHO with an excellent 
network through which to distribute its message to all corners of the world, to care-givers and those whose 
health had been affected by tobacco. Despite information overload, it should be recalled that the reason 
for undertaking such actions was to serve patients. He urged the Board to keep in mind the wheezing 
patient suffering from smoke-induced obstructive lung disease, the distorted face of a patient suffering from 
tobacco-induced malignancy of the mouth or, worse still, the small baby being damaged by the fumes of 
a tobacco-addicted mother. The health professionals stood ready to work in partnership with WHO to 
initiate a tobacco-free world. 

Dr REINSTEIN (World Self-Medication Industry), speaking at the invitation of the CHAIRMAN, 
recalled that World No-Tobacco Day 1999 would concentrate on smoking cessation, with the theme "Leave 
the pack behind". The World Self-Medication Industry was actively engaged in smoking cessation, through 
nicotine replacement therapy. Such therapy was classified as self-medication in most countries and was 
not currently reimbursed by most health systems, although there were indications that it could be cost
effective. The agreement reached in the World No-Tobacco Day 1999 Steering Group, that industry 
nongovernmental organizations could best contribute expertise and support by designating a public 
relations person to work for the World No-Tobacco Day project, was being followed up. Such cooperation 
was a clear example of benefit to public health from collaboration between WHO and industry. The World 
Self-Medication Industry was pleased to work within a transparent partnership to complement WHO's 
important public health goals in the Tobacco Free Initiative. 

Mrs HERZOG (International Council of Women), speaking at the invitation of the CHAIRMAN, 
commended the report in document EB 103/5 and welcomed the Tobacco Free Initiative. A convention was 
an important tool for action and was legally binding; its adoption, however, might take a long time. In the 
meantime, millions of young girls and boys throughout the world would begin smoking, encouraged by 
tobacco industry advertising. It was therefore incumbent on governments and nongovernmental 
organizations, particularly women's nongovernmental organizations, to create a global atmosphere that 
would speed up adoption of the convention. Concurrently, the Director-General and the Board might wish 
to make use of Article 21 ofthe WHO Constitution, which stated that "The Health Assembly shall have 
authority to adopt regulations concerning: ... (e) advertising and labelling of biological, pharmaceutical and 
similar products moving in international commerce". Tobacco came into contact with the human body and 
had health consequences: it was therefore a drug. While no alternative to a convention, WHO might use 
the legal means provided by its Constitution to stop advertising oftobacco. Efforts also had to be made 
for prevention, which began with education of the very young. Nongovernmental organizations and WHO, 
each within its terms of reference, should strengthen preventive programmes for people of all ages. WHO 
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might wish to consider holding an international seminar for adolescents to initiate an international young 
leadership movement for healthy lifestyles, produce special WHO medals or pins and award prizes to 
motivate the young. Peer education had proved to be far more effective than any other means of affecting 
attitudes and behaviour. The International Council of Women reiterated its support to WHO in the 
Tobacco Free Initiative, particularly with regard to women. 

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

The meeting rose at 12:40. 



FOURTH MEETING 

Tuesday, 26 January 1999, at 14:30 

Chairman: Dr K. CALMAN (United Kingdom of Great Britain and Northern Ireland) 

The meeting was held in private from 14:30 to 15:10 and resumed in public session at 15:20. 

1. ADMINISTRATIVE AND FINANCIAL MATTERS: Item 7 ofthe Agenda 

Appointment of the Regional Directors for the Americas, South-East Asia and Western Pacific 
(Documents EB103111, EB103112 and EB103/13) 

The CHAIRMAN drew attention to the following resolution adopted by the Board in private 
session. 1 

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

Americas at its fiftieth session, 

1. REAPPOINTS Sir George Alleyne as Regional Director for the Americas as from 
1 February 1999; 

2. AUTHORIZES the Director-General to issue a contract to Sir George Alleyne for a period 
of four years from 1 February 1999, subject to the provisions ofthe Staff Regulations and Staff 
Rules. 

He congratulated Dr Alleyne on his reappointment as Regional Director for the Americas. 

Dr ALLEYNE (Regional Director for the Americas) thanked the Board for having approved his 
nomination for a further term as Regional Director for the Americas. He had precious memories of his first 
election, of taking the oath of office and of his association over the past four years with many of those 
present. He recalled as a positive experience his support from and interaction with the former Director
General, Dr Nakajima. Most gratifying of all were memories of the efforts made to improve the health of 
the people of the Americas and, hopefully, of having made a small contribution to the thinking and practice 
in global health matters. 

Those and other memories fortified his resolve to discharge faithfully, and to the best of his ability, 
his continuing duties and responsibilities as Regional Director. Some of those responsibilities were rooted 
in his loyalty to the Organization, its organs and its officers. He expressed his loyalty to the Director
General, and his commitment to assist her in discharging her duties. He would also do everything he could 

1 Resolution EB103.R2. 
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to ensure that the global mandates and collective commitments of the world's health authorities, and WHO 
activities, were carried out faithfully in the region for which he was responsible. 

He had no doubt about the seamless compatibility of those responsibilities. He viewed the 
Organization's diversity as its strength and counted himself doubly blessed to be the Director of the Pan 
American Sanitary Bureau and the WHO Regional Director for the Americas. Experience had clearly 
shown that that duality was of inestimable benefit to the people of the world and of the Americas. 

The past four years had convinced him of the importance of holding high the ambitious goal of 
health for all. It should continue to be the Organization's battle cry, its essence being the need for more 
social justice, as expressed in health equity, the search for which resonated especially strongly in his 
Region. The focus on equity would go hand in hand with joint national efforts to deepen and strengthen 
the Pan American approach which was rooted in the Region's history and geography and was often visible 
in the solidarity expressed when ill-fortune befell one of the countries. 

The concern for. equity was not merely theoretical: it could and would be transformed into a 
framework for technical cooperation. The Regional Office would support countries in identifying 
unacceptable gaps and in applying interventions targeted towards those determinants of health that were 
inequitably distributed. Technical cooperation with countries would be based on the strategic and 
programmatic orientations approved for the Regional Office's work, fully encompassing the priorities 
determined by the Board for global action. 

Vigilance would be exercised regarding the political currents affecting the Regional Office's work, 
and involvement in the political processes themselves would be scrupulously avoided, although keen 
attention would be paid to the factors that influenced political decisions. The Regional Office would do 
the utmost to achieve the technical excellence that countries had a right to expect from it. It would maintain 
the fiscal propriety that should characterize every public organization. To make all of those ambitious goals 
possible, he would count on the continued support of the excellent staff, to whom he owed so much. 

The CHAIRMAN drew attention to the following resolution adopted by the Board in private 
session. 1 

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

South-East Asia at its fifty-first session, 

I. REAPPOINTS Dr Uton Muchtar Rafei as Regional Director for .South-East Asia as from 
I March 1999; 

2. AUTHORIZES the Director-General to issue to Dr Uton Muchtar Rafei a contract for a period 
of five years from I March 1999, subject to the provisions of the Staff Regulations and Staff Rules. 

He congratulated Dr Uton Rafei on his reappointment. 

Dr UTON RAFEI (Regional Director for South-East Asia) said he was deeply honoured by the 
confidence placed in him by the Board and was fully aware of the formidable task that lay ahead during 
his second term. In collaboration with Member States, the Regional Office would continue to strive to 
achieve better health for all the people in the Region. 

The South-East Asia Region accounted for nearly a quarter of the world's population, bore a major 
share of the global disease burden and was home to a large illiterate population and nearly 40% of the 
world's poor. Daunting as those challenges were, he was confident that, with unity of purpose and a spirit 
of partnership, the odds would be overcome and the goals achieved. To do so, present efforts would have 

1 Resolution EBI03.R3. 
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to be strengthened substantially, starting with the Organization itself. He therefore commended the 
Director-General on her bold initiatives on several fronts and assured her of the Region's fullest support 
in building a stronger, more purposeful and responsive Organization. 

A number of issues that had global dimensions as well as regional implications needed urgent 
attention. They included: uniform programme development and management throughout the Organization; 
efficient coordination and cooperation at all levels of WHO; efficient utilization ofthe Organization's 
resources; and the full involvement of all concerned in the reform process. 

WHO could only be as effective and strong in health development as were its Member States. He 
would therefore continue to try to ensure the most efficient and effective support to countries in responding 
to their technical needs on a scientifically sound basis. His priorities in the Region were control of 
tuberculosis, malaria and HIV/AIDS, poliomyelitis eradication, reproductive health and health systems 
development. To attain the goals set, the Regional Office would promote and strengthen partnership with 
Member countries and other organizations concerned with health development, including civil society. 

The success of any endeavour was determined largely by strong teamwork and leadership. 
Fortunately, both those ingredients were in abundant measure within WHO. The Organization rested on 
sound foundations. Moreover, the guidance provided by the governing bodies had helped WHO through 
some difficult times and it was now forging ahead with renewed commitment. However, mounting 
pressures from various quarters could be foreseen. WHO must not allow the increasing privatization of 
health facilities to diminish the individual's right to access to all forms of health care and it must ensure 
that the poor, the sick and members of ethnic minorities were not passed by unnoticed in the move to the 
new millenium on information highways that seemed far removed from the reality experienced by many 
millions in the South-East Asia Region. 

The next few years would be critical in accelerating the progress made in his Region. With the 
initiatives already taken, he was hopeful that the Region would move strongly ahead to make a significant 
contribution to the health of the world's people. He looked forward to the continued support of the Board 
in those endeavours. WHO had a unique opportunity to add momentum to the movement for health for 
all launched over two decades ago. In collaboration with Member States, it could help lighten, if not 
remove, the disease burden carried by the world. With renewed determination and commitment, it could 
make a difference to millions presently living in hunger, poverty and disease. WHO must not fail. 

The CHAIRMAN drew attention to the following resolution adopted by the Board in private 
session. 1 

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

Western Pacific at its forty-ninth session, 

1. APPOINTS Dr Shigeru Omi as Regional Director for the Western Pacific as from 
1 February 1999; 

2. AUTHORIZES the Director-General to issue to Dr Shigeru Omi a contract for a period of 
five years from 1 February 1999 subject to the provisions of the Staff Regulations and Staff Rules. 

He congratulated Dr Omi on his appointment. 

Dr OMI (Regional Director elect for the Western Pacific), in accepting his appointment, said that 
not only was it a great honour for him personally but also for his country, Japan. He was deeply conscious 
ofthe grave responsibilities of the position. The Western Pacific Region had made great progress in recent 

1 Resolution EB103.R4. 
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years as a result of the commitment of all its Member States. However, far too many children were still 
dying from communicable diseases such as malaria, women were dying unnecessarily in childbirth, and 
the burden of noncommunicable diseases was increasing. Moreover, the recent Asian economic crisis had 
weakened health systems that were already under pressure. 

He committed himself to devoting all his efforts to ensuring that WHO met those difficult challenges 
and achieved tangible results. Reform was needed, and any changes introduced in the Region would be 
in line with those already begun by the Director-General. The Regional Office would work closely with 
headquarters so that WHO spoke with only one voice. He wished to increase flexibility and forge stronger 
bonds with WHO's partners in the Region, not only with Member States but also with other organizations 
both inside and outside the health sector. Collaboration was crucial to success. 

He paid tribute to the four Regional Directors who had preceded him, in particular, Dr S.T. Han, his 
immediate predecessor. Without Dr Han's achievements, his own tasks would have been harder. He would 
do his utmost to live up to the standards set by Dr Han, and repay the trust placed in him. 

At the invitation of the CHAIRMAN, Dr Shigeru OMI took the oath of office contained in. 
Staff Regulation 1.10. 

Dr NAKAMURA (Japan) said that it was appropriate for the Board to acknowledge formally the 
contribution of the retiring Regional Director for the Western Pacific, Dr S.T. Han, who had had a career 
spanning 30 years with WHO, for the past 10 years as Regional Director. Dr Han had played a significant 
role in the Western Pacific Region and at the global level. He invited the Board to consider the following 
draft resolution of appreciation proposed by Mr Liu Peilong and himself. 

The Executive Board, 
Desiring, on the occasion of the retirement of Dr S.T. Han as Regional Director for the 

Western Pacific, to express its appreciation of his services to the World Health Organization; 
Mindful of his lifelong devotion to the cause of international health, and recalling especially 

his 10 years of service as Regional Director for the Western Pacific, 

1. EXPRESSES its profound gratitude and appreciation to Dr S. T. Han for his invaluable 
contribution to the work of WHO; 

2. ADDRESSES to him on this occasion its sincere good wishes for many further years of 
service to humanity. 

Mr LIU Peilong (China), speaking as a sponsor of the draft resolution, congratulated Dr Omi on his 
appointment and expressed his gratitude to Dr Han for his long and outstanding contribution to public 
health at the global level and, in particular, in the Western Pacific Region. Under Dr Han's leadership, the 
Region had made notable progress in the control of diseases, including the eradication of poliomyelitis, and 
in raising levels of health. His document, New horizons in health, had proved a valuable guide in the 
formulation of health policies by the Region's Member States. He wished Dr Han good health and looked 
forward to his continuing involvement in public health matters in the Region. 

Dr DALALOY (Lao People's Democratic Republic) commended the professional skills and personal 
qualities exhibited by Dr Han over many years. His contribution in that period to improving health in the 
Region had been considerable. 

Professor GIRARD (alternate to Professor Menard, France) praised Dr Han's work over the previous 
decade. The health results achieved under his leadership had been spectacular. 

Dr BOUFFORD (United States of America) said Dr Han had given many years of service to WHO, 
10 years as Regional Director for the Western Pacific and 10 years prior to that as Director of Programme 
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Management. He had shown vision and ability to perform in a vast and complex region, and had always 
paid due attention to all its Members, however small. She offered her good wishes for the next stage in his 
distinguished career. 

The CHAIRMAN, speaking as the representative of the United Kingdom of Great Britain and 
Northern Ireland, joined previous speakers in paying tribute to Dr Han and wishing him well for the future. 

The resolution was adopted by acclamation.1 

Dr HAN (Regional Director for the Western Pacific) thanked the members of the Board for their kind 
expressions of appreciation. On the occasion of his acceptance speech as the new Regional Director for the 
Western Pacific 10 years earlier, he had spoken ofthe great honour bestowed on himself and his country, 
the Republic ofKorea. He had been associated with WHO directly and indirectly since October 1950 when 
he was a young medical student, and had been a staff member for 32 years. In bidding farewell to the 
Organization he had served since 1967, he was more conscious than ever ofhow privileged he had been 
to serve as Regional Director during a decade of great challenges and significant achievement in the 
Region. 

He wished to pay tribute to the Member States of the Region for their collaboration; together with 
WHO they had carried out important improvements to the health status of the Region's population; the 
anticipated eradication of poliomyelitis from the Region was one such achievement in fields as diverse as 
health sector reform, leprosy elimination, malaria control and environmental health. It had been a team 
effort and he gave thanks for the contributions made by international colleagues, by partner agencies and 
especially the staff of the Western Pacific Regional Office. 

During the past decade, most of the Member States in the Region had matured into countries which 
had proved themselves capable of handling health issues, even though the disease profile had changed 
significantly. Health problems were now frequently man-made, with many diseases related to lifestyle and 
behaviour. Those would be the challenges for the next century. However, with continued collaboration, 
solutions would be found. 

He paid tribute to the Director-General who, in the short period since she had taken office, had 
achieved remarkable progress in implementing a process of change in WHO. He hoped that, under her 
direction, WHO would enhance its leadership role and continue to emphasize the crucial contribution of 
health to development. 

He concluded by saying he left the Regional Office in the capable hands of his successor, Dr Omi, 
with whom he had worked for many years. He wished him success and saluted the members of the 
Executive Board, knowing that they would continue the work of the Organization with wisdom, 
compassion and with the goal of bettering people's lives. 

The DIRECTOR-GENERAL said that in the past six months she had had the opportunity to work 
closely with the Regional Directors and wished to express her appreciation of their work. She looked 
forward to continued close collaboration throughout the Organization; that would be essential for carrying 
out the tasks ahead. She therefore welcomed the reappointment of the Regional Directors for the Americas 
and South-East Asia. She also welcomed the appointment of Dr Shigeru Omi as Regional Director for the 
Western Pacific, who would assume his new functions on I February 1999. 

Finally, she expressed her warm gratitude and appreciation to the Regional Director for the Western 
Pacific, Dr S.T. Han for his personal support and collaboration and for his many years of dedicated service 
and achievements in the Western Pacific Region and at the global level. 

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

1 Resolution EB103.R5. 
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2. TECHNICAL AND HEALTH MATTERS: Item 3 ofthe Agenda (continued) 

Tobacco Free Initiative (Document EB103/5) (continued from the third meeting) 

DrY ACH (Project Manager) said that he would respond to the many questions put at the previous 
meeting under three headings: public health goals, the multisectoral nature of tobacco control, and the 
process leading to the adoption of a framework convention. 

With regard to public health, it was important to keep the broad picture in mind. Of the current 
3.5-4 million smoking-related deaths per year, one-half occurred in middle age, when on average 20-22 
years of life were lost prematurely; the other half occurred in older ages. There were good epidemiological 
data to show that people smoking anywhere in the world tended to die at similar ages. Regarding 
involuntary exposure, the consensus at a conference co-hosted by WHO and the United States 
Environmental Protection Agency in January 1999 had been that the impact on children of environmental 
tobacco smoke in the home, from both maternal smoking and other sources, was profound and significant. 
As far as adults were concerned, WHO unequivocally regarded environmental tobacco smoke as a cause 
of lung cancer. 

The Organization favoured maintaining a balance between smoking prevention and cessation, 
believing that cessation had not received sufficient attention. Cessation influenced the death rate in the 
medium to short term, whereas the impact of prevention was in the long term. Another important task was 
to improve access to effective methods for those wishing to give up smoking. 

Rising smoking rates among women and young people, including young girls, were a concern in 
developed and developing countries alike, the solutions required being broadly similar for all countries. 
A WHO project in that regard supported by the United Nations Foundation and focusing on ways to tackle 
youth and tobacco problems in an initial group of six countries was expected to report its first findings to 
a conference to be hosted by the Government of Singapore in late 1999. Work focusing on women and 
tobacco was receiving support from the Governments of Sweden and Japan and from women's groups. 
The effect of tobacco on women's health would also be a major issue at the five-year follow-up to the 
Fourth World Conference on Women to be held in New York in March 1999. 

As to whether smokers should pay the costs of the consequences of their habit, it had never been 
WHO's intention to victimize smokers but rather to try to understand why they smoked and help them to 
stop. The "polluter pays" principle was appropriate, the polluters being the tobacco industry. Litigation, 
as pursued in the Americas and, increasingly, elsewhere, was an approach that complemented the major 
focus of WHO's work, namely comprehensive tobacco control. 

On the multisectoral front, the revised drug strategy process had made clear the need to be aware of 
the complex issues relating to public health and international trade. A report on work being undertaken 
on the true economic impact of tobacco in collaboration with the World Bank would be presented 
informally during the World Health Assembly in May 1999. There were currently 1.2 billion smokers in 
the world and, under current trends and approaches, that figure would rise to 1.6 billion by 2020 fuelled 
mainly by population increases. With an extremely successful strategy it might remain unchanged or even 
decline to 800 million smokers, still leaving a continuing demand for tobacco from agricultural producers. 
Any shifts in agriculture were thus essentially long term. Greater support was, however, needed to gain 
an understanding of how diversification could be achieved. The speed of change would not be faster than 
in other industries which had succeeded in adapting to profound social change, changes in habits and in 
people's perception of what constituted risk. The provision by the United Nations ofUS$ 1000 million 
for agricultural diversification from illicit crops in parts of Latin America might be a useful precedent to 
consider for the long term.. In fact, one. of the major causes of the decline in tobacco farming was not 
falling consumption but more efficient methods of production introduced by the tobacco industry itself. 
The World Bank report would be unequivocal in its approval of tax on tobacco. An increase in tax reduced 
consumption, especially among the poor and young people, and increased government revenue. Many 
countries were not tax efficient and many of the recommendations contained in the World Bank report 
would focus on applying optimal levels of tax and using the revenue partly to support tobacco control and 
other aspects of primary health care. 
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Although Member States, when they came to consider a framework convention, would need to be 
sensitive to sectoral issues, they should base their deliberations on the facts rather than on partisan 
arguments, never losing sight of the public health goals that were the principal reason for tobacco control. 
The move to a framework convention had been initiated by a series of Health Assembly resolutions, most 
notably WHA49.17. It had been clear from the start that the convention represented a global complement 
to national and local action supporting and accelerating the work of weaker countries. It was important to 
ensure that all countries shared in the benefits and, equally, contributed fairly to the costs. Broad 
participation was important. The precise process could not be spelled out at the present time. 

Mr TOPPING (Legal Counsel), responding to Dr Nakamura's concern that Article 19 of the 
Constitution made no provision for the adoption of a convention, said that such a procedure, as an act of 
the Health Assembly, was covered by the Assembly's Rules of Procedure. In particular, Rule 72 provided 
that adoption of a convention required a two-thirds majority of the Members present and voting. 
Furthermore, any international negotiating committee could be considered a committee of the Health 
Assembly, convened under Rule 42 of the Rules of Procedure. Other issues pertaining to the organization 
of the committee could be decided by the Health Assembly upon the recommendations of the Board. 

The possibility of dealing with tobacco control under Article 21 (e) of the Constitution, raised by the 
International Council of Women, had been considered by the Executive Board at its ninety-seventh session. 
Asked at the time about the meaning of"biological, pharmaceutical and similar products", he had drawn 
attention to a reference in the work of the Technical Preparatory Committee in 1946 to drugs moving in 
international commerce under names in the International Pharmacopoeia. In the context of the overall 
preparatory work, the committee had appeared to be referring to vaccines and pharmaceutical products. 
At the International Health Conference held a few months later to adopt the Constitution the term "similar 
products" had been added. Whether those words could be interpreted as including tobacco products was, 
as he had said at the Board's ninety-seventh session, within the competence of the Health Assembly to 
decide. However, the Board had, at the time, considered it preferable to focus resources on work less 
subject to challenge on grounds of interpretation and had recommended the adoption of a convention. 

The CHAIRMAN, observing that the Tobacco Free Initiative would send a very important signal 
to Member States and the world at large, invited Board members to consider the draft resolution contained 
in paragraph 8 of document EB 103/5. 

Dr ALVIK (Norway) said that, considering the importance of the Tobacco Free Initiative, the 
mechanisms for negotiating the framework convention for tobacco control should be set up without delay; 
they should be simple and streamlined and should be open to all Member States and to relevant 
intergovernmental organizations. The procedures should, to the extent possible, be decided upon by the 
forthcoming Fifty-second World Health Assembly, an essential element being the establishment, under 
Rule 42 of the Rules of Procedure, of an intergovernmental negotiating committee, open to all Member 
States. The committee should enjoy the necessary services and facilities, including the support of an ad hoc 
expert group to provide advice and facilitate its consideration of the public health, legal and administrative 
aspects of the framework convention and related protocols. A draft text incorporating those suggestions 
would be submitted as a basis for a revised draft resolution. 

Dr BOUFFORD (United States of America), observing that the operative paragraphs referred only 
to actions strictly relating to the framework convention, said that she would like to see the addition of 
wording addressing the promotion of and support for regional action in parallel with the convention, and 
would be submitting a proposal for an additional operative paragraph to that effect. 

Dr VARET (alternate to Professor Menard, France) suggested amending operative paragraph 2(6) 
in the belief that it was unnecessary to provide for the systematic establishment of national commissions 
to support the development of the convention. The relevant arrangements should be left to the discretion 
of countries, which had their own coordinating mechanisms. 
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Mr LIU Peilong (China) said that he, too, had several comments and suggestions for consideration 
in conjunction with the other proposals for amendment to the draft resolution. 

Professor KHAN (Bangladesh) said that he would be submitting three operative paragraphs for 
consideration. 

The CHAIRMAN suggested that those with specific amendments should submit them without delay 
to the Secretariat. A small drafting group open to interested Board members and also, in an observer 
capacity, to any interested Member States that were not entitled to designate members of the Executive 
Board, could then, under the chairmanship of Canada, prepare a revised version of the draft resolution 
incorporating amendments for further consideration by the Board. He took it that the procedure was 
acceptable and that the Board wished to defer its consideration of the item accordingly. 

It was so agreed. 

(For adoption of resolution, see summary record of the tenth meeting, section 1.) 

Roll Back Malaria (Document EB 1 03/6) 

Dr NABARRO (Project Manager), reporting on WHO's action to combat malaria worldwide and 
illustrating his statement by means of transparencies, said that, as the cause of 300-500 million clinical 
cases of disease and one million deaths a year, malaria was one of the major global disease burdens, 
affecting principally the poor and the disadvantaged and with a particular impact in sub-Saharan Africa. 
It was a disabling disease which stretched the capacities of national health sectors worldwide. He gave a 
brief summary of the background to the Roll Back Malaria initiative, from the 1960s when the disease had 
been partially eradicated, to the Africa Malaria Initiative in 1997 and, more recently, to the WHO Roll Back 
Malaria project, launched in 1998. Since then, steps had been taken by WHO, the Organization of African 
Unity, the G8 group of countries, UNDP, the World Bank and UNICEF, towards the establishment of a 
global partnership for Roll Back Malaria in December 1998. 

It was important to distinguish between global partnership for Roll Back Malaria, which was 
worldwide in scope and involved many organizations, and WHO's Roll Back Malaria project which was 
intended to provide support for that partnership, particularly at country level. Support took the form of 
technical and financial assistance for situation analysis and strategy implementation, endorsement of the 
technical content of strategies based on WHO's standards, and monitoring of progress in the context of 
health sector development. The project also provided a secretariat for the global partnership. 

He stressed the need for a new approach to the problem, since malaria, as a major cause of poverty, 
posed a massive challenge to health development. Not only was it important to combat parasite and 
mosquitos, it should be a central principle to help all people to respond to the threat of malaria by 
increasing their knowledge and understanding of the disease. However, the great complexity of malaria 
meant that there was no simple, single response to the disease, each area affected calling for a specific 
solution. Existing tools should be used to their full potential. They could be supplemented by promoting 
cooperation with the research-based pharmaceutical industry: new tools should be developed to combat 
continuous transmission by highly drug-resistant strains. WHO's internal planning target was to halve the 
malaria burden by the year 201 0 through interventions adapted to local conditions and by reinforcement 
of the health sector, using a process approach based on partnerships for effective action and working 
horizontally across all clusters and regions. 

He emphasized four major components of the Roll Back Malaria process. The first was national 
action, which should be intensified on the basis of broad-ranging partnerships at country level. Already 
more than 15 governments had stated their commitment to rolling back malaria, involving a wide range of 
partners covering civil society, the private sector, donors, the media and development banks. Of particular 
importance was the World Bank which had already taken measures with a view to providing low-interest 
loans to assist countries to incorporate action against malaria into health sector development programmes. 
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Partnership procedures should be institutionalized as soon as possible. The second component was strong 
political and institutional backing through the global partnership, which was essential in order to ensure 
sustained commitment by partners both at headquarters and at regional level and to monitor the 
effectiveness of efforts to combat malaria within the context of health sector development. Third, 
harmonization of strategies and the provision of consistent technical guidance through the promotion and 
sponsorship of technical support networks was needed to achieve a common approach to Roll Back Malaria 
throughout WHO and beyond, with a single workplan and budget. Fourth, strategic investments in better 
tools would be made through focused support for research and public and private initiatives: it was not for 
WHO to develop those tools but rather to encourage research groups and pharmaceutical companies to 
focus on the relevant issues so as to identify new approaches for prevention and treatment. 

Success in the partnership to roll back malaria was also dependent on establishment from the outset 
of clear criteria for assessing progress in country and global partnership, health sector development, 
strategic investment, prevention and treatment of malaria and reduction of the disease burden. 

The new challenges ahead included: achievement of a consistent approach to the disease throughout 
the Organization, resolving the dichotomy between horizontal and vertical approaches; ensuring that 
national authorities were the leading players in country partnerships; ensuring that existing tools were used 
where possible to respond to local situations in a way that strengthened the health sector; mobilizing 
additional resources in ways that avoided inter-disease competition for such resources or a return to vertical 
programmes, and ensuring performance of the necessary research work and product development. The 
ultimate goal was not only to achieve a major reduction in malaria worldwide but also to serve as a 
pathfinder to ways in which the Organization might promote human development and help to reduce 
disease-related poverty. 

Dr VAN ETTEN (Netherlands) said the project was of great importance, firstly because of the 
enormous disease burden represented by malaria which the international community had not succeeded in 
tackling effectively, and secondly because it would serve as a pathfinder towards new working methods 
within WHO. Although focused on a single disease, the project would have to be fully integrated into 
national health systems, and was thus closely linked to health sector development. 

Political momentum for the initiative would need to be kept up. He was pleased to announce that 
the Netherlands Government had agreed to participate in the Roll Back Malaria partnership, and had also 
made a financial contribution. 

He was somewhat concerned about the level of pledging so far reached for the initiative, since a 
substantial amount was still needed if the target ofUS$ 20 million was to be achieved; he would appreciate 
further information in that regard. He noted from paragraph 18 of the report (document EB I 03/6) that 
other regions besides the African Region were preparing workplans; how far had those preparations 
progressed? With reference to paragraph 19 of the report, he would like to know how information and 
advice from resource support networks reached the areas where they were needed. Lastly, he would be glad 
of more information concerning the research and development effort mentioned in paragraph 24. 

Dr SULAIMAN (Oman) said that the Programme Development Committee, of which he was 
Chairman, had discussed means of monitoring the new initiative. Enthusiasm had been expressed for the 
idea of a global partnership, with WHO playing the role of coordinator, and the Committee had welcomed 
the approach to the project, at country and regional level, as well as the fact that it would be dealt with in 
a unified manner throughout the Organization. The Committee had considered that it would be useful if 
the Board were to adopt a resolution on the subject in order to highlight the importance of the issues 
involved, and was agreed on the need to seek greater resources for the initiative. 

Dr ALVIK (Norway) said that a consolidated effort to roll back malaria was a key element in any 
strategy for reducing inequities in health. The project had been launched as part of a broader strategy for 
health sector development; an approach of the utmost importance. Roll Back Malaria should not be 
allowed to develop into a traditional vertical campaign, taking resources away from other important tasks, 
but should help to develop the capacity of the health sector in general, not only its ability to fight malaria. 
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Dr SHIN OZAKI (alternate to Dr Nakamura, Japan) strongly supported the project, which was in line 
with the global parasitic diseases initiative already launched by Japan, in which tackling malaria was a 
priority. However, the overall strategic approach, as well as the role sharing of donor countries and 
organizations, had yet to be clarified, and there was still need to reach consensus on the policy framework 
and technical support for the project. He urged WHO to formulate concrete plans as soon as possible. 

As part of its global parasitic diseases initiative, Japan was currently developing a project to establish 
centres for training and research in Ghana and Kenya, as well as in Thailand. Cooperation between those 
centres and the Roll Back Malaria project would be beneficial. Japan also intended to promote South
South cooperation, including a sharing of experiences in parasitic disease control between Asian and 
African countries. The Japanese Government had recently announced that it would provide the African 
Region with financial support in the health field amounting to 90 billion yen over the coming five years. 
WHO might consider coordinating its activities under the Roll Back Malaria project with such bilateral 
assistance schemes. 

Japan was greatly interested in horizontal approaches such as health sector development, since it had 
achieved some success in helminth control through such an approach. However, since malaria was a 
vector-borne disease, and drug resistance was not uncommon, the tools for its control were limited and the 
benefits of the horizontal approach might take some time to become apparent. Nevertheless, it should be 
borne in mind that WHO's past attempts to convert vertical approaches to malaria control into horizontal 
programmes had not always been effective. Valuable lessons could be learned from such experiences in 
the search for new approaches. 

Dr VARET (alternate to Professor Menard, France) endorsed the project and welcomed the support 
pledged by WHO's United Nations partners: combined forces must be brought to bear in tackling such a 
problem. The proposed multisectoral approach was perhaps the best way of tackling the disease. 

France had considerable experience in the field of malaria control, which it would be ready to make 
available to the project. In particular, it had been involved in a malaria control programme in West Africa 
for the past three years with the participation of the local community, and a network of laboratories which 
had been useful not only in terms of improved health but also in terms of research and development and 
in finding how the best use could be made of traditional medicines. 

Dr STARODUBOV (Russian Federation) said that malaria had caused a great deal of damage to the 
health of populations and to national economies, and had recently re-emerged in countries where it had 
previously been virtually eradicated. In particular, epidemics which had broken out during conflicts in 
countries to the south of the Russian Federation were threatening to spread the disease once again across 
the countries of that region. He therefore welcomed the Roll Back Malaria project; the combined efforts 
ofthe World Bank, governments and nongovernmental organizations were needed to provide the human 
and material resources necessary to control the disease. 

He supported WHO's approach to the problem, which was based not only on specific control 
measures but also on developing and improving the health infrastructure in countries where the disease was 
endemic. That approach should lay a solid foundation for the further development of antimalaria 
programmes. 

The Russian Federation was prepared to play an active part in all the efforts being made by WHO 
to control malaria. 

Dr KOMODIKIS (Cyprus) said that, while some countries had not yet eradicated malaria, others, 
such as her own, had achieved eradication but had to support expensive programmes in order to remain free 
of the disease. In the case of Cyprus, the cost-effectiveness of those programmes had never been 
established. Further research was needed to develop cost-effective preventive measures for malaria-free 
countries. 
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Mr VOIGTLANDER (Germany) fully endorsed the decision to make malaria a cabinet project, and 
was pleased to inform the Board that his Government had recently increased its extrabudgetary funding to 
WHO as a special contribution to the project for 1999. 

Dr DOSSOU-TOGBE (Benin) welcomed the title ofthe project, which was an indication that WHO 
had learned lessons from the past and recognized the need for a new approach. He commended the 
Director's presentation which had emphasized the link between malaria and poverty, a link which could 
also be described as a vicious circle, since it was not always easy to define the point at which the one led 
to the other. Greater emphasis could have been laid on the effects ofthe environment and on the initial 
causes which eventually resulted in outbreaks of the disease. The fact that malaria was a parasitic disease 
would seem to indicate that control should be through multidisciplinary action involving the full 
participation of the populations concerned, which would include efforts to increase awareness through 
education. 

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

The meeting rose at 17:30. 
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Chairman: Dr K. CALMAN (United Kingdom of Great Britain and Northern Ireland) 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 2000-2001: Item 5 ofthe 
Agenda (Documents PB/2000-2001, EB103/33 and Corr.l, EB103/INF.DOC./1, EB103/INF.DOC./3, 
EB103/INF.DOC./4 and Corr.1, EB103/INF.DOC./5 and EB103/DIV/4) 

The CHAIRMAN, recalling that the proposed budget (document PB/2000-2001) was in fact the 
Director-General's document, which she would be submitting to the Health Assembly in May, said that the 
role of the Executive Board in the process was to comment on the proposed budget, both on general issues 
and detailed matters, taking the views of its Administration, Budget and Finance Committee and 
Programme Development Committee into account. The Director-General would then, if she wished, take 
those comments into account before submitting the proposed budget to the Health Assembly. 

The DIRECTOR-GENERAL said that the approach that had been adopted to the budget process by 
the new administration was outlined in her written introduction to the proposed budget. She looked 
forward to interaction from members of the Board as the starting point of a continued process of discussion 
and refinement of the budget leading up to its submission to the Health Assembly. 

On the issue of efficiency, she had brought to WHO from her past experience an appreciation of the 
value of strict budgetary discipline and the need for a continued focus on efficiency gains. Not once 
throughout the budget process had she argued for a real increase in the assessed contributions of Member 
States, being well aware of the budgetary constraints on Member States, particularly low- and middle
income countries. The new WHO would have to prove its efficiency. Where there had been an increase, 
as in estimated voluntary contributions, it was based on the belief that WHO had a valuable product to 
offer. The Organization was ready and eager to earn its leadership and be judged on its merits, confident 
in its ability to attract a larger share of the voluntary cake. Assessed contributions were, however, a 
different matter; no increase was being sought and Member States were merely being asked to avoid a 
decline. 

In setting out its expected results, the proposed budget had attempted to combine both streams of 
income - regular and extrabudgetary. However, there were great difficulties involved in estimating 
voluntary income up to as much as three years ahead. The techniques used to do so were still at a very early 
stage of development, especially in the regions. She had therefore decided that targets were needed, based 
on what each area considered necessary to get the work done, but tempered with an appraisal of what might 
realistically be achieved. That contrasted with past practice to show only voluntary contributions confirmed 
at the time of budget preparation - which were always less than th()se. actually received - resulting in almost 
no discussion by the governing bodies of the use of extrabudgetary resources. The new approach had 
already stimulated welcome and needed interest and debate. 

Automatic maintenance of allocations had been ruled out at the start of the present budget process. 
Instead, she had asked all Executive Directors to review the activities in their clusters (a "sunset review") 
in order to see which of them could be phased out or scaled down to free resources for allocation to higher 
priority areas. Although the process had not been easy, over 10% of existing allocations in the regular 
budget had been identified, most from the management area. That had provided enough leeway to give a 
sharper profile to the proposed budget for 2000-2001, the changes being highlighted in the budget text. 

-63-
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The approach would be continued; there would be no shying away from shifts in priorities necessitated 
by a changing world. Gains in efficiency would continue to be sought and the resulting resources 
transferred to activities. The present proposed budget, in which some US$ 20 million had been transferred 
from general management to technical clusters and countries was only the beginning of the process of 
freeing more resources for substantive programme work. A wide range of current practices would also be 
reviewed to see whether they ought to be carried out differently, or even undertaken at all. The Board 
would receive regular reports on progress made. 

On the subject of zero real growth, her view was that zero nominal growth had nothing to do with 
zero, but was all about minus, whereas zero real growth had little to do with growth being about 
maintaining levels in a world of inflation and fluctuating exchange rates. During the introductory 
presentation to the discussion on the way ahead for WHO, the Board had seen some of the reasons why all 
categories of countries were experiencing a significant growth in health expenditure as a proportion of their 
GDP. There was considerable concern about how those resources would be used, as countries undertook 
complex reforms of their health sector and faced the double burden of disease and ageing population. In 
addition to its regular functions as a technical and normative agency, WHO would need to advise countries 
on the use of scarce resources, on how to structure health systems to address vital needs and, through the 
dissemination of best practices, on responding to the spread of new threats. All those were activities 
directed to the global public good. The Board should therefore use the present discussion as an opportunity 
to consider how that public good could be nurtured. She emphasized that when she called for zero real 
growth she did so because the budget for that common public good had been falling considerably in 
monetary terms, and even more so in relation to ever-rising needs. The overall impact had been a decline 
of some 20% in real terms over 10 years. Did the Board think that was the direction in which WHO should 
be heading? 

With regard to accountability, the quest in the current budget process to make the best use of scarce 
resources was backed by a stronger commitment to accountability and transparency. Budget proposals and 
programme implementation arrangements had to allow easy tracking of resource flow, resource shifts and 
expenditure patterns. A key means of achieving that objective was to create a much stronger link between 
the Organization's budgetary and organizational structure. Accountability for results was even more 
important. The Organization wanted to be judged by what it did and produced, not just by the amount of 
money at its disposal. That required clear statements of mission, objectives and tangible and, wherever 
possible, measurable indicators of success, all of which had been attempted in the present budget document, 
but more work remained to be done. 

Lastly, she welcomed the constructive comments made by the Board's two committees at their recent 
meetings. She looked forward to continuation of that dialogue with the Board in order to refine the 
approach and clarify anything that was not clear. Using this approach, she was confident that it would be 
possible to enable a forward-looking result to be achieved at the Fifty-second World Health Assembly that 
would offer hope to all those with legitimate and high expectations of the World Health Organization. 

Part I - Overview of expenditure plans 

Mr VOIGTLANDER (Germany), speaking as Chairman of the Administration, Budget and Finance 
Committee (ABFC) said that ABFC had held a joint meeting with the Programme Development Committee 
(PDC) to discuss the proposed budget. The two committees had welcomed the strategic approach adopted 
to budget development and commended the progress made in the presentation of the budget. However, 
some members had regretted that the word "programme" had been omitted from the budget title, since the 
Director-General's proposals concerned not only the budget in monetary terms, but also its programmatic 
directions, which the committees considered to be the primary element, with budgetary allocations 
following as a consequence. Furthermore, efforts should continue to be made to translate expected results 
into measurable targets and goals. A similar comment applied to health for all which, although maintained 
in the budget proposals, should be given much more visibility as the underlying strategy for all WHO 
programmes. 
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With regard to the structure of the budget, the headquarters component of the budget proposals had 
been set out in accordance with the new framework of nine clusters and 35 areas of work. However, the 
regional budgets were still presented according to the traditional six appropriation sectors and 52 specific 
programmes. The question had been raised as to whether this difference should be maintained in the 
present transitional budget, particularly since the regional committees had already endorsed the regional 
budget proposals in the old format, or whether the structure should be the same for both headquarters and 
the regional components. However, the regional offices had not yet been organized according to the cluster 
structure, although three Regional Directors had confirmed that the harmonization with the budget format 
was technically feasible. 

Various aspects ofthe budget level had been discussed. The budget proposals had been presented 
at the level of zero real growth, which meant taking the budget figure for 1998-1999 and adding the impact 
of cost increases and exchange rate fluctuations, resulting in a probable increase of some 3% to 4%. Some 
committee members had expressed a preference for zero nominal growth, which meant that cost increases 
due to inflation and exchange fluctuations would have to be absorbed to give the same overall budget figure 
as in 1998-1999. 

A new approach to estimating extrabudgetary resources had been proposed instead of the previous 
conservative procedure, in an attempt to achieve a realistic estimate of potential income which generally 
exceeded the conservative figure. However, because of lack of time, the new approach had not been 
applied to all the regional estimates, some of which were still therefore conservative estimates. 

Some committee members had also considered that the budget should be seen in its totality, 
including casual income. Document EB 1 03/16 contained a proposal to allocate some US$ 7 million of 
available casual income for the incentive scheme, in accordance with resolution WHA41.12, and a further 
US$ 6.6 million for eradication of poliomyelitis and the Roll Back Malaria project. 1 Those figures would 
be in addition to the zero real growth level. In the past, however, with two exceptions, the majority of 
casual income had always been used to reduce Member States' assessed contributions. 

Committee members had had a number of questions about management support units (MSUs), the 
new structures set up for each of the nine clusters. More information on their cost would, for example, have 
been useful. An evaluation of the performance of the MSUs after they had been operating for a year or 
more was recommended. Other information requested included staffing tables and comparisons of budget 
allocations with actual expenditure from previous bienniums. At the outcome of the joint meeting, the 
committees had drawn up a number of recommendations. 

Professor GIRARD (alternate to Professor Menard, France) said that the Director-General in her first 
six months in office, had taken on the strategic and exacting task of formulating a budget for the biennium 
2000-2001 which was transitional in substance, not merely in direction. He applauded her determination 
to achieve efficiency and transparency and order priorities. Her initiative had had his full support and had 
led to a number of results in the proposed budget. Nevertheless, there was still room for improvement. 

At a general level, some additional data could usefully be included to improve the legibility or 
practical applicability of the proposed budget, perhaps in time for its formal submission to the Health 
Assembly. 

With regard to the distinction made by the Director-General between zero nominal growth and zero 
real growth, some figures or estimates were needed to allow the difference between the two to be grasped. 
Even without that information, it was evident that over the past 10 years the application of zero nominal 
growth had meant that WHO's regular budget had been reduced in practice, by some 20%. He doubted 
that such a reduction was reasonable. Everyone understood the economic and financial constraints faced 
by Member States. However, as the Director-General had pointed out, it was also true that the health 
budgets of Member States were increasing in countries at all levels of development. Indeed, the efforts that 
were being made to contain expenditure on health care were aimed not at reducing such expenditure, but 
in preventing it from rising too quickly. WHO was the only health body whose budget was actually 

1 Discussed under item 7 of the agenda. 
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decreasing. That paradox reflected the self-interest of Member States and it was clear that the hypothesis 
of zero nominal growth was no longer tenable. France was therefore fully behind the aim of returning to 
zero real growth. 

With regard to the relationship between extrabudgetary contributions and the regular budget, it was 
clear that the role of the former was to compensate for the decline in the latter. However, extrabudgetary 
contributions posed a number of problems, particularly when, as at present, they made up more than half 
of total funding. In the first place, donors needed assurances from WHO that extrabudgetary contributions 
would be used efficiently. Secondly, extrabudgetary contributions needed to be used for purposes which 
accorded with the Organization's major strategic aims in order to ensure that they did not distort those aims. 
In this respect, the Director-General was relied on to ensure that donors were guided towards the 
Organization's priorities. Nevertheless, the danger remained that, if exti"abudgetary contributions reached 
too high a level, the very nature of the Organization and the responsibilities of its political bodies might be 
modified, with a loss of control over the use of its budget. A final concern related to stability. The figures 
provided in the budget proposals were merely indicative, which could entail management and adjustment 
difficulties. It was therefore evident that the relationship between the regular budget and extrabudgetary 
contributions was a major issue in which France would be among the countries supporting a major 
restructuring or a return to zero real growth in order to allow extrabudgetary funds to be managed in such 
a way as to meet the concerns he had expressed and make the Organization truly efficient and transparent, 
pursuing its priorities as they had been determined. 

Mrs JEAN (Canada) endorsed the findings of ABFC and PDC with respect to the proposed budget. 
The budget document itself provided a clear description ofthe work ofthe Organization, while its business 
plan layout represented significant progress towards the strategic budgeting approach advocated by the 
Board and by Canada in the recent past. She particularly appreciated the clarity of the text, the structure 
of the document, the presentation of regular and extrabudgetary resources by cluster and the information 
on regional programmes. The Director-General had said that the document represented work in progress, 
and in that spirit Canada would have some suggestions to offer. First, although the document was an 
excellent overview of a medium-term plan, more precision was required in defining the specific results to 
be achieved in the current biennium. Secondly, a regular cycle of monitoring, evaluation and reporting was 
needed. In future bienniums, the reporting of interim results to the January session of the Board should be 
an integral feature ofthe budget cycle, so that guidance could be provided on adjustments to programme 
activities. Thirdly, it was not clear how the estimate of a 19% increase in extrabudgetary funds had been 
reached, or what impact there would be on programme activities if the targets were not achieved. 

The Canadian Government viewed budgets as costed programmes of work. In assessing value for 
money it would therefore look at the actual costs of programme delivery, efficiency and permanent savings, 
and the impact or results of programme activities. For that, it was necessary to compare trends in actual 
expenditures rather than budget levels in order to appreciate actual programme costs. Such scrutiny would 
include internal transfers of funds from such sources as casual income. It was also necessary to have data 
on trends in staff costs and grade levels, and to have reports on evaluation results. Given the economic 
difficulties faced by many countries and the trend for budget restraint in the United Nations system, Canada 
continued to support a policy of zero nominal growth for United Nations organizations, believing that cost 
increases could be absorbed through efficiency savings without diminishing programme activities. Canada 
fully supported the Director-General's new directions in both programme priorities and management, and 
had tangibly demonstrated that support through increased voluntary contributions - for the Renewal Fund, 
staff resources, vaccines and the Tobacco Free Initiative - as well as its long-standing commitment to 
research on tropical diseases, women's and adolescent health, and AIDS. Discussions with the 
Organization were also under way on malaria. 

Dr AL VIK (Norway) commended the Director-General on the effort made to submit a more user
friendly budget. In her opening address to the Board, the Director-General had outlined a survival strategy 
to meet the daunting tasks before the Organization as it entered the third millennium. No one could doubt 
the magnitude of the efforts and resources required for that strategy to succeed. Norway believed that at 
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a time when the Organization was undergoing far-reaching reforms under a new dynamic management it 
was not appropriate to reduce the resources available to the Organization. Zero nominal growth would 
imply a reduction, whereas in Norway's view zero real growth was a reasonable demand. Insistence on 
zero nominal growth in the regular budget would affect the balance between budgetary and extrabudgetary 
funds, which could diminish the influence of the Board and the Health Assembly on important budgetary 
decisions. While increased voluntary contributions were obviously welcome, an imbalance between the 
two sources of funds might pose a democratic dilemma. 

The budget document represented work in progress, not least because of the time and other 
constraints on its preparation. As ABFC and PDC h.ad suggested, there was room for improvement. Since 
success could ultimately only be measured by results, Norway endorsed the two committees' 
recommendations for strengthening the Organization's evaluation mechanisms. Norway also welcomed 
the steps taken to combine income from regular budget and anticipated extrabudgetary sources. However, 
dependence on extrabudgetary resources when regular budget funding had been reduced increased the 
vulnerability of important programmes such as reproductive health. It was not clear what would happen 
if the target of a 19% increase in voluntary contributions was not reached. The predictability of 
extrabudgetary funding had to be improved through better mechanisms for consultation with donors. 
Ideally, such consultations should have preceded or taken place simultaneously with preparation of the 
budget. Norway welcomed the initiatives already taken to develop dialogue with the countries concerned. 
One step in that direction would be to improve communication between the Executive Board and the 
meetings of interested parties and other programme management bodies. 

The views she had expressed were endorsed by the other Nordic countries- Denmark, Finland, 
Iceland and Sweden. 

Mr KANEKO (alternate to Dr Nakamura, Japan) said that although Japan firmly supported the 
reform that was being undertaken by the new leadership of WHO, it was strongly in favour of maintaining 
a policy of zero nominal growth for the following reasons. The financial resources generated by the 
measures taken to contain costs by organizational restructuring would be available for assignment to 
priority programmes. An organization of the size of WHO should be capable of further streamlining and 
efficiency. Although Japan had no wish to cut programme activities, especially in priority areas, it 
considered that savings ought to be possible by greater efficiency in administrative areas. WHO should 
ensure programme activities were given priority, making use of partnerships with other organizations in 
that endeavour. The policy the Organization was proposing was not zero real growth, but plus real growth 
in view of the proposal to allot a substantial proportion of casual income to certain programme activities. 
At a time when many other United Nations bodies and agencies were practising a policy of zero nominal 
growth or even negative growth, WHO should not be setting an undesirable example. The claim that the 
Organization's budget had decreased by over 20% in real terms over the last decade was questionable and 
unfounded. Since the levels of previous budgets had in any case been decided by consensus among 
Member States, reopening discussion on the point was unwarranted. In view of those arguments in favour 
of zero nominal growth, there was a need for more detailed information about cost increases to be provided 
as soon as possible to allow thorough discussion of the issue. Lastly, some understanding was required in 
relation to the global economic crisis. Japan had made every effort under very difficult circumstances to 
ensure payment of its regular budget contribution to WHO, which had risen from about 15% to 20% of the 
total regular budget. The Organization should make an equal effort to contain its costs, heeding the views 
of the Member States making the greatest contribution to its budget. A failure to contain costs would make 
it difficult for Japan to explain an increased contribution, such as the appropriation of an additional 
US$ 880 000 to be paid to the WHO Renewal Fund, to its taxpayers and legislators, which might in tum 
jeopardize the long-term sustainability of its payments. 

In regard to extrabudgetary contributions, Japan agreed with the policy of combining regular budget 
funds with extrabudgetary funds in a manner that reflected WHO's priorities. 

Dr FETISOV (alternate to Dr Starodubov, Russian Federation) applauded the new outcome-oriented 
format of the proposed budget for 2000-2001 and welcomed the efforts that had been made to present the 
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budget in a more concrete form, with quantitative and qualitative evaluation of the results of the programme 
activities of particular clusters. That would lead to greater transparency and accountability, and pinpoint 
the responsibility of cluster heads for ensuring an outcome-oriented use of resources. The new format 
ensured greater clarity in outlining the Organization's programme activities, making it possible for Member 
States to evaluate in real terms the content and outcomes of particular areas of its work. Preparation of the 
budget in its new format had not been a simple task, but it was an effort that must be maintained and moved 
forward. The budget needed to provide enough data, especially on outcomes, to permit thorough 
examination by the governing bodies, with a view to defining the priorities for the next biennium. 

Further improvement of parameters and indicators for the assessment of outcomes would be 
welcome. The budget should also show the order of priorities for the areas of work of the individual 
clusters, allowing that order to be adjusted in response to financial flows into WHO, in particular where 
extrabudgetary resources were less than expected. He hoped that by the forthcoming Fifty-second World 
Health Assembly, the budget information for the regions could be included in the new format, thus ensuring 
greater ease of comparison and accountability, and enabling more detailed information on programme 
activities to be included in future budgets. He also hoped that the final document would more clearly 
reflect the level of expenditure for administrative tasks within the Organization. 

The efforts of the new administration to give a real stimulus to the activities of WHO and create a 
higher level of worldwide awareness of those activities were welcomed. He hoped that under the Director
General's leadership the Organization would be able to work towards more rational and effective use of 
resources. At the same time, however, it had to be remembered that many Member States were 
experiencing serious economic and financial problems and were not in a position to increase their financial 
contributions to the Organization. The proposed budget for 2000-2001 should therefore be based on zero 
nominal growth, with no increase in absolute terms in the regular budget over the figure for the current 
biennium and inflation and possible currency fluctuations being absorbed within the budget as it stood by 
means of savings. 

Dr VAN ETTEN (Netherlands), commending the Director-General on the clarity of the budget 
format and its identification of priorities, said that it was the first time in the Organization's history that an 
integrated budget, taking into account both regular budget and extrabudgetary resources, had been 
submitted. It was perhaps too early to take a final stand on the issue of zero nominal growth or zero real 
growth as further information would be forthcoming in the course of the current discussion. For example, 
more information on the efficiency measures proposed for the next biennium would be useful. However, 
the Netherlands fully shared the concern of the Director-General that if zero nominal growth were to be 
accepted for a number of years, there was a risk of the Organization becoming marginalized. 

The linkages between clusters and provisions for cooperation among them did not seem to have 
received appropriate attention in the proposed budget. Neither had any reference been made to 
collaboration with other organizations and bodies of the United Nations system, for example the 
cosponsored programme on human reproduction. The reference in the Director-General's written 
introduction to the reduction achieved in management and administrative costs both at headquarters and 
in regional offices could usefully be expanded elsewhere in the proposed budget document. Although some 
further information had been provided to the Board, a complete picture of the issue was not yet available. 

Mr VOIGTLANDER (Germany), while welcoming the strategic approach to the first budget of the 
next millennium, said the transition to the new format might be facilitated for Member States by the 
attachment of comparative tables. 

WHO, as the Director-General had said, was its Member States and was thus a reflection of the 
situation in Member States. Preparation of national budgets was currently much more difficult than in 
former years. Automatic mechanisms no longer existed to adjust for inflation, which now had to be wholly 
or partially absorbed, leading in many cases to a real decrease. Although everyone would like the 
Organization to have the funds needed to implement the programmes approved, that depended on payment 
by Member States of their assessed contributions. However, by the end of 1998 only I 05 Member States 
(just over half the membership of the Organization) had paid their contributions in full, 63 (approximately 



SUMMARY RECORDS: FIFTH MEETING 69 

one-third) had made no payment at all and the remaining 25 had paid only in part. Increasing the level of 
assessed contributions would, in all likelihood, also increase the number of Member States not paying their 
contributions. A rise in failure to make payment beyond one third of membership was critical, as the 
inevitable result would be to restrict the ability to implement an approved budget. 

The claim in the introduction to the proposed budget that over the last decade the policy of zero 
nominal growth had meant that WHO's budget had decreased by over 20% in real terms was incorrect as 
the policy of zero nominal growth had been discussed only in the context of the 1998-I999 budget. A 
further claim was that the proposed 2000-200I budget was based on zero real growth. However, the budget 
had to be viewed as a whole, and that meant including casual income. The proposal to use US$ 6.6 million 
of casual income for priority programme activities, as set out in document EB I 03/I6, instead of using that 
sum to reduce the assessed contributions of Member States was equivalent to positive real growth. 
Germany was by no means contesting the priority status of poliomyelitis or malaria but wondered why the 
relevant sum could not be found from within a budget of US$ I 000 million. · 

By setting priorities and posteriorities, by means of the "sunset review" mentioned by the Director
General, by using casual income to reduce Member States' assessed contributions and by other measures, 
such as outsourcing, to decrease administrative costs, it should be possible to arrive at zero nominal growth, 
a policy endorsed by Germany in the case of all international organizations as it reflected the current 
situation on the ground in countries themselves. 

Dr SANOU IRA (Burkina Faso) expressed appreciation of the work done by the new administration 
during the past six months. Those efforts should continue in order to harmonize the presentation of the 
budget at the regional and country level. Burkina Faso endorsed a move towards zero real growth, which 
would give the Organization the resources it needed to implement the various programmes, and enable the 
decline in the WHO budget, amounting to some 20% over recent years, to be halted. Further decreases in 
the budget would disrupt programme implementation. To meet its objectives WHO needed to move 
towards positive real growth to allow programmes to move ahead and new strategies to be developed. 

Dr DOS SOU-TOG BE (Benin) commended the Director-General on the work done in preparing the 
budget. He welcomed the assurance by the Regional Directors that regional budgets could be adapted to 
follow the new headquarters format. He encouraged them to implement such action promptly and urged 
Executive Directors to provide any necessary back-up. 

In the interests of efficiency, which had been the reason for the new organizational structure at 
headquarters and the new budget format, he hoped that any comments on the subject made by the Board 
or the Regional Directors would be taken into account. 

The proposed objective-oriented management of the budget, while admirable, would be improved 
by the addition of objectively verifiable indicators to facilitate evaluation of outcomes at the end of the 
biennium and assist in further planning and budgeting. 

Finally he welcomed the initiative taken to establish the project on Partnerships for Health Sector 
Development, the ultimate objective being to encourage multidimensional cooperation to promote public 
health in all its aspects. Governments and institutions working for development throughout the world 
needed to be reminded of the need for intersectoral action to improve the health status of individuals, the 
family, and the community. Such action should not be confined to the next biennium but should be 
initiated during the current year. 

Mr LIU Peilong (China) commended the Director-General on preparing a most innovative budget 
under difficult circumstances while structural reform was still under way. China considered that the budget 
should be based on programme activity requirements, irrespective of whether zero nominal growth, zero 
real growth or positive real growth was involved. China also hoped that WHO, like other organizations 
in the United Nations system, could increase its efficiency and control costs. 

Further information on the programme activities related to the proposed budget would be welcomed. 
With regard to the results expected from streamlining, the claim in Part I, paragraph 5 of the proposed 
budget that there would be a substantive reduction in administrative costs did not appear to be borne out 
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by the additional tables (document EB103/INF.DOC./l), where such costs appeared only slightly reduced, 
if at all. More details on that point would be appreciated. An analysis of the changing trends in past 
budgets would be interesting. The budgets of the past 1 0 years had shown an average nominal growth of 
9% for each biennium, the highest increase being 12% and the lowest 0%. Given those conditions, could 
it in fact be said that real growth had decreased by 20%? In view of the above uncertainties and the need 
for further information it might be preferable to defer any decision on the budget level until the Health 
Assembly. 

With regard to budget format, China suggested that, in addition to a breakdown of the headquarters 
budget by cluster, a breakdown by disease category should also be supplied. Figure 4 of the proposed 
budget document currently showed a breakdown according to five diseases; more would be better. He 
suggested using a matrix giving a comparative breakdown by both cluster and by disease. It would also 
be useful to employ such a matrix within each cluster, whenever possible, so that the budget would reflect 
proposed expenditure not only by function but also by disease. That would make the WHO budget even 
more transparent and make it easier for the Board to judge whether the budget arrangements were 
appropriate to meet priorities related to the disease burden, as well as being useful for regional offices with 
structures oriented to some extent to a specific disease. 

Although arrangement of the headquarters budget by cluster was logical and rational, as were the 
sections into which the chapters were divided, there seemed to be a step missing. Addition of a further 
section, following that on objectives and expected results in each area of work, to contain the programme 
of activities envisaged to achieve those objectives and results would make it easier to see how it was 
planned to achieve the objectives and understand the link between objectives and resources, as well as 
facilitating determination of the level of the budget. 

Although welcoming the provision of expected results in the proposed budget, he feared that some, 
for example, improvement in laboratory diagnosis or development of technical support capacity, would be 
difficult to quantify. What indicators were to be used to measure the results, achievements and 
developments mentioned? Only concrete indicators would provide proof that the work carried out by WHO 
had achieved tangible results and that efficiency was of a high standard. It would perhaps be better to use 
instead fewer, but more effective, implementation indicators that accurately reflected the results of every 
cluster and main area of work. 

He fully endorsed the Director-General's commitment to continue efforts to ensure that the same 
broad priorities were reflected at all levels, on the understanding that it did not exclude any region or 
country from maintaining its own priorities. If a uniform method were to be adopted, it might be perhaps 
taken into consideration that different regions, and especially different countries, could well have different 
priorities in the light of their respective burdens of disease. 

Dr BOUFFORD (United States of America), recognizing that the work was still in progress, 
commended the efforts being made to reshape the proposed budget for the biennium 2000-2001 in order 
to take new priorities into account. The new layout was very clear, especially with regard to investment 
at headquarters, and the language was simple to understand, even for those who were not financial experts. 

She appreciated the shift of funds to Africa and Europe, while protecting countries in greatest need 
in other regions. An important start had been made on defining outcomes and performance measures, and 
she hoped that the Board would continue to follow the progress of implementation on an annual basis. 
Furthermore, she was in favour of the provision for reviewing the activities within each cluster in order to 
see which of them could be phased out or scaled down. 

The strategic integration of regular and extrabudgetary resources would be a complex process. 
Clearly, it was preferable for the Director-General to be able to manage all the available resources in their 
totality. However, the governance process for extrabudgetary resources presented a challenge to the notion 
of"one WHO". She welcomed the idea of targeting extrabudgetary resources and, looking at the ambitious 
expenditure levels, assumed that the Director-General was intending to develop a strategy for fund-raising 
in those areas. Within a year, she would like to see plans for priorities within each cluster so that, if 
extrabudgetary fund-raising objectives were not met, it would be clear which priority areas would not be 
covered. She would also like to see a clear process and timetable for moving from the previous way of 
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handling extrabudgetary funds to their management by donor committees. She wondered, in particular, 
whether such resources would be managed on a cluster-by-cluster basis. Donors, as well as other interested 
parties, should be involved in the process, as there might be a need to track specific funding targeted to 
certain programmes for which spending had been authorized but which might no longer be identified in 
the new structure. 

Because the proposed budget was transitional in nature, it was important to provide the Health 
Assembly with some budget information for the regions in a similar format to that used for headquarters. 
Furthermore, it was essential to be able to see how the previous 52 programmes had been amalgamated into 
the nine new clusters, both at headquarters and in the regions, and to see how the investment of resources 
matched the Director-General's priorities. 

The reductions in expenditure achieved by abolishing posts at the Assistant Director-General level 
and some at director level, making use of short-term contract staff (thereby saving on fringe benefits) and 
devolution of functions to management support units, could be seen as savings or as additional resources 
for programmes. Clarification on where those resources had been directed would help in understanding 
the rationale for that strategy. Moreover, she wished to be sure that there were adequate technical and 
professional staff in relation to the identified priorities. 

With respect to the overall budget level, while zero nominal growth might imply a reduction in the 
real amount of US dollars available to WHO, zero real growth implied an increase of some 3-4% in 
assessments in terms of national budgets. The Board's discussions in that area would need to take into 
account the proposal to use casual income to support programmes. As the Chairman of the Administrative, 
Budget and Finance Committee had indicated, that proposal came at a time when 63 countries were paying 
nothing of their assessed contributions and 34 were in danger of losing their vote at the next Health 
Assembly. Moreover, a distinction should be drawn between increasing health expenditures in countries 
and actual budgets of ministries ofhealth, which might have declined or remained stable in real terms. In 
the United States, there was a policy of reducing overall levels of government assessments for multilateral 
agencies to zero nominal growth or less. So although she welcomed the enormous progress made to date 
by the Director-General, she felt that it was premature to make a judgement on the overall budget level at 
the present session of the Board. Certain questions had to be answered first, in particular on how the 
proposed budget related to the previous programme budget and to WHO's priorities. With that information 
to hand, the Health Assembly would be in a position to take a decision on the budget level. 

Professor LEOWSKI (Poland) said that, from a global macroeconomic point of view, health 
expenditure had risen from about US$ 1.8 million million in 1990 to its current level ofUS$ 2.2 million 
million. Despite population growth, there had thus been an increase in annual health expenditure, on 
average, from about US$ 320 per capita in 1990 to the current level of some US$ 370 per capita. Not being 
an economist, he was unsure whether that constituted zero real growth or slightly less or slightly more. 
Nevertheless, those facts should be borne in mind in discussing the proposed WHO budget. For Member 
States as a whole, a zero real growth budget implied a contribution of approximately 7 US cents per capita, 
while the difference between zero nominal growth and zero real growth amounted, on average, to only 
0.2 US cents per capita. The Director-General should be given a chance to introduce and implement reform 
not with a declining budget but at least with zero real growth. She might then be in a position to present 
results that would justify real growth in future budgets. 

He understood that the changes introduced so far were merely a beginning but asked for clarification 
of the relationship between staffing at headquarters and expenditure. For example, it was difficult to see 
how the small number of staff in the Noncommunicable diseases cluster would cope with the high 
allocation proposed. 

Dr MELONI (Peru) welcomed the clear presentation of the proposed budget which he understood 
was still under development. While it set out objectives and expected results, there was also a need to 
identify activities and products. Furthermore, the results expected at headquarters, regional and country 
level should be clarified, otherwise it would be difficult to assess the effectiveness of implementation. It 
was also important to see clearly how resources were used in relation to the priorities of WHO, in particular 
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to support least developed countries that were faced with the, double burden of communicable and 
noncommunicable diseases. Precise indicators were needed to measure the health benefits to the population 
of the resources invested. 

Similar remarks applied to the distribution of resources among clusters. With regard to 
administrative reform and the possibility of making savings, it would be necessary to know which were core 
functions and where efficiency gains could be made, for example by introducing new technology, bearing 
in mind the implications of such changes for the health of populations. 

It would be important to achieve consensus on the overall level of the budget, and to resolve 
questions relating to the relationship between the regular budget and extrabudgetary resources. Why did 
extrabudgetary resources constitute more than 50% of overall resources? Perhaps donors of extrabudgetary 
funds lacked confidence in the results expected from the regular budget, or considered that extrabudgetary 
funds were intended to ensure sustainability of programmes. In order to achieve the Director-General's 
goal of one WHO, resources would need to be managed in a coherent fashion at headquarters, in the 
regions and in countries, whether they derived from the regular budget or from extrabudgetary sources. 
A preference was sometimes expressed for extrabudgetary resources earmarked for specific uses, as it was 
easier to assess the impact of such resources. Whether countries were rich or poor, their contributions were 
ultimately fmanced by taxpayers. In the absence of precise information as yet, it was difficult for the Board 
to reach a decision on the overall level of the budget. However, there was agreement that WHO reform 
must result in clear and coherent action in favour of improving health throughout the world. There had to 
be transparency in the use of resources, and the level of the budget should be adequate to enable the 
expected results to be achieved. Clarity was essential to ensure accountability and allow for an accurate 
assessment of results. 

Dr RAFEEQ (Trinidad and Tobago), commending the Director-General on the preparation of the 
budget document in such a short time, welcomed the emphasis on efficiency and accountability. While he 
wished that he could support the proposal for a zero real growth budget, he felt obliged to draw attention 
to national economic realities. In the countries of the Caribbean, the health sectors had to argue forcefully 
even to be allocated a zero nominal growth budget, and were embarking on reform in order to make more 
efficient use of the available resources. Many countries were in arrears in their contributions to WHO and 
that situation might deteriorate. Furthermore, regional offices and local and regional health organizations, 
such as regional laboratories and environmental institutions, were also crying out for increases in 
contributions, which many countries would not be able to bear. At least for the 2000-2001 biennium, 
reform should be directed toward increasing efficiency and using those gains for work in priority areas. 
Only when all possible efficiency gains had been realized could consideration be given to increasing 
country contributions in real terms. At the present juncture, therefore, he could only support a budget 
calculated on the basis of zero nominal growth. Finally, on a procedural point, he asked whether members 
of the Executive Board could comment on the budget at the Health Assembly. 

The CHAIRMAN said that delegates of Member States could, of course, comment on the budget 
during the Health Assembly, but not in their capacity as Board members. 

Dr W A SISTO (Indonesia) said that consideration of the proposed budget should take into account 
the fact that many developing countries were facing severe economic crises while some of the developed 
countries were enjoying relatively good economic growth. On the whole he would prefer a budget based 
on zero real growth as opposed to zero nominal growth, since it would enable the Organization to meet the 
challenges that lay ahead and to fulfil its priority programmes. 

The proposed budget reflected the process of reform under way in WHO, which should lead to 
greater efficiency, accountability and transparency. Were there any plans to improve monitoring of budget 
implementation in ways that could be easily understood by Member States? 

He welcomed the initiative to estimate extrabudgetary resources more accurately and to integrate 
them in the Organization's overall programme planning, as well as the significant increase in resources 
allocated for the control of communicable diseases. However, he failed to see the need for the reduction 
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in the budget for South-East Asia, where some countries were undergoing economic difficulties and the 
disease burden had increased. Lastly, while applauding the allocation for the Evidence and information 
for policy cluster, he suggested that expenditure should be based on the needs and potential of member 
countries. 

Dr JIMENEZ DE LA JARA (Chile) said that arguments about increases or decreases in the proposed 
budget were somewhat academic given that no Member State allocated sufficient resources to prevention 
or public health research, and curative medicine and technology continued to receive greater attention. 

He praised efforts made in the budget document to link funding to specific, transparent and 
measurable goals, which would not only result in greater transparency, but also enable the Organization 
to assess whether its goals were effectively being achieved. Some further refinement of current methods 
and more detailed information were nonetheless required. For instance, the next budget should provide 
a breakdown of the different costs for each cluster as well as an indication of who would be held 
accountable for results. 

The proposed budget certainly represented a step in the right direction. The pace of change should, 
however, be accelerated and clearer objectives set to fulfil the Organization's mission. Undoubtedly some 
opposition and problems would be encountered along the way, but the staff and management of WHO 
could rely on Chile's unswerving support. 

Dr KARIBURYO (Burundi) expressed support for the process of reform set in motion by the 
Director-General. He was in favour of a budget based on zero real growth, although the possible benefits 
from the proposed increase in allocations to the African Region would probably be countered by the effects 
of inflation and devaluation. The assistance provided by WHO was vital to developing countries which 
had the worst health problems and the least resources. 

He sought clarification about the anticipated increase of some 20% in extrabudgetary resources. He 
presumed that the resources had not already been collected, which introduced an element of uncertainty 
in the budget that caused him some concern. What would happen if an economic crisis prompted WHO's 
main donors to reduce the contributions pledged? Which of the priorities set for the Organization would 
then be axed? For those reasons, he urged members to endorse the idea of a zero real growth budget 
thereby providing the Director-General with the resources required to meet the strategic goals set for the 
Organization. 

The CHAIRMAN, speaking as the representative of the United Kingdom of Great Britain and 
Northern Ireland, commended the Director-General on her efforts in preparing the proposed budget. He 
recognized the magnitude of the reforms under way and was confident that they would produce the desired 
results, results by which the performance of the Organization would ultimately be assessed. He shared the 
concerns expressed by the previous speaker about the significant increase in the estimated level of 
extrabudgetary contributions, pointing to the need to identify activities which might be shelved should the 
desired level of funding not be reached. The United Kingdom had already demonstrated its willingness 
to support the Director-General by donating extrabudgetary resources for two Cabinet projects, Roll Back 
Malaria and the Tobacco Free Initiative. He hoped that more information on the third Cabinet project -
Partnerships for Health Sector Development- would be available for the Fifty-second World Health 
Assembly. The objective of that project was to give substance to the Director-General's call for WHO to 
become a single coherent Organization working towards the same objectives at all levels. The United 
Kingdom's support for the Renewal Fund was targeted specifically at that project. 

He welcomed the efforts to encourage Member States which had not paid their contributions in full, 
or not at all, to do so in future. That should make a significant difference to the long-term outcomes of the 
Organization's programmes. Although activities should be funded from the programme budget, he also 
welcomed the proposal to reallocate funds from casual income to support them, which would be considered 
later in the session. 
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Professor POTHISIRI (Thailand), 1 speaking at the invitation of the CHAIRMAN, commended the 
Director-General on her reform of the Organization and its budget, which was fully in keeping with 
resolution WHA51.31 and clearly in the interests of the developing world. 

Many countries in the world were facing economic crises. Any increase in the WHO regular budget 
should therefore reflect global economic growth, and the assessed contributions of Member States should 
be based on recent national economic growth indicators. In other words, even if for a given period the 
Organization's overall budget showed positive growth, the assessed contributions for that period of 
Member States in economic difficulty might be reduced. A special task force might be set up to consider 
how such a system might work. 

He welcomed efforts to mobilize additional resources by all possible means and supported the idea 
of further streamlining and priority-setting to improve the efficiency of the Organization at all levels. 

The regional budget should be aligned with the proposed global budget without further delay. 
Country offices in Africa and Europe appeared to have been allocated a significant share of the country 
programme budgets. Furthermore, in the Americas and South-East Asia the budget allocations for country 
offices had increased by more than 30% while those for country programmes had been reduced. 

Priority should be given to country programme priorities, for example the Tobacco Free Initiative 
and Roll Back Malaria projects. He confirmed his Government's commitment to the Cabinet projects, 
which would be reflected in the mobilization of commensurate resources at regional and national levels. 
At least 5% of the WHO country allocation for Thailand would be earmarked for the Tobacco Free 
Initiative, which had recently gained momentum in the country. The control and prevention of multidrug 
resistance in malaria warranted special attention in the South-East Asian Region so as to prevent its spread 
to other regions thereby jeopardizing the success of Roll Back Malaria. 

The DIRECTOR-GENERAL said she greatly appreciated the many positive comments by Board 
members on the considerable efforts that had been made in recent months, and were still under way to 
reform the Organization. Concrete suggestions regarding the proposed budget had been duly noted and 
would be followed up as appropriate. Throughout the process of reform, input from Member States had 
proved very useful, particularly during the informal retreat of Board members held in the autumn of 1998 
to discuss the preparation of the new form of budget document. She agreed on the need for indicators to 
measure outcomes and for ongoing monitoring and evaluation, and assured the Board that development and 
implementation of those aspects were also under way. 

Mrs KERN (Executive Director) welcomed the constructive and detailed comments made by Board 
members. She would not respond to individual speakers, but would rather group answers to the various 
questions raised. 

Concerning the structure of the proposed budget, she pointed out that the allocations for headquarters 
were presented in a format which reflected its new organizational structure, while those for the regions were 
still presented in the traditional format. She suggested that the Board might wish to postpone further 
discussion on presentation until after consideration of the regional allocations. Document 
EB103/INF/DOC./1 included tables for planned expenditures using both the new headquarters structure 
and the 1998-1999 structure, so that comparisons could be made. A further document providing additional 
detail was in the course of preparation in response to other questions raised in that regard. 

In relation to potential efficiencies, she referred to Table 1 in document EB 1 03/INF .DOC./1, which 
showed planned expenditure at headquarters with management support units and other programme changes 
for the regular budget. The figures for other programme changes indicated that 20% had been cut from 
General Management and slightly less from the Director-General's and independent functions for 
redistribution to the technical clusters. Approximately a quarter of that shift was for the establishment of 
management support units (MSUs). Although considerable progress had been made in making 
administrative savings in the previous six months, the need to comply with the rules of the United Nations 

1 Government representative attending by virtue of Rule 3 of the Rules of Procedure. 
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common system regarding the termination of staff contracts made it very difficult for WHO to move in 
some of the directions suggested by certain Member States. People had been moved to new posts in 
different areas, which inevitably involved certain retraining costs. A similar although somewhat smaller 
shift in administrative costs had been made for the regions. Before further reallocations could be made it 
would be necessary to undertake a series of reviews of existing levels of staff and resources, with a view 
to finding more efficient and effective ways of working, for instance through outsourcing or better use of 
new information technologies. 

The new MSUs had been established by moving staff from the General Management cluster, and 
also from other clusters where they had been carrying out administrative work that could be done more 
effectively across a number of departments. Efficiencies had thus been achieved in two ways - as the 
planned evaluations of MSUs would show. The overall number of transfers had been set taking into 
account the need for retraining and for changes in function as further efficiencies were identified. She 
hoped that in due course it would be possible to free some of the resources required in that regard for 
redistribution to technical areas. Table 1 in document EB103/INF.DOC./1 showed where posts had been 
abolished in order to establish the MSUs. 

Staff costs represented approximately 70% of the regular budget at headquarters. The figures 
presented in document EB103/INF.DOC./4 showed how staffing fluctuated and indicated the directions 
of future planning. For example, the projection for senior professional staff at headquarters (Figure 2) 
illustrated the level ofknown retirements, representing WHO's maximum ability to reduce the number of 
positions, compared to the estimated number of positions that would need to be filled. The comparable 
graph for the regions (Figure 5) showed the gap between the level of retirements and the status quo. 
Organizational change and staff movements had not yet been discussed in detail with the regions, so that 
it was not yet possible to estimate the number of posts that would need to be filled. Similarly, Figure 3 
showed projections for professional staff by grade at headquarters; the proposed intention was to fill only 
80% of vacated posts. The changes had not yet been discussed in detail either with the Staff Association 
or with Executive Directors, but the projections gave an indication of the direction in which the 
Organization was heading in its effort to free more resources for technical work. The corresponding 
projection for the regions (Figure 6) showed the same trend. Figures 7 and 8, covering projections for 
general staff at headquarters and in the regions, both showed an overall decline which was expected to 
continue well into the future. 

There had been a considerable build-up in the use of temporary staff in the Organization. While in 
some areas that was an efficient way to proceed, in others, it was less efficient and had raised significant 
doubts in the minds of many Executive Directors as to its fairness and appropriateness. Management was 
currently working with the Staff Association on a major review of all temporary activities, and she hoped 
to report significant policy changes in that area not later than January 2000. 

In response to the question on human resources for the Noncommunicable diseases cluster, she 
pointed out that while currently numbers were small, the large percentage increase in the allocation for that 
cluster would be reflected in an increase in staffing. 

Concerning the complex and difficult question of the basis for calculating the proposed budget, she 
explained that the starting point for the preparation of each budget was the figure for the previous 
biennium. Unfortunately, the currencies in which WHO worked, and the costs associated with its work, 
did not remain static, and thus it was necessary to provide for a percentage to cover cost increases and a 
percentage to cover exchange rate movements between the US dollar and the Swiss franc, and between the 
US dollar and five regional currencies. While that had resulted in some growth in the overall level of the 
budget, the Organization had, over the previous 12 years, received less than it had estimated as necessary 
to compensate for cost increases and exchange rate movements. The shortfall had varied over the years, 
but in total, an erosion of some 20% had been experienced, and had generally been met by reducing staffing 
costs. Between the 1990-1991 and the 1998-1999 bienniums posts had been significantly reduced, both 
at headquarters and in the regions. On the other hand, there had been a small increase in posts in country 
offices. Overall, the Organization had had to reduce its posts by 9% in order to deal with the fall in its 
buying power. Fluctuations in the dollar/Swiss franc conversion rate averaging 11% had also had to be 
accommodated, as well as a 30% increase in staff costs arising from increases in the cost of living. There 
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had not been a significant reduction in the type of activities carried out, but rather a very significant change 
in the way they had been carried out, in that fewer and fewer funds had been available for the same number 
of activities. An attempt had been made to redistribute some of those funds by reducing certain functions, 
but there was not scope to absorb a large reduction. That could be done only by cutting out some activities 
completely. 

Casual income, which would be discussed in greater detail later in the session, should not be 
regarded as a windfall; a major part of it in fact corresponded to late payments by Member States. Over 
the past 10 years, only 80% of funds approved had been received in the budget period to which they related. 
Thus, although the programme of work was based on 1 00% funding, the budget was in fact consistently 
underfunded, resulting in the need to borrow money in the interim period until late payments were received. 
The borrowing level recorded in December 1998 had been US$ 13 million, a sum similar to that currently 
available from casual income. Late payments from Member States credited to the Organization as casual 
income would, had they been received on time, have been used to finance programme activities. There 
was, however, a proposal to use the majority of those funds to offset subsequent payments; serious 
consideration needed to be given to the various options. 

The question of assessed contributions would be considered later in the session. 
The Director-General would be glad to work together with ABFC and PDC on the issue of goals, 

expected outcomes and evaluation, although how much emphasis should be placed on backward-looking 
evaluation as opposed to evaluation for the future would need to be decided. The Organization simply did 
not have the resources to carry out a new detailed evaluation of past performance. 

A number of points had been raised in regard to extrabudgetary funding, and she would suggest that 
that issue be dealt with as part of consideration of the role of the governing bodies. 

It had been suggested that a matrix approach be adopted to distributing funds within clusters and 
within the Organization as a whole according to disease. That approach was certainly one that WHO would 
wish to aim for, although because of the significant calculations involved, it would probably take some time 
to achieve. 

The meeting rose at 13:05. 
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PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 2000-2001: Item 5 ofthe 
Agenda (Documents PB/2000-2001, EB103/33 and Corr.l, EB103/INF.DOC./l, EB103/INF.DOC./3, 
EB103/INF.DOC./4 and Corr.l, EB103/INF.DOC./5 and EB103/DIV/4) (continued) 

Part II - Headquarters 

Dr SULAIMAN (Oman), speaking in his capacity as Chairman of the Programme Development 
Committee, presented a summary of the points raised in the joint meeting of the Administration, Budget 
and Finance Committee and the Programme Development Committee on Parts II-IV of the proposed 
budget The presentation of the proposed budget in functional rather than vertical groupings, and the 
emphasis on inter- and intra-cluster activity, taking account of previous initiatives of WHO, especially 
sector-wide activities, had been well appreciated. More prominence should be given to such areas of joint 
work with Member States as the implementation of the Health-for-All Strategy, the International Code of 
Marketing of Breast-Milk Substitutes, the Codex Alimentarius, the International Programme on Chemical 
Safety, and the Expanded Programme on Immunization. The same was true of work done by WHO in 
partnership with other organizations, in the United Nations system and beyond. More detailed clarification 
of topics would have been possible had the cluster heads been present during the discussion; that was a 
point to bear in mind for the future. 

It had been noted that the Communicable diseases cluster was highly dependent on extrabudgetary 
resources, and had valuable experience in raising such funds among many interested parties, which should 
be studied, with a view to obtaining more support for disease control, elimination and eradication. With 
regard to the Noncommunicable diseases cluster, importance of primary prevention and collaboration with 
other clusters had been noted. Healthy lifestyles should be emphasized as a way of reducing the risk factors 
for all noncommunicable diseases. The Health systems and community health cluster also depended on 
extrabudgetary resources. It had been suggested that well-established initiatives such as the Special 
Programme on Research, Development and Research Training in Human Reproduction, and the Integrated 
Management of Childhood Illnesses should be mentioned in the appropriate parts of the proposed budget 
In the cluster on Sustainable development and healthy environments, greater reference should be made to 
safe drinking-water, food safety and work with other organizations such as WTO on health and 
development linked with poverty alleviation. The cluster on Social change and mental health had suffered 
from a reduction in funding for health promotion work. Reference should be made to the work related to 
the Jakarta Declaration for Health Promotion in the Twenty-first Century, and to the initiatives of WHO 
and many Member States, on school health programmes. The emphasis on primary mental health and 
combating drug abuse had been much appreciated. In the Health technology and pharmaceuticals cluster, 
much had been said on the importance of the Organization's role in setting standards, and of the need for 
more work in that area, such as an expert committee on international standards in laboratory technology 
and laboratory medicine. Some of the work of the new cluster on Evidence and information for policy had 
been seen by the Board, and the significant funding for that new area had been noted. The presentation of 
the important data on inequality and on the gender perspective had been appreciated. The Committee had 
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also taken note of transfer of resources to the above clusters fro,n the remaining two clusters: General 
management; and External relations and governing bodies~ 

It had been helpful to hear the Regional Directors or their representatives speak about the format of 
the proposed budget and their collaboration with headquarters on its preparation. It had been noted that 
regions whose budgets had been cut in accordance with resolution WHA51.31 should examine, with 
headquarters, any adverse effects those cuts had had. 

Regarding the presentation of country budgets, it has been observed that every Member State in 
some way gained from its relationship with WHO, whether financially or otherwise. Future presentations 
could indicate, for each Member State, direct funding at central, regional and country levels. 

Communicable diseases (budget heading 1) 

Dr LIU Peilong (China) approved of the emphasis on an integrated approach in the work on 
communicable diseases as seen in zoonotic disease prevention and control and the integrated surveillance 
systems, furthermore those activities aimed at achievable results. He asked the Organization to develop 
teaching and educational materials to enable countries to monitor and follow up activities under that new 
integrated approach, so as to achieve the desired results. 

Dr BOUFFORD (United States of America) raised the issue of extrabudgetary funding which, 
although it applied to all clusters, was of particular significance to the Communicable diseases cluster 
which had the most ambitious targets. She inferred that there would be an organized approach to the 
funding process which involved the different management levels of the Organization and that a strategy 
had been developed. Clear descriptions of work were needed, since people would want to know what they 
were funding, and which areas of work might be dropped if targets were not reached. There had to be a 
clear plan for governance of extrabudgetary or voluntary funding; previously, donors had been very closely 
involved in decisions on the design, implementation and evaluation of individual areas of work they 
supported. Traditional donors, especially government agencies, had promptly to be reassured that their 
funding would be properly targeted, and that they would be involved. The matter should be cleared up by 
the Executive Board at its 1 04th session in May or even earlier, in consultation with potential stakeholders. 
There should be no ad hoc decisions made on that issue at cluster level nor any lack of clarity on the matter. 

Mr DEBRUS (alternate to Mr VoigtHinder, Germany) commented that the revision in structure of 
the proposed budget, especially in terms of its objectives and expected results, had involved the Secretariat 
in a great deal of work. The draft gave general outlines but much information on planned expenditure to 
achieve objectives and results in the nine clusters was missing. That the necessary information might be 
or might become available in an annex to the budget document was insufficient; that information was 
needed at the outset. It would have been helpful to have provided a financial overview of the 1996-1997 
budget period, and of the current period. He was aware of the difficulties in that, but maintained that the 
descriptions of objectives and expected results should be more precise, so that, in retrospect, it could be 
seen whether or not the targets had been met. 

Mr KANEKO (alternate to Dr Nakamura, Japan) asked how the donors' contributions to Roll Back 
Malaria were to be used: were they to be allocated to departments of the Communicable diseases cluster 
or to other clusters, or indeed to other agencies? 

Noncommunicable diseases (budget heading 2) 

Dr MELONI (Peru) commended the enormous efforts made by the Secretariat on the clusters in the 
preceding six months. He hoped that detailed information would be provided to the Board in the near 
future on the activities proposed to achieve the results in the area of work under discussion and the 
resources involved. 
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Dr VAN ETTEN (Netherlands) commented that the position of noncommunicable diseases was 
unique in that it had been upgraded by the Director-General to an important area of work, yet still had a 
comparatively low budget, even after its regular budget allocation had been increased by about 100%. He 
asked about the funding prospects in the longer term, including extrabudgetary resources. Would the 
analytical paper on resource mobilization mentioned earlier by the Director-General also cover 
noncommunicable diseases? 

Dr MUL W A (Botswana) thought the significance of the impact of the HIV I AIDS epidemic on the 
developing world, particularly its impact on Africa south of the Sahara, had not been adequately reflected. 
The epidemic was already reversing all the health gains made during the current century; in his country, 
for example, life expectancy was likely to drop from over 67 years to about 45 years and disease prevalence 
rates in certain age groups were likely to rise to over 50%. He would have welcomed more in-depth 
discussion of the role that WHO undoubtedly still had in the field, notwithstanding the existence of 
UN AIDS. 

The DIRECTOR-GENERAL, replying to Dr Bouffard, said that the question of resource 
mobilization and extrabudgetary resources was a highly complex one. She had already mentioned the need 
to work more closely with Member States to reach a better understanding of how the leading contributors 
set priorities and what goals were set for reaching health outcomes through the multilateral system. She 
reiterated her intention to meet the heads of the leading government development cooperation agencies in 
the near future. Indeed, achieving common goals, considering priorities, and avoiding unnecessary 
difficulties had already been discussed in bilateral meetings with several donor countries. She would be 
in a better position to take decisions once the process of analysis with the fund providers had been 
completed. That process would certainly be furthered by the recent appointment of the new Director for 
Resource Mobilization within the External relations and governing bodies cluster, whose first task would 
be to produce an analytical paper on resource mobilization. As the Chairman had pointed out, the matter 
was multifaceted, and would also relate to the role of the Executive Board. 

Dr HEYMANN (Executive Director) welcomed the Board's positive response to WHO's integrated 
approach to the prevention, control and surveillance of communicable diseases. The approach was 
important because it would support health sector reform within countries. Rather than presenting a vertical 
approach for each disease, the intention was to look at the whole picture and help countries, first to identify 
the priority diseases for which they wished to undertake surveillance, and then to develop the necessary 
systems. Guidelines on integrated surveillance were already being used, and others would follow. 

With regard to extrabudgetary funding, informal contacts with funding partners had indicated that 
one major meeting of those partners each year to discuss the various activities would be useful, on the 
understanding that the Special Programme for Research and Training in Tropical Diseases would continue 
to hold its management meeting, and that it would probably be useful to have specific technical advisory 
groups for individual diseases or groups of diseases. 

Replying to the question raised by Mr Kaneko, he said that the Roll Back Malaria funds would be 
used in several ways: in the Communicable diseases cluster and in other clusters within WHO which were 
managing the nine Roll Back Malaria networks to help countries to develop technical cooperation, as well 
as in other bodies, such as UNICEF, which were carrying out network activities. Both Roll Back Malaria 
and the Stop Tuberculosis Initiative were initiatives to mobilize the international community against those 
diseases and work cross-cluster within WHO. 

Many such cross-cluster activities were being developed in the Communicable diseases cluster. For 
example, areas of work linked with other cluster work were: antimicrobial resistance; the integrated 
management of adult illness; vaccine development; drug development; integrated epidemiology and 
laboratory surveillance; food and water safety; the international coordinating group on meningitis; and 
trachoma activities. In addition, surveillance for HIV I AIDS and sexually transmitted diseases was carried 
out in the Communicable diseases cluster in collaboration with other WHO clusters and UNAIDS, with 
the physical work being done within the cluster under a joint UNAIDS/WHO working group. Recently, 
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the Initiative on IDV/AIDS and sexually transmitted infections had been transferred from UNAIDS to the 
cluster because of the expected synergies with other initiatives on simple diagnostics, such as tuberculosis 
and tropical diseases. 

Talks had begun between the Health technology and pharmaceuticals cluster and UNAIDS about 
the possibility of WHO becoming more involved in HIV vaccine development, which again would be a 
cross-cluster activity. 

Mr DEBRUS (alternate to Mr VoigWinder, Germany) referring specifically to the Tobacco Free 
Initiative, expressed his support for all measures designed to bring about behavioural change. Germany's 
health promotion strategy in that area, and to some extent in the area of HIV I AIDS and substance abuse 
prevention, was fully in line with the approach taken by WHO. 

The DIRECTOR-GENERAL said that, as with many questions about the future, she was not yet in 
a position to give an answer. For the time being, she was fighting for the 2000-2001 budget and had 
struggled to double the level of funding for noncommunicable diseases under the regular budget. There 
was a great deal of activity going on outside WHO, for example, in important collaborating centres such 
as IARC, illustrating the importance of pooling efforts with governments and other public bodies to achieve 
a greater overall impact. It was her belief that increases in support would be needed in the future. That was 
as much as she could say for the time being. Yet increases in one area implied cuts in another, and recent 
efficiency gains could not be repeated every year. Such was the real dilemma facing the Organization. 
Nevertheless, in the light of disease burden trends, she believed that WHO and the world in general needed 
to focus even more on noncommunicable diseases in the years ahead. 

Health systems and community health (budget heading 3) 

Mr KANEKO (alternate to Dr Nakamura, Japan) observed that the Health systems and community 
health cluster's activities in the fight against HIV/AIDS seemed to overlap considerably with those of 
UNAIDS, especially regarding the development ofmultisectoral policies and strategies for HIV/AIDS 
control. He urged WHO to plan its activities in close consultation with UNAIDS to avoid duplication of 
effort. 

Mr DEBRUS (alternate to Mr Voigtlander, Germany) requested more information on the 
collaboration between WHO and UNAIDS, especially in the areas for which about US$ 48 million had 
been earmarked for 2000-2001. Without further information, he was unable to judge whether the 
objectives and results set forth in paragraph 58 of the proposed budget reflected cooperation in the 
UNAIDS framework and with cosponsors. 

Dr MELONI (Peru) pointed out that under budget heading 3.1, in the section on expected results, 
reference was made to testing of approaches to delivery in selected countries of integrated interventions for 
adolescent children and women of reproductive age, whereas in the expected results section under budget 
heading 3.2, the reference was to development of capability in each region to provide technical support to 
countries. Did that mean that headquarters would intervene in specific countries, or that interventions 
would be developed from headquarters that would link up with and support regional activities? That raised 
the broader question, applicable also to other clusters, of the need to specify more clearly, in terms of 
achieving expected results, the respective levels of responsibility, and to spell out the relevant strategies. 

A major thrust of the programme in general was the integrated approach and yet such an approach 
did not always seem to be reflected in the initiatives proposed under the expected results sections. Further 
clarification was also needed on that point. 

Dr JIMENEZ DE LA JARA (Chile) said that he had some difficulty in understanding the conceptual 
rationale of the cluster: why should health systems be associated with the Health systems and community 
health cluster which included maternal and child health care, rather than being included in the Evidence 
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and information for policy cluster, for example, which would seem more relevant to such issues as national 
policy and health systems reform? 

Professor GIRARD (alternate to Professor Menard, France) said by way of general comment, that 
a breakdown of administrative operating overheads - salaries, mission costs and communication costs -
should, if possible, be available in time for the Fifty-second World Health Assembly, for each cluster. 

More specifically, he drew attention to the absence of any reference in the area of work under 
discussion to the health of older persons. Although there were some references under discussion of the 
work of the Social change and mental health cluster, the lack of prominence given to the issue was a 
shortcoming that should be rectified, particularly in view of the current International Year of Older Persons, 
which would be likely to result in new health measures. 

Professor LEOWSKI (Poland) said that it was unclear from the text of the proposed budget what 
exactly was meant by "health systems" and what were to be regarded as essential public health functions, 
which were to be found everywhere and nowhere. If it was agreed that the priority was to indicate clearly 
to governments what should be done for the health of the community, health systems were in the correct 
cluster, but he feared that, with so many cross-cluster activities, responsibility would be diluted. 

Dr W ASISTO (Indonesia), stressing the need for more attention to be paid to human resources for 
health, expressed concern that little was said on the subject under budget heading 3.1, and asked whether 
that issue was dealt with elsewhere in the programme. 

Mrs SOSA-MARQUEZ (Mexico),1 speaking at the invitation of the Chairman, referred to the 
relationship between the budget of WHO and that of UN AIDS. In order to fulfil the complex task of 
conducting joint, complementary action and avoiding duplication, and informing the cosponsoring 
organizations about joint planning so that they could make the necessary provision for their respective 
contribution in their own budgets, UNAIDS was drawing up an integrated programme budget for 2000-
2001 identifying activities to be carried out by the various organizations, so that each cosponsoring 
organization made optimum use of its comparative advantage. It was gratifying to note the emphasis on 
WHO's contribution to the fight against HN/AIDS in the area of work under discussion. The cross-cluster 
approach accounted for the lack of specific data on the resources set aside for HIV I AIDS activities, but, 
she trusted, the information could be obtained from the various sources concerned and would be made 
available to the joint UNAIDS programme, thus setting an example of cooperation within the United 
Nations system and demonstrating WHO's leadership in the fight against HIV/AIDS. 

The DIRECTOR-GENERAL said, in response to the concern expressed by Professor Leowski, that 
a programme of work would be determined, with team leaders appointed for all activities to be carried out. 
She and the Cabinet would be responsible wherever the actual work was being done. She believed that, 
with that approach, in conjunction with the cross-cluster approach, resources would be better used. 

Dr SHISANA (Executive Director), responding to comments and questions, said that on the subject 
of UN AIDS and WHO's responsibility, the Organization was to be seen as one of the cosponsors of a 
cooperative programme which could only succeed if all the cosponsoring organizations did their part. For 
WHO, the focus was on strengthening health systems so that they would be better able to respond to the 
epidemic by preventing its spread, developing strategies for care and mitigating the impact on the health 
sector, while giving due attention in countries to other sectors with an impact on the health sector. The 
budget objectives clearly demonstrated WHO's share in UNAIDS. At a recent joint planning meeting to 
develop intensified action in Africa, WHO's contribution had been coordinated by UNAIDS in order to 
develop a joint plan and conduct a coordinated joint fund-raising appeal. Figure 4 in Part I of the proposed 
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budget showed the funding received for WHO's cooperation with UN AIDS. She and Dr Piot spoke weekly 
to ensure that planning avoided duplication. 

With regard to the division of responsibilities between headquarters and the regions, the basic 
position was that WHO was one organization. It was a matter of where the expertise lay. Confirming that 
the very reason for WHO's existence was to support countries, she said that, when a country requested 
support, the Organization would locate its expertise at headquarters, region or country level and from that, 
form a team to provide services where needed. 

She agreed that administrative operating costs should perhaps be spelt out more clearly. The health 
of older persons was catered for in the Social change and mental health cluster, one of whose 
responsibilities in the current year would be the celebration of World Health Day with its theme on active 
ageing. 

She regretted that public health functions were not explicitly articulated in the budget document. 
Paragraph 54 showed that WHO aimed to support countries to ensure that they develop their essential 
public health functions, with emphasis on the development of public health policies, strategies and plans, 
formulation of legislation, building up of organizational structures that integrated public and private health 
sectors, provision of health services, establishment of national health information systems, development 
of human resources for health and allocation of resources and management of health resources. The 
objectives were therefore in line with the essential public health functions that governments needed to carry 
out. 

The apparent misapprehension over the strengthening of human resources arose because, where 
previously there had been a Division of Human Resources which had developed a human resources policy, 
human resources were now integrated into health systems in order to take account of other relevant 
resources such as finance and physical infrastructure, as well as the health system within which staff had 
to work. The objectives showed that the Organization would be supporting countries in terms of human 
resources allocation and development. Further details were needed in the plan itself rather than in the 
strategic budget, which, by setting out objectives, was more of a policy-making tool. The Board might wish 
to decide whether they preferred a strategic budget, or a more detailed budget at 3 or 4 digit level. The 
Secretariat preference was for a strategic budget as it was easier to study. 

Sustainable development and healthy environments (budget heading 4) 

Mrs SINGH (Executive Director) addressed the question of arsenic contamination in drinking-water 
raised at the first meeting. Arsenic contamination was now a worldwide problem. In January 1999, a 
cross-departmental initiative in the Sustainable development and healthy environments cluster had been 
launched, the first joint action of which would be a technical monograph on the control of health hazards 
from arsenic in drinking-water. Country level activities, covering drinking-water, toxicity and poison 
control, nutritional interactions, crop contamination, poverty alleviation and chronic emergency would be 
jointly planned and implemented by the various departments and units, together with the regional and 
country offices concerned. The health effects of arsenic contamination were usually delayed, and since 
people had been drinking arsenic-rich water for a long time the number of affected persons was likely to 
increase. Knowledge of the health effects of arsenic was incomplete, and the situation was complicated 
by factors such as Hepatitis B, nutritional status and the actual form of arsenic. Future health effects could 
not be predicted because historical exposure was unknown. The most important remedial action was 
prevention of further exposure by provision of safe drinking-water. A significant number of persons were 
exposed to arsenic in drinking-water in Bangladesh and in West Bengal, India, but no reliable data were 
available and health surveillance needed to be improved. Medical and health issues also needed to be 
addressed urgently. 

Technical solutions for the removal of arsenic from drinking-water were available, but in Bangladesh 
were often limited to urban areas. There were no proven technologies for the removal of arsenic at water 
collection points such as tubewells, and no simple, proven sustainable technologies for use at the household 
level. A coordinated response to arsenic contamination had been put in hand, involving work with national 
and local authorities, notably with the Bangladesh Government, cooperation with other United Nations 
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bodies and organizations, and donors, and close collaboration at all WHO levels, including interregional 
cooperation, and through the Sustainable development and healthy environments cluster's new cross
departmental initiative. 

Mr LIU Peilong (China) drew a distinction between the physical, or tangible, environment (such as 
clean air and water and safe roads) and the non-physical, or intangible, environment to which much less 
attention was paid. It was important to establish policies that would encourage people to look after their 
intangible environment, by adopting healthier lifestyles. Examples of the latter were the banning of 
advertisements for cigarettes and provision of low-potassium salt. He asked whether there was any 
surveillance ofthe intangible environment by WHO and, if so, which cluster was responsible. He further 
requested clarification of the time span for reaching the objectives that had been laid down for each cluster. 

Dr ALVIK (Norway), stressing the importance of food safety for public health, with particular 
reference to paragraph 70 of the proposed budget, asked about coordination between the two relevant 
clusters, which was necessary to ensure that the environmental and microbial aspects of the problem were 
dealt with adequately. 

Mr KANEKO (alternate to Dr Nakamura, Japan), referring to the reorganization of WHO's activities 
on Emergency and humanitarian action (paragraph 74 of the proposed budget), asked about the results of 
the retreat held to discuss the future of those activities. 

Dr W ASISTO (Indonesia) regretted that the description of work on Nutrition for health and 
development (paragraph 67 of the proposed budget) focused mainly on malnutrition and vitamin or mineral 
deficiency rather than on nutrition and development. He asked for clarification of the link between that 
work and certain projects in the prevention of noncommunicable diseases, such as obesity. 

Professor KHAN (Bangladesh) said that the provision of safe drinking-water was the most affordable 
and important aspect of primary health care. He described the gravity of the situation in his country, where 
shallow tubewells in 4 7 out of 64 districts were contaminated by arsenic. He proposed that interregional 
cooperation be established between the Regional Office for South-East Asia, and the Pan American Health 
Organization (PAHO) and the Regional Office for Europe, which had previously been affected by the 
problem. He urged that additional resources be released for that purpose; observing that the World Bank 
had undertaken a project representing US$ 224 million to deal with the issue, he proposed that WHO 
establish a partnership with the World Bank in that sector. He expressed concern that the regular budget 
allocation for Sustainable development and healthy environments, and in particular Protection of the human 
environment, had been reduced. 

Referring to work in the area of Health systems and community health, he said that budget cuts 
affecting the least developed countries would substantially reduce sustainable development in health and 
many other key programmes. He proposed that extrabudgetary funds or a provision from the disaster fund 
should be made available in order to sustain health needs in the South-East Asia Region. 

Professor GIRARD (alternate to Professor Menard, France) expressed concern at the reduction in 
the budget allocation for nutrition, an area to which many institutions were currently giving increasing 
attention. Secondly, in view of the high cost of emergency and humanitarian action, it was important to 
define WHO's exact role, particularly in relation to that of other international institutions intervening in 
that sector. 

Mr DEBRUS (alternate to Mr Voigtlander, Germany) welcomed the renewed links between WHO 
and other United Nations bodies, notably in the area of sustainable development and healthy environments. 
He looked forward to use of assessments of human rights in relation to health, in cooperation with the 
United Nations High Commissioner for Human Rights, in the development of WHO's future strategies and 
approaches. 
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Dr MELONI (Peru) noted that the discussion had shown that many of the clusters were interlinked; 
in his view, more time was needed for harmonization and elimination of repetition between clusters and 
for predicting the expected results. In the area of Sustainable and healthy environments, advantage could 
be drawn from combining WHO's resources with those of the regions. He was in favour of further 
examination of such coordination and clearer linkage between objectives, expected results and relevant 
activities. Actions to be taken at the country level and by the Organization should be distinguished. 
Whereas the problems and challenges had been well defined in the budget document, more time would be 
required to complete the revision process. 

The DIRECTOR-GENERAL said that the efficiency and impact of WHO's efforts could not be 
evaluated on the basis of the budget alone. In the area Sustainable development and healthy environments, 
improved intellectual and analytical input and coordination with governments and other institutions such 
as the World Bank and UNEP would result in marked achievement. Although the regular budget allocation 
had been reduced by US$ 2 million, it was anticipated that extrabudgetary funding would rise from 
US$ 20 million to US$ 33 million. She was convinced that working in a new and better way would in no 
way reduce WHO's impact in Sustainable development and healthy environments. 

Mrs SINGH (Executive Director), replying to questions raised in the debate, said that the issue of 
the intangible environment was addressed within the cluster of Social change and mental health. She 
confirmed that many of the objectives set out in the proposed budget would require more than the biennium 
for completion. The question of food safety was being dealt with on a collaborative basis between the 
cluster for Communicable diseases and that for Sustainable development and healthy environments, by 
transferring the database on food safety aspects to the Communicable diseases cluster. The main objectives 
of emergency and humanitarian action, as set out in the proposed budget, were increasing countries' 
capacity to prepare for, and cope with, emergencies; participating in the international response to crises; 
supporting rehabilitation of health services and structures in transitional periods and recovery from 
emergency to move towards development. As regular budget funds were limited in that area, 
extrabudgetary contributions would be necessary. In order to coordinate the responses of WHO with those 
of other United Nations agencies, interagency committees had been established. Following the retreat at 
which emergency and humanitarian issues had been discussed, an expert group had been set up, which 
would submit a report in due course. 

Although regular budget funding for the area of nutrition had increased marginally, extrabudgetary 
funding had been reduced; however, it was not possible to predict at the present stage the amount of 
extrabudgetary funds that would be available. Concerning the link between nutrition and 
noncommunicable diseases, she said that work in the field of nutrition also covered obesity and diet-related 
noncommunicable diseases. A global consultation on obesity had been held in collaboration with the 
cluster for Noncommunicable diseases. Food-based dietary guidelines had been developed in collaboration 
with FAO. The reduction in the extrabudgetary resources for Protection of the human environment had 
been minimal and had resulted from the transfer of certain policy-related posts within the cluster and the 
merging of divisions. Despite a reduction in the regular budget allocation, work on water sanitation and 
health had not suffered, as the level of personnel had been maintained through government-seconded staff, 
and extrabudgetary funds had been provided both for water supply and sanitation and for WHO guidelines 
for drinking-water quality. Regarding human rights, efforts were being made to establish an integrated, 
cross-cluster health and human rights approach, involving the other clusters and the six regions. 

Dr UTON RAFEI (Regional Director for South-East Asia), responding to the question of 
Professor Khan on arsenic poisoning, said that close cooperation with the Pan American Sanitary Bureau 
and the WHO Regional Office for the Americas was currently being coordinated by headquarters, in the 
hope of finding new approaches. The World Bank was to extend funding to the Bangladesh Government, 
and WHO was providing technical input. Moreover, under the conditions stipulated in 
resolution WHA51.31, the country allocation to Bangladesh was protected and could not be cut; at the 
same time, Bangladesh would continue to receive development fund aid and emergency aid. Since the 
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arsenic-affected sources were in Bengal, the issue was being addressed in close cooperation with India 
through border meetings. 

Social change and mental health (budget heading 5) 

Mrs JEAN (Canada) endorsed the comment of Professor Girard with regard to specific mention of 
the elderly. Although ageing was mentioned in paragraph 81(4) of the proposed budget, the objectives and 
expected results of work in that sector should be stated more precisely, in view of the financial impact of 
ageing populations on health systems and the burden on families, particularly on women. 

Mr LIU Peilong (China), referring to paragraph 82 of the proposed budget, asked whether the 
promotion and strengthening of national capacity for monitoring and regulating risks to health would 
include monitoring risk factors related to individual behaviour. 

Mr KANEKO (alternate to Dr Nakamura, Japan) commented that health promotion activities could 
be difficult to assess, and careful planning was needed to obtain tangible results from those activities. Drug 
abuse, particularly stimulant abuse, was spreading globally, yet in many countries people had inadequate 
access to knowledge about their health effects. What action would WHO be taking to address that issue? 

Dr JIMENEZ DE LA JARA (Chile) congratulated WHO on its recent success in raising public 
awareness about the importance of mental health by conducting international conferences in various cities. 
The results had had a considerable impact in Chile, particularly regarding the increasing prevalence of 
depression, which, as noted in the study on the global burden of disease, was of concern to societies, 
communities and individuals. The work of the cluster for Social change and mental health would be 
extremely important, since mental health was a field in which intervention was expected, in the community, 
through psychotherapy or through the rational, long-term, equitable use of pharmaceuticals. Mental health 
in relation to globalization, development and urbanization was clearly one of the most important emerging 
topics in world health, and it was therefore to be hoped that the cluster would continue the progress made 
by WHO to date. 

Professor LEOWSKI (Poland) supported an increased emphasis on health promotion and its 
integration into the education sector. The promotion of health, from primary school right up to university, 
was the best investment that WHO could make. 

Mrs SOSA-MARQUEZ (Mexico),' speaking at the invitation of the CHAIRMAN, said that basic 
guidelines and strategies for the promotion of health and improving the quality of life had been drawn up 
at the four international conferences that had been held on health promotion. It was time to expand the use 
of such tools. She agreed with Professor Leowski that investment in health promotion would generate 
investments in health by other sectors and actors. World Health Assembly resolution WHA51.12 urged 
the creation of an alliance for global health promotion in order to spread the message, integrating it into 
high-level economic and social decisions and fostering health promotion in daily life. The alliance would 
be launched at the fifth global conference on health promotion, organized by WHO, PAHO and the 
Mexican Ministry of Health, to be held in Mexico City, 5-9 June 2000. She reiterated the invitation to that 
meeting issued to Member States of the Organization at the previous Health Assembly by the Mexican 
Minister of Health. 

Dr SUZUKI (Executive Director), responding to queries raised by members, noted that the Chairman 
of the Programme Development Committee had referred to the apparently declining budget for health 
promotion. While the Director-General was correct in saying that the impact of WHO efforts could not be 
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measured solely by the amounts allocated to specific actions, it should be noted that the German Federal 
Government, the State Government and the City of Hanover were sponsoring the health-related activities 
for Expo' 2000; most of the funding had thus been provided for the 1998-1999 biennium and would be 
continued only until June 2000, the date of the Expo', six months into the next biennium. Although the 
resulting decline in extrabudgetary funding was estimated at US$ 500 000, the table of resources for budget 
heading 5 showed a decrease of only US$ 100 000, since an increase of around US$ 400 000 in 
extrabudgetary funding was expected to provide sufficient funding for such important priorities as school 
health initiatives and healthy cities. The mode of collaboration between the cluster for Noncommunicable 
diseases and that for Social change and mental health was such that the former would deal with risk factors 
for specific noncommunicable diseases, and the latter would focus on the means of changing behaviour, 
by determining the appropriate target population, media and messages. The cluster for Social change and 
mental health was the focal point ofWHO's work on ageing and health. 1999 was the International Year 
of Older Persons, and the theme of World Health Day on 7 April would be "Active ageing"; it was hoped 
to achieve full momentum with both those events. In collaboration with the cluster for Health systems and 
community health, ageing and health would be incorporated into health systems and service delivery. At 
the same time, the cluster for Evidence and information for policy was looking for ways to finance the 
health care of the elderly and the burden they represented to the social security network. With regard to 
the query ofMr Liu Peilong about the intangible environment and determinants of health, the cluster would 
focus on how migration, urbanization and changes in family structure were affecting health and health 
systems and how the health sector could enhance the positive and alleviate the negative impacts of social 
changes on health. He concurred with Mr Kaneko that, although the manufacture, trafficking and use of 
illicit drugs had been increasing, their health and social consequences were not yet fully understood. The 
issue had been addressed in November 1996 at a meeting on amphetamines, held in Geneva, and at the 
twentieth special session ofthe United Nations General Assembly in September 1998, which had endorsed 
a course of action for drug control. The cluster intended to work closely with UNDCP and to focus its 
efforts on WHO's areas of comparative advantage: improving understanding of the health and social 
consequences of drug abuse and testing and disseminating promising preventive strategies. 

Health technology and pharmaceuticals (budget heading 6) 

Dr SANOU IRA (Burkina Faso) pointed out that one of the missions and goals cited (paragraph 91 
of the proposed budget) was to develop and implement national policies and programmes that ensured the 
quality of drugs. Parallel circuits for the provision to certain countries of essential drugs, particularly 
generic drugs, were developing to an extraordinary degree. Counterfeit drugs and drugs of poor quality 
from a wide variety of sources were in circulation; those practices should be suppressed. She wished to 
know what support WHO could offer governments in that respect, as the issue was not covered in 
resolution EB 103 .R 1 on the revised drug strategy. It was indeed necessary to ensure universal access to 
drugs- but only to drugs of good quality. 

Dr JIMENEZ DE LA JARA (Chile) said that one area of work that was missing was the evaluation 
of health technologies. That entailed not only the scientific evaluation of the validity of techniques per se 
but also education and dissemination of information about health technology to health systems, national 
authorities and decision-makers, so that they could make better informed investments. A major defect of 
health systems, in developing as well as developed countries, was excessive spending on technology and 
tertiary care and insufficient investment in more effective areas. He considered that the cluster should 
include a programme of information for health technology evaluation. 

Dr DJAMALUDDIN (adviser to Dr Wasisto, Indonesia) said that although the main issues were 
covered in the Health technology and pharmaceuticals cluster, a number of additional principles needed 
to be considered. Some principles were mentioned in the resolution on the revised drug strategy that were 
not included in the objectives of the cluster, resulting in inconsistency, for example, action against 
continued unethical drug promotion. That was a crucial issue in her country: since 75% of drug 
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expenditure came out of people's own pockets, especially in view of the economic crisis, they avoided 
consulting their doctors until they were seriously ill, and tended to self-medicate. Standards, regulation and 
a strategy to control unethical drug promotion must be considered. WHO leadership was of special 
importance because most donors to developing countries would not support such activities. 

She was glad to see that a number of issues had been treated in more than one cluster or project. 
Nevertheless, although antimicrobial resistance was included in the Roll Back Malaria project, it might be 
more appropriately incorporated in the Communicable diseases cluster. Other cross-cluster issues should 
be identified and specifically mentioned in the objectives of the cluster for Health technology and 
pharmaceuticals. 

A strategy for using generic drugs to meet the requirements of essential drug policies should also be 
included in the cluster. The issue was important enough to be addressed separately from the essential drug 
strategy, because the targets, interventions and stakeholders were totally different. Such a strategy was 
particularly important for developing countries, in order to minimize the impact of the economic crisis. It 
was also important to increase the efficiency of use of health equipment, including consumables in health 
centres. The development of simple health equipment for developing countries should be considered. 

Finally, she requested clarification of the phrase "other medicines" in budget heading 6.1. 

Mr KANEKO (alternate to Dr Nakamura, Japan) requested information on future policies for target 
diseases and cooperation with UNICEF in the context of the Expanded Programme on Immunization and 
on WHO's basic policy in respect of the Children's Vaccine Initiative. 

In the area of blood safety and clinical technology, a number of useful new activities had been 
presented, such as global collaboration, quality assurance of plasma-derived medicinal products and use 
of telematics. His country had supported the blood safety activities and therefore had high expectations 
for future achievements. He would like to see more concrete policies, improved organization and more 
financial resources in that area. 

Dr KARIBURYO (Burundi) welcomed the Director-General's policy calling for improved access, 
both financially and geographically, of populations to generic drugs. Ensuring the quality, effectiveness 
and safety of the various drugs on the market remained, unfortunately, a mammoth task, especially in 
developing countries. For example, there were only about 10 control laboratories for his entire Region. 
It was essential for health authorities to have reliable tools to ensure the safety of the products being 
delivered to the population. He therefore urged WHO to consider a policy aimed at providing countries 
with the most efficient quality control laboratories at reasonable cost. 

Since the cluster covered vaccines and other biologicals (budget heading 6.2), he would like to know 
the status of the malaria vaccine currently being developed. 

Dr SULAIMAN (Oman) endorsed the proposal of Dr Djamaluddin for inclusion of quality control 
of laboratory equipment and consumables in the work of the cluster. As there appeared to be no 
international criteria, norms or standards in that area, he suggested that a working group be established. 

Dr BU FIGUEROA (alternate to Dr Castellanos, Honduras) pointed out that the objectives listed 
under budget heading 6.2 on vaccines referred to the integration of hepatitis B vaccine into national 
immunization programmes, yet made no mention of hepatitis A. Although the mortality rate from hepatitis 
A was only 1%, that was by no means insignificant. Hepatitis A caused not only loss of life but also loss 
of work time and reduced productivity, since the disease took from two to four weeks to run its course. The 
vaccine against the disease, which was already commercially available, should be included in the 
programme of child immunization. 

Dr SCHOLTZ (Executive Director), responding to comments and questions, said that many delegates 
had asked what WHO was doing to ensure quality control and to set up national laboratories and control 
authorities. The Organization had worked with national drug control authorities and laboratories in the 
countries in 1998, and that would remain part of the work of the department of Essential drugs and other 
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medicines. Efforts were being made to gain support from the pharmaceutical industry and 
nongovernmental organizations in setting up quality control laboratories. If specific requests were received 
from countries for support in setting up control laboratories or training personnel, the tools were available; 
it was simply necessary to strengthen the activities of the departments within the cluster and to determine 
the degree to which they could accede to all the requests that were received. 

The work of the cluster for Health technology and pharmaceuticals on malaria was entirely integrated 
with that of the communicable diseases cluster, specifically in respect of access to and quality of 
antimalarial drugs. He was assisting the Roll Back Malaria project in acquiring new products through 
discussions with various partners. 

In response to the concerns of Dr Djamaluddin, he said the activities of the Essential drugs and other 
medicines department would be reflected in detailed work plans currently under discussion. The phrase 
"other medicines" had been included to cover traditional medicines. 

An area in which the cluster needed significant improvement was in Blood safety and clinical 
technology, as the department currently comprised four professional staff. The team for blood transfusion 
safety had been strengthened, but much remained to be done to increase capacity, particularly for 
developing an essential hospitals equipment list and related activities in collaboration with the Health 
systems and community health cluster. 

Mr Kaneko had asked about collaboration with the Expanded Programme on Immunization. WHO 
was taking part in a working group to review the overall commitment of the world community to 
immunization as one of the most cost-effective health interventions. A meeting would be held in early 
February 1999 with the World Bank, UNICEF, the pharmaceutical industry and major donors, followed 
by another meeting in mid-March at which a common project would be presented. It was hoped that, by 
then, each of the agencies would have committed itself to a common goal for worldwide immunization. 
The future role of the Children's Vaccine Initiative would be clarified at that time. 

The vaccine against hepatitis A was not currently included in the Expanded Programme on 
Immunization and the economic and disease burden due to that virus would be reviewed in collaboration 
with the Communicable diseases cluster, in drawing up an essential vaccines list. 

The meeting rose at 17:25. 
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Chairman: Dr K. CALMAN (United Kingdom of Great Britain and Northern Ireland) 

1. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 2000-2001: Item 5 
of the Agenda (Documents PB/2000-200 1, EB 103/33 and Corr.1, EB 1 03/INF .DOC./1, 
EB103/INF.DOC./3, EB103/INF.DOC./4 and Corr.l, EB103/INF.DOC./5 and EB103/DIV/4) 
(continued) 

Part II - Headquarters (continued) 

Evidence and information for policy (budget heading 7) 

Dr BOUFFORD (United States of America) said that the report of the joint meeting of the 
Administration, Budget and Finance Committee and the Programme Development Committee had indicated 
that the previous programme, Women, health and development, had been blended into the new structure 
with the idea that the Evidence and information for policy cluster would take responsibility for analysing 
the gender implications ofthe various activities of WHO. She would like to see specific objectives in that 
area included in the new cluster description. 

Dr HAPSARA (alternate to Dr Wasisto, Indonesia) appreciated that the purpose of the cluster under 
discussion was to enhance the generation and utilization of health data and information for policy 
formulation, implementation and evaluation. However, the focus should be on health development as a 
whole and not just on the health care system, as mentioned in paragraph 92 of the budget document. More 
care should be taken with the use of terminology to avoid any misunderstandings. In the evaluation of the 
global strategy for health for all by the year 2000 ( 1979-1996) there were eight main areas of health 
development in most Member States. 

Referring to paragraphs 96 and 97, he suggested that objectives for Evidence for health policy 
(budget heading 7.1) should cover broader aspects of policy for health development, information activities, 
such as the monitoring and evaluation of health development, development of a vision of the preferred 
future and different policy options. Epidemiological information was required for that purpose in addition 
to health statistics. 

Finally, under Research policy and cooperation (budget heading 7 .3), paragraphs 99-100, reference 
was made to the support of the Advisory Committee on Health Research to that area of work and to 
cooperation with other clusters. He requested further information on the allocation of staff resources to that 
area and the main approach to be adopted in getting substantive support from the global and regional 
committees on health research. 

Dr FETISOV (alternate to Dr Starodubov, Russian Federation) emphasized the fact that the activities 
of WHO in collating, analysing and disseminating information on the whole spectrum of public health 
issues, in particular, epidemiological information was an invaluable service to Member States, helping them 
to frame their policies for the health sector and to plan and implement specific activities. He expressed 
appreciation for WHO's efforts in that field and hoped they would be continued and improved. Among 

- 89-



90 EXECUTIVE BOARD, 1 03rd SESSION 

the results expected by the end of2001 was the strengthening of the epidemiological information service 
on the World Wide Web. He requested further information on how that would be done. 

Dr MELONI (Peru) pointed out that the Board had so far reviewed seven clusters, with some 190 
expected results and about 100 objectives and with about US$ 150 million in resources from the regular 
budget, 80% of which was for staff costs, leaving about US$ 30 million for other aspects. He asked 
whether there were any priorities within the clusters, among the objectives and outcomes; what indicators 
would be used to monitor and evaluate them; and how that work would be followed up. While much had 
been done in the last six months, he hoped that there would be further improvements in the proposed 
budget for 2000-2001, not only in regard to relations between clusters but also between headquarters, the 
regions and countries. 

Mr VOIGTLANDER (Germany) felt that the proposed budget should draw attention to the links with 
the European Union in regard to the information management system. In order to save on scarce resources 
and avoid duplication, those links should be strengthened; such cooperation would be of mutual benefit 
to both WHO and the Union. Secondly, he understood that research policy, including the role of the 
Advisory Committee on Health Research, was being reviewed. He recommended that more use be made 
of that Committee in future. 

Dr FRENK (Executive Director), replying to questions raised by the Board, assured Dr Bouffard that 
consideration had been given to the gender aspects of WHO's work and that because of the cross-cutting 
nature of the cluster under consideration it was felt appropriate to include that issue there. Work was in 
progress to refine both the programmatic and the budgetary aspects of that activity and it would be given 
high priority. He fully concurred with Dr Hapsara that there was a need for a broad view of health 
development to include the relationship between populations and institutions, within which there was a 
subcomponent which was the health care system. It was important to focus on the latter, since it was 
absorbing a substantial amount of resources with considerable implications in terms of efficiency, equity 
and quality of care. He also agreed with Dr Hapsara on the need for a broad definition of public health 
policy. 

In reply to Mr Voigtlander and Dr Hapsara, he said that a comprehensive review of research policy 
at headquarters was being conducted, covering the three main instruments used by headquarters to interact 
with the world scientific community: the Advisory Committee on Health Research, the WHO collaborating 
centres that focused on research and the expert advisory panels. The Cabinet had approved a process that 
would lead to the submission of a series of recommendations to the Board at its 1 04th session in May 1999. 
He agreed that fuller use should be made of the Advisory Committee, which had played an important role 
at various times in the history of WHO. He also agreed on the need for closer links with the European 
Union information systems. Responding to the question from Dr Fetisov, he explained that there was now 
substantial demand for epidemiological information to be more readily available through the World Wide 
Web, which was a very powerful tool and could ensure timeliness and transparency of information. WHO 
was already posting information on the Web and experience so far had shown that it was a highly used 
resource. He wanted to be quite clear, however, that the policy was one of complementarity to, and not of 
substitution for, other methods of reporting. 

Responding to a point made at the second meeting by the representative of Japan, he stressed that 
Evidence and information for policy was required for all clusters. The cluster under consideration was 
therefore collaborating with the other clusters to establish an internal network of all those primarily 
responsible for generating and disseminating evidence. One of the mandates for the Evidence cluster was 
to ensure the internal consistency of the information produced. He took the opportunity to express 
appreciation for the support received in that regard from Japan. 

Responding to Dr Meloni, he said that the objectives for the cluster under discussion were already 
the result of priority-setting. The fact that increased resources had been assigned to that cluster was a clear 
sign ofthe Director-General's policy priorities, and it was one of the areas of relative growth. Additional 
extrabudgetary resources would also be needed because the programme was an ambitious one and would 
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require a sustained effort. The generation of information was an activity that needed to be rooted in 
countries, in their national information systems. The information thus produced acquired added value at 
the regional and finally the global level in terms of its quality and the potential for carrying out analytical 
exercises of the type illustrated to the Board at the second meeting. 

External relations and governing bodies (budget heading 8) 

Dr FETISOV (alternate to Dr Starodubov, Russian Federation) suggested that, in the third of the 
results expected by end 2001 for Governing bodies (budget heading 8.1 ), the words "in good time" should 
be inserted after the word "disseminated", because the late receipt of documents for the current session of 
the Board had hampered preparation for the discussions. 

Dr L Y AGOUBI-OUAHCHI (Executive Director) replied that considerable improvements had been 
made to ensure the timely translation and distribution of documents. Every effort would continue to be 
made to ensure that documents were available in good time. 

General management (budget heading 9) and Director-General and independent functions 
(budget heading 1 0) 

Dr JIMENEZ DE LA JARA (Chile) stated that in any reform process a new message must be 
delivered by new messengers. The project initiated by the former Assistant Director-General, 
Dr R. Henderson, to organize a programme for young professionals to learn about and be involved in the 
Organization and to work either from within or from outside to spread its message, seemed very important. 
He therefore suggested that General management (budget heading 9) should include the Global Health 
Leadership Officers Programme as a way of relaunching the Organization from within. 

The CHAIRMAN, speaking as the representative of the United Kingdom of Great Britain and 
Northern Ireland, asked for further information on the allocation of financial resources to the Cabinet 
projects. 

Mrs KERN (Executive Director) acknowledged the importance of the Global Health Leadership 
Officers Programme and anticipated that it would become increasingly visible. 

She agreed that additional fmancial information on the Cabinet projects and similar initiatives should 
be provided. 

Part III - Regions 

Africa: Regional Office budget (budget heading 11) 

Dr SAMBA (Regional Director for Africa) stated that his Office was in close collaboration with the 
cluster concerned at headquarters and that he was particularly grateful for the understanding and support 
from headquarters for the current temporary status of the Regional Office in Harare and the many 
difficulties that the sudden move had entailed. There would be no difficulty in harmonizing the regional 
budget with that of headquarters, particularly with regard to the new cluster structure. 

The Americas: Regional Office budget (budget heading 12) 

Dr ALLEYNE (Regional Director for the Americas) pointed out that the format of the Regional 
Office budget followed that of previous budgets and was based on the technical programmes approved by 
the governing bodies of the Organization. It was presented in the most logical way to reflect the managerial 
interests for planning and programming. However, the format could be adapted if the Board so wished. 
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In the annual programme the expected results would be expressed as activities, which would then have 
resources assigned to them: those resources were not yet assigned as that moment had not arrived. 

The Regional Office would not be able to achieve what was outlined in the proposed budget with 
the funds available. The expected results listed were what his Office was committed to achieving with the 
total PAHO/WHO budget. Once the budget had been approved, the expected results would have to be 
modified in accordance with the approved appropriation sums. Many of the questions raised in the 
Executive Board were reflected in the programme content of the proposed budget. Regrettably, the 
expected result for immunization had been omitted: the Regional Office was indeed committed to the 
targets set for immunization in the Region. 

South-East Asia: Regional Office budget (budget heading 13) 

Dr UTON RAFEI (Regional Director for South-East Asia) outlined the priority areas for the Region, 
which were set out in the proposed budget document (paragraph 154). In addition, activities would also 
focus on the Roll Back Malaria, Tobacco Free Initiative, and Partnerships for Health Sector Development 
projects. 

The regional programme budget had been formulated on the basis of zero growth, with a reduction 
of US$ 3.6 million as a result of the implementation of resolution WHA51.31. The allocations for the least 
developed countries and the one country in greatest need, the Democratic People's Republic of Korea, had 
been protected through reductions in the allocations for four other countries and from the intercountry 
programmes. The regional programme budget had been prepared following the previous format of six 
appropriations. The conversion to the new format had already begun and would be completed prior to the 
Health Assembly. 

The table showing planned expenditure by source of funds indicated a reduction in all allocations 
from the regular budget except that for integrated control of disease, giving an overall reduction of some 
US$ 2.2 million in country allocations and US$ 1.4 million in regional and intercountry allocations. If the 
same amount of work was to be carried out in the 2000-2001 biennium, the Regional Office would be 
facing a large budget deficit. 

If the Health Assembly were to approve a budget based on zero real growth, which included 
commensurate cost increases, it might be possible to absorb the deficit during the implementation stages 
through rigorous improvement in operational efficiency and by reorienting implementation approaches. 
The Regional Office would focus more on regional and intercountry training, and use regional and country 
expertise, for example in WHO collaborating centres and national institutions, to implement WHO 
programmes. An internal review group had been set up at the Regional Office in the past year to ensure 
that resources were being used in the most effective way at country and regional level. If the budget 
approved was based on zero nominal growth, it would not be possible to absorb the deficit, and 
programmes and activities would have to be cut. 

The extrabudgetary resources for South-East Asia shown in the budget document were well below 
those received during the 1998-1999 biennium, as the projections had not yet been made because of lack 
of information. 

Professor KHAN (Bangladesh), referring to paragraph 155, asked how country programmes could 
be sustained if the regional budget had been reduced by US$ 3.6 million. 

Dr UTON RAFEI (Regional Director for South-East Asia) explained that the solidarity approach had 
been used: the five least developed countries had been protected at the expense of the others and the 
Regional Office. For future implementation that approach would continue to be used. 

Europe: Regional Office budget (budget heading 14) 

Dr ASV ALL (Regional Director for Europe) stated that the regional budget had been based on the 
situation pertaining approximately one year earlier when the draft had been elaborated for the Regional 
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Committee and was based in part on the updated health policy for the Region - HEALTH 21. Particular 
importance had been given to the new priorities announced by the Director-General. There was now a new 
programme to deal with malaria, which had re-emerged in the Region. A third regional action plan against 
tobacco had been approved by the Regional Committee, and a new regional committee for a tobacco-free 
Europe was being set up in collaboration with the European Commission and relevant nongovernmental 
organizations: there would be a conference in 2001 on that issue. The new WHO European Observatory 
on Health Care Systems would follow health care reform in Europe; the health-for-all database was very 
extensive and would provide important evidence; and work in developing instruments for improving the 
measurement and management of health services quality of care in the Region would continue. 

The budget had been developed on the basis of intercountry and country programmes, together with 
a third strategy, of collaborative networks development over the last 1 0 years, linking those programmes. 
In the areas oflifestyle and health a new analytical approach to life-course events was being used, with the 
goal of developing instruments to improve national management of health promotion programmes. The 
new mandate of the European Union in that area would mean closer cooperation with the European 
Commission. 

A large European conference would take place in June 1999 relating to the environment and health 
which should lay down priorities for future years. Poliomyelitis eradication was high on the list, efforts to 
eliminate measles would accelerate during the biennium, and the rapidly growing epidemic of sexually 
transmitted diseases and HIV infection in the eastern part of the Region would also be an important area 
of focus. Emphasis on primary health care would continue, and the main aim of the biennium would be 
to develop the idea of a family health nurse as the basic primary health care worker; a conference on that 
subject would be held in 2000. Hospital and primary health care organization and management were being 
strengthened through a new centre in Barcelona. The mental health programme was to resume, focusing 
on suicide reduction and problems arising in the eastern part of the Region. 

Major political changes in the central and eastern part of the Region, resulting in an increase from 
31 to 51 countries in the early 1990s, had not been matched by an increase in the regional budget. There 
was only a small country presence, and work was carried out mainly by regionally based staff: 25 offices 
functioned on a liaison basis, costing an average of US$ 60 000 each per year, which meant that a fairly 
high percentage of the total budget of US$ 7.5 million was directed to that area. The Regional Committee 
had decided that the additional US$ 2 million for the Region in the allocation approved by the Health 
Assembly in May 1998 would be used for the six most needy countries and in the six specific priority areas 
and that expenditure would be monitored and the results reported to the Board so that it could assess the 
benefits. 

The table showing planned expenditure by source of funds indicated a 6% reduction in 
administrative costs compared with the previous biennium, which had been achieved by transferring 
9~ staff posts to technical programmes. That formed part of the 3% shift to technical areas previously 
requested by the Executive Board. 

The table showing country programme budgets under budget heading 20 showed only half of the 
Member States of the Region because only the countries receiving country allocations were listed. In 1991, 
the Regional Committee had decided that all country allocations should be given to the eastern European 
countries which were experiencing serious problems. In 1994, a further decision had been made to allocate 
only to the most needy among those countries. The Regional Committee had requested that a new formula 
be developed for future allocation among the countries which would be considered at its 1999 meeting. 
The Annex to document EB103/33, on regional allocations, gave a somewhat misleading picture as it listed 
all humanitarian assistance to European Member States over the past three bienniums as intercountry funds. 
In fact, the large figure shown consisted mostly of funds for countries affected by war. 

Eastern Mediterranean: Regional Office budget (budget heading 15) 

Dr SULAIMAN (Oman) said that the budget reduction for the Region meant that several countries 
would lose their WHO health programmes. Taking extrabudgetary resources into account, the Regional 
Committee had tried to ensure that adverse effects would be minimized, in accordance with resolution 
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WHA51.31. He understood that the allocations were made on the basis of UNDP' s Human Development 
Index but stressed that consideration should be given to the adverse effects of budget reduction. 

Dr AL-JABER (Qatar) endorsed the comments of Dr Sulaiman and thanked the Regional Director 
for the efforts made despite a restricted budget to ensure that no country was deprived of a country 
programme. In the proposed budget, four countries - Cyprus, Kuwait, Qatar and the United Arab 
Emirates - had lost their entire allocation. The proposed budget should be reconsidered, bearing in mind 
the changed economic situation of some countries of the Region, which had lost half of their income 
because of the fall in oil revenues. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) said that the Eastern Mediterranean 
Region was experiencing difficult times. The budget cuts in the 1998-1999 biennium had been absorbed 
within the allocations for the Regional Office and intercountry programmes. Any further budget reductions 
would mean cuts in the country allocations. Administrative expenses had been pared down to such an 
extent that any further reductions would have a negative effect on programme implementation. The Eastern 
Mediterranean Region had the lowest level of extrabudgetary resources despite the problems that it faced; 
for example, one country of the Region accounted for 95% of cases of dracunculiasis worldwide. 
Furthermore, despite the presence of seven African countries, the Eastern Mediterranean Region did not 
enjoy any of the priority support accorded to the African Region. Efforts had been made to develop 
comprehensive programmes, bringing various sectors together, and health problems had been reduced to 
a great extent. Following the example of the South-East Asia Region, a basic developmental needs 
approach had been promoted and was now being implemented in 15 of the 23 countries of the Eastern 
Mediterranean Region. The Eastern Mediterranean Region enjoyed good relations with its neighbours: 
Europe, Africa and South-East Asia. The Regional Committee had taken the view that cutting entire 
country allocations would result in less cooperation with countries and a decrease in WHO's influence. 
The allocations to four countries had, however, been reduced by 50%. The reduction in allocation of some 
US$ 4.4 million meant that, relatively speaking, the Eastern Mediterranean Region had borne the brunt of 
the budget cuts. Moreover, extra expenditure would be involved in moving the Regional Office from 
Alexandria to Cairo. He expressed the hope that the overall WHO budget level eventually approved would 
be such as to enable the Region to participate in activities that would contribute to attaining the 
Organization's objectives. 

Western Pacific: Regional Office budget (budget heading 16) 

Dr KEAN (Western Pacific Regional Office) said that the budget reflected a horizontal approach to 
programming, for example by focusing on healthy cities and, of particular importance in his Region, 
healthy islands. The priorities of the Executive Board and regional priorities were reflected in more than 
75% of the budget allocation. With regard to the Director-General's particular priorities, there was a 
sizeable budget allocation to malaria, which affected nine countries of the Region, and the third regional 
tobacco or health plan for the years 2000-2004 had been prepared and would be presented to the Regional 
Committee in 1999. Health sector reform had been accorded increasing priority, pa11icularly in country 
budgets in the Region. The budget should have included an expected result with regard to poliomyelitis 
eradication. It was hoped that the Region would be declared poliomyelitis free during the year 2000. The 
last case of wild poliovirus had been reported in March 1997, and the Regional Commission on 
Certification of Eradication was expected to complete its work by the year 2000. The new Regional 
Director, Dr Omi, would take over on 1 February 1999 and would work with Member States on refining 
some of the priority areas reflected in the budget. Referring to resolution WHA51.31 and the need to 
minimize any adverse effects as a result of reductions in country budget allocations, he alluded to the 
difficulty of the task and drew the attention of the Board to paragraph 184 of the proposed budget, which 
reflected how it had been done. The Regional Director had tried to minimize the impact on countries as 
far as possible, and the four countries in the Region that were members ofOECD had sustained the greatest 
impact. The budget allocations for the least developed countries in the Region had been kept at 1998-1999 
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levels, while the budget allocations for the remaining countries had been reduced by only 3%. Greater 
emphasis was being placed on intercountry activities not necessarily reflected in the intercountry budget 
by pooling resources from individual country budgets. Coordination with neighbouring regions, 
particularly the South-East Asia Region, was important in controlling and preventing communicable 
diseases, and extrabudgetary resources were being sought for priority areas. As for other regions, the 
Regional Office budget did not fully reflect the picture. Some 26% of the total regional allocation was 
allocated to intercountry activities carried out at country level. Overall, therefore, 81% of the regional 
allocation was specifically directed to country-level activities. 

Dr WASISTO (Indonesia), commenting on regional budgets as a whole, said that he was happy to 
note the large allocations at country level, which reflected the commitment of WHO to decentralize its 
budget. The South-East Asia Region appeared to have decentralized more than the other regions, with over 
70% of the regional budget placed at country level. The exception was the European Region, and he 
wondered whether there was a plan to decentralize the budget to country level in future in that Region. 

In reply, Dr ASVALL (Regional Director for Europe) said that use ofthe US$ 2 million reallocated 
to the European Region by the Health Assembly would be carefully monitored, since in effect it came from 
the other regions. It in no way represented decentralization. Because of the lack of funding for country 
offices, a subregional arrangement grouping three or four Member States in the south-east part of the 
European Region to be served by a single WHO Representative's office might be tried on an experimental 
basis. 

Part IV - Countries 

The CHAIRMAN, noting that Dr Sulaiman and Dr Wasisto had already commented on country 
budgets, invited further comments. 

Mr KANEKO (alternate to Dr Nakamura, Japan) asked why, when regional allocations had been 
reduced, the country office budgets had been maintained or even increased, while the budgets for other 
country programmes had been decreased. 

Mr DE SILVA (Sri Lanka) considered that, in the light of limited country allocations, individual 
countries should be given the option of deciding whether they needed a country office or not and of 
determining the level of expenditure in that regard. In his country, for example, the country office 
consumed a large proportion of the country allocation. It might be possible to run better programmes for 
the country if the Government provided infrastructure facilities and appointed a coordinator for health 
affairs. 

Mr LIU Peilong (China) had noticed that, in making the budget allocations, different criteria had 
been applied in different regions. He suggested that there should be core criteria to be applied in all six 
regions, with additional criteria taking account ofthe specific situation in each. It would then be easier to 
understand the budget allocation among countries. 

Dr KARIBURYO (Burundi) requested clarification of the criteria for the allocation of extrabudgetary 
resources among countries. 

Dr MELONI (Peru) said that the level of country budgets expressed as a proportion of regional 
budgets varied widely, from 5% to around 60%. Perhaps those differences arose from the cooperation 
strategies employed to respond to the priorities and to achieve the expected results. Nevertheless, it would 
be useful to compare strategies in order to see which produced the best results. With regard to indirect 
administrative costs in relation to the direct costs of technical cooperation activities for health development, 
he stressed that simply moving administrative costs from one column of the budget to another did not 
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constitute a change. The budget should draw a clear distinction between direct costs and indirect costs, and 
there should be no hidden costs. 

Mrs KERN (Executive Director) said that there were various reasons for the changes in country 
budgets, including increases in technical activities, funds from specific donors being channelled through 
regional offices to countries for particular activities, or funding being received from headquarters as part 
of major campaigns (for example, poliomyelitis eradication). She hoped that, in future, it would be possible 
to provide a separate document to indicate where funds came from and what they were used for in specific 
countries. 

Within country offices, a distinction should be drawn between funds for the offices as such and funds 
for activities. Discussions at previous sessions of the Board had included consideration of giving countries 
responsibility for the use of funds; perhaps the matter required further thought. It should, nevertheless, 
be borne in mind that the budgets came forward from countries, through regional committees. The proposal 
for core criteria for the distribution of funds to countries was interesting and, together with the question of 
how extrabudgetary funds were allocated, might be explored further in the forthcoming meeting with WHO 
Representatives. The Board appeared to be calling for further consideration of the fundamental policy 
relating to how activities in countries were funded 

With regard to administrative costs at headquarters, of the US$ 22 million taken from General 
management for redistribution, only US$ 5 million had been allocated to management support units, while 
the remaining US$ 17 million had been distributed to technical clusters for technical activities. 

Mr KANEKO (alternate to Dr Nakamura, Japan) said that he had not received an answer to his 
question as to why the budgets for country offices in some regions had been maintained or even increased 
while budgets for country programmes had been reduced. 

The CHAIRMAN said that it would be difficult for any further explanation to be given without again 
inviting all the Regional Directors to speak. His own understanding was that there were specific reasons, 
and in some instances a reduction in a country programme did not correspond to an increase in a country 
office allocation, but was a question of accounting. 

Dr DALALOY (Lao People's Democratic Republic) said that country allocations appeared to have 
been made on the basis of the same criteria throughout, taking into account the actual situation in each 
region. However, specific criteria had been provided only for Africa, the Americas and the Western 
Pacific, where there were many developing countries. Table 4 in the proposed budget document showed 
that the level of allocations had been reduced in all regions apart from Africa, a trend which all accepted 
in view of the need to give priority to that Region. However, clear examination revealed that changes in 
allocations to the least developed countries varied widely across the regions. The same approach should 
be adopted for all the least developed countries. 

The DIRECTOR-GENERAL said that the decision to prepare the proposed budget to show, for the 
first time, the country level and country programme allocations, had been taken in order to ensure greater 
transparency and accountability and also to respond to questions raised at previous sessions of the 
Executive Board about the allocation of funds, the effectiveness of their use in terms of programme 
activities or country budgets and support to countries through the country offices. For example, 
paragraph 193 of the proposed budget document referred to the criteria used in the African Region for 
determining budgetary allocations at the country level. The regions, in collaboration with the Member 
States, endeavoured to give priority to those countries with the greatest needs. Obviously, different 
countries had different needs and it was difficult to apply a single global approach. For many years, 
decisions on how the country allocations, which represented a significant proportion of WHO resources, 
were used had been decentralized from headquarters to the regions and, in tum, to the regional committees. 
Any changes in procedure, for example the development of a core list of criteria as suggested by 
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Mr Liu Peilong, would require some consideration, and she suggested that proposals should be prepared 
for discussion by the Executive Board at its 1 OSth session. 

The CHAIRMAN, speaking as the representative of the United Kingdom of Great Britain and 
Northern Ireland, said that the debate had shown the value of the presentation adopted for the proposed 
budget document; it was brief and readable and set strategic directions. While he appreciated the need for 
further information, the inclusion of too much detail might make the document unwieldy. The examination 
of the proposed budget by the Administration, Budget and Finance Committee and the Programme 
Development Committee had greatly facilitated the work of the Board. 

Mr VOIGTLANDER (Germany), speaking in his capacity as Chairman of the Administration, 
Budget and Finance Committee, thanked members of the Board for having followed the recommendation 
made by the two committees that points raised at the committees' joint session should not be reiterated. 
As a result, the Board had been able to conduct a well-structured debate and had made efficient use of its 
time. He also took the opportunity to thank the Programme Development Committee, and particularly its 
Chairman, Dr Sulaiman, for its excellent cooperation. In future, whenever there was a need to hold a short 
common session of both committees, the Board should do so without hesitation. 

Dr SULAIMAN (Oman), speaking in his capacity as Chairman ofthe Programme Development 
Committee, endorsed the views of Mr VoigtUinder on the quality of the debate and on the value of the joint 
meeting of the two committees. He expressed his appreciation to the Director-General for the excellent 
work undertaken in preparing the proposed budget. A genuine attempt had been made to reduce the 
negative moral and financial impact on the developing countries of a budget calculated on the basis of zero 
real growth, an approach which he could now support. 

Consideration of draft resolutions 

The CHAIRMAN drew attention to a draft resolution on budget presentation and process proposed 
by Dr Caiman (United Kingdom of Great Britain and Northern Ireland), Mr de Silva (Sri Lanka), 
Dr Hembe (Angola), Mrs Jean (Canada), Professor Khan (Bangladesh), Dr Komodikis (alternate to 
Mr Salamis, Cyprus), Professor Leowski (Poland), Mr Liu Peilong (China), Dr Meloni (Peru), Dr Mulwa 
(Botswana), Dr Nakamura (Japan), Dr Rafeeq (Trinidad and Tobago), Dr Starodubov (Russian Federation), 
Dr Sulaiman (Oman), Dr van Etten (Netherlands) and Mr VoigtUinder (Germany), which read: 

The Executive Board, 
Recalling resolutions WHA46.35, WHA48.25, EB99.R13 and EBlOl.Rl on continued 

development of a strategic approach to budget development, presentation and evaluation; 
Endorsing the joint report of the Administration, Budget and Finance Committee and the 

Programme Development Committee on their discussion of the Budget 2000-2001; 
Welcoming the efforts of the Director-General to revitalize WHO through a process of 

restructuring and streamlining; 
Commending the Director-General on the substantive progress made in the presentation of 

the Proposed budget 2000-2001 in the very short time since taking office; 
Welcoming the clarity of the programme descriptions for clusters, outlining issues, objectives 

and anticipated results; 
Welcoming the integrated presentation of regular and extrabudgetary funds indicating total 

resources associated with cluster programmes, but registering concern over basing programme 
achievements on the full realization of the ambitious 19% targeted increase in extrabudgetary 
resources; 

Welcoming the correspondence between the budget and management structures and 
anticipating a uniform presentation by cluster of headquarters and regional programmes; 
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Reiterating that a strategic approach to results-based, budgeting is based on a clear statement 
of cluster and departmental objectives in terms of measurable results for a specific period, and a 
process for continuous monitoring of progress and reporting of results to governing bodies; 

Noting the need to deliver programme objectives and results in the most efficient manner; 
Encouraging greater transparency in identifYing actual programme allocations and 

expenditures, including the basis on which cost increases are calculated, from all external and 
internal sources; 

Noting the need of governing bodies to have timely progress reports to provide judgements 
on progress, required adjustments on programme activities, value for money, and achievement of 
results, as requested in resolution EB101.R1; 

Acknowledging the increased emphasis now being given within WHO to evaluation plans and 
methodologies, including targets for expected results, cluster by cluster; 

Recognizing the complexities of the transitional period now under way in WHO, 

1. COMMENDS the Director-General on progress made on advancing the concept of a strategic 
approach to programme preparation and presentation; 

2. REQUESTS the Director-General: 
A. prior to the Fifty-second World Health Assembly, to: 

(1) further define in measurable terms the specific targets and results for the 
Proposed budget 2000-2001; 
(2) present a preliminary outline of key indicators for measuring achievements of 
results against the stated cluster and departmental programmes; 
(3) clarifY anticipated sources of extrabudgetary resources and actions planned to 
raise such resources, and the impact on programme activities if targets are not reached; 
( 4) provide an overview of two or three key evaluation findings and lessons learned 
for each cluster, indicating any consequent adjustments made to programme activities 
or delivery strategies; 
(5) present the budget in a format that includes regional programme activities in the 
cluster structure to permit judgements on relative priorities across the entirety of 
WHO's regular budget; 
( 6) present an interim report on actual expenditures for the 1998-1999 programme 
budget, with indications of any further reallocations to priority programmes; 
(7) provide indicative resource allocations within the related cluster for Cabinet and 
any other major projects based on intercluster cooperation; 
(8) present actual staffing tables (as opposed to posts), with budget and actual 
expenditures, showing trend lines for the past decade on numbers, grades and costs of 
senior salaried personnel (P.6 and above), and contracted personnel at all grades, 
including the specific number on 11-month contracts; 
(9) provide budgetary and actual expenditures for the last decade ( 1988 to 1998), 
including transfers to the regular budget from internal sources; 

B. for future programme budgets to: 
(1) develop for consideration by the Executive Board at its 1 05th session in January 
2000, an integrated plan for monitoring, evaluating and reporting results to the 
governing bodies, including any programme adjustments derived from evaluation 
results and lessons learned, and any programme reorientation requiring Executive 
Board guidance; 
(2) develop an efficiency savings plan in non-programme costs to ensure maximum 
resources are made available for programme activities; 
(3) define more precisely WHO's role in working with specific partners m 
mobilizing global support for WHO's health agenda, with indicators of success; 
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( 4) provide an evaluation of the new management support units comparing their 
performance with the previous systems. 

Ms PERLIN (alternate to Mrs Jean, Canada), introducing the draft resolution, said that Chile, the 
Central African Republic, Lao People's Democratic Republic, Qatar and the United Arab Emirates had 
expressed the wish to be added to the list of sponsors. 

The resolution attempted to reflect the key points raised first in the joint meeting of the 
Administration, Budget and Finance Committee and the Programme Development Committee and 
subsequently in the Board's discussion the previous day. The preambular part included references to those 
features of the budget proposal which were particularly appreciated by the sponsors and which they would 
wish to see continued. Section A of operative paragraph 2 listed information the Director-General was 
requested to provide prior to the Fifty-second World Health Assembly in order to facilitate understanding 
of the budget document: she joined in the thanks expressed previously by other speakers for the efforts that 
had already been made to respond to that request. Section B of operative paragraph 2 listed action the 
Board would like to see in the longer term in respect of future programme budgets. The division between 
the time frames covered by the two sections was not absolute, since it was hoped that some of the action 
set out in section A would be continued in future budgets (section B). 

Evaluation, which had been a dominant theme of discussion during the present Board session, was 
covered in the short term by operative paragraph 2A( 4) and in the longer term by operative 
paragraph 2B(l ). The intention in operative paragraph 2B(l) had been to follow up the offer by the 
Director-General to formulate a comprehensive and integrated plan for the current biennium by requesting 
that the proposed plan be prepared in time for the 1 05th session of the Board in January 2000, which would 
coincide with the commencement of the implementation of the budget. In the case of operative paragraph 
2A( 4 ), the sponsors wished to make clear that they were not calling for a major new exercise to be launched 
by the Secretariat. The Organization had always had a strong evaluation component in its programming, 
but the problem was that the findings of those evaluations never reached the Board. What was being 
requested was simply an indicative sample of findings of evaluations which had already been made, thus 
allowing the Board to see some kind of continuity in programme activities and also to gain a better 
understanding of the basis on which results statements were formulated. 

In clarification of operative paragraph 2A(3), she said the sponsors realized that it would not be 
feasible to have a detailed overview of all sources of extrabudgetary funds by May 1999. The intention had 
simply been to gain some idea of how realistic the targets were, and more importantly to see what the 
impact on programming would be if they were not reached or if they were exceeded. In that respect, during 
the discussion the previous day several speakers had suggested that it would be helpful in assessing the 
impact of success or failure in meeting funding targets if expected results were listed in the proposed 
budget in their order of priority, if that was not already the case. 

She proposed that in operative paragraph 2A(3), the words "to the extent possible" should be added 
after the word "clarify", and that at the end of the paragraph the words "by prioritizing results statements" 
be added. In operative paragraph 2A( 4), the words "during this biennium" should be added after the words 
"each cluster". 

Mr TOPPING (Legal Counsel) said that a constitutional problem arose in connection with the 
resolution as now drafted. The Board's role in reviewing the budget was based on Article 55 of the 
Constitution, which provided that the Director-General should prepare a proposed budget for submission 
to the Board for consideration and subsequent submission to the Health Assembly with its 
recommendations. Any direct instruction to the Director-General to change some aspect of the budget 
would thus exceed the Board's constitutional authority. He therefore suggested that the words "to 
consider" be added after the words "REQUESTS the Director-General" in operative paragraph 2. 

Professor GIRARD (alternate to Professor Menard, France) recalled that during the discussion 
support had been expressed for his view that it would be useful if information could be provided on the 
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administrative costs for each cluster. He therefore proposed the addition of a new subparagraph in 
operative paragraph 2A, to read "to provide information on the administrative costs of each cluster". 

Dr ALVIK (Norway), referring to operative paragraph 2A(9), said that if providing budgetary and 
actual expenditures for the last decade would involve a great deal of work, the request was perhaps better 
omitted. 

Mr BOYER (alternate to Dr Boufford, United States of America) proposed that a new subparagraph 
be added after subparagraph 5, to read "provide a budget table tracking programme allocations for the 
1998-1999 biennium to the cluster structure proposed for the 2000-2001 biennium". 

Mrs KERN (Executive Director) said she felt bound to point out that, given the very large reductions 
made in the General management cluster, some of the requests for additional information would probably 
result in a reduction in efficiency. Concerning the request for a breakdown by cluster of administrative 
costs, the Secretariat would do what it could to provide that information in the time available. She needed 
to be sure that the expenditures requested in operative paragraph 2A(9) would be in the old format, since 
it would be impossible in the time available to provide them in the new format. She was not sure what was 
meant by the words "including transfers to the regular budget from internal sources" in that subparagraph, 
although that could be clarified at a later stage. In regard to the request put forward by the United States, 
a document was currently in preparation in relation to the headquarters part of the budget. If it was decided 
to adopt a common format, the corresponding information for the non-headquarters part of the budget could 
probably be provided by May. 

Ms PERLIN (alternate to Mrs Jean, Canada) said that the tables called for would be compiled from 
information provided by the Secretariat in past years, and would thus be based on the old format. The 
transfers referred to would include, for instance, transfers from the exchange rate facility to the regular 
budget and vice versa. What was being requested was simply a trend line, and no new work for the 
Organization would be involved. 

Mrs KERN (Executive Director) said that if the exercise amounted simply to putting together, in a 
single document, tables which had been provided in different formats in the past, she would see no 
difficulty. Following the clarification provided by Canada, she no longer had reservations regarding 
operative paragraph 2A(9). 

The resolution, as amended, was adopted. 1 

Professor GIRARD (alternate to Professor Menard, France) said that the resolution just adopted was 
a prudent one. Although it might seem to some that the Board was to be reproached for not having 
included in the text any reference to the extensive discussion which had taken place on the subject of zero 
real growth as opposed to zero nominal growth, that was because in fact opinions had been sharply divided. 
One-third of Board members had been in favour of zero nominal growth, one-third in favour of zero real 
growth, while one-third had expressed no definite opinion either way. That was a clear indication that 
discussion of the matter was not yet closed and that there was a wide range of positions among members 
of the Board. It seemed to him important that attention should be drawn to that situation before the Board 
moved on to consider another agenda item. 

The CHAIRMAN noted that the resolution set out areas of future work, and the Director-General 
would certainly wish to consider many of the comments recorded in the summary records and the report 
of the Administration, Budget and Finance Committee and the Programme Development Committee. He 

1 Resolution EBI03.R6. 
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suggested that the three points of view on growth outlined by Professor Girard be reflected in the report 
of the Board to the Health Assembly. 

It was so agreed. 

The CHAIRMAN drew attention to the draft resolution on reimbursement of travel expenses for 
attendance at regional committees proposed by the Programme Development Committee which read: 

The Executive Board 

RECOMMENDS to the Fifty-second World Health Assembly the adoption of the following 
resolution: 

The Fifty-second World Health Assembly, 
Recalling resolution WHA50.1 on reimbursement of travel expenses for attendance at 

the Health Assembly and resolution WHA34.4 on reimbursement of travel costs of 
representatives to regional committees; 

Noting the inconsistency in the criteria for reimbursement of travel expenses contained 
in these two resolutions and in an effort to harmonize policies on reimbursement, 

DECIDES that the actual travel expenses of one representative to sessions of regional 
committees may be financed by the Organization upon request of those Members and 
Associate Members that are classified as least developed countries, the maximum 
reimbursement being restricted to the equivalent of one economy/tourist return air ticket from 
the capital city of the Member to the place of the session. 

Dr SULAIMAN (Oman) observed that the travel costs of representatives from the least developed 
countries to the World Health Assembly were reimbursed, but that decision had not previously applied to 
attendance at regional committees. The impact on the budget would be negligible. 

The resolution was adopted.1 

2. TECHNICAL AND HEALTH MATTERS: Item 3 of the Agenda (continued) 

Roll Back Malaria (Document EB 1 03/6) (continued from the fourth meeting, section 2) 

Mr LIU Peilong (China) noted that Roll Back Malaria was a pilot project for the Cabinet. The 
mechanisms described in the report and the creation of a global partnership would be instrumental to the 
project. Emphasis should be placed on cooperation among developing countries, particularly those with 
similar epidemiological situations with regard to malaria. China had formerly suffered greatly from malaria 
but had succeeded in combating the scourge; it was ready to cooperate with other developing countries, 
for instance by working with local drugs of proven effectiveness, where WHO could play a brokerage role. 
He hoped that WHO would continue to help countries with common frontiers to work together regarding 
protection of migrant populations and developing methods of coping with drug-resistant strains. 
Paragraph 12 of the document stated that the project would be completed in five years; however, 
Dr Nabarro had said that the goal of the project was to halve the disease burden by that time. After the 
five-year period, would malaria still be a major public health problem, and would the project continue? 

1 Resolution EB103.R7. 
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Dr MELONI (Peru) said that malaria was a vitally important issue, seriously affecting many countries 
in the Region of the Americas. He asked how the project was to be developed and whether action in the 
Amazon Basin could be included. 

Professor ALI (alternate to Professor Khan, Bangladesh) thanked the Director-General for making 
malaria one of her top priorities. Specific goals had been set because, until a vaccine was available, malaria 
could not be fully eradicated. Sub-Saharan Africa was, for logical reasons, the first priority, but mosquitos 
travelled freely among endemic countries in other parts of the world. Bangladesh shared borders with 
India and Myanmar. Conflicts at the frontiers had until recently prevented action on malaria control in 
those areas; although peace treaties had now been signed, enabling regional cooperation, extra budget 
income was needed so that South-East Asia did not become known for exporting drug-resistant malaria to 
the world. 

Dr DALALOY (Lao People's Democratic Republic) commented that malaria was a serious threat 
to the most disadvantaged and that it increased the burden of poverty, particularly for those living in 
isolated areas. Preparations for Roll Back Malaria were at an advanced stage in his Region, with 
partnerships between countries and donors including the Government of Japan, the World Bank and the 
Asian Development Bank, in close cooperation with WHO, other parts of the United Nations system and 
nongovernmental organizations. The missing link was coordination between the Western Pacific and 
South-East Asia Regions: the Lao People's Democratic Republic, Cambodia and China were separated 
artificially from their neighbours Thailand and Myanmar owing to the division into different WHO regions. 
He asked WHO to institute coordination between the two regions in order to increase the effectiveness of 
actions against malaria and other problems. 

Dr SANOU IRA (Burkina Faso) said that the Director-General's decision to give priority to 
combating malaria responded to the daily concerns of many countries in the African Region. ClassifYing 
malaria as a disease of poverty and combating it as such was a new approach and gave support to the 
activities of the international community and African governments for whom combating poverty was the 
necessary basis for sustainable human development. The emphasis on country support was appreciated, 
and the country-by-country evaluation made it possible to identifY specific needs. The project could be 
"horizontal", as intended, if it strengthened and improved existing activities. She asked what was meant 
by the "leading role" that countries should play; countries should be active in implementing the project, 
and their input and contribution should be clearly specified as the project began. The project Director had 
spoken of an "internal planning concern" rather than a "global objective". Surely WHO was best placed 
to set health objectives, particularly when they involved various partners, so why was the objective not 
global when the partnership for rolling back malaria was a global one? 

Dr MUL W A (Botswana) said that the new Cabinet project had set goals and targets and expressly 
included the gains to be achieved, including reducing the burden of malaria, increasing human development 
and reducing poverty. Botswana had endorsed the 1997 Organization of African Unity Harare Declaration 
on Malaria Prevention and Control and had participated in the African Accelerated Malaria Control 
Programme under the auspices of WHO. It was encouraging that the Roll Back Malaria project was not 
limited to the health sector but included planning, finance and local government, to harness the full 
participation of the affected communities and lead to sustainable, long-term coordinated efforts to improve 
malaria control. He hoped that the initiative would build on current efforts with renewed vigour. His 
country was committed at the highest political level. The vigour and enthusiasm shown needed to be 
translated into action at the country level, particularly in Africa, one of the most affected areas. He 
commended the Director-General on her new vision of WHO. 

The meeting rose at 12:30. 
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1. TECHNICAL AND HEALTH MATTERS: Item 3 of the Agenda (continued) 

Roll Back Malaria (Document EB 1 03/6) (continued) 

Dr BU FIGUEROA (alternate to Dr Castellanos, Honduras) congratulated the Director-General on 
the report on the Roll Back Malaria project. Malaria was a terrible disease which had sorely afflicted 
Central America for many years, especially since the recent natural disasters. New problems with malarial 
parasites were emerging. Some of those, such as resistance of Plasmodium vivax to conventional drugs, 
had been described some 10 years previously in Guinea-Bissau; cases of P. vivax tolerance to primaquine 
had also been observed in Honduras. 

He supported the suggestion ofMr Liu Peilong and others that experience on malaria control should 
be shared. Horizontal collaboration had proved highly successful in other ongoing programmes in Central 
America. He suggested that the project should emphasize the identification and development of new 
methods for controlling vector transmission and not solely the development of new antimalarial drugs. 

Mr DE SILVA (Sri Lanka), welcoming the Roll Back Malaria project, said that, as malaria presented 
a global challenge to human development, a new approach based on a global partnership was clearly 
needed. He quite understood why the African Region should have priority, but stressed that malaria was 
not unique to Africa, in fact it was also a significant problem in the South-East Asia Region. Even 
countries with good health-care systems were affected. In Sri Lanka, for example, malaria had been 
eradicated in the 1960s, but it had re-emerged during the 1970s, and about 10 million people were currently 
exposed to the disease. Vector resistance was the main problem. So far, the South-East Asia Region had 
been allocated only about US$ 7 million; he hoped that, for equity's sake, the Director-General would take 
those circumstances into account when allocating the remaining funds. Most of the Region's countries had 
government and World Bank programmes that could be used as a basis for setting up integrated 
programmes, avoiding duplication of work and wastage of funds. 

Dr AL-JABER (Qatar) stressed the need for control activities. Malaria was not just a disease of 
poverty: some countries in the Eastern Mediterranean Region had large reservoirs of vectors and, if the 
control efforts were inadequate, there was a danger that the mosquitos and the disease would spread. It was 
important not to overlook parts of the world outside Africa; all the countries concerned required the 
necessary financial and technical support so that the project was truly comprehensive and global. If efforts 
were redoubled, there was a real chance that the coming century would see complete eradication of the 
disease. He thanked the Director-General for attaching priority to that area of work. 

Dr LIMBASSA (Central African Republic) shared Mr Liu Peilong's doubts as to whether five years 
would be sufficient to achieve sustainable results, given the low capacity of affected countries to manage 
the programme themselves. 

- 103-
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Dr KARIBURYO (Burundi) said that in Burundi, part of the high-transmission area in Africa, 
malaria was the primary cause of mortality and was responsible for more than 25% of all deaths. The Roll 
Back Malaria project was therefore very welcome. 

At the beginning of 1998, statistics had indicated a significant increase in the prevalence of the 
disease - seven times higher than five years previously - and more than one person in three experienced an 
episode of malaria during the year. He described the predominantly preventive actions taken. The country 
had been mapped to identify zones of hyper-, meso- and low endemicity. All of the dwellings in the capital, 
where 80% of hospital beds were occupied by malaria patients, had been sprayed with deltamethrin and 
all the hospital beds in the country fitted with insecticide-impregnated nets. The bednets had cost less than 
US$ 10 each. They had had not only a preventive function but also an educational one, as patients admitted 
for conditions other than malaria, and their visitors, often decided to install bednets at home. An 
environmental health campaign had been launched to destroy the breeding sites of the mosquitos. A 
national antimalaria day had been organized which was celebrated each year with a series of activities; in 
1999, it was hoped to introduce impregnated bednets into all boarding schools. Other actions planned 
included the introduction oflessons on malaria prevention and transmission into the curricula of all primary 
and secondary schools and the reimbursement of the cost of bednets through health insurance schemes. 
Clearly, curative efforts were vital, but they had been hampered by the increasingly frequent occurrence 
of resistance to conventional drugs, the very high cost of those drugs in the absence of a system of health 
insurance and the consequent use of parallel systems. The results had been encouraging and it was hoped 
to implement the preventive measures countrywide, although the lack of resources was a limiting factor. 

Though modest, the work he had described was vital to his country in that it had reversed a trend. 
It showed that an initiative like the Roll Back Malaria project was indeed feasible, and at reasonable cost. 
It had therefore been warmly welcomed in his country and the African Region as a whole. He urged all 
of the partners involved to give the project their scientific, material and financial support. 

Mr BOYER (alternate to Dr Boufford, United States of America) asked whether an assurance could 
be given that WHO would continue, under the Roll Back Malaria project, to promote the important work 
of developing a malaria vaccine. 

Dr NABARRO (Programme Manager) thanked members of the Board for their valuable 
contributions to the discussion on Roll Back Malaria. In response to Dr Sulaiman's request on behalf of 
the Programme Development Committee, a resolution had been drafted which he believed captured the 
spirit of much of what had been said. 

There had been extensive discussion of the concept of Roll Back Malaria. He agreed with 
Dr Dossou-Togbe that, in placing malaria and poverty closely together, it was important to distinguish 
cause and effect. To that end, it was intended to carry out or sponsor research into the relationship between 
the two. As to the relationship between malaria and the health sector, several speakers had endorsed the 
intention to build the new malaria project into health sector strengthening and human development. The 
process would take time in practice, and he agreed that it would work differently in different countries. He 
assured the many speakers who had emphasized the importance of keeping Roll Back Malaria a truly 
multisectoral effort, that the intention was to do just that. He had been impressed by Dr Kariburyo's 
account of Burundi's multisectoral approach to malaria. A close link with the World Bank had already 
been set up, and UNICEF had agreed to improve access to bednets, particularly in Africa. 

Referring to a point raised by Dr Al-Jaber and others, he did not expect the Roll Back Malaria project 
to lead to the eradication of malaria from the world in the near future. That did not mean, however, that 
policies to eradicate malaria or prevent its re-emergence were inappropriate for some countries. The project 
would endeavour to respond to the situation in each country rather than have a global blueprint. The Roll 
Back Malaria project would build on existing experience, with WHO performing the function of broker, 
advocate and supporter of the activities of others. The point was important since it touched on the question 
of resources, which several speakers had raised. WHO's role, as he understood it, was not to act as the 
primary source of funding, but to make sure that the necessary resources were available from development 
banks, other agencies and, of course, primarily from within countries. WHO would ensure that countries 
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had access to the best possible technical guidance, particularly in areas such as drug resistance, mentioned 
by Dr Bu Figueroa. Dr Sanou Ira had asked what was meant by the leading role of countries. Campaigns 
or programmes should not be driven from outside the country; the policies, strategies, overall programme 
directions and judgements about success or failure would come from within the country, with help in 
implementation from WHO. There were already strong indications of widespread support for that 
approach. Members of the Board should inform him if the project was in any way undermining their 
country's leadership on public health issues. 

Was it appropriate to talk about a global objective? An internal objective had been established in 
order to focus and plan activities, but it would not be imposed on countries, although the OAU had set itself 
the objective of halving the rate of mortality from malaria before 2010. He considered that it would be 
wrong at the current time to establish a global objective. If the Health Assembly decided to do so, the 
objective should be built up from the country level rather than imposed by WHO. 

Some speakers had asked why the project was to last for only five years. The global partnership to 
roll back malaria, initiated in December 1998, would last as long as it took to eradicate malaria and prevent 
its re-emergence - virtually forever. The special Cabinet project, currently scheduled to last for five years, 
was designed to involve WHO and other organizations in that global partnership. The project would be 
assessed after five years to determine whether it was still needed. 

He confirmed that the geographical focus of Roll Back Malaria was global, although there would 
obviously be intense activity in Africa, where most deaths and suffering occurred. The regional offices for 
South-East Asia and the Western Pacific had already designed a major activity targeting the six countries 
in the Mekong River area, with a meeting scheduled for March to address the problem in that area. 
Discussions had been planned with the Regional Director for the Americas to establish action against 
malaria throughout the Americas, including the Amazon Basin, and efforts would also be focused on the 
region encompassing the former Soviet Union, where malaria was an increasing problem. 

WHO would sponsor research into vaccine development through the Special Programme for 
Research and Training in Tropical Diseases, the new Multilateral Initiative on Malaria, and through the 
Medicines for Malaria Venture, a joint public/private sector research and development initiative run on 
business lines to facilitate the development of new antimalarial drugs. He expressed considerable 
appreciation of the fact that Board members representing, inter alia, France, Japan, the Russian Federation 
and the United States of America had offered the resources of their countries to provide scientific 
assistance. Research must be sustained, and the development of new products was high on the agenda. 
In response to the concern expressed about the budget shortfall, he said that, although considerable 
emphasis was placed on WHO's brokering and advocacy role in combating the disease, the Roll Back 
Malaria project obviously needed resources. He was confident that the budget target of US$ 20 million 
for 1998-1999 would be met, but was somewhat more concerned about the 2000-2001 period and would 
appreciate guidance in that respect. 

The DIRECTOR-GENERAL said that the fight against malaria was clearly a long-term effort that 
was not limited to the five years scheduled for the Cabinet project. It was her belief, however, that the 
building of partnerships through the project and the project method itself would create an additional 
momentum. 

(For adoption of resolution, see summary record of the ninth meeting, section 4.) 

Poliomyelitis eradication (Document EB 1 03/7) 

Dr SCHOLTZ (Executive Director) said that the eradication of poliomyelitis would yield both 
humanitarian and economic benefits, the latter being estimated at US$ 1.5 thousand million a year after 
immunization was stopped. Since 1988, there had been a 90% decline in the number of reported cases, 
from about 35 000 to a little over 3000 cases; the figure for 1988 may even have been higher, as 
surveillance had increased significantly since that time. A particularly marked reduction was to be 
observed in the geographic distribution of wild poliovirus: poliomyelitis was endemic in 50 countries on 
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two continents today, as against over 130 countries on five continents in 1988. As large geographic areas 
became poliomyelitis-free, it was increasingly important to minimize the risk of inadvertent release of 
poliovirus from laboratory stocks. 

The results showed that the poliomyelitis eradication goal was feasible but only if immunization and 
surveillance were accelerated. All countries must maintain routine immunization, and the governments of 
the countries most affected must commit themselves to add extra immunization rounds and/or conduct 
extensive "mopping-up" rounds. Full implementation of the strategy in the six countries endemic for 
poliomyelitis that were currently affected by conflict, especially the Democratic Republic of the Congo, 
must be ensured. That would be achieved through intensified support to the initiative by all United Nations 
agencies to WHO and its partners. The proposed emergency fund was crucial to ensuring a rapid response. 
It was also critically important to improve the quality of routine supplementary immunization activities in 
the countries that were the main reservoirs of the virus. 

Progress was measured through the quality of surveillance. A number of countries, principally in 
Africa, still had surveillance of low to moderate quality which had shown little recent improvement, while 
the majority of countries which were endemic and recently endemic for the disease had established high
quality surveillance and had improved performance between 1997 and 1998, although many still could not 
certify that they were poliomyelitis-free. 

The global challenges were related to funding and the strengthening of health services. Full funding 
was required for the initiative, particularly for the peak period of activities between 1999 and 2001. To 
meet the remaining US$ 350 million shortfall in the US$ 700 million needed from external sources, action 
was currently being taken to expand partnerships in both the public and private sector. At the same time, 
it was necessary to optimize the positive impact of the initiative on health services as a whole, especially 
immunization services, surveillance systems and programme management. An example was the increased 
coverage with BCG and measles vaccines in the Lao People's Democratic Republic and Cambodia since 
the launching of the poliomyelitis eradication initiative. 

He drew attention to the main features of the draft resolution contained in document EB 103/7, which 
called for specific actions that were critical to ensuring poliomyelitis eradication. 

Two regions- the Region of the Americas and the Western Pacific Region- had demonstrated that 
poliomyelitis could be eradicated. The ultimate success of the initiative would now depend on political will 
and financial resources. In order to mobilize support, the Director-General had proposed a meeting of the 
highest-level representatives of the key poliomyelitis-endemic countries and partner agencies during the 
Fifty-second World Health Assembly to address that issue. 

Dr SULAIMAN (Oman), speaking in his capacity as Chairman of the Programme Development 
Committee, said that the Committee had welcomed the priority given by the new administration to the 
poliomyelitis eradication initiative. Considering that little time remained before the target date for global 
eradication, it had placed great emphasis on the need for the necessary resources to be available through 
an emergency fund, allowing for sufficient flexibility to enable the funds to be used rapidly when required. 
The Programme Development Committee had noted the major role played by poliomyelitis eradication 
activities in countries in terms of establishing health services and building up surveillance and, in some 
cases, laboratory systems. It was most enthusiastic at the prospect that eradication would become a reality 
and had indeed discussed post-eradication activities and the question of when to stop immunization once 
eradication had been achieved. The Committee encouraged the Board to adopt the draft resolution 
providing for an emergency fund, by consensus. 

Dr AL-JABER (Qatar) said that successive national immunization campaigns in his Region had 
resulted in over 90% coverage, and no cases had been reported for some time. He wished to know whether 
the campaigns should continue until the target date of2000 or whether there were criteria for stopping them 
earlier. 

Dr KARIBURYO (Burundi), observing that poliomyelitis eradication was a signal example of a 
common global cause that had yielded excellent results, said that experience in his own country had shown 
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the important part that could be played by local radio broadcasting in local languages to target a largely 
illiterate rural population. Public awareness could also be raised by involving public figures, including 
political and religious leaders and local administrators. Poliomyelitis eradication campaigns had shown 
that, even in times of war, both sides could understand the importance of saving lives. Despite a context 
of crisis and insecurity, his country had achieved 95% coverage by adopting that approach. 

Mr VOIGTLANDER (Germany), stressing the prime importance of poliomyelitis eradication, said 
that his Government was supporting several countries in which poliomyelitis was a major threat, by 
providing grants for poliomyelitis eradication programmes which were being used mainly for procuring oral 
vaccines and improving the cold chain. Referring to the draft resolution contained in document EB 103/7, 
he said he hesitated to support the proposal to establish an emergency fund: as poliomyelitis eradication 
had been given top priority, it should be covered by the regular budget rather than by reserve funding, 
which should not be allowed to proliferate. 

Dr HEMBE (Angola) said that WHO's poliomyelitis eradication activities had considerably 
strengthened routine immunization systems, especially in developing countries. The results in the African 
Region were encouraging, surveillance of acute flaccid paralysis having been established in all 
poliomyelitis-endemic countries. Despite the major effort by the Regional Director for Africa to advocate 
peace for health, there were still countries in conflict in which children were prevented from benefiting 
from the vaccine. Referring to the request to the Director-General in the draft resolution to collaborate with 
international bodies in arranging truces in countries affected by conflict, for eradication and facilitating 
activities, she doubted that WHO's partners would continue to cover the high cost of eradication activities 
if those efforts were subsequently wasted by continued fighting. The only result of truces to allow 
vaccination would be that the majority of the vaccinated children would die - completely immunized. 
While supporting the draft resolution, she asked Legal Counsel if WHO, in collaboration with other 
organizations of the United Nations system, could not propose measures stronger than arranging single 
truces. She was concerned that by the year 2000 the countries in question would still be classified as 
reservoirs of wild poliovirus and thus endanger neighbouring countries. 

Mrs JEAN (Canada) stressed the need to sustain collective efforts to eradicate the disease. The 
previous year, Canada had decided to support international poliomyelitis eradication activities by making 
a special financial contribution to WHO and UNICEF. As WHO drew nearer to the ultimate objective of 
global eradication, it was important not to reduce the intensity of action. She had submitted a number of 
amendments to the draft resolution in writing. 

Dr JIMENEZ DE LA JARA (Chile), stressing the success of WHO's worldwide immunization 
strategy as exemplified in the Region of the Americas, said that much had been learned. The remaining 
technical challenges included the development of better vaccines, improvement of the cold chain, decisions 
on the number of doses on the basis of previous experience in measles vaccination and containment of wild 
poliovirus. The outstanding technical problems called for effective cooperation between WHO and other 
United Nations organizations. 

Mr LIU Peilong (China) noted that paragraph 5 of the report identified six countries in two regions 
(Bangladesh, Ethiopia, India, Nepal, Nigeria and Pakistan) that were major reservoirs of poliomyelitis. 
Most of those countries were adjacent to others in which poliomyelitis had basically been eliminated; it 
was therefore important to strengthen coordination between the regions, to increase information and 
communication and to set up emergency operations to be used whenever wild poliovirus was identified in 
frontier areas. Support should be provided to countries recently free of wild poliovirus but still under 
threat, so as to consolidate the results already obtained. 

Referring to paragraph 8 of the report, which stated that all countries must ensure that high-quality 
immunization days reached all children aged less than five years, he pointed out that China, following 
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WHO's guidelines, had targeted children under four years of age: he asked for clarification regarding the 
suitable age for vaccination. 

Mr BOYER (alternate to Dr Bouffard, United States of America) welcomed the intention to sustain 
the current momentum for poliomyelitis eradication to justify the enormous investments that had been made 
and to reap the massive financial bonus that would result from eradication. Success could be achieved with 
sustained political will and the provision of adequate resources when required. He supported the proposals 
for future action set out in the report, in particular for enhanced action in the "14 most difficult countries", 
with low levels of routine immunization coverage. He supported the draft resolution, pending consideration 
of any amendments. If a new fund was set up for poliomyelitis eradication, he would encourage strong 
involvement of the regional offices in its administration. He assumed that that fund-raising would be 
coordinated with WHO's other fund-raising activities. 

Dr FETISOV (alternate to Dr Starodubov, Russian Federation) hoped that the momentum could be 
kept up for achieving poliomyelitis eradication by the year 2000, by carrying out additional immunization 
of children in poliomyelitis-endemic countries and ensuring surveillance of acute flaccid paralysis cases. 
As those activities would require considerable expenditure, WHO should continue to seek and encourage 
donors in order to complete the programmes in all countries. Further consideration should be given to ways 
and means of containing wild poliovirus and to the question of maintaining strains of poliovirus once the 
disease had been eradicated, using previous experience in relation to smallpox eradication - topics which 
might perhaps be included on the agendas of the Fifty-second World Health Assembly and future sessions 
of the Board. 

Dr W A SISTO (Indonesia) stressed the importance of the national immunization days that had been 
organized in almost all developing countries and expressed the hope that colleagues in the Democratic 
Republic of the Congo and Liberia would soon join other countries in that effort. Considerable progress 
had been made in poliomyelitis eradication in his country: routine immunization coverage among infants 
was over 85%, and more than 23 million children had been immunized on national immunization days in 
1995, 1996 and 1997. A survey in 1997 had shown that almost all children under five years of age had 
antibodies against all types of poliovirus. A similar survey among schoolchildren, however, showed that 
less than 50% of them had antibodies, and the Government had therefore decided to immunize the 
remaining schoolchildren. The vaccine supplies necessary would cost approximately US$ 3 million. As 
no wild poliovirus had been identified since 1995, and substantial improvement had been made in 
surveillance of acute flaccid paralysis, WHO had decided to classify the country as an area non-endemic 
for poliomyelitis, close to the eradication phase. He asked for further information on WHO's policy 
concerning the poliovirus stocks kept in many public health laboratories throughout the world. 

Dr SHIN OZAKI (alternate to Dr Nakamura, Japan) supported the draft resolution. WHO should 
establish a clear strategy for achieving its goal, including national immunization days and "mopping up" 
activities, which had a strong appeal for potential partners. Routine vaccination was of prime importance 
in both the eradication and post-eradication phases. WHO should consider what type of vaccine should 
be used, clarify for how long immunization should be continued after eradication and compile an inventory 
ofthe present location of laboratory stocks ofwild poliovirus strains. 

Professor LEOWSKI (Poland) enquired whether the example of smallpox eradication, which had 
been mentioned by previous speakers, was relevant to poliomyelitis eradication. Regarding the overall 
costs of the campaigns, he recalled that some US$ 8-1 0 million per year had been spent on the smallpox 
eradication project over a period of 11 years. Eradication had led to savings of US$ 2 thousand million per 
year, and it had been reported that eradication of poliomyelitis would result in additional savings of 
US$ 1.5 thousand million per year. He suggested that that argument might usefully be put forward to 
attract potential donors. 
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Dr DALALOY (Lao People's Democratic Republic) said that the poliomyelitis eradication campaign 
in his country had obtained satisfactory results - no cases of poliomyelitis had been recorded in the past 
three years. It was to be hoped that in the year 2000 his country would be free of the disease. That result 
had been obtained by combining considerable resources, in close cooperation with WHO, UNICEF, and 
the Governments of Japan and Australia. It was necessary, however, to maintain vigilance and to take 
concrete measures to prevent re-emergence of the disease. In that respect he supported the views expressed 
by Mr Liu Peilong and Dr Wasisto, which he hoped would be reflected in the draft resolution. 

Professor KHAN (Bangladesh) emphasized the progress that had been made since, for example, the 
1960s, when poliomyelitis could cripple even the fittest persons. Advances in medical science had changed 
the picture dramatically. As the Director-General had identified poliomyelitis eradication as a priority, it 
should be financed through WHO's regular budget, rather than from extrabudgetary contributions. He also 
stressed the importance of proper surveillance, which required teams of persons capable of differentiating 
poliomyelitis from other diseases that caused paralysis, especially in children. The teams should therefore 
include neurologists, virologists, paediatricians and epidemiologists. In his country, an additional 
immunization day had been organized over and above that recommended by WHO, and a powerful 
surveillance team had initiated "mopping-up" operations. 

Dr BARTH (Rotary International), speaking at the invitation of the CHAIRMAN, recalled that 
Rotary International, which consisted of 1.2 million business and professional leaders worldwide, had been 
committed to the eradication of poliomyelitis since 1985 and had been working in partnership with WHO, 
UNICEF, the United States Centers for Disease Control and Prevention, national governments and other 
partners to eradicate poliomyelitis by the year 2000. It was expected that, by the time the world was 
certified poliomyelitis-free in the year 2005, Rotary International would have contributed some 
US$ 500 million to the effort. In addition, hundreds of thousands of volunteers were providing support, 
and an extensive advocacy programme targeting donor governments had resulted in another 
US$ 500 million in specific grants over the past three years. The eradication of poliomyelitis was the 
primary programme goal of Rotary International. 

Significant progress had been achieved, and WHO had played a leading role in providing a simple, 
systematic, effective technical framework for the programme. Within that framework, Rotarians had 
mobilized volunteers, provided training, disseminated information about the programme and supported new 
approaches to poliomyelitis eradication. The exemplary spirit of cooperation demonstrated by WHO in 
bringing together ministries of health, organizations such as UNICEF and nongovernmental organizations 
provided a model for other private/public partnerships in public health. In particular, WHO had been 
instrumental in establishing interagency coordinating committees, which provided forums at the 
international and regional levels for cooperation between partners and for the development of poliomyelitis 
eradication plans. One ofthe most successful examples of such coordination was the implementation of 
national immunization days across entire regions. 

Nevertheless, despite the above achievements, enormous challenges remained. To reap the benefits 
of the human and financial investments made to eradicate poliomyelitis by the year 2000, all the partners 
concerned must continue their concentrated effort to mobilize resources. While appreciating the need for 
other important health actions, it was to be hoped that they would not detract from the time-sensitive 
poliomyelitis eradication initiative. Indeed, the eradication activities had also served to strengthen health
care delivery and surveillance systems in general. The accelerated strategy developed by WHO to interrupt 
transmission of the poliovirus required new resources and new ways of operating, including the 
establishment of an emergency fund, as mentioned in the draft resolution. A world forever free of the 
scourge of poliomyelitis would be a collective gift to the children of the new millennium and would 
demonstrate the significant achievements that could be made when everyone worked together. 

Dr SCHOLTZ (Executive Director), thanked the Board for their supportive statements; no one had 
said that poliomyelitis could not be eradicated. Eradication had to be achieved and could be achieved. Any 
failure would be due to a lack of political will and funding. 
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He confirmed that the strategies employed for the eradication of poliomyelitis were based on the 
lessons learned from WHO's experience of eradicating smallpox. The difference in the magnitude of the 
tasks involved was due to differences in the viruses. While smallpox could be identified locally, a much 
greater infrastructure was required to deal with poliomyelitis. One of the lessons learned from combating 
smallpox had been the effectiveness of cross-country and cross-area initiatives all over the world. 

He was encouraged that all the speakers had referred to the situation post-eradication. WHO's global 
action plan identified the necessary steps and guidelines to contain the virus. The proposed resolution made 
a very valuable contribution to the implementation of those guidelines through such measures as the 
identification of laboratories which stocked the wild poliovirus, the means of ensuring it was stored safely 
and securely, and plans for its transport to secure areas. 

He also informed the Executive Board that 18 studies were currently being undertaken worldwide 
on the types of vaccines which should be used in future and other issues related to immunization. 

With regard to funding, he noted the request that action to eradicate poliomyelitis should be funded 
from the regular budget. He recalled in that respect that the total regular budget for the Health technology 
and pharmaceuticals cluster set out in the proposed budget was between US$ 18 and 20 million. As the 
proposed emergency fund would need some US$ 25 million, the problems of funding from the regular 
budget were evident. With regard to extrabudgetary funding, he said that the majority of voluntary 
contributions for poliomyelitis eradication, amounting to around US$ 50 million, did not remain in WHO 
headquarters but went directly to countries through the regions. 

The world could not afford to lose the battle against poliomyelitis. If economists reflected on the 
costs involved, they would be in no doubt of the very good return on the investment made in the eradication 
of poliomyelitis. 

The CHAIRMAN invited the Board to address the draft resolution proposed in paragraph 11 of 
document EB103/7. 

Mr LIU Peilong (China), fully supported the draft resolution, but proposed the addition of the words 
"and to be alert for the outbreak of cases of imported wild poliovirus and be well prepared for emergency 
work once such outbreaks occur" towards the end of operative paragraph 2. In operative paragraph 4, he 
proposed the addition of another subparagraph: "coordinate, where necessary, mass immunization activities 
in adjacent areas between Member countries or between WHO regions". 

Dr LIMBASSA (Central African Republic) proposed an adjustment to the word order of the final 
paragraph of the preamble, so that the words "densement peuples" followed "et d' Afrique sub-saharienne", 
and further, that in the same preambular paragraph, "et" should replace "ou" in the final line. 

With regard to operative paragraph 2, he raised the question of why poliomyelitis-free Member States 
were being urged to sustain high levels of immunization coverage until eradication was certified globally, 
particularly since such immunization coverage had been obtained through vaccination campaigns. If the 
intention was not for Member States to maintain those campaigns until global eradication was achieved, 
the paragraph should be reformulated so that it merely called for the maintenance of poliovirus surveillance. 

Mrs JEAN (Canada) indicated that, although it would be too time-consuming to read out the 
proposed wording, the changes advocated had two objectives. The first was to emphasize more strongly 
the need to maintain the efforts to eradicate poliomyelitis. The second concerned the adoption of all the 
means possible, including partnership and the encouragement of Member States, to ensure the financing 
ofthe strategy. 

Dr FETISOV (alternate to Dr Starodubov, Russian Federation) said that, in responding to questions 
and comments raised during the discussion, Dr Scholtz had indicated that WHO was considering the 
definition of a strategy for eventually stopping immunization against poliomyelitis. He would therefore 
suggest that a new subparagraph be added under operative paragraph 4, in support of that idea. 
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Professor KHAN (Bangladesh) (Rapporteur) endorsed the proposals made by Mr Liu Peilong. 

In view of the need to reformulate the draft resolution, the CHAIRMAN suggested that a small group 
be convened by the Chairman of the Programme Development Committee. 

It was so agreed. 

(For adoption of resolution, see summary record ofthe ninth meeting, section 4.) 

2. EXPRESSIONS OF SYMPATHY AND SUPPORT FOLLOWING THE 
EARTHQUAKE IN COLOMBIA 

Dr RAFEEQ (Trinidad and Tobago) said that the earthquake in Colombia had had devastating 
effects and caused untold hardship and suffering. The disaster had occurred when the people of Colombia 
had finally recovered from the effects of an earthquake in the previous decade. Even though the death toll, 
the level of injuries and the severity of the other effects of the earthquake were not yet known, they would 
undoubtedly be phenomenal. Even as he spoke, rescue workers were still discovering bodies in mountains 
of rubble. At a conservative estimate, the number of deaths was likely to be well over 1000. As everyone 
was aware, such situations could give rise to serious public health problems, in addition to the burden of 
acute injury and death. The Minister of Health of Colombia and the health sector as a whole were actively 
involved in relief efforts, while PAHO and the countries in the Region were also lending support. 

He believed that it would be appropriate for the Board to express and demonstrate its support for and 
sympathy and solidarity with the people of Colombia, and to recognize the efforts made by those who were 
supporting Colombia in its time of need. 

The DIRECTOR-GENERAL stated that the Regional Director of the Americas had kept her 
informed of the action that was being taken by the Organization with regard to the earthquake in Colombia 
The WHO Representative, who was also the regional coordinator for the United Nations system, had called 
a meeting on the subject on 26 January 1999. Together with the Regional Director for the Americas, she 
had written a letter to the Minister of Health of Colombia expressing the support of WHO and its 
willingness to support activities to meet and analyse the health consequences of the earthquake. An 
international appeal had been launched on that day, at a time when the full significance of the situation had 
not yet been evident, with a target of US$ 250 000. 

Dr ALLEYNE (Regional Director for the Americas) added that the immediate needs had been to 
save lives and deal with trauma cases; the medium-term needs would also involve the health services and 
WHO had authorized additional expenditure in Colombia to meet the urgent requirements. He was pleased 
to announce that the appeal for US$ 250 000 had been met within 36 hours by sympathetic countries and 
that contributions continued to be received. WHO had immediately sent its supply management team to 
Colombia, and had also brought in some staff from other countries. That team catalogued supplies arriving 
at the port of entry in the country, so that they could be directed where they were most needed. Experience 
had shown that that approach prevented much chaos following disasters. He also wished to cite a particular 
demonstration of solidarity by countries in the Region. Even though Honduras and Nicaragua had recently 
suffered the effects of a hurricane, they had both sent tangible support to Colombia in its hour of need. He 
confirmed that WHO was receiving daily situation reports. It would do all it could to provide support and 
would continue to do so in the medium term when the country's needs were more clearly defined. 
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The CHAIRMAN called for the expressions of sympathy, support and thanks to all those providing 
support to Colombia to be conveyed through the appropriate channels, particularly through the Director
General's Office and the Office of the Regional Director for the Americas. 

It was so agreed. 

3. ROLE OF THE EXECUTIVE BOARD: Item 4 ofthe Agenda (Document EB103/8) 

The CHAIRMAN, introducing the item, said that the Board had already seen significant and 
productive change: the agenda differed greatly from those for previous sessions; the documents had a 
different look; and the debate had become much more focused. Presentations had been clear, and the 
information sessions had been helpful. 

Document EB I 03/8 set out a number of subjects that might be discussed following the issues raised 
during the "retreat" of Board members in October 1998. The Board's agenda could be further improved, 
although the changes made so far had already encouraged linkages between policy issues, areas of work, 
and the budget. The briefing of new members and sharing of information through the "Executive Board 
update" had already become realities. The subject of a standing committee had provoked a great deal of 
discussion at the retreat. The Chairman, Vice-Chairmen and Rapporteurs could work together through 
modem communication and information technology, forming a "virtual" group rather than a formal 
standing group. Views were sought on the election of Chairman at the Board's session in January, not 
May, to facilitate his or her preparation and interaction with the Secretariat and the Director-General. 

Other subjects for comment were budgetary responsibilities, the link with regional offices, and the 
involvement of Board members in committees which had proved to be very useful. 

Mr BOYER (alternate to Dr Bouffard, United States of America) said that the current agenda was 
a vast improvement but he would suggest that the numbering be subdivided more than at present, to 
facilitate reference and consultation. 

Dr ALVIK (Norway) suggested that members who had been nominated by their Regional Committee 
but whose election had not yet been approved by the Health Assembly might be given the option of 
attending the January session simply as representatives of their country, as she had done. Her country had 
had the resources to make that possible, but that was not true of all countries. The Board should look into 
modalities of offering the option to all. 

The CHAIRMAN said he would welcome such a procedure but there were financial and legal 
implications to be considered. 

Professor GIRARD (alternate to Professor Menard, France) said that the problem of equity was 
paramount. Whatever the procedure adopted, it must be applicable to all members without distinction. 

Professor ALI (alternate to Professor Khan, Bangladesh) said that regional representation could be 
improved by briefmg of members by the Regional Director and the Regional Office. That would present 
no legal complications, and minimal expenditure. 

Mr BOYER (alternate to Dr Bouffard, United States of America) said he had found the new, short 
newsletter entitled the "Executive Board update" to be useful, not only for members of the Board but also 
for prospective members and Member States. Its distribution should be expanded to cover all Member 
countries. 
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Dr FETISOV (alternate to Dr Starodubov, Russian Federation) said that, while he supported the idea 
of creating a standing committee of the Executive Board, any allocation of additional resources for its 
activities must be given proper consideration. 

The CHAIRMAN pointed out that the establishment of a "virtual" group relying on modern 
technology would be less costly than the creation of a formal committee. 

Dr ALVIK (Norway) said that it might also be useful to consider holding a third Board meeting in 
October, perhaps combined with an informal retreat. Further consideration should be given to how to 
establish a contact group between sessions. A "virtual" group was one possibility. If a formal standing 
committee was created, ways would have to be found to secure the participation of members whose 
countries had no formal representation in Geneva. 

Mr LIU Peilong (China) said that the function of a standing committee might be filled by the 
Chairman's office. He agreed with the suggestion to consider establishing a ''virtual" group. 

Mr VOIGTLANDER (Germany) supported using modern communications and information 
technology to facilitate contact between the Chairman, the Vice-Chairmen and the Secretariat. That would 
avoid the cost and complications of a formal group, and would further the goal of lean management. 

Dr NAKAMURA (Japan) expressed reservations on the establishment of a standing committee, 
which would entail financial implications and whose terms of reference were difficult to imagine. 

The CHAIRMAN said the discussion showed there was no support for the creation of a standing 
committee, although the idea of using technology to facilitate contacts had met with approval. 

Dr AL-JABER (Qatar) said the Chairman was currently always chosen from the membership of the 
Board at the time of his or her election. Every year in May, one-third of the membership of the Board was 
replaced and would not have a say in the Chairman's election if that was carried out earlier, in January. 

Mr DE SILVA (Sri Lanka) said a fundamental question of franchise was involved. It was the 
mandate and right of members of the Board to elect the Chairman under which they would serve. To 
change that arrangement might violate certain fundamental principles. 

Professor GIRARD (alternate to Professor Menard, France) said that continuity of action was an 
important element in the improvement of the Board's functioning. Thanks to action by the Chairman and 
the Director-General, the Board's work had been improved. Continuity remained a challenge; any 
initiative that contributed to that issue was useful. He endorsed the idea of electing a Chairman in January, 
although he recognized that that might entail legal difficulties. 

Mr TOPPING (Legal Counsel) said that Article 27 of the Constitution provided that the Board 
should elect its Chairman from among its members. The proposal to elect a Chairman in advance did not 
necessarily violate that provision, as long as the Chairman was chosen from among the members of the 
Board. However, the Rules of Procedure indicated that the election of the Chairman must take place in the 
first session after the Health Assembly. The relevant rule would thus need to be amended. Furthermore, 
one-third of the current membership of the Board would no longer be serving on the Board in May. Thus 
a provision would have to be adopted to render ineligible those members, one-third of the total, whose 
terms expired before May. 

If a Chairman were chosen in January, one-third of the Board that would be governed by a given 
Chairman would be disenfranchised. The danger was that, in May, new members might object to an 
election precisely because they had been disenfranchised. 
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If the Chairman's term of office was not to begin until May, the Rules of Procedure would have to 
make it clear that it was to be the outgoing Chairman who consulted with the Director-General in drawing 
up the Board's provisional agenda. 

On the whole, the idea offered some benefits and could not be deemed to be unconstitutional, but 
he nevertheless had some reservations, especially about the disenfranchisement issue. 

The DIRECTOR-GENERAL said that the question was whether there was a real legal restraint, and 
a view had just been given on that subject. Legal Counsel had taken into account practical concerns raised 
by the Chairman and other members of the Board, as well as the importance of continuity and preparation. 

There were advantages and disadvantages involved in any change, and it was up to the Board to 
decide as long as their decision did not violate the Constitution. 

Professor GIRARD (alternate to Professor Menard, France) proposed that at its January session the 
Board should designate a Chairman, whose appointment would be officially confirmed at the session to be 
held immediately after the Health Assembly. That would avoid the problem of the election of a new 
Chairman by outgoing Board members. 

Mr TOPPING (Legal Counsel), endorsing the thrust of Professor Girard's proposal, said that the 
Board at its January session could propose a Chairman and submit that proposal to the Board at its May 
session for approval. Such a solution would nonetheless entail an amendment to the Rules of Procedure. 

Professor ALI (alternate to Professor Khan, Bangladesh) said that since there seemed to be general 
agreement on the advantages of electing the Chairman at the Board's January session, and such a move 
would not violate the Constitution, the procedural problems need not assume such importance. The Board 
should therefore decide, without further delay, to elect the Chairman at its January session, in future, on 
the understanding that the Chairman elect would not take office until the May session. 

Dr BU FIGUEROA (alternate to Dr Castellanos, Honduras) said that, in accordance with Article 27 
of the Constitution, the work of the Board was governed by its Rules of Procedure. Clarification of the 
legal means by which any amendment was made was necessary. Any change to the Rules of Procedure 
must be fully in line with the Constitution, for an amendment to that instrument would be far more 
complex. 

Dr ALVIK (Norway) supported the proposal made by Professor Girard. 

Dr LIMBASSA (Central African Republic), who was also in favour of Professor Girard's proposal, 
pointed out that the appointment of the Chairman should not take place immediately after the closure of 
the Health Assembly, but only once new Board members had been properly briefed and had had an 
opportunity to get to know other Board members and their candidate for Chairman. 

Dr DALALOY (Lao People's Democratic Republic) said that the proposed change was both 
desirable and justifiable since it would make for greater efficiency, and came under the terms of reference 
of the Board. It was, however, essential that the correct legal procedures should be followed in instituting 
such a change. 

The CHAIRMAN suggested that Legal Counsel should be asked to prepare an additional paper on 
the possibility of selecting a Chairman at the end of its January session, including the proposal by 
Professor Girard, for consideration by the Board at its 1 04th session. At that juncture members would have 
the opportunity to decide for or against such an amendment. If they were in favour of it, then the new 
procedures for the election of the Chairman could be applied for January 2000. 

It was so agreed. 
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Dr VAN ETTEN (Netherlands) queried whether the proposal to hold the meetings of the Programme 
Development Committee and the Administration, Budget and Finance Committee five to six weeks prior 
to the January session of the Board was really feasible in terms of the preparation of the budget. He 
endorsed the proposal to consolidate at cluster level the meetings of interested parties in connection with 
specific areas of work and to establish a procedure for reporting back to the Board. His Government 
viewed meetings of interested parties as a useful mechanism for securing the commitment of both donor 
and recipient countries. However, such meetings might be better organized by drawing on the experience 
of previous meetings and restructuring them along the lines of some of the technical clusters. The need to 
establish a procedure for reporting back to the Board had already been covered in a report by the ad hoc 
group on extrabudgetary resources submitted to the Board at its 1 02nd session. Had any follow up been 
given to those proposals in the meantime? 

Dr AL VIK (Norway) commented on improvements during the current session which were 
attributable to the new leadership of the Organization, the Board members themselves, the outcome of the 
retreat held in October 1998 and the skills of the present Chairman. There was a need, however, to 
distinguish clearly between the tasks of the Board and the Administration. Most members held managerial 
positions in their home countries, but their function on the Board should be quite different. As a result of 
her work on the Board, she had greater confidence about WHO's contribution to health worldwide, and 
hoped that her optimism was shared by other Board members. She stressed the importance of conveying 
that confidence to governments, prime ministers, and above all finance ministries. 

Mr VOIGTLANDER (Germany) queried whether the retreat planned for Board members in 1999 
was part of the events leading up to the preparation of the budget. While informal discussions with the 
Director-General about the budget would undoubtedly prove useful, he recalled that, since Board members 
were now government representatives, a special retreat by the Board could not form part of the budgetary 
process. 

Mr BOYER (alternate to Dr Boufford, United States of America) held the view that better 
communication between the Board and the regional committees was required to harmonize decision-making 
on policy matters. That could be achieved by ensuring that representatives who attended Board meetings 
and health assemblies also participated in regional committees. Alternatively, Board members could be 
assigned or could volunteer to report to the regional committees on the results of Board sessions and health 
assemblies. 

As for the involvement of Board members in other committees perhaps "virtual" means would be 
preferable to personal participation in meetings. Furthermore, the Board might also wish to consider the 
idea of assigning members to different clusters, who would be regularly briefed by directors and would then 
report back to the Board at its sessions. 

Dr FETISOV (alternate to Dr Starodubov, Russian Federation) agreed on the need to strengthen links 
with the regional offices, through the greater participation of Board members in regional committee 
meetings. He wished to lay greater emphasis on the Board's strategic role. The participation of Board 
members in the budgetary process would greatly enhance their ability to take policy and strategic decisions. 
The Board would also be better placed to monitor the activities of the Secretariat and the regional offices. 
However, any enhancement of the Board's strategic role at a time of reform must be underpinned by 
consensus in decision-making on key issues and should ensure stability. 

Dr SULAIMAN (Oman) stressed the usefulness of holding meetings of the Programme Development 
Committee and the Administration, Budget and Finance Committee immediately prior to Board sessions 
as had been the case that year. 

The DIRECTOR-GENERAL thanked Board members for their views and suggestions. She had 
some hesitation about convening Programme Development Committee and Administration, Budget and 
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Finance Committee meetings several weeks before Board sessions given their financial and practical 
implications, and because the arrangement reached that year of holding a joint meeting of those committees 
before the Board session had proved so successful. Perhaps such an arrangement could be repeated in 
future and further enhanced by the participation of Executive Directors. Since a cabinet paper on interested 
party meetings was currently under preparation the subject could be taken up at a future Board session, 
when hopefully more information would be available. 

The meeting rose at 17:40. 



NINTH MEETING 

Friday, 29 January 1999, at 9:30 

Chairman: Dr K. CALMAN (United Kingdom of Great Britain and Northern Ireland) 

1. ROLE OF THE EXECUTIVE BOARD: Item 4 of the Agenda (Document EB103/8) (continued) 

Establishment of an audit committee 

Mr VOIGTLANDER (Germany) said that the idea of establishing an audit committee had recently 
been the subject of consultations between the Chairman of the Administration, Budget and Finance 
Committee, the Director-General, the External Auditor and several Board members following the Board's 
decision at its 1 02nd session to defer the matter for further discussion. The External Auditor held the view 
that the establishment of such a committee would be in accord with the best practice of major corporations 
and national governments. 

Concern had been expressed about the financial implications of setting up a new committee; 
however, in fact, those costs would not be significantly greater than those of an extended session, with the 
additional participation of experts in audit matters. The conclusion thus drawn by all parties concerned was 
that an audit committee, composed of six Board members, one from each region, would be the best 
solution. In that connection, he drew attention to the draft resolution on the subject, proposed by the 
Administration, Budget and Finance Committee, which read: 

The Executive Board, 
Recalling earlier discussions on the subject of establishing an audit committee for the purpose 

of strengthening the Board's oversight role in financial matters; 
Noting the report by the Secretariat on the matter, 

DECIDES to establish an audit committee, as a separate committee set up by the Executive 
Board, composed of six members, one from each of the WHO regions, with the terms of reference 
set out below: 
(1) Objectives 

The objectives of the Audit Committee, in matters relating to external and internal audit, are: 
• to assist the Board in providing oversight of the Organization's financial and managerial 

operations; 
• to promote accountability and transparency in financial transactions; 
• to facilitate timely communication and corrective action. 

(2) Scope and functions 
The Audit Committee shall devote its attention to both external and internal audit plans and 

activities, the review of internal controls, and the monitoring of corrective action. 
Within this framework, the functions ofthe Committee shall be: 
• to assist the Board, and through it the Health Assembly, to make informed decisions with 

regard to the financial and managerial policies and practices of the Organization; 
• to assess the extent of the maintenance of effective financial controls; 
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• to assess the effectiveness of both external and inte,mal annual audit coverage, ensuring that 
emphasis is laid on areas where the Committee believes special attention is necessary; 

• to review the scope and outcome of such audits as it deems appropriate, and their follow-up 
by the Secretariat; 

• to report to the Board on any matters arising from the above functions, and to submit such 
conclusions and recommendations thereon as the Committee deems appropriate. 

(3) Membership, selection and terms of office 
Membership on the Audit Committee shall be open both to full members of the Board and to 

their alternates. In order to ensure the best quality of its members, candidatures for the Audit 
Committee shall be backed up by standard curricula vitae, highlighting the candidates' background 
in fmancial and audit matters. The External Auditor shall participate in the meetings as an observer. 

Selection of members of the Audit Committee shall be undertaken during the short session 
of the Executive Board, immediately after the annual Health Assembly. A first meeting to constitute 
the Committee and select a Chairman should also be held at that time. Two other meetings of the 
Audit Committee shall be held annually, one immediately before the opening of the Health Assembly 
and one before the January session of the Board. 

The term of office of members of the Audit Committee shall be as determined by the Board 
in each instance, but, in order to ensure continuity, it would preferably be for at least two years. 

Mr BOYER (alternate to Dr Boufford, United States of America), referring to operative 
paragraph (3), suggested that the end of the second sentence be amended to read: "highlighting the 
candidates' background in financial, audit and managerial matters", for consistency with the first bullet of 
operative paragraph (2). 

The resolution, as amended, was adopted. 1 

Dr ALVIK (Norway) sought clarification regarding the follow-up to be given to the Board's 
suggestions on the role of the Executive Board. 

The CHAIRMAN said that two types of follow-up action were foreseen: first, the Secretariat and 
Director-General would continue their reflection on the optimum role of the Board in the context of WHO 
reform; second, Legal Counsel would prepare an amendment to the Board's Rules of Procedure concerning 
new methods for electing the Board's chairman to be considered at the 104th session, in May 1999. 

2. REFORM OF THE HEALTH ASSEMBLY: Supplementary agenda item (Document EB 103/3 5)2 

The DIRECTOR-GENERAL introduced the report by the Secretariat (document EB103/35), which 
had been prepared in response to a request by Dr van Etten for a supplementary agenda item and taking into 
account discussions during the Board's informal retreat in October 1998. Many Board members considered 
that, despite the alterations to the conduct of general discussion in plenary meetings approved by the 
Fiftieth World Health Assembly in 1997, there was still little scope for interesting debate. In an effort to 
seek a solution, the Secretariat had noted recent changes in the conference arrangements of other United 
Nations bodies, such as the World Trade Organization (WTO) and the Economic and Social Council The 
idea was that, in addition to the general discussion, which should focus on themes covered by the Director
General in The world health report, ministerial round-table meetings would be organized to allow for a 
more constructive exchange of views at ministerial level. Renowned international figures would be invited 

1 Resolution EB103.R8. 

2 Document EB103/1999/REC/l, Annex 5. 
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to deliver the keynote address in connection with such meetings. Any definitive reform of current Health 
Assembly arrangements would require formal approval by the Fifty-second World Health Assembly; 
however, as an interim measure, and on a trial basis, it would be possible to include such roundtables in 
the timetable of the next Health Assembly, without any amendment to the Constitution or Rules of 
Procedure of the Executive Board. 

Dr VAN ETTEN (Netherlands) said he was in favour of the proposals outlined in the report, 
stressing that they were not intended to replace current arrangements for general discussion at Health 
Assemblies, but rather to complement them. It was essential that arrangements for Health Assemblies be 
brought in line with reforms under way elsewhere in the Organization. 

Mrs JEAN (Canada) also expressed support for the proposals. It was certainly worthwhile trying 
something new, since at recent Health Assemblies there had been no opportunity for debate owing to the 
number of prepared statements during general discussion. 

Dr JIMENEZ DE LA JARA (Chile) said that while he understood the need of Member States to 
explain their problems and seek international solidarity, current arrangements at Health Assemblies meant 
that they no longer served their purpose. He supported the initiative for reform, which should be followed 
up without further delay, so as to create a real health forum, with worldwide impact on decision-makers 
and public opinion. 

Dr FETISOV (alternate to Dr Starodubov, Russian Federation) said he also endorsed the proposals 
outlined by the Director-General to make more efficient use of the time available at Health Assemblies and 
was in favour of the trial half-day session described in paragraph 6 of the report. 

Dr W ASISTO (Indonesia) agreed on the need to improve current arrangements for Health 
Assemblies. The Director-General had mentioned that statements during the general discussion should be 
based on The world health report. To his recollection, in the past, the report had not been available in 
advance. Furthermore, he wondered whether the proposed arrangements would entail any change in the 
current duration of the Health Assembly. 

Dr SULAIMAN (Oman), recalling the purpose of the Health Assembly- an annual forum for the 
exchange of information among world health leaders - endorsed the proposed new arrangements, which 
should make for better dialogue. He agreed with Dr W asisto that the content of The world health report 
should be made available to Member States prior to the Health Assembly. 

Dr LIMBASSA (Central African Republic), after endorsing the proposals outlined in the report, 
suggested that the leading figure invited to deliver the keynote speech at high-level meetings should be 
selected by the Board. 

Professor GIRARD (alternate to Professor Menard, France) said that the new arrangements must be 
sufficiently appealing to health ministers, whose participation at the annual event was vital. Perhaps their 
views on the matter could be sought during the Fifty-second World Health Assembly. Focusing the debate 
more closely on given themes should go some way to resolving the current problems, with the broadest 
possible participation in a discussion on one topic. 

Dr SANOU IRA (Burkina Paso) agreed that the proposed improvements to the Health Assembly 
should be implemented. Since the proposed round-table meetings were targeted at ministers of health 
themselves, the choice of questions to be discussed should be made carefully, to ensure the participation 
of all. 
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Dr NAKAMURA (Japan) said that the statements made by chief delegates at the ministerial level 
were vested with a certain political significance and that the opportunity offered to make such statements 
encouraged the participation of high-level officials. While not objecting to the new initiative, he requested 
further clarification on the relation between t~e general discussion in plenary meetings and the discussions 
held at round-table meetings. If two meetings were held at the same time, there was a risk that the plenary 
hall might be empty. 

The CHAIRMAN noted that, according to the proposal, there would be no other events occurring 
during the round-table meetings. 

Mr VOIGTLANDER (Germany) briefly reviewed the improvements that had been made to the 
arrangements for the Health Assembly over recent decades, including its shortening to one-and-a-half 
weeks. When health ministers were deciding whether to attend the Health Assembly, they needed to be 
assured that they would have an adequate role to play. He therefore welcomed the proposed changes. He 
emphasized the importance of transmitting the documentation for the Health Assembly in due time so that 
participants had an opportunity to prepare their positions. 

Professor LEOWSKI (Poland) concurred with previous speakers. Health Assemblies provided 
insight into managerial and public health functions for ministers whose background was primarily clinical; 
it was therefore essential to encourage them to attend the Health Assembly every year. 

Dr MELONI (Peru) raised the issue of the wider role of the Health Assembly as the highest level of 
analysis, reflection and possibly decision-making. Although some of the content of the resolutions adopted 
by the Health Assembly was shared and analysed at the regional level, in his experience the link between 
the Secretariat, the Member States and the Organization's governing bodies was not sufficiently fluid. The 
proposals under consideration concerned only the plenary meetings of the Health Assembly, but the issue 
was symptomatic of a more general problem which required a broader diagnosis. Although representatives 
of Member States received documentation before the Health Assembly, they did not engage in any national 
debate on the subjects to be raised before coming to Geneva. If they did so, ministers of health might look 
beyond their local problems and participate fully in an international forum. In recent years, his country had 
been endeavouring to establish such a process. 

There should be some relationship between the debates at the Health Assembly and those at regional 
meetings. In the Region of the Americas, the agenda did not include presentations by health ministers but 
was organized on the basis of general themes. One drawback of that system was that the participation in 
regional activities of ministers and lower-level officials on an equal footing made the ministers feel ill at 
ease. Since the Director-General's report concerned critical themes of global importance, the comments 
of world leaders were very valuable. What was missing was a real exchange of views, rather than a global 
ritual that was of little relevance at the national level. He therefore supported the introduction and 
evaluation of innovations such as those that were being proposed; however, the issue should be expanded 
to include the relationship between the Health Assembly and regional bodies and meetings in terms of the 
subjects covered and the participation of ministers of health, heads of delegations and other members of 
delegations. Moreover, national involvement required strengthening: if discussions were focused only on 
headquarters or on reports prepared by officials for regional meetings, little progress would be made. The 
proposals should be evaluated with a view to embarking upon substantive change to help achieve the 
Organization's objectives. 

Mrs SOSA MARQUEZ (Mexico), 1 speaking at the invitation ofthe CHAIRMAN, welcomed the 
inclusion of the supplementary item on the agenda. It would be important to learn from the experience that 
had been acquired by other international organizations, such as ILO, ECOSOC, UNCT AD and WTO, 

1 Government representative, attending by virtue of Rule 3 of the Rules of Procedure. 
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which had implemented changes such as those currently being proposed for WHO, as to whether such 
changes had resulted in greater visibility and impact and what elements had determined their success or 
failure. The discussions in the committees of the Health Assembly could also be improved. Much of the 
effectiveness of the work carried out depended on the preparedness of delegates, which in tum depended 
on a continuous supply of official information from the Secretariat to Member States. It was important that 
not only documentation for the Health Assembly but also other information be sent to Member States, such 
as reports on the work of expert groups and recommendations made by the Executive Board, throughout 
the year, as soon as they became available, so that those responsible in national public administrations could 
familiarize themselves with the information and contribute to the development of national policies. Such 
a process would improve the quality of national positions and therefore ofthe discussions in the Health 
Assembly. 

She noted the progress made in reducing the volume of documents issued for the Health Assembly. 
Nevertheless, they should still contain the information necessary for the adoption of decisions. In general 
terms, the quality of the documents prepared for the Executive Board was higher than that of those for the 
Health Assembly, which often contained only the Board's recommendations and the grounds upon which 
they had been reached. Such documents frequently lacked elements such as a diagnosis of the problem on 
the basis of scientific evidence, indications of the interests involved, the possible consequences of the 
decision to be taken, the status of international debate on the matter, previous work and the work 
undertaken by other international organizations. Adoption of the above recommendations would require 
no formal decision and would improve the quality of the discussions in the committees of the Health 
Assembly. 

Dr RAFEEQ (Trinidad and Tobago), speaking in his capacity as a minister of health, considered that 
ministerial statements in the plenary meetings took up a good deal of time and were of little benefit to other 
participants. He had found attendance at the discussions in the committees to be more useful than 
participation in the plenary meetings. He suggested that ministerial statements be issued as documents, 
rather than being read aloud. 

The DIRECTOR-GENERAL noted that there was a clear desire for change. The challenge was to 
design procedures that would encourage health ministers to attend the Health Assembly. She agreed with 
Dr Rafeeq that the discussions in the committees tended to be more interesting than those in the plenary 
meetings. In the short term, before the Health Assembly itself approved any changes, it was necessary to 
retain the general discussion in plenary meetings, so that ministers could choose whether they wished to 
make their statement in that forum or preferred to participate in a ministerial round-table meeting. Policy 
statements of a certain length could be issued in formal documents, which would be available for reference. 
The round-table meetings could concentrate on one issue and would provide a freer forum for discussion, 
and the discussions could be made more interesting by inviting experts from other organizations and by 
arranging with certain ministers to cover specific aspects of the theme in order to stimulate debate. 

The CHAIRMAN, speaking as the representative of the United Kingdom of Great Britain and 
Northern Ireland, expressed strong support for the proposals. 

Speaking in his capacity as Chairman, he noted the agreement of the Board for the introduction of 
a round-table discussion, in addition to the plenary meetings, as an interim measure in the Health Assembly 
in 1999. It was understood that the Director-General and the Board would continue to review the working 
methods of the Health Assembly. He proposed that the Rapporteurs be asked to draft an appropriate 
resolution for consideration at a later meeting. 

It was so agreed. 

(For adoption of resolution, see summary record ofthe eleventh meeting, section 2.) 
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3. STAFF DEVELOPMENT AND SUPPORT: Item 6 ofthe Agenda 

Renewal process (Document EB 1 03/9) 

Mr VOIGTLANDER (Germany), speaking in his capacity as Chairman of the Administration, 
Budget and Finance Committee, reported that the Committee had noted the changes in organizational 
structure and in the decision-making process, the cross-cluster methods of work and the introduction of 
management support units in each cluster. The effectiveness of the cross-cluster work could not yet be 
judged. Members of the Committee had regretted the lack of information on management support units, 
although a document (EB103/INF.DOC./3) was now available. The request of the Committee that the 
process be evaluated after a year had been addressed in resolution EB 103 .R6. 

Dr FETISOV (alternate to Dr Starodubov, Russian Federation) welcomed the review of contractual 
arrangements, which gave more flexibility to selection and use of staff. He asked for an interim report, to 
the next session ofthe Board if possible, on steps taken to reform human resources management, including 
new methods for assessment of productivity. He believed that greater involvement of Member States would 
be beneficial to the process. The extremely brief notes in Annex 2 on the pilot senior executive service 
indicated that the hiring rates for the upper echelons of the Organization were to be changed. As that would 
affect reform of the salary scale of the common system of the United Nations, he suggested that, prior to 
discussion of the matter by the Board as a pilot project, it be put before the International Civil Service 
Commission, which was the central body of the common system that dealt with the pay and conditions of 
staff of the United Nations and its specialized agencies. He supported the recommendation of the 
Administration, Budget and Finance Committee that the results and effectiveness of the decentralized 
personnel services and of the management support units be assessed. 

Mr LIU Peilong (China) praised the brief but comprehensive report on reform. The key to 
implementation ofthe unprecedented reforms that had been undertaken was staff who were able to adapt 
to and advance the reform. Human resources management was being reformed in eight initiatives, of which 
the new performance management package was extremely important. He asked for a report from the 
Secretariat on how the plan would be formulated. 

Professor GIRARD (alternate to Professor Menard, France) approved of the idea of putting all senior 
staff in one basket, which would dissociate grade from function; however, the repercussions of that move 
on the rest of the United Nations system should be taken into account, if only in terms of the opportunity 
staff now enjoyed to move from one agency to another. He considered that staff training had not been 
given enough emphasis: it was mentioned in Annex 2 but not in the body of the text of the report. He 
hoped that the matter was being given more attention than appeared from the document. 

Dr NAKAMURA (Japan) reiterated the strong support of his Government for abolition of the posts 
of assistant director-general, reorganization into 35 departments and establishment of management support 
units. Much, however, remained to be done. There seemed to be much unease among staff over vacant 
directorial posts and instability in personnel matters. He hoped that those problems would be resolved 
quickly, to enable staff to concentrate on their work. 

The CHAIRMAN, speaking as the representative of the United Kingdom of Great Britain and 
Northern Ireland, said that his Government also welcomed the changes, especially at senior executive level, 
which should help bring in skills as required. In his capacity as Chairman, he invited Mrs Kern to reply 
to the questions raised. 

Mrs KERN (Executive Director) agreed that the report had not dwelt on training; the priority in that 
area was on training members of the new management support units. The second priority was to help 
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directors to work in a new way in a changing environment, and the third was overall change in 
management. She praised the staff for coping very well with massive change within a short time. 

Turning to implications for the United Nations system, she said that other agencies were watching 
the Organization closely, discussing the changes formally and informally. Staff at all levels- not only at 
directorial level - felt uncertainty, which was inevitable in times of change. Management had tried to 
support the staff by ongoing dialogue with the Staff Association, which had been fruitful; counsellors, the 
medical service and others had interceded to cope with the extra stress. The uncertainty would diminish 
steadily over the coming six months or so. 

The CHAIRMAN encouraged the Director-General and the Secretariat to continue the process and 
to keep the Board informed of progress. 

Statement by the representative of the WHO staff associations on matters concerning personnel 
policy and conditions of service 

Ms ESPARZA-GLUECKMANN (President of the PAHO/ AMRO Staff Association), on behalf of 
her own Association and of the staff associations of WHO headquarters and IARC, said that those 
associations represented people who catalysed the mission of the Organization. Attacks on the United 
Nations in recent years had made staff feel unappreciated. Many worked in difficult and dangerous 
conditions; some had been killed. Their personal lives suffered, their families were scattered. On retiring, 
they no longer knew where home was. But they remained proud of their work. The speaker thanked the 
Director-General for her recognition of the hard work of the staff. The staff associations were confident 
that the reforms in structure and management would help the Organization to take its rightful leadership 
role. The changes had caused anxiety among staff. There should be flexibility in the change process and 
sensitivity to its implications in human terms; it was essential to find a middle way that both satisfied the 
interests ofthe institution and ensured the well-being of its staff. There had to be genuine participation in 
the process. The staff applauded the unifying of the Organization, particularly in terms of consistency of 
policy, although the special features of each region should also be recognized. The involvement of staff 
in recruitment and selection panels was welcomed. Staff should participate similarly in the establishment 
of procedures. Professional salaries, which had been stagnating for a decade, should be raised to the level 
ofthe best in the market as a matter of urgency, perhaps using the surveys conducted by the World Bank 
and the International Monetary Fund. It had become difficult to attract specialists. Owing to currency 
fluctuations, some retired staff were living in poverty, with inadequate pensions, especially general service 
staff. For some staff, the longer they worked, the lower their pension. The associations asked that that 
situation be looked into and suggested a joint approach to the problem. Terminal benefits should be 
flexible, so that staff could leave under conditions that suited both the staff and the Organization. 

The staff associations considered that increased mobility between countries, regions and headquarters 
would enrich the experience and potential of staff, provided that acquired rights were respected. 
Performance assessment was useful as a guide to staff planning where there was a possibility of changes 
in job descriptions as a result of reorganization and restructuring. The objective of such assessments should 
be to motivate staff to identify needs for training and development which would assist in career planning. 

Methods of staff recruiting under the common system should be the same in the regions as in 
headquarters, so that general service staff with the necessary qualifications would have opportunities for 
career development. The associations firmly believed in the principle of equal pay for equal work. 
Currently, headquarters staff participated in the work ofthe classification and reclassification committees; 
that practice should be extended to regional and country offices. She would also like to see the distinction 
between professional and general service staff abolished, as had already been done in the World Bank. 

The associations proposed that human resource units should be set up in the regions, which would 
ensure efficient use ofstaffby means of keeping a file on their skills and qualifications so that they could 
be assigned to work where those skills could be best used. The units could also identify needs for further 
training to prepare staff for work in new programmes and projects as they arose. Health insurance should 
be made more flexible to allow full coverage to be maintained after 20 years of service, even for those who 
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had not reached 55 years of age. The associations would also like to see a pension system offering a choice 
of options at 50 years of age along the lines of the system adopted in the World Bank. That system had the 
advantage of encouraging voluntary retirement, reducing the need for compulsory terminations and 
reducing the costs of legal and administrative procedures. WHO management and the staff associations 
should have a common agenda in respect of the Pension Fund and staff policy committees within the 
United Nations common system. 

Lastly, the staff associations wished to express their appreciation to the Director-General for her 
interest in their concerns. The management and staff meeting held in October had been very useful; could 
it become an annual fixture? She was optimistic that it would be possible to establish a consultation and 
negotiation process through which the associations could contribute to the improvement of service 
conditions for staff, while at the same time safeguarding the interests of the Organization. 

Ms DWEGGAH (Headquarters Staff Association) thanked the Director-General, members of the 
Board and Mrs Kern for tributes they had paid to the staff, and the representative of China for having 
highlighted the importance of the word "human" in the context of human resources policy. 

It was understandable that, in a period of change, reconstruction and reform, there should be some 
stress and uncertainty amongst the staff, but that could be overcome through consultation. Such 
consultation would benefit the Organization as a whole and everyone involved. 

Mr BOYER (alternate to Dr Boufford, United States of America) noted that lack of background 
information limited the Board's contribution to solving the problems raised in the documentation and in 
the oral statements; those could best be addressed by direct contact between the Secretariat and the staff 
associations. 

He joined in praising staff members for their ability to cope with change and recognized the 
important role of consultation in that. The Health Assembly, the Board and Member States had requested 
reform in the past: those reforms had been slow in coming, but had now arrived. He counselled staff to 
be patient and to allow the Director-General some leeway to put the reforms into effect. In the meantime, 
they should continue to serve the Organization as they had done in the past. 

Mrs JEAN (Canada) associated herself with the tributes paid to the staff. The comments made by 
the representative ofthe staff associations had been extremely constructive, and she was encouraged to note 
the appreciation of the contributions made by the Director-General and her Cabinet to the meetings that had 
been held. 

Structural changes always created uncertainties; human resources development should follow a 
strategic vision linked to the Organization's overall vision. Bringing administrative units and clusters 
closer together should facilitate that. Those responsible for human resources management should change 
approach: from operational to strategic change management. 

It would be helpful to have further information at the Health Assembly or at the next session of the 
Board on, for example, staff mobility, skills availability and reclassification of posts. 

Dr MELONI (Peru) praised the progress made in modernizing and reforming the Secretariat within 
a relatively short period. At the same time, he understood the legitimate concerns of the staff associations. 
Since, as had already been pointed out, 80% of budgetary resources were used to meet staff costs, the 
success of the activities undertaken by the Secretariat would largely depend on good human resources 
management. 

He would welcome clarification as to what indicators were to be used for the follow-up and 
monitoring of the various initiatives being undertaken, and asked what the criteria for measuring their 
success or failure would be as well as their effect on the work of the Secretariat and of the Organization 
as a whole. 

Dr WASISTO (Indonesia) asked for clarification of the new policy on recruitment of headquarters 
staff. 
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Mrs KERN (Executive Director), responding first to the questions on staff development, said that 
the Director-General had initiated work on the creation of a joint staff management council, which would 
advise on a wide range of policy issues, mainly in the human resources area. A special unit on career 
development had also been established. An important part of the unit's work would be to encourage 
rotation, throughout the Organization's structure. She would be glad to provide further information at a 
later stage, such as on the kinds of indicators to be used to measure the policy's success. 

Appraisal schemes were often difficult to implement, especially in international organizations; 
however, a great deal of work was planned to improve interaction between staff, on "people management", 
at all levels. 

Over the past six months there had been quite a significant change in staff recruitment policy, making 
it more objective; further refinements would be made as it was extended to other areas of the Organization. 
Four-person selection panels, consisting usually of the Executive Director of the cluster concerned, another 
Executive Director from a relevant cluster, a representative of the Staff Association and a representative 
of the human resource area undertook the selection process. A system of written assessment had been 
introduced, which was not so much a test of technical knowledge as a test of ability to carry out analytical 
work quickly and under pressure. Each member of the selection panel would then give the applicant an 
individual rating and the four ratings would be compared. The final outcome of the candidate's application 
would be reported to the Director-General. 

The CHAIRMAN, on behalf of the Board, asked Mrs Kern to convey its thanks for the work of the 
members of the staff associations, which represented personnel often working in difficult and dangerous 
circumstances. 

Employment and participation of women in the work of WHO: annual report (Document EB I 03/1 0) 

Mr VOIGTLANDER (Germany), speaking in his capacity as Chairman of the Administration, 
Budget and Finance Committee, said thatthe Committee's discussions had focused on progress in women's 
employment and participation in the work of WHO, and that a number of steps had been taken to meet the 
Health Assembly target, set in resolution WHA50.4, of gender parity, including the appointment of women 
to more than 50% of the Executive Director posts and the establishment of the 60% recruitment threshold 
for women in professional and higher-graded categories. Members had also stressed the importance of 
balancing the targets with the priorities of qualifications and geographical distribution. The Committee 
invited the Board to note the submission of the follow-up to the report, covering the reform of human 
resources management, to the Board at its 1 04th session. That report would contain proposals for meeting 
the 50% targets for the representation of women as temporary advisers and consultants and as members of 
scientific and technical advisory groups, and would provide a full picture of the situation. 

Mr BOYER (alternate to Dr Bouffard, United States of America) praised the Director-General for 
her senior-level recruitment to date, which demonstrated a clear desire to move rapidly towards the 
expressed targets of the United Nations system on parity for men and women in the workforce. Certain 
points made in the Administration, Budget and Finance Committee meeting had not been fully reflected 
in paragraph 7 of document EB 103110. For instance, in point (i) of that paragraph, the 50% target for the 
representation of women as temporary advisers and consultants, and members of scientific and technical 
advisory groups set up by the Health Assembly, actually referred to representation in the regions as well 
as at headquarters. Under point (ii), it was intended that the annual human resources reports on the WHO 
workforce cover temporary advisers and consultants, and that statistics on women be presented broken 
down by region, separately from headquarters, to enable close monitoring by the Board. 

Dr FETISOV (alternate to Dr Starodubov, Russian Federation), while sympathizing with the 
Director-General's efforts to increase the representation of women in WHO, counselled caution in 
establishing new numerical targets in addition to those already established by the governing bodies of the 
Organization. An increase in the targets could jeopardize equitable geographical distribution, and the issue 
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required serious study. A Secretariat proposal to coordinate and prioritize those two principles would be 
welcomed. He also warned against making the achievement of numerical targets an end in itself and thus 
compromising the principle of hiring personnel on the basis of competence and abilities. 

Dr SAITO (advisor to Dr Nakamura, Japan) expressed the Japanese Government's deep interest in 
the issue of gender parity in WHO. Japan respected and fully supported the Director-General and her 
management team in their strong leadership on that issue, and in their action on setting numerical targets 
for the recruitment of women. It was important that well-qualified women be recruited from every region, 
especially from under-represented countries. 

Dr DJAMALUDDIN (alternate to Dr Wasisto, Indonesia) was pleased to note that there was already 
evidence of WHO's commitment to the greater participation of women in its work. However, the report 
showed that general targets for the representation of women in professional and higher grades were not 
being met. More importantly, the break-down of staff distribution by location in the report showed an even 
wider gap. Had Member States and WHO taken effective steps to empower women and give them career 
development opportunities? Had targets been set, existing candidates assessed and the situation simply 
allowed to take its course? The final aim of setting targets for women's participation at high levels in the 
decision-making process was surely to achieve an increase in the quality of WHO's work. It was therefore 
necessary to consider the sustainability of the situation; longer-term target-setting was required, not just 
short-term success with percentages. Would it be possible to develop a systematic plan? The first priority 
was to identify which issues affected the career development of women, including social and cultural 
aspects, which, in many regions, constituted the most important factor. If WHO genuinely wanted to recruit 
women to participate in high-level decision-making, an approach of systematic interventions to enhance 
women's role in the WHO system needed to be set up. 

Mr LIU Peilong (China) noted that although WHO had expressed concern over the issue of under
representation of women over the past 20 years, the problem was still acute. Since taking up her post, the 
Director-General had made particular efforts towards achieving gender parity, especially as had been seen 
in the 60% target for female membership of the Cabinet. That directly increased the representation of 
women at the higher decision-making levels. He hoped that practical measures would be taken in the 
recruitment of women at the regional office and national levels, and that Member States would be 
encouraged to promote suitable women candidates for posts within WHO. 

Dr JIMENEZ DE LA JARA (Chile) considered that establishing a balance of personnel within the 
Organization was extremely complex, and that such political correctness confronted organizations with 
many obstacles to achieving their goals of equity, access and opportunities. In the case in point, the under
representation of women in WHO was in striking contrast to the normal patterns in health systems, where 
women predominated, making up 60% to 75% of the workforce. One analysis of that situation was that 
those female health workers, whether professionals or auxiliaries, had no access to the skills training 
necessary to enter an organization like WHO, in areas like public health, administration, epidemiology and 
all the various technical and specialized fields. There was, therefore, a glass ceiling at a lower level 
preventing women from even aspiring to such positions. Undoubtedly, at the country level, if WHO had 
greater female representation, its effectiveness on the ground would be enhanced in the dialogue with the 
predominantly female health sector. The issue of the training and encouragement of women had been 
brought up by the representatives oflndonesia and Japan, but it seemed that progress toward that goal was 
very slow. 

Dr LARIVIERE (alternate to Mrs Jean, Canada) said that Canada welcomed the report and supported 
steps to move the Organization towards gender parity. Canada was pleased with the designation of human 
resource focal points in each cluster, and had closely followed the work of the Steering Committee on the 
Employment and Participation of Women in WHO since its establishment in 1984. The Committee, which 
included members of the Board, of the Secretariat, the staff associations, and staff in general, had done very 
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useful work. Board members had had the opportunity to express their support for the new directions taken 
within the Organization towards increasing the participation of women and strengthening the technical and 
managerial competence of the Organization as a whole. However, in order to achieve the objective of 
parity set by the Health Assembly, it would be necessary to adhere to the 60% threshold for 10 to 12 years, 
which might prove a challenge in terms of sustainability. New recruitment therefore probably needed to 
be combined with a strategy for promoting exceptional women within the Organization, with a fast-track 
career approach and an emphasis on dealing with staff on an individual basis. Questions still remained, 
such as the methods to be used for monitoring progress, the issue of temporary advisers and how objectives 
and the steps taken by headquarters could positively influence the Organization at the regional and country 
level; it was necessary to find an approach that mobilized the energies of the Organization and to make 
Regional Directors, and all those with a role in encouraging and facilitating the employment of women 
within the Organization, accountable. It was not just an issue for the heads of clusters. 

Dr RAHMAN (alternate to Professor Khan, Bangladesh) supported the statements of previous 
speakers, and said that progress on the issue of women's representation had been unsatisfactory to date, 
despite being on the WHO agenda for many years. He had therefore been pleased to see concrete measures 
being proposed. It was important that the quality of the women recruited should not be compromised by 
hasty decisions to ensure gender equality. If a little more time was needed to find the right people, that time 
would be well spent. It was strongly felt that the process of ensuring gender parity in WHO should not in 
any way impinge upon equitable geographical representation and thereby cause another kind of injustice. 

Professor GIRARD (alternate to Professor Menard, France) pointed out that an additional reason for 
the issue to be better addressed in WHO than elsewhere was that national administrations, ministries of 
health and ministries dealing with social issues in general often had a better ratio of women than areas such 
as the economy, diplomacy and law. The regrettable imbalance in other sectors should be avoided at all 
costs. WHO should bear in mind that there was a larger reservoir of women in national administrations, 
which was a further argument for WHO to set an example in the United Nations system. 

Mrs KERN (Executive Director) commented that it had taken a long time to bring about a policy 
change. A definite process had now been set in place, with clearly identified accountability for cluster 
heads. The point made by Dr Rahman on balancing the issues of gender with geographical representation 
was well taken. At the same time, WHO had to ensure that the best person for the job was selected. New 
mechanisms were now in place at headquarters for identifying the qualities required and for making a 
proper, objective assessment of each applicant. 

In regard to the development of existing staff, WHO had a responsibility to take an interest in staff 
and ensure that they were groomed for the future. There had already been suggestions for fast-tracking and 
for rotation. Training and mentoring were also important. If Member States had good examples of 
processes that had worked in their own countries, not just in regard to gender balance but to the whole area 
of human resources, WHO would be very interested to receive details of them. WHO would welcome the 
opportunity to receive and discuss good examples of development processes and of speedy, efficient and 
accurate means of classifying posts which countries might wish to share. 

4. TECHNICAL AND HEALTH MATTERS: Item 3 ofthe Agenda (continued) 

Roll Back Malaria (Document EB 1 03/6) (continued from the eighth meeting, section 1) 

The CHAIRMAN invited the Board to consider a draft resolution on Roll Back Malaria proposed 
by Dr Al-Jaber (Qatar), Mr AI Madfaa (United Arab Emirates), Dr Alvik (Norway), Dr Bouffard (United 
States of America), Dr Caiman (United Kingdom of Great Britain and Northern Ireland), Dr Dossou-Togbe 
(Benin), Dr Hembe (Angola), Mrs Jean (Canada), Professor Khan (Bangladesh), Dr Meloni (Peru), 



I28 EXECUTIVE BOARD, I 03rd SESSION 

Professor Menard (France), Dr Mulwa (Botswana), Dr Sanou Ira (Burkina Faso), Dr Sulaiman (Oman), 
Dr van Etten (Netherlands), Mr Voigtlander (Germany) and Dr Wasisto (Indonesia), which read: 

The Executive Board, 
Reaffirming tlie impact of malaria in constraining human development, and appreciating the 

innovative concepts and operational mechanisms in the Director-General's report on Roll Back 
Malaria,' 

RECOMMENDS to the Fifty-second World Health Assembly the adoption of the following 
resolution: 

The Fifty-second World Health Assembly, 
Having considered the report of the Director-General on Roll Back Malaria; 
Concerned that the global burden of malaria is a challenge to human development and 

a significant cause of poverty and human suffering, particularly in the poorest nations of the 
world; 

Mindful of the efficacious tools currently available to reduce this burden, and the 
potential for their more effective use within malaria-affected communities; 

Welcoming the decision by the Director-General to establish a Cabinet project to 
support rolling back malaria which works across the Organization; 

Noting that Roll Back Malaria represents a new approach promoted by WHO, in which 
all concerned parties are encouraged to work in a coordinated partnership, united by common 
goals, consistent strategies and agreed methods of working, and that Roll Back Malaria is 
serving as a pathfinder in bringing these concepts into operation in relation to other 
international health issues; 

Commending the key features of the new approach, namely, increased focus on the 
needs of people at risk, better response to those needs with evidence-based action, greater use 
of existing tools, their full integration into the health sector as a horizontal programme, and 
innovative public-private partnerships to develop cost-effective products and tools in view of 
the emergence of drug and insecticide resistance; 

Appreciating the strong commitment to Roll Back Malaria from several heads of State, 
the Administrator of UNDP, the President of the World Bank, the Executive Director of 
UNICEF, and directors of other development banks, foundations and bilateral assistance 
agencies, expressed when the global partnership was established in December I998, 

I. ENCOURAGES Member States to reduce malaria-related suffering and promote 
national development in a sustained way, by rolling back malaria and preventing its 
resurgence or reintroduction, by: 

(I) engaging a wide range of personnel and institutions involved in health systems, 
disease control, and research, with representatives of civil society, the private sector, 
development agencies and other sectors; 

and, where relevant, by: 
(2) ensuring that sufficient resources are available to meet the challenge of rolling 
back malaria; 
(3) establishing and sustaining country-level partnerships to roll back malaria within 
the context of health sector and human development; 
(4) utilizing relevant technical expertise that exists within countries and regions in 
an effective manner; 

1 Document EB 103/6. 
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2. REQUESTS the Director-General to draw on the whole Organization in supporting 
Member States by: 

(I) promoting harmonized strategies and encouraging consistent technical guidance 
for efforts to roll back malaria; 
(2) working with them as they establish criteria for success in rolling back malaria, 
and monitoring progress of country and global efforts within the context of health 
sector and human development; 
(3) promoting international investment in cost-effective new approaches and 
products through focused support for research and for strategic public and private 
initiatives; 
(4) brokering the technical and financial assistance that is required for success; 

3. REQUESTS the Director-General: 
( 1) to report regularly on progress of the global Roll Back Malaria partnership to the 
Executive Board and the Health Assembly, stressing the contribution that Roll Back 
Malaria makes to the reduction of poverty, and reviewing the extent to which the 
partnership serves as a pathfinder for effective joint action on other international health 
issues; 
(2) to promote the aims and outcomes of the Roll Back Malaria partnership in 
relevant intergovernmental bodies, organizations of the United Nations system, and
when appropriate - other bodies committed to equitable human development. 

Dr VAN ETTEN (Netherlands) introduced the draft resolution in the absence of Dr Mulwa 
(Botswana). The aims ofthe resolution were to further strengthen the visibility of the project and to express 
the full support of the Board for it. The preambular paragraphs focused on the main principles and the key 
features of the approach set out by Dr Nabarro in the fourth meeting of the current session of the Board. 
Operative paragraph I requested Member States to further engage in reducing malaria-related suffering. 
Operative paragraph 2 requested the Director-General to draw on the whole Organization to support 
Member States in a number of ways, for example, by harmonizing strategies, further investing in research 
and development and brokering technical and financial support. The third operative paragraph requested 
the Director-General to report to the governing bodies on the progress made as well as to promote 
partnership with international organizations both within and outside the United Nations system. 

Dr NAKAMURA (Japan) expressed appreciation of the work of the drafting group of 15 countries 
and drew attention to the penultimate preambular paragraph. He pointed out that, with horizontal and 
integrated approaches, it could be a long time before results became visible. WHO's past attempts to 
integrate vertical approaches for malaria control into horizontal programmes and primary health care had 
not always been effective. The valuable lessons learned in the past should not be forgotten. 

The resolution was adopted.' 

Poliomyelitis eradication (Document EB I 03/7) (continued from the eighth meeting, section 1) 

The CHAIRMAN invited the meeting to consider the draft resolution on poliomyelitis eradication 
as amended by the drafting group, which read: 

1 Resolution EB103.R9. 
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The Executive Board, 
Noting the report of the Director-General on the global eradication of poliomyelitis, 1 

RECOMMENDS to the Fifty-second World Health Assembly the adoption of the following 
resolution: 

The Fifty-second World Health Assembly, 
Reaffirming WHO's commitment to the global eradication of poliomyelitis by the end 

of the year 2000; 
Recognizing that substantial progress has been made towards eradication of 

poliomyelitis, with large geographic areas of the world now free of the disease, and a fall of 
85% in annually reported cases since global eradication began in 1988; 

Noting that as of May 1999, poliomyelitis remains endemic in a number of countries 
of southern and western Asia and the African continent, some of which are either affected by 
conflict or constitute densely populated wild poliovirus "reservoirs"; 

Realizing that civil strife and funding shortfalls represent the two major obstacles to 
achieve poliomyelitis eradication; 

Affirming that poliomyelitis eradication will have humanitarian and economic benefits 
for all countries, 

1. URGES poliomyelitis-endemic Member States to accelerate eradication activities by 
conducting additional immunization rounds each year, on either a national or subnational 
basis; to improve the quality of national immunization days by ensuring that every child is 
reached; to implement house-to-house "mopping-up" campaigns; and to enhance 
surveillance by ensuring that all cases of acute flaccid paralysis are detected and promptly 
investigated; 

2. URGES poliomyelitis-free Member States: 
( 1) to sustain high levels of immunization coverage until eradication is certified 
globally; 
(2) to maintain high quality surveillance for wild poliovirus importations and 
establish action plans for rapidly responding to such events; 

3. URGES all Member States: 
(1) to mobilize the human and financial resources necessary to accelerate eradication 
in poliomyelitis-endemic countries; 
(2) to support the peace-building process by facilitating ceasefires for National 
Immunization Days in countries affected by conflict; 
(3) to support the work of the poliomyelitis eradication initiative in strengthening 
health systems and services; 
(4) to begin, in collaboration with WHO, the process leading to the laboratory 
containment of wild poliovirus; 

4. REQUESTS the Director-General: 
(1) to urge all partners to facilitate acceleration of the initiative to eradicate 
poliomyelitis during the critical period 1999 to 2001; 
(2) to facilitate, when necessary, coordinated mass immunization activities in 
bordering areas of Member States and WHO regions; 

1 DocumentEB10317. 
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(3) to collaborate with other organizations of the United Nations system and other 
international bodies in arranging ceasefires for poliomyelitis eradication, and 
facilitating eradication activities, in countries affected by conflict; 
( 4) to help mobilize the necessary financing to implement eradication activities, 
including establishment of an emergency fund to meet the needs of countries affected 
by conflict, countries classified as major wild poliovirus reservoirs, and other countries 
in particularly difficult circumstances; 
(5) to collaborate with Member States in the establishment of a mechanism for 
overseeing the process of laboratory containment of wild poliovirus; 
(6) to facilitate ongoing research to define the optimum strategy for eventually 
stopping immunization against poliomyelitis. 

Mr BOYER (alternate to Dr Boufford, United States of America) proposed the addition to the end 
of operative paragraph 4, subparagraph 4 of the phrase "and to draw upon the strengths of the regional 
offices in the use of these resources". 

The resolution, as amended, was adopted.1 

5. ADMINISTRATIVE AND FINANCIAL MATTERS: Item 7 of the Agenda (continued from the 
fourth meeting, section 1) 

Amendments to Articles 2 and 73 of the Constitution (Documents EB103/14 and EB103/34) 

Mr TOPPING (Legal Counsel) presented the background to the proposed amendment of Article 2 
of the Constitution. 

Professor LEOWSKI (Poland) said that he had followed the discussion in the Board and in the 
special group for the review of the Constitution for about three years, and the outcome was still unclear. 
The question had also been discussed by the regional committees. Article 2 was formulated in general 
terms. The proposed amendments dealt essentially with semantics and with subdivision of the Article into 
subparagraphs dealing with the Organization's directing and coordinating function, leadership in 
international health development, etc. Could the issue simply be dropped? The current wording of 
Article 2 allowed the Organization to function absolutely correctly. If there was any strong need to change 
the wording, perhaps a small group might be established under the leadership of Legal Counsel to follow 
up the issue. He proposed that the issue be dropped. 

The CHAIRMAN commented that he had also taken part in many of the discussions of the issue, 
and what had emerged was that WHO had a very good Constitution. It should be changed only if there was 
a very important reason to do so. Many of the reasons for desiring change had perhaps been superseded. 

Mr VOIGTLANDER (Germany) stated that WHO had a very good Constitution. It had proved its 
worth over half a century and had always facilitated cooperation. When discussion about possible change 
had started two years ago, he had warned that the Constitution should be changed only if it was absolutely 
necessary. As the discussion progressed, more and more suggestions had been made and sometimes the 
wisdom or the logic of those proposals could be questioned. For example, Article 2 was already very long 
but the amendments would make it twice as long. What was the logic of that when the last paragraph 
authorized "all necessary action to attain the objective of the Organization"? Nobody could say that the 

1 Resolution EBI03.Rl0. 
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proposed changes were absolutely indispensable. Resources were scarce and everybody was asking for 
more efficiency. It would be very difficult to come to a consensus on all the amendments that had been 
proposed; it would probably be necessary to set up working groups for Articles 2, 21, 73 and others. There 
was work of greater importance to be done. The Board and the Organization should turn to essential 
matters: poliomyelitis eradication, rolling back malaria, development of vaccines, water quality, including 
arsenic problems, hepatitis, etc. and should not spend resources, time, staff and energy on legal problems 
that could be avoided. 

The CHAIRMAN suggested that, if there was a consensus that amendment of the Constitution could 
be dropped, as proposed by Professor Leowski and Mr Voigtlander, the Board could acknowledge the fact 
that the Organization had a good Constitution and ask the Director-General to continue, as always, to keep 
things under review. 

Dr NAKAMURA (Japan) referred to the subject of food and food safety and the possibility that it 
might be dropped if the amendments were made. Although other organizations, notably FAO and WFP, 
dealt with food issues, he felt that WHO should continue its role and he could not agree with deletion of 
the subject. 

Dr SULAIMAN (Oman) expressed appreciation to the working group that had been working on the 
issue for the last four years. He agreed with the remarks of Mr Voigtlander and Professor Leowski. He 
also would not like food and food safety to go from WHO's purview; there was a very close link between 
food and food safety, and disease. 

The CHAIRMAN pointed out that food was included in the current wording of Article 2. Leaving 
Article 2 unchanged would answer the concerns of Dr Nakamura and Dr Sulaiman. 

Professor GIRARD (alternate to Professor Menard, France) had misgivings, both as a health 
professional and as a member of the Board, about the situation that had now been reached in the work on 
the Constitution. Article 2 could become a source of subsequent difficulties or disputes; some phrases 
were too detailed to be in a constitution. The shorter a constitution was, the more effective, as history had 
shown. If certain members of the Board or certain Member States had felt that the Constitution needed to 
be changed, it was because they were aware of impediments to the functioning ofthe Organization. The 
new Director-General had shown that those blockages could be overcome by decisions taken by common 
agreement or under her responsibility, without change to the Constitution. He believed that the desire to 
change the Constitution had been a reaction to the feeling that progress was blocked. That situation had 
changed, which explained the change of attitude after the group had worked so hard on the question for 
several years. It was no longer necessary to change the Constitution but rather a question of going further 
with modernization. Work on the Constitution need not be abandoned, but there needed to be a pause and 
some time to digest all the innovations being made by the Director-General. If there were still problems, 
the work could always be resumed. After having participated in the work of the Organization for four or 
five years alongside Dr Caiman, he felt very strongly that things had taken a new turn since the Director
General had assumed office. 

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

The meeting rose at 12:30. 



TENTH MEETING 

Friday, 29 January 1999, at 14:30 

Chairman: Dr K. CALMAN (United Kingdom of Great Britain and Northern Ireland) 
later: Dr A. MELONI (Peru) 

1. TECHNICAL AND HEALTH MATTERS: Item 3 ofthe Agenda (continued) 

Tobacco Free Initiative (continued from the fourth meeting, section 2) 

The CHAIRMAN invited the Board to consider the following revised draft resolution, entitled 
"Towards a WHO framework convention on tobacco control", which was proposed by a drafting group: 

The Executive Board, 
Recognizing the leadership of WHO in the field oftobacco control, and having considered 

the report of the Director-General on the Tobacco Free Initiative1 and the outline of expected 
activities, annexed to this resolution, 

RECOMMENDS to the Fifty-second World Health Assembly, the adoption of the following 
resolution: 

The Fifty-second World Health Assembly, 
Being deeply concerned by the escalation of smoking and other forms of tobacco use 

worldwide, which resulted in the loss of at least 3.5 million human lives in 1998 and is 
expected to cause at least 10 million deaths a year by 2030 if the pandemic is not controlled, 
with 70% of these deaths occurring in developing countries; 

Having considered the report of the Director-General to the Health Assembly on the 
Tobacco Free Initiative and the outline of expected activities; 

Recognizing the leadership of the Director-General and WHO in the field of tobacco 
control; 

Recalling and reaffirming resolution WHA49 .17 requesting the Director-General to 
initiate development of a WHO framework convention on tobacco control in accordance with 
Article 19 ofthe WHO Constitution; 

Recognizing the need for multisectoral strategies, including the involvement of other 
multilateral organizations and nongovernmental organizations, to foster international 
consensus and action on development of the WHO framework convention on tobacco control 
and possible related protocols; 

Being mindful of the many constraints, including resource constraints, faced by a 
number of countries in the development and implementation of the WHO framework 
convention on tobacco control and possible related protocols; 

Being also mindful of the fact that tobacco production is a significant source of 
earnings in many developing countries; 

1 Document EB103/5. 
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Being aware of the urgent need to speed up work on the proposed WHO framework 
convention on tobacco control and possible related protocols so that they may serve as a basis 
for multilateral cooperation and collective action on tobacco control; 

Desiring to complete preparation of the draft text of the framework convention for 
consideration by the Fifty-sixth World Health Assembly; 

1. DECIDES: 
(1) in accordance with Rule 42 of its Rules of Procedure, to establish an 
intergovernmental negotiating body open to all Member States to draft and negotiate 
the proposed WHO framework convention on tobacco control and possible related 
protocols; 
(2) to establish a working group on the WHO framework convention on tobacco 
control open to all Member States in order to prepare the work of the body referred to 
above. This group will prepare proposed draft elements of the WHO framework 
convention on tobacco control. The working group will report on progress to the 
Executive Board at its 1 05th session. It will complete its work and submit a report to 
the Fifty-third World Health Assembly; 

2. URGES Member States: 
(1) to give high priority to accelerating work on development of the WHO 
framework convention on tobacco control and possible related protocols; 
(2) to provide resources and cooperation necessary to accelerate the work; 
(3) to promote intergovernmental consultations to address specific issues, for 
example, public health matters and other technical matters relating to negotiation of the 
proposed WHO framework convention on tobacco control and possible related 
protocols; 
(4) to establish national commissions for the WHO framework convention on 
tobacco control where appropriate; 
(5) to facilitate and support the participation of nongovernmental organizations, 
recognizing the need for multisectoral representation; 
(6) to consider further development and strengthening of national and regional 
tobacco policies, including the appropriate use of regulatory programmes to reduce 
tobacco use, as contributions to development of the framework convention and possible 
related protocols; 

3. REQUESTS the Director-General: 
(1) to promote support for development of the WHO framework convention on 
tobacco control and possible related protocols among Member States, organizations of 
the United Nations system, other intergovernmental, nongovernmental and voluntary 
organizations, and the media; 
(2) to complete the technical work required to facilitate negotiations on the WHO 
framework convention on tobacco control and possible related protocols; 
(3) to convene the working group on the WHO framework convention on tobacco 
control and the first meeting of the intergovernmental negotiating body on the basis of 
progress achieved by the working group; 
(4) to provide the working group on the WHO framework convention on tobacco 
control and the intergovernmental negotiating body with the necessary services and 
facilities for the performance of their work; 
(5) to facilitate the participation of the least developed countries in the work of the 
working group on the WHO framework convention on tobacco control, in 
intergovernmental technical consultations and in the intergovernmental negotiating 
body; 
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(6) to invite, as observers to the sessions of the working group on the WHO 
framework convention on tobacco control and the intergovernmental negotiating body, 
representatives of non-Member States, of liberation movements referred to in resolution 
WHA27.37, of organizations of the United Nations system, of intergovernmental 
organizations with which WHO has established effective relations, and of 
nongovernmental organizations in official relations with WHO, who will attend the 
sessions of those bodies in accordance with the relevant Rules of Procedure and 
resolutions of the Health Assembly. 

ANNEX 

OUTLINE OF EXPECTED ACTIVITIES 

January 1999 to May 2000 (completion ofpre-negotiation phase), and targets for negotiation and 
adoption of the WHO framework convention on tobacco control and possible related protocols 

(May 2000 to May 2003) 

Milestones 
Governing and Decision and actions by 

Actions by the Secretariat 
subsidiary bodies governing and subsidiary bodies 

January 1999 Executive Board • Recommend for adoption by the After the 103rd session of the 
Fifty-second World Health Executive Board 
Assembly the resolution • Disseminate information on the 
Towards a WHO framework process for developing the 

convention on tobacco control framework convention 
• For the Fifty-second World 

Health Assembly, prepare 
briefing document(s) on the 
process 

• Hold consultations with 
Member States 

May 1999 Fifty-second • Consider the draft resolution • Hold briefing sessions on the 
World Health Towards a WHO framework framework convention during 
Assembly convention on tobacco control the Fifty-second World Health 

• Establish the intergovernmental Assembly 
negotiating body and the After the Fifty-second World 
working group on the framework Health Assembly 
convention on tobacco control • Support intergovernmental 

technical consultations on the 
framework convention 

• Facilitate participation of least 
developed countries in the 
process for developing the 
framework convention 

• Provide technical support 

May 1999 to Working group on • Initiate preparation of proposed • Convene the working group on 
January 2000 the framework draft elements of the WHO the WHO framework 

convention framework convention on convention on tobacco control 
tobacco control • Provide technical support 
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Milestones 
Governing and Decision and actions by 

Actions by the Secretariat 
subsidiary bodies governing and subsidiary bodies 

January 2000 Working group on • Submit progress report of the • Provide technical support 
the framework working group on the framework 
convention convention to the Executive 

Board at its 105th session 
Executive Board • Consider the progress of the 

working group 

January 2000 Working group on • Continue work based on • Provide technical support 
to May 2000 the framework direction from the Executive 

convention Board 

May2000 Fifty-third World • Submit report of the working • Hold technical briefing during 
Health Assembly group on the framework the Health Assembly on 

convention to the Fifty-third alternative negotiation 
World Health Assembly processes 

May2000 Intergovernmental • Hold the first organizational • Convene the first meeting of 
(target date) negotiating body session the intergovernmental 

negotiating body based on 
progress achieved by the 
working group 

May2000 to Intergovernmental • Negotiate the draft framework • Provide technical support 
May2003 negotiating body convention and possible related 
(Target date protocols 
for adoption) 

Note: Process and content will be driven pnmarily by Member States, but will also include mput from bodies of 
the United Nations system, other international, regional, or intergovernmental organizations, and 
nongovernmental organizations. 

Dr LARIVIERE (alternate to Mrs Jean, Canada), introducing the draft resolution, said that lengthy 
discussions had been needed in the drafting group in order to arrive at a common understanding of the steps 
to be taken by the various parties involved in the development of the framework convention, and to 
reconcile legal aspects with sensitive global public health concerns. The discussion on definitions and 
concepts had led to the drafting of the annex to the draft resolution. 

The document structure reflected the mandate required from the Health Assembly, acknowledgement 
of the leadership of the Director-General and WHO in the field of global tobacco control and emphasis on 
the participation of Member States in all aspects of the process. The Health Assembly was being asked, 
initially, to establish a working group open to all Member States, to carry out preparatory work relating to 
the framework convention, previously referred to as the pre-negotiation phase. It was also being asked to 
establish an intergovernmental negotiating body to take the preparatory work forward to a more formal 
process of negotiating and drafting the text of a convention. The working group was expected to complete 
its task in time for the 105th session of the Executive Board, in January 2000, but in any event not later 
than the Fifty-third World Health Assembly, in May of that year. The negotiating process would begin 
when the working group transferred the product of its efforts to the intergovernmental negotiating body, 
at which point the working group would cease to exist. The drafting group had stressed the importance of 
equitable participation by all Member States at all stages in the process, which entailed facilitating 
participation by the poorest among them by ensuring that necessary resources were available for the 
purpose. It had been assured by the Secretariat that there should be no insurmountable difficulty in 
achieving that end. The drafting group had expressed strong views about the need to secure broad 
consensus among Member States at each stage in the negotiation, drafting and adoption of the proposed 
framework convention. The group had worked in a constructive, consensual spirit. He apologized to 
representatives of Member States not represented on the Board who, because of the large size of the 
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drafting group, had been denied participation in its work as observers, but trusted that they had conveyed 
their concerns through Board members. 

Mr DE SILVA (Sri Lanka) said that the Director-General's leadership in tobacco control and in the 
development of a framework convention was particularly commendable given the issues involved, notably 
the dependence of the economies of so many developing countries on tobacco exports and the interests of 
the tobacco industry. Past experience had shown that desired results could not be achieved without high
level political commitment and leadership at the country and global levels. WHO's leadership would be 
a great encouragement to his and other countries in their ongoing tobacco control efforts. 

Dr ALVIK (Norway) said that the guiding principles for the very important Tobacco Free Initiative 
and framework convention were openness and transparency, participation by as many Member States as 
possible, the creation of an international instrument to support attempts to control tobacco consumption and 
put an end to the tobacco pandemic and the establishment of appropriate procedures leading to the adoption 
of a convention. The draft resolution was a significant step towards realizing those objectives. 

Dr SHIN OZAKI (alternate to Dr Nakamura, Japan) observed that from the public health point of 
view, there was general agreement on the need to strengthen tobacco control. The revised draft resolution 
reflected the momentum that had been created towards that end, especially since the establishment of the 
Tobacco Free Initiative. That being said, he stressed the importance of timing, pointing out that sooner did 
not always mean better. What was essential was to ensure maximum participation by all Member States 
at all stages of the process. It must be clear that the intergovernmental negotiating body would not begin 
to discuss the substance of the proposed framework convention until after the working group had completed 
its work on the draft elements of a convention. 

Dr RAHMAN (alternate to Professor Khan, Bangladesh) recalled that during the initial debate on 
the issue, a number of members had highlighted the question of tobacco-growing in many developing 
countries and the dependence of those countries on tobacco exports; it had been expected that those 
concerns would be reflected in the draft resolution. However, although the issue had been referred to in 
the preamble, the drafting group had decided to omit it from the operative part of the draft resolution on 
the understanding that it would be one of the important issues to be taken up by the working group and later 
by the intergovernmental negotiating body. The specific proposal had been to establish a global trust fund 
to assist developing countries that were heavily dependent on tobacco production and exports. Subject to 
that comment, he was pleased to endorse the draft resolution. 

Professor GIRARD (alternate to Professor Menard, France) fully supported the draft resolution. 
Referring to the wording of operative paragraph 2(6), in particular the phrase "regulatory programmes", 
he pointed out that the word "nJglementaire" used in the French version covered decrees but not 
parliamentary legislation. 

Dr LARIVIERE (alternate to Mrs Jean, Canada) said that the intention of the reference to regulatory 
programmes had been to include the process for adoption of rules and regulations relating to such matters 
as taxation or restriction of advertising, which could be used for the pursuit of public health goals like 
tobacco control. 

Professor GIRARD (alternate to Professor Menard, France) pointed out that in many countries 
provisions which affected civil liberties, such as restrictions on advertising, were determined not by 
regulatory procedures but by laws voted by parliament. It was thus important for the latter to be included 
among the tools for tobacco control. 

Dr MELONI (Peru) expressed a reservation similar to Professor Girard's concerning the use of the 
phrase "elaboraci6n ulterior" in the Spanish version of operative paragraph 2( 6), which implied that the 
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strengthening of policies took place after the framework convention had been set up, whereas the English 
version indicated that the aim was to develop further national and regional policies and regulations. 

Mr AITKEN (Senior Policy Adviser to the Director-General) suggested that the texts be aligned 
upon the English version by the appropriate WHO translation sections. 

The CHAIRMAN confirmed that the word "regulatory" in English covered a whole range of 
measures, from local rules and regulations to parliamentary laws. He asked whether the Board would be 
willing to adopt the draft resolution subject to appropriate amendment of the French and Spanish versions 
to convey the intent of the English text. 

On that understanding, the resolution was adopted.1 

The DIRECTOR-GENERAL said that adoption ofthe resolution was an act of major importance 
that would, in addition to adoption of the resolution concerning malaria, considerably enhance the 
Organization's ability to work for world health. 

2. ADMINISTRATIVE AND FINANCIAL MATTERS: Item 7 of the Agenda (continued) 

Amendments to Articles 2 and 73 of the Constitution (Documents EB103/14 and EB103/34) (continued 
from the ninth meeting, section 5) 

The CHAIRMAN recalled that a proposal had earlier been made not to proceed with discussion of 
amendment to Article 2. The point had been made that while consideration of the issues concerned had 
been valuable, the excellence of the existing Constitution was evident. Much had already changed within 
WHO and, as several speakers had pointed out, the Board had more important matters to deal with. 
Nevertheless, the Board should note that if Article 2 were not changed, it would continue to include the 
reference to "food". However, if necessary, the Director-General could raise the matter at some point in 
the future. 

Dr W ASISTO (Indonesia) said that the current text of Article 2 was lengthy, repetitive and included 
obsolete terms that were sometimes contradictory. The Constitution should deal only with basic principles. 
The proposed amendment to Article 2 aimed at making the Constitution clearer and bringing it up to date. 
Being more systematic and easier to understand, it was therefore an improvement on the original text. 

Dr FETISOV (alternate to Dr Starodubov, Russian Federation), endorsing the comments made earlier 
by Professor Leowski and Mr Voigtliinder, said that since WHO was undergoing a process of profound 
reform, it was not the right moment to dissipate efforts and resources in a consideration of amendments to 
the Constitution. 

Mr LIU Peilong (China) said he would prefer, as far as possible, to retain the original text of the 
Constitution. With regard to the Chinese version of the Constitution, however, he recalled that the Chinese 
language had undergone revolutionary changes since the original text had been established 50 years ago, 
when WHO had come into being. Some of the words were no longer used and many young people found 
it hard to understand old Chinese. He suggested that consideration should be given to improving the 
Chinese version of the Constitution by bringing it into line with modem Chinese. 

1 Resolution EB 103 .R 11. 
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Dr LARIVIERE (alternate to Mrs Jean, Canada) said that he too would prefer to retain Article 2 of 
the Constitution as it stood. The study carried out over the past three or four years should not, however, 
be wasted but retained in the form of an explanatory note, say, setting out what the work, functions and 
expected programmes of WHO had been at the time when the special group had looked at them. Since that 
time, however, there had been dramatic changes within WHO. A new administration had brought with it 
a renewed vision and was responding to perhaps a new perception of global needs, reorienting the way 
WHO would conduct its business. Although it might be argued that the change in administration was 
further justification for a reconsideration ofthe Constitution, he was not in favour of undertaking periodic 
reviews, considering permanence in the wording to be important. While the proposed text refined 
definitions and clarified understanding, it provided no evidence that the present Constitution was wrong 
or jeopardized current WHO activities in any way, even though it might not refer explicitly to them. Where 
necessary, reference could always be made to document EB103/14 for an interpretation ofthose functions. 
Such a procedure would represent a dynamic status quo respecting the wisdom of those who had framed 
the original WHO Constitution, which in his view remained valid. 

Professor KHAN (Bangladesh) asked whether, in view of the substantial deletions being proposed, 
the existing Constitution was still valid. 

Dr AL-JABER (Qatar) said that none of the proposed changes to Article 2, including removal ofthe 
word "food", was substantive. He would prefer to retain Article 2 as it stood and thought that there was 
no need for the Board to engage in a discussion of the matter at present. 

The CHAIRMAN, noting the absence of support for Dr Wasisto, suggested that Article 2 should 
remain as it stood, on the understanding that it would be read in the light of an explanatory note presenting 
all the background information, as proposed by Dr Lariviere. 

It was so agreed. 

The CHAIRMAN invited the Board to consider Article 73 ofthe Constitution. 

Mr TOPPING (Legal Counsel), introducing document EB 103/34, said it summarized the steps, 
culminating in the convening of an informal group of Board members, that had been taken to review the 
problem of amendments taking too long to come into force under the procedure currently set out in 
Article 73. In its consideration of the three categories of amendment proposed in paragraph 4 of the 
document, the group had shown no support for category 1 and a reluctance to accept category 2, although 
it had been seen as a possible compromise. The general opinion had been that the status quo should be 
maintained. One suggestion had been made, perhaps in response to the most recent amendment, which had 
taken eight years to come into force. At the time of adoption of that amendment, there had been 168 
Member States. By the time the amendment had come into force, membership of WHO had risen to 189. 
The number of acceptances needed for entry into force had therefore risen in accordance with the size of 
the membership. One member of the Board had suggested that the Constitution should provide that the 
percentage of acceptances required for entry into force should be based on the number of Member States 
at the time that the Health Assembly adopted the amendment. Another member had, however, suggested 
that, when counting the number of acceptances, only States that had been Members at the time the Health 
Assembly had voted to adopt the amendment should be taken into account, as it would seem unfair to count 
new Members who had joined WHO after adoption ofthe amendment. He had made a theoretical trial of 
that procedure, based on the amendment adopted in 1986 that had entered into force in 1994, and had found 
that the amendment would have entered into force only two months earlier. In that particular case, 
therefore, there would have been virtually no change in the timescale by that process, although that would 
not necessarily always be the case. 
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Mr KANEKO (alternate to Dr Nakamura, Japan) said that the Board should not let slip the 
opportunity of amending Article 73, as the current situation undermined the authority of the Health 
Assembly in that it took too long to implement a decision of WHO's highest governing body. In view of 
the understandable objections to amendment categories 1 and 2, he suggested that since the majority of 
amendments to the Constitution concerned increases in the number of members of the Executive Board, 
wording might be inserted in Article 73 to the effect that, in the case of an increase or decrease of one or 
two Executive Board members, the World Health Assembly could decide the issue by means of a 
resolution. Such an amendment would neither change the objectives of WHO nor place new obligations 
on Member States. If the number was limited (say, to two), the change would not involve substantial cost 
and could be implemented without further amendment of the Constitution. 

Mr TOPPING (Legal Counsel) said that the proposal by Japan, giving the Health Assembly the 
power to determine the size of Executive Board membership, in fact constituted an amendment not to 
Article 73 but to Articles 24 and 25 of the Constitution. 

Professor GIRARD (alternate to Professor Menard, France) said that, considering how difficult it 
had been to reach agreement on Articles 2 and 73, on which a great deal of work had been done, it was 
hardly wise to embark in plenary on a discussion of amendments to other articles which, moreover, were 
not on the agenda. Any other constitutional amendments required at least a preliminary discussion in an 
appropriate group or committee. 

Mr BOYER (alternate to Dr Boufford, United States of America) said that the United States position 
was that Article 73 should be left unchanged. The Constitution of WHO was a treaty and was regarded as 
such by national legislators. That treaty had been accepted by the United States and other Member States, 
which did not wish it to be changed unless very strict rules were applied. In his own country, any 
amendment was subject to the agreement of the Senate. The current provisions already enabled the 
Constitution to be amended by two-thirds of the Member States, and his Government and others did not 
wish to facilitate constitutional amendments even further. 

He would also be reluctant to accept the proposal of Mr Kaneko, which would have the effect of 
enabling Member States to decide to increase Executive Board membership on a simple majority vote. 
Board membership obviously held considerable appeal and the result could be a steady increase in the size 
ofthe Board. 

Professor KHAN (Bangladesh), while agreeing that Article 73 could remain unchanged, pointed out 
that Executive Board membership had increased in proportion to the number of Member States and might 
continue to do so for the same reason. He wished to know whether the basis for determining the majority 
required was the number of Member States at the time of adoption of the amendment or otherwise. 

Mr TOPPING (Legal Counsel) said that the number required was based on the number at the time 
the amendment finally came into force, which meant that, as WHO membership grew, the number needed 
for acceptance of the amendment increased accordingly. 

Dr AL-JABER (Qatar) said he was in favour ofleaving Article 73 as it stood. 

The CHAIRMAN said that, in the light of the discussion, he took it that the Board wished to leave 
Article 73 unchanged. 

It was so agreed. 

The DIRECTOR-GENERAL said she considered the Board to have made a judicious decision on 
the basis of an in-depth consideration of the issues involved. The process of clarification had been an 
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ambitious one and had demonstrated the excellence of the present Constitution. However, that would not 
preclude further discussion of the issue in the future should the need arise. 

Dr Meloni (Peru) took the Chair. 

Status of collection of assessed contributions, including Members in arrears to an extent which 
would justify invoking Article 7 of the Constitution (Document EB 1 03115) 

Mr BOYER (alternate to Dr Boufford, United States of America), speaking on behalf of the 
Chairman of the Administration, Budget and Finance Committee, drew attention to the following draft 
resolution, entitled "Status of collection of assessed contributions", which was proposed by that Committee: 

The Executive Board, 
Having considered the report of the Director-General on the status of collection of assessed 

contributions; 1 

Taking into account the genuine difficulties faced by some developing countries arising out 
of adverse international economic factors beyond their control, and also realizing that these 
conditions may continue for longer than expected, 

1. EXPRESSES its deep concern at: 
(1) the continuing high level of outstanding contributions by Member States; 
(2) the effect of such delays on the programme of work approved by the Health Assembly; 

2. URGES Members that are in arrears to pay their outstanding contributions before the Fifty-
second World Health Assembly; 

3. RECOMMENDS to the Fifty-second World Health Assembly the adoption of the following 
resolution: 

The Fifty-second World Health Assembly, 
Noting with concern that, as at 31 December 1998: 
(1) the rate of collection in 1998 of contributions to the effective working budget for 
that year amounted to 77.94%, leaving US$ 92 373 784 unpaid; 
(2) only 105 Members had paid their current-year contributions to the effective 
working budget in full, and 63 Members had made no payment towards their current 
year contributions; 
(3) total unpaid contributions in respect of 1998 and prior years exceeded 
US$ 180 million, 

I. EXPRESSES deep concern at the continuing high level of outstanding contributions, 
which has had a deleterious effect on the work programme and on the financial situation of 
the Organization; 

2. CALLS THE ATTENTION of all Members to Financial Regulation 5.6, which 
provides that instalments of contributions shall be considered as due and payable in full by 
the first day of the year to which they relate, and to the importance of paying contributions as 
early as possible to enable the Director-General to implement the budget in an orderly manner; 

1 Document EB103/15. 
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3. REMINDS Members that, as a result of the adoption, by resolution WHA41.12, of an 
incentive scheme to promote the timely payment of assessed contributions, those that pay their 
assessed contributions early in the year in which they are due will have their contributions 
payable for a subsequent budget reduced appreciably, whereas Members paying later will see 
their contributions payable for that subsequent budget reduced only marginally or not at all; 

4. URGES Members that are systematically late in the payment of their contributions to 
take immediate steps to ensure prompt and regular payment; 

5. REQUESTS the Director-General and the Regional Directors to intensifY contacts with 
Member States to pay their outstanding contributions; 

6. REQUESTS the Director-General to review, taking into account developments in other 
organizations in the United Nations system, current financial arrangements and to propose 
other possibilities to promote early payments with a view to ensuring a sound financial basis 
for the work programme, and to report on this matter to the Executive Board at its 1 05th 
session and to the Fifty-third World Health Assembly; 

7. REQUESTS the Director-General to draw this resolution to the attention of all 
Members. 

Dr FETISOV (alternate to Dr Starodubov, Russian Federation) said that his Government, which 
placed great importance on participation in WHO's activities, was taking the necessary steps to pay its 
arrears in contributions to the Organization, despite the very difficult economic and financial situation 
prevailing in the country. Over US$ 20 million had been transmitted to the Organization in 1998 and 
efforts would continue to settle the remaining arrears as soon as possible. 

Mr BOYER (alternate to Dr Bouffard, United States of America), said that the draft resolution drew 
attention to one of his country's concerns in relation to possible increases in the budget. Many countries 
were at present having difficulty in paying their assessed contributions at the current level of the budget. 
Some 27 countries had already lost their right to vote at the Health Assembly while another seven were in 
danger of doing so, meaning that 34 countries were already more than two years in arrears in payment of 
their assessments. Those difficulties would undoubtedly increase if the budget level, and hence the level 
of assessed contributions, was raised. A further matter of acute concern was the likelihood of the 
Organization having to engage in internal borrowing to the tune of US$ 65 million before the end of 1999 
in order to implement the regular budget, since such borrowing was a threat to its internal equilibrium and 
financial stability. 

Mr DEBRUS (alternate to Mr Voigtlander, Germany), endorsing the draft resolution as a whole, said 
that it was his understanding that the possibilities to promote early payments mentioned in operative 
paragraph 6, referred to incentives only and not to any measures that, in the long run, would increase the 
financial burden of Member States. 

Mrs KERN (Executive Director), replying to questions raised in the discussion, observed that the 
Health Assembly approved biennial programmes of work drawn up on the assumption that 1 00% of 
contributions due would be received, whereas over the last decade, an average of only 80% of total annual 
contributions had been paid. The Organization was obliged to cope with that shortfall by internal 
borrowing (having no capacity for external borrowing), a practice that had long-term adverse effects. The 
estimate of an internal borrowing requirement of some US$ 60 million by the end ofthe current biennium 
if no improvement in contributions was made was based on the programme of work for 1999 (not that 
covered by the proposed budget for 2000-2001) and made no provision for any additional costs entailed 
by the shifts outlined to the Board. Means of reducing the shortfall, other than by internal borrowing, 
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included staff cuts and internal savings and, in some cases, decreases in areas of work. Approval of a 
programme ofwork on the assumption that 100% ofthe relevant funding would be forthcoming imposed 
an element of inefficiency and uncertainty on the Organization, over which it had no control. It would be 
difficult for the Director-General to make plans and allocations on the basis of 80% of a budget figure given 
that the Health Assembly had approved a programme of work casted at 100%. 

While expressing appreciation to the Russian Federation for its significant contributions towards 
payment of its arrears and its attitude of cooperation throughout the process, she observed that in general 
the time and effort the Organization had to expend would be more usefully directed to technical areas. 

The best approach to solution of the problem of arrears would be to improve the incentives for early 
payment. A review of the current incentive scheme might be useful, as it was currently possible to pay 
11 months late and yet still benefit from the scheme in the same way as Member States that had made their 
payment in the first month of the year. The intention was in no way to place a greater burden on Member 
States, but simply to readjust the incentive scheme so as to induce earlier payment. 

The resolution was adopted. 1 

Casual income (Document EB 1 03116) 

Mr BOYER (alternate to Dr Bouffard, United States of America), speaking on behalf of the 
Chairman of the Administration, Budget and Finance Committee (ABFC), said that the Committee had 
considered the Director-General's report on the receipt of casual income (document EB 1 03/16). Casual 
income received in 1998 totalled US$ 39 million, representing the sum of miscellaneous income from 
interest on funds deposited with banks, the sale of equipment, exchange rate differential and other sources 
as indicated on page 2 of the document. Traditionally, funds from casual income had been used to finance 
real estate projects or applied to the regular budget to reduce the assessed contributions of Member States. 
An amount of US$ 1 0 million had been allocated out of casual income every year for the past two years 
for programme activities- specifically, activities to combat malaria in Africa. 

Taking into account the amount already obligated from casual income, the remainder was 
US$ 13.6 million. As set out in paragraph 5 of the document, the Director-General had proposed that 
US$ 7 million should be applied to the regular budget under the incentive scheme to reduce the assessed 
contributions of Member States, and the remaining US$ 6.6 million should be used for poliomyelitis 
eradication activities and the Roll Back Malaria project. 

ABFC had identified three options: (1) to support the Director-General's proposal; (2) to go beyond 
her proposal to find other substantive health projects, for example, improvement of water quality, that could 
be funded with the money available; and (3) to allocate the entire US$ 13 million for reducing assessed 
contributions under the regular budget. 

Speaking as the representative of the United States of America, he expressed support for option (3). 

Professor KHAN (Bangladesh) said that part of the funds allocated from casual income to promote 
poliomyelitis eradication should be earmarked for improving water quality, since the disease was spread 
through unsafe water. Other important viral diseases were also waterborne. 

Mr LIU Peilong (China) said that while in principle he endorsed the allocation of part of casual 
income to support programme activities, he would like to know the criteria for such use. While he had no 
objection to supporting the work on poliomyelitis and malaria, the burden of other diseases, for example 
tuberculosis, was also heavy. A highly cost-effective therapy existed for tuberculosis, the DOTS technique, 
and a global initiative to stop tuberculosis had been launched. Would activities to combat tuberculosis also 
be supported from casual income? 

1 Resolution EB103.Rl2. 
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Mr KOVALENKO (adviser to Dr Starodubov, Russian Federation) said that the report on casual 
income gave an encouraging picture. He supported the use of most of the funds available in casual income 
to offset the assessed contributions of Member States. However, a distinction should be drawn between 
funds returned to Member States under the incentive scheme which, in accordance with resolution 
WHA41.12, should consist only of interest from bank accounts, and the rest of casual income, which the 
Health Assembly had decided should be devoted to reducing the assessed contributions of Member States 
to the regular budget. Accordingly, he could not support the use of casual income to finance programme 
activities carried out under the regular budget. 

In 1995-1996 and 1997-1998, the Health Assembly had allocated funds from casual income, on an 
exceptional basis, to finance programme activities. He would like to know whether such funds had been 
taken into account in assessing the real purchasing power of past programme budgets. 

Ms PERLIN (alternate to Mrs Jean, Canada), expressing continued support for efforts to combat 
poliomyelitis and malaria, for which Canada had contributed extrabudgetary funds, joined previous 
speakers in asking why activities in those areas had been singled out for support from casual income. The 
report on casual income (document EB 1 03/16) presented a picture of a mechanical transfer from casual 
income to the regular budget to support two key priorities. But that transfer had much broader implications, 
specifically in relation to budget levels and programme and financial management. 

The Organization's Financial Regulations governed a number of functions. Some related to setting 
the budget level, others to mechanisms to even out the flow of contributions, for the benefit of WHO or 
Member States, when there was a deviation from the assumptions underlying budget levels: for example, 
projections concerning exchange rates or the rate of receipt of contributions. Casual income and internal 
borrowing were two such adjustment mechanisms. The underlying rationale for use of casual income was 
to compensate either the Organization or Member States for factors beyond their control that affected 
delivery of an agreed programme at an agreed cost. In the past two bienniums, however, casual income 
had been used to increase budget levels. In effect, that raised programme expenditures beyond the agreed 
level and thereby raised the assessed contributions of Member States retroactively. Like the previous 
speaker, she would like to know whether that had been taken into account in the figures presented on the 
Organization's loss of purchasing power. The practice should be stopped since, even if it did not 
contravene the Financial Regulations, it was inconsistent with the purpose of casual income, and did not 
meet the standards of transparency and financial prudence expected of WHO. 

Internal borrowing was a powerful defence mechanism against late payments in WHO, one which 
not all other organizations possessed, and WHO had used it extensively in the past to continue 
implementation of an agreed programme without cutting back on programme activities. 

When assessing the cost of programme delivery, her Government looked at real costs, real resources 
available to the Organization, actual expenditure and transfers into the regular budget from internal sources, 
and it had requested a profile of such transfers over the last decade. Canada did not support the proposal 
in paragraph 5 of document EB 103/16, and called for casual income to be returned to Member States. 

Mr DEBRUS (alternate to Mr Voigtliinder, Germany) reiterated his support for the Roll Back 
Malaria project and activities for the eradication of poliomyelitis, which should be given high priority. 
However, casual income should be used to finance the incentive scheme for the payment of assessed 
contributions by Member States, as in the past. 

Mr WARRINGTON (alternate to Dr Caiman, United Kingdom of Great Britain and Northern 
Ireland) welcomed the new budget and its emphasis on transparency and supported the priority being given 
to Roll Back Malaria and poliomyelitis eradication, but considered that those activities should be funded 
from the budget. If US$ 6.6 million extra funding was required, it should be appropriated transparently 
through the normal budget process, rather than indirectly through the casual income mechanism. He also 
had reservations about the effects of setting a precedent for allocating money to programmes in that way 
on both WHO and the United Nations system in general. The practice should not become routine. The 
funds arising from casual income came from many sources, not only late payments. Moreover, given the 
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new emphasis on outcomes rather than inputs, perhaps it was more appropriate to determine what activities 
had not been achieved because funds were not received, and whether they were part of priority 
programmes, and to weigh the responses against the proposed activities. The regular budget could. not be 
taken in isolation but must be considered along with extrabudgetary funding and casual income. 

Ms BOCCOZ (alternate to Professor Menard, France) supported the proposed use of some of the 
funds available from casual income to finance the incentive scheme in relation to the assessed contributions 
of Member States and some for programmes. The late payment of many Member States was creating 
difficulties. Moreover, support for the malaria and poliomyelitis programmes was desirable. She 
considered that the use of casual income was completely transparent and there was no doubt about what 
was being proposed. 

Dr SULAIMAN (Oman) endorsed the use of casual income to support the Roll Back Malaria project 
and poliomyelitis eradication activities, both of which needed additional resources. Failure to meet the 
targets for poliomyelitis eradication because oflack of funds would mean even higher costs in the long run. 
It was essential to find appropriate ways to finance such exceptional programmes. 

Mrs KERN (Executive Director) stressed that every effort had been made to prepare the budget and 
the proposals for use of casual income in as detailed and transparent a way as possible. In addition, more 
information had been provided on financial and managerial matters than to any previous session of the 
Executive Board. It was important to consider, from a health perspective, how best funds arising from 
casual income might be used. Was it preferable to return the money to the Member States or to use it to 
fund activities in one or two priority areas, which might have a greater impact? For example, the saving 
to the world community through poliomyelitis eradication was estimated at US$ 1.5 billion, from which 
all Member States would benefit. Similar savings had accrued from smallpox eradication. Return of the 
funds to individual countries would benefit wealthier countries most. Less wealthy countries might have 
greater interest in use of the funds for technical assistance in eradicating or reducing disease. 

Twice in the history of the Organization casual income had been used for programme activities, with 
approval of two amounts ofUS$ 10 million for Africa and one of US$ 6 million for informatics support 
in the Organization, giving a total ofUS$ 26 million. That compared with the estimated US$ 160 million 
lost to the Organization as a result of budgets calculated on a basis of less than zero real growth during the 
same period. 

The CHAIRMAN said that the Health Assembly would take account of the comments made by 
Board members when considering how the funds available from casual income would be used. 

Real Estate Fund (Document EB 1 03/17)1 

Mr BOYER (alternate to Dr Boufford, United States of America), speaking on behalf of the 
Chairman of the Administration, Budget and Finance Committee, stated that the Director-General's report 
(document EB103/17) covered projects previously authorized by the Health Assembly: construction and 
building projects, and additional funds required for a new programme in the Regional Office for the 
Americas. The standard practice had been to appropriate money from the casual income account into the 
Real Estate Fund to cover such projects. However, the reverse was the case in the current year; the 
proposal was to return a sum of US$ 2 049 000 to the casual income account since some projects previously 
authorized could not be implemented. He drew attention to the draft resolution set out in part IV of 
document EB103/17 which recommended approval ofthe transfer by the Health Assembly. 

1 Document EB I 03/1999/REC/1, Annex 2. 
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Mr DEBRUS (alternate to Mr Voigtllinder, Germany) asked why there had been a large decrease in 
rent collected and interest earned in the 1996-1997 period, compared with 1998 (Annex, document 
EB 1 03/17). Although he endorsed the proposed transfer to casual income, he inquired why the report on 
the Real Estate Fund covered the period 1 June 1999 to 31 May 2000, rather than the period covered by 
the biennial budget. 

Ms PERLIN (alternate to Mrs Jean, Canada) appreciated the careful management being shown and 
supported the draft resolution. 

Mr MOUT (alternate to Dr van Etten, Netherlands) asked whether sufficient funding was available 
to complete the construction of the new regional office building in the Eastern Mediterranean Region. At 
the Fiftieth World Health Assembly it had been decided (resolution WHA50.11) that part of the 
construction would be covered by extrabudgetary funding; had the money been pledged? 

Mrs KERN (Executive Director) said that it was the first time that funds had been returned to casual 
income from the Real Estate Fund. Replying to Mr Debrus, she said that one of the reasons for the 
significant decrease in the income from rents collected was that the Regional Office for Africa was not 
currently in Brazzaville. The time period covered by the report related to the requirement to report to the 
Health Assembly. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) explained that the entire seven 
floors of the new regional office building would be completed structurally but that internal work on the last 
three floors would be finished at a later date. Pledges received amounted to 1 million Egyptian pounds 
from the Government of Egypt and the first part, amounting to US$ 50 000, of a pledge of US$ 250 000, 
and negotiations were ongoing for another pledge of US$ 500 000. 

The resolution was adopted. 1 

Amendments to the Financial Regulations and Rules (Document EB 1 03/18)2 

Mr BOYER (alternate to Dr Boufford, United States of America), speaking on behalf of the 
Chairman ofthe Administration, Budget and Finance Committee, said that the Director-General's report 
(document EB 1 03/18) proposed changes in the Financial Regulations relating to the external audit of WHO 
(paragraph 1 and Annex 1) and in the Financial Rules (paragraph 2 and Annex 2). The Committee had 
recommended the adoption of the draft resolution set out in paragraph 3. 

The resolution was adopted.3 

Report of the International Civil Service Commission (Document EB 1 03/19) and confirmation of 
amendments to the Staff Rules4 (Document EB 1 03/20) 

The CHAIRMAN drew attention to the Secretariat report on the report of the International Civil 
Service Commission (document EB 1 03/19) and invited the Board to consider draft resolution 1 contained 
in paragraph 5 of document EB 103/20, which confirmed amendments to the Staff Rules necessitated by 

1 Resolution EB103.Rl3. 

2 Document EB103/1999/REC/l, Annex 3. 

3 Resolution EBI03.Rl4. 

4 Document EB 103/1999/REC/1, Annex 4. 
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the decisions of the United Nations General Assembly on the basis of recommendations by the International 
Civil Service Commission and in accordance with the United Nations common system arrangements. 

The resolution was adopted.1 

The CHAIRMAN invited the Board to consider resolution 2 contained in paragraph 5 of document 
EB 103/20 which concerned the salaries of staff in ungraded posts. 

Replying to Dr JIMENEZ DE LA JARA (Chile), Mrs KERN (Executive Director) explained that 
ungraded posts were posts at the highest level within the United Nations system. In WHO, the positions 
concerned were those of the Director-General, the Regional Directors and the Assistant Directors-General; 
the latter were being phased out. 

The resolution was adopted.2 

Regulations for expert advisory panels and committees (Document EB103/21) 

The CHAIRMAN said that, in the absence of any comments, he took it that the Board wished to take 
note of the report by the Secretariat on regulations for expert advisory panels and committees (document 
EB103/21). 

It was so decided. 

WHOIUNICEFIUNFPA Coordinating Committee on Health: terms of reference (Document 
EB103/22) 

The CHAIRMAN recalled that the Executive Board had approved draft terms of reference for the 
WHO/UNICEFIUNFPA Coordinating Committee on Health in resolution EB100.R2. However, at its first 
meeting the Committee had proposed minor amendments to the terms of reference, which had already been 
formally endorsed by the boards of UNICEF and UNFP A. The Board was now requested formally to 
approve the amended terms of reference. A draft resolution to that effect was set out in paragraph 5 of 
document EB 103/22. 

Mr MOUT (alternate to Dr van Etten, Netherlands) regretted that the report on the most recent 
meeting of the Committee had not been inc!uded in the documentation since it contained matters of great 
interest to the Board. The report on the next meeting should be made available. He hoped that that meeting 
would take place in the second half of 1999, and would include on the agenda a report on the follow-up 
conference to the 1994 International Conference on Population and Development, which was scheduled 
for February 1999. 

Dr SAITO (adviser to Dr Nakamura, Japan) said that the very important public health areas of 
maternal, child, adolescent and women's health were closely related to the global agenda for social 
development and required close international coordination of activities by the parties involved. The 
establishment of a joint coordinating committee would be useful in that regard, especially in nurturing 
partnership, which was one of the key themes for WHO. She supported the draft resolution. Inter
secretariat coordination should be as efficient as possible so as not to undermine the significance of the 
Coordinating Committee's mechanism. She hoped that Committee would provide a good example of 
partnership-building for important WHO global initiatives such as Roll Back Malaria. 

1 Resolution EB103.Rl5. 

2 Resolution EB103.R16. 
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Mr DEBRUS (alternate to Mr Voigtlander, Germany) fully supported the draft resolution. He 
commended WHO's active role in the preparatory work and welcomed the agreement on the terms of 
reference as a major achievement towards improved cooperation within the United Nations system. Better 
coordination of health policies and programmes would enhance the division of labour, joint planning and 
implementation of concrete programmes. He looked forward to regular progress reports to the Executive 
Board in accordance with paragraph 2 of the terms of reference. 

Dr SULAIMAN (Oman) added his support for the draft resolution. 

Mr WARRINGTON (alternate to Dr Caiman, United Kingdom of Great Britain and Northern 
Ireland) also supported the draft resolution. Although document EB 103/22 did not indicate the frequency 
of the Committee's meetings, he felt that one report from the Committee to the Executive Board of WHO 
each year would be sufficient. 

Professor KHAN (Bangladesh) requested clarification on the arrangements for the composition of 
the Committee set out in paragraph 3 of the terms of reference. 

Mr DE SILVA (Sri Lanka), speaking as Chairman of the Coordinating Committee on Health, paid 
tribute to the agreement on the amended terms of reference reached at the Committee's first meeting 
following lengthy discussion. The next meeting of the Committee would be held in the second part of 
1999. It would be preceded by an inter-secretariat meeting to finalize modalities and decide on a venue. 
He expected that the report on the first meeting would be distributed to interested Board members. It 
contained the draft agenda for the second meeting, one item of which was the matter of adolescent health 
raised by Dr Saito, a key area of the Committee's work. As to the composition of the Committee, he 
expected each WHO Region to be represented with the balance of the membership being provided by the 
other two organizations. 

Dr L Y AGOUBI-OUAHCHI (Executive Director) said she had taken note of the suggestion put 
forward by Mr Warrington. 

In addition to the meetings of the Coordinating Committee, bilateral meetings between the 
organizations concerned would be held in order to strengthen cooperation still further. The first such 
meeting, between WHO and UNFPA, was planned for April 1999, and there would be a similar meeting 
with UNICEF. 

Dr SHISANA (Executive Director) touched on a few of the issues raised at the first meeting of the 
Committee. Firstly, on the subject of safe motherhood, it had been suggested that the three secretariats 
should develop a joint strategy for the reduction of maternal and newborn mortality in a reproductive health 
context. Work on the joint strategy was already under way. Secondly, there had been consensus on the 
need to accelerate the elimination of vitamin A deficiency. The recommendations had covered 
supplementation programmes and their sustainability, advocacy, a limited number of research topics and 
vitamin A supplements in the wider context of vitamin and mineral supplements. Lastly, in relation to the 
health and development of adolescents it had been pointed out that a major problem was lack of attention 
to their rights and that a multisectoral approach was needed. In all priority areas there was a need for more 
effective coordination at country level within the United Nations Development Assistance Framework. 

The resolution was adopted.1 

The meeting rose at 17:30. 

1 Resolution EBI03.RI7. 



ELEVENTH MEETING 

Monday, 1 February 1999, at 9:30 

Chairman: Dr K. CALMAN (United Kingdom of Great Britain and Northern Ireland) 

1. ADMINISTRATIVE AND FINANCIAL MATTERS: Item 7 of the Agenda (continued) 

Collaboration with nongovernmental organizations: report of the Standing Committee on 
Nongovernmental Organizations (Document EB 1 03/23)1 

The CHAIRMAN invited the Board to consider the draft resolution in part III of document 
EB103/23. 

The resolution was adopted. 2 

The CHAIRMAN invited the Board to consider the draft decision contained in part III of document 
EB103/23, on review of nongovernmental organizations in official relations with WHO. 

The decision was adopted.3 

Provisional agenda for and duration of the Fifty-second World Health Assembly (Document 
EB103/25) 

Dr L Y AGOUBI-OUAHCHI (Executive Director) explained that the provisional agenda was 
prepared by the Board, in line with proposals submitted by the Director-General, under Rule 4 of the Rules 
ofProcedure ofthe Health Assembly. The proposals were to be found in Annex 1 of the document. The 
proposed date for the start of the Assembly was 17 May 1999. 

Dr FETISOV (alternate to Dr Starodubov, Russian Federation) suggested that item 16 of the 
provisional agenda, Amendments to the Constitution, be deleted in view of the discussions in the Board. 
With regard to item 13 (Technical and health matters: Smallpox eradication: destruction of variola virus 
stocks), he had suggested during the discussion on poliomyelitis eradication that a brief presentation be 
made on the conclusions of the Ad Hoc Technical Advisory Group of the Ad Hoc Committee on 
Orthopoxvirus Infections. He understood that there was still no consensus among specialists in the field 
on whether the stocks should be destroyed. The item would have to be included, since the Forty-ninth 
World Health Assembly had agreed that a decision on the matter should be taken immediately prior to 
30 June 1999 (resolution WHA49.1 0) but he considered that the discussion would not be meaningful in 
the absence of a consensus. Given that the monkeypox outbreak of 1996 had affected humans and the 
possibility of new outbreaks owing to the existence of various orthopoxviruses, the Government of the 
Russian Federation had decided, together with experts from the Russian Academy of Sciences and the 

1 Document EB103/1999/REC/l, Annex 6. 

2 Resolution EB103.Rl8. 

3 Decision EB 1 03(2). 

- 149-



150 EXECUTIVE BOARD, 1 03rd SESSION 

Russian Academy of Medical Science and other official groups, that a comparative analysis ofthe genomic 
patterns of all of the relevant viruses should be made to prevent loss of unique genetic material necessary 
for the prevention of human orthopoxvirus infection and for developing vaccines against a number of 
diseases. It would thus be premature to destroy variola virus stocks; international cooperation for further 
research on variola virus stocks, including simian strains, under the aegis of WHO, should be promoted and 
discussion of the destruction of stocks be resumed at a later date. 

Dr JEANFRAN<;OIS (alternate to Professor Menard, France) agreed that it did not seem to be the 
right time to make a decision on the destruction of variola virus stocks and asked for further information 
on the issue to be provided at the Fifty-second World Health Assembly. 

Dr ALVIK (Norway) requested an update on the status ofpublic health action on anti-personnel 
mines be presented at the World Health Assembly. 

Mr VOIGTLANDER (Germany) said that resolution WHA51.22 on health of children and 
adolescents reflected not only firm commitment to the cause of the child but also the crucial role of 
cooperation at all levels ofthe United Nations system to ensure the rights of young people. He welcomed 
the continuing work of WHO to strengthen cooperation and proposed that an information paper on progress 
in implementation of the resolution be submitted under item 18 of the provisional agenda for the Fifty
second World Health Assembly. That would ensure an informed follow-up and the necessary political 
support from other bodies of the United Nations. 

Dr JEGANATHAN (alternate to Mr de Silva, Sri Lanka) recalled that the special group for the 
review ofthe Constitution of WHO had recommended that the preamble be modified to include spiritual 
well-being in the definition of health. The Board had adopted resolution EB 10 1.R2 containing a new 
definition, which was to be submitted to the Fifty-second World Health Assembly. He asked whether that 
resolution would be considered under item 16 of the provisional agenda. 

Dr BOUFFORD (United States of America) asked whether a report on the status of representation 
of women in WHO would be presented under one of the items listed. 

Mr TOPPING (Legal Counsel) noted that two sets of amendments to the Constitution had been 
discussed: amendments to Articles 2 and 73 had been proposed the previous week but had been rejected; 
and amendments to the Preamble and to Articles 7, 11, 21, 25, 50 and 55 had been proposed in resolution 
EB 10 l.R2 adopted by the Board at its 101 st session. In accordance with the Constitution, the Director
General had communicated the proposed amendments to all Member States and informed them that they 
would be considered at the Fifty-second World Health Assembly. The Constitution required that all 
proposed amendments be communicated at least six months in advance of the Health Assembly at which 
they were to be considered. 

In response to the comments of Dr Fetisov, he recalled that the Health Assembly, in its resolution 
WHA49.10, had recommended that remaining stocks of variola virus should be destroyed on 30 June 1999, 
after a decision had been taken by the Health Assembly. The intention of the moratorium for destruction 
had been to take action to achieve a broader consensus. It remained to be seen whether the Fifty-second 
World Health Assembly would recommend destruction; nonetheless, the item needed to be on the agenda 
as a result of the prior Health Assembly resolution. 

The question of action on anti-personnel mines could be included as a sub item under item 18 of the 
provisional agenda, Collaboration within the United Nations system and with other intergovernmental 
organizations. 

The CHAIRMAN said he understood that the question of child health could likewise be considered 
under item 18. 
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Mr AITKEN (Senior Policy Adviser to the Director-General) pointed out, with regard to reports on 
the status of women, that past practice had been to submit biennial reports to the Health Assembly, in non
budget years, and annual reports to the Executive Board, although the Board was of course at liberty to 
decide to change that approach. 

Dr BOUFFORD (United States of America) said she would appreciate having at least a report at the 
Health Assembly, subject to a return to previous practice thereafter. 

With regard to the proposed duration of the Fifty-second World Health Assembly, 
Mr VOIGTLANDER (Germany) asked why allowance had been made for a day between the end of the 
Health Assembly and the beginning ofthe 104th session ofthe Executive Board. 

Mr AITKEN (Senior Policy Adviser to the Director-General) explained that since the Health 
Assembly was to end a day earlier than originally planned, it had been proposed to set aside the day before 
the scheduled Board session to brief newly elected Board members. 

Dr ALVIK (Norway), supported by Mr VOIGTLANDER (Germany) and Dr SULAIMAN (Oman), 
suggested that the new Board members could be briefed on the afternoon of the last day of the Health 
Assembly, thus allowing the Board session to begin on the following day. 

In reply to a request by Professor KHAN (Bangladesh) to reduce the length of the lunch break, the 
CHAIRMAN explained that the interpreters needed a two-hour break. In response to a suggestion by 
Dr BOUFFORD (United States of America) that new Board members be elected on the Friday of the 
Health Assembly and be briefed during the weekend, he agreed that that was a possible option if the Health 
Assembly were to proceed rapidly with its business but urged flexibility, particularly in view of the heavy 
Secretariat workload during that intervening weekend. 

Decision: The Executive Board approved the provisional agenda of the Fifty-second World Health 
Assembly' with inclusion of an item on employment and participation of women in the work of 
WHO. Recalling its earlier decision2 that the Fifty-second World Health Assembly should be held 
in the Palais des Nations in Geneva, Switzerland, and open on Monday, 17 May 1999, the Board 
also decided that it should close no later than Tuesday, 25 May 1999.3 

Date and place of the 104th session of the Executive Board (Document EB 1 03/26) 

Decision: The Executive Board decided that its 104th session should be convened on Wednesday, 
26 May 1999 at WHO headquarters, Geneva, Switzerland, and should close no later than Thursday, 
27 May 1999.4 

Awards 

Darling Foundation Prize 

Decision: The Executive Board, having considered the report of the Darling Foundation Committee, 
awarded the twentieth Prize to Dr f\gostinho Cruz Marques (Brazil) and the twenty-first Prize to 

1 Document EB103/25. 

2 Decision EB102(12). 

3 Decision EB103(3). 

4 Decision EB103(4). 
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Dr Vinod Prakash Sharma (India) for their exceptional achievements in combating malaria in their 
respective countries. 1 

Leon Bernard Foundation Prize 

Decision: The Executive Board, having considered the report of the Leon Bernard Foundation 
Committee, awarded the Leon Bernard Foundation Prize for 1999 to Mrs Debbie Emma Choongo 
(Zambia) for her outstanding service in the field of social medicine.2 

Dr A. T. Shousha Foundation Prize 

Decision: The Executive Board, having considered the report of the Dr A.T. Shousha Foundation 
Committee, awarded the Dr A.T. Shousha Foundation Prize for 1999 to Dr Benomar Ali (Morocco) 
for his outstanding contribution to the improvement of the health situation in the geographical area 
in which Dr Shousha served the World Health Organization. 3 

Ihsan Dogramaci Family Health Foundation Prize and Fellowship 

Decision: The Executive Board, having considered the report of the Ihsan Dogramaci Family Health 
Foundation Committee, awarded the lhsan Dogramaci Family Health Foundation Prize for 1999 to 
Professor Mtinevver Bertan (Turkey) for her services in the field of family health. 

The Board awarded the Ihsan Dogramaci Family Health Foundation Fellowship to 
Miss Mangny Justine Coffi (Cote d'Ivoire) to enable her to carry out the research proposed.4 

Sasakawa Health Prize 

Decision: The Executive Board, having considered the report of the Sasakawa Health Selection 
Panel, awarded the Sasakawa Health Prize for 1999 to Dr J.G. Ortiz Guier (Costa Rica) and to the 
Institute ofUrban Primary Health Care (South Africa). The Board noted that Dr Ortiz Guier would 
receive an amount ofUS$ 30 000 and that the Institute of Urban Primary Health Care would receive 
an amount of US$ 40 000 for their outstanding innovative work in health development.5 

Francesco Pocchiari Fellowship 

Decision: The Executive Board, having considered the report of the Francesco Pocchiari Fellowship 
Committee, awarded the Francesco Pocchiari Fellowship for 1999 to Dr Raimonda Lilo Totoni 
(Albania) in order to enable her to carry out the research proposed.6 

United Arab Emirates Health Foundation Prize 

Decision: The Executive Board, having considered the report of the United Arab Emirates Health 
Foundation Committee, awarded the United Arab Emirates Health Foundation Prize for 1999 to 
Professor Ismail A. Sallam (Egypt) and to the Centre for Education about Drugs and Treatment of 

1 Decision EB103(6). 

2 Decision EB 1 03(7). 

3 Decision EB 1 03(8). 

4 Decision EB 1 03(9) 

5 Decision EB 1 03(1 0). 

6 Decision EBI03(11). 
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Drug-addicted Persons (KENTHEA) (Cyprus) for their outstanding contribution to health 
development. The Board noted that the laureates would each receive US$ 20 000. 1 

The CHAIRMAN announced that the Executive Board, at its private meeting, had approved 
revisions of Article 2 of the Deed and Article 3 of the Regulations of the Darling Foundation to increase 
the amount of the prize from 1000 to 2500 Swiss francs, noting that those revisions were subject to 
approval and any other action required under Swiss law. 

Article 2 of the Deed would be amended to read: 

Article 2 

The Foundation is to be established for the purpose of awarding whenever the accumulated 
interest on capital permits, a prize for outstanding achievements in the pathology, etiology, 
epidemiology, therapy, prophylaxis or control of malaria. 

The said prize is to consist of a bronze medal and a fixed sum of two thousand five hundred 
Swiss francs. 

Article 3 of the Regulations would be amended to read: 

Article 3 

The Darling Foundation Prize shall consist of a bronze medal and a fixed sum of 2500 Swiss 
francs. It shall be awarded whenever the accumulated interest on the Foundation's capital amounts 
to a net sum of not less than 2500 Swiss francs, after deducting the total cost of striking the medal. 

The Executive Board had also approved revisions of the Statutes of the United Arab Emirates Health 
Foundation to replace the Foundation Committee by a Selection Panel composed of three members: the 
Chairman of the Executive Board, a representative of the founder, and a member of the Executive Board 
elected by it for a period not exceeding his or her term of office, from a Member State of the Eastern 
Mediterranean Region. 

Articles 4 to 10 would therefore be amended to read: 

Article 4 
Purpose 

1. The purpose of the Foundation is to award a prize to a person or persons, an institution or 
institutions or a nongovernmental organization or organizations, who have made an outstanding 
contribution to health development. The specific criteria that shall be applied in the assessment of 
the work done by the candidate/candidates shall be determined by the Selection Panel. 
2. The Prize shall be presented during a session of the World Health Assembly to the recipient 
or, in his absence, to a person representing him. 

Article 5 
Proposal and selection of candidates 

1. Any national health administration of a Member State of the World Health Organization, or 
any former recipient of the Prize, may put forward the name of a candidate for the Prize. 
2. Proposals shall be submitted to the Administrator, who shall submit them to the Selection 
Panel with his technical comments. 

1 Decision EB103(l2). 
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3. Current and former staff members ofthe World Health Organization, and current members 
of the Executive Board, shall be ineligible to receive the Prize. 

Article 6 
Selection Panel 

1. The Selection Panel shall consist of the Chairman of the Executive Board, a representative 
of the Founder, and a member of the Executive Board elected by it for a period not exceeding his 
term of office, from a Member State of the Eastern Mediterranean Region. 
2. The presence ofthe three members of the Selection Panel shall be required for the taking of 
decisions. The Panel shall take decisions by a majority of its members. 
3. The travel expenses of the representative of the Founder in attending the meetings of the 
Selection Panel shall be considered to be an expense of the Foundation and reimbursed, in 
accordance with the travel rules of the Administrator, out of the income derived from the 
Foundation's capital. 

Article 7 
Proposal of the Selection Panel 

The Selection Panel shall propose, at a private meeting, the name (or names) of the recipient 
(or recipients) of the Prize to the Executive Board. The proposal shall be considered by the 
Executive Board, which shall decide who the recipient, or recipients, of the Prize shall be. 

Article 8 
The Prize 

1. The Prize shall consist of a certificate of award and a sum of money, together with a plaque 
from the Founder, which shall be awarded not more often than once in each year, derived from the 
interest on the Foundation's capital. The sum of money initially determined may be adjusted from 
time to time by the Selection Panel, based on the changes in the capital of the Foundation, variation 
in interest rates and other relevant factors. 
2. If the Prize is awarded to more than one person, an institution or institutions, or a 
nongovernmental organization or organizations, the sum of money shall be proportionately 
distributed between them. 

Article 9 
The Administrator 

1. The Director-General of the World Health Organization shall be the Administrator of the 
Foundation, and shall act as the Secretary of the Selection Panel. 
2. The Administrator shall be responsible: 

(a) for the execution of the decisions taken by the Selection Panel within the limits of its 
powers, as defined in these Statutes; and 

(b) for the observance of the present Statutes and generally for the administration of the 
Foundation in accordance with the present Statutes. 

Article 10 
Revision of the Statutes 

On the proposal of one of its members, the Selection Panel may propose the revision of the 
present Statutes. Any such proposal, if endorsed by a majority of the members of the Selection 
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Panel, shall be submitted to the Executive Board for approval. Any revision shall be reported to the 
next session of the World Health Assembly. 

The Chairman noted that those revisions would be reported to the next session of the World Health 
Assembly, as required under Article 10 ofthe Statutes. 

He informed the Board that, at their respective meetings, the Darling Foundation Committee, the 
Leon Bernard Foundation Committee and the Ihsan Dogramaci Family Health Foundation Committee had 
considered decision EB 1 00(1 0) recommending that foundation committees should take such steps as 
necessary to amend their regulations so as to replace the foundation committees by selection panels with 
a reduced membership. With respect to the Darling Foundation and the Leon Bernard Foundation, the 
committees had expressed the view that their composition should remain unchanged. The Ihsan Dogramaci 
Family Health Foundation Committee had decided to amend its Statutes. In accordance with Article 8 of 
those Statutes, the revisions would be transmitted to the Health Assembly for information. 

Establishment of a regional foundation prize for research in Down syndrome (Document 
EB103/32) 

The CHAIRMAN invited the Board to comment on the proposal, set out in paragraph 2 of document 
EB 103/32, to establish a Down Syndrome Research Prize Foundation in the Eastern Mediterranean Region. 

Mr DEBRUS (alternate to Mr VoigtHinder, Germany) asked whether the management of the prize 
would be financed from regional resources. 

Dr BOUFFORD (United States of America) expressed concern at the cost of managing the prizes 
in general, and recalled that options for providing administrative support had been reviewed and certain 
decisions taken by the Board. She asked for clarification of the status of the review and wondered whether 
the Board should discuss the matter again at its 1 05th session in January 2000. Even though the proposed 
Down syndrome research prize would be managed at the level of the Eastern Mediterranean Region, the 
question of management costs still arose. 

Mrs DAM (Assistant to the Secretary) said that WHO had studied ways of rationalizing the 
administration of awards and would continue to do so. Certain proposals had been accepted by the Board 
but had not found favour with the foundation committees. Another study would be made and further 
proposals put before the Board. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) recalled that the Board had 
entrusted the administration of the Dr A.T. Shousha Foundation prize to the Regional Committee for the 
Eastern Mediterranean, and it was proposed that the Down syndrome prize should be administered in a 
similar way. The prize money had been donated by the founder, and the level of the prize would depend 
on the funds available. WHO headquarters would be responsible for managing the money in the 
Foundation, while the task of selecting candidates to be recommended to the Regional Committee would 
fall to the Chairman and two Vice-Chairmen of the Regional Committee, together with the Chairman of 
the Technical Discussions. 

Decision: The Executive Board, having considered a recommendation of the WHO Regional 
Committee for the Eastern Mediterranean Region, 1 decides to establish the Down Syndrome 
Research Prize Foundation in the Eastern Mediterranean Region, to be administered by the WHO 

1 Resolution EMIRC461R.9. 



156 EXECUTIVE BOARD, 1 03rd SESSION 

Regional Office for the Eastern Mediterranean in accordance with the Statutes approved by the 
Regional Committee at its Forty-fifth session in October 1998: 1 

2. REFORM OF THE HEALTH ASSEMBLY: Supplementary agenda item (continued from the 
ninth meeting, section 2) 

The CHAIRMAN invited the Board to consider the following draft resolution, entitled Reform of 
the Health Assembly, proposed by the Rapporteurs: 

The Executive Board, 
Having considered the report by the Secretariat on reform of the Health Assembly, concerning 

participation of high-level policy-makers in its work,Z 
Recalling resolution WHA50.18 concerning arrangements for the conduct of the discussion 

in plenary meetings on the annual report of the Director-General; 
Noting that the current arrangements do not serve fully to engage high-level policy-makers 

in the work of the Health Assembly; 
Noting further that some organizations in the United Nations system have established 

mechanisms to facilitate the interaction of high-level policy-makers at their governing bodies, 

1. ENDORSES, as an interim arrangement, the proposal of the Director-General to incorporate 
in the provisional agenda and the preliminary daily timetable for the Fifty-second World Health 
Assembly ministerial roundtables on lessons learned in world health in order to enhance the 
involvement of ministers of health in policy discussions; 

2. RECOMMENDS that the Health Assembly evaluate the interim arrangement with a view to 
revising the arrangements for the conduct of its proceedings at subsequent Assemblies, including 
measures to promote the interaction and participation of ministers; 

3. REQUESTS the Director-General to report to the 105th session of the Executive Board on 
experience gained. 

The resolution was adopted.3 

Mr VOIGTLANDER (Germany) said he hoped that information would be provided rapidly on the 
timing and themes of the ministerial round-table discussions provided for in the resolution. 

1 Decision EBI03(13). 

2 Document EB103/35. 

3 Resolution EB103.Rl9. 
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3. MATTERS FOR INFORMATION: Item 8 ofthe Agenda 
TECHNICAL AND HEALTH MATTERS: Item 3 of the Agenda (continued from the tenth 
meeting, section 1) 

Iodine deficiency (Document EB103/27) 

Dr JEANFRAN<;OIS (alternate to Professor Menard, France) recalled that, in 1990, the Health 
Assembly had adopted resolution WHA43.2 establishing the goal of eliminating iodine deficiency disorders 
as a public health problem by the year 2000. Some 10 years later, iodine deficiency was still considered 
to be a significant public health problem in 129 of the Organization's Member States. Although the 
iodization of table salt did not present any complicated technical problems and its costs were not 
prohibitive, even for low-income countries, there remained obstacles to salt iodization which were listed 
in paragraphs 8 and 9 of document EB103/27. It was urgent that WHO gave a new stimulus to action to 
achieve the universal elimination of iodine deficiency. Although it was too late to attain the objective of 
eliminating iodine deficiency as a public health problem by the year 2000, progress could be accelerated 
for its achievement at the beginning of the next century. Her country was prepared to provide technical 
support and experience and to join with the action taken by WHO for the elimination of iodine deficiency 
which, in her opinion, was on the threshold of becoming a universal achievement. 

Dr BOUFFORD (United States of America) supported the remarks of the previous speaker and 
inquired about collaboration between WHO and F AO in accelerating the iodization of salt. She noted that 
the report submitted to the Board had contained no reference to F AO in that connection. 

Ms MIDDELHOFF (alternate to Dr van Etten, Netherlands) observed that, although considerable 
progress had been made, sustained action was needed to ensure the elimination of iodine deficiency as a 
public health problem. She looked forward to being provided with additional information at the Fifty
second World Health Assembly on how to consolidate the positive results obtained and maintain national 
surveillance and monitoring systems, as well as on the role of WHO in that respect. She requested 
submission of the next progress report on iodine deficiency in 2002, which would be 1 0 years after the 
International Conference on Nutrition. In that respect, the Netherlands, although described in the report 
as being free of iodine deficiency disorders, still contained certain population groups with a less-than
optimal intake of iodine. Work was therefore being undertaken to refine measures for the prevention of 
iodine deficiency through the broader use of iodine in nutrition. 

Dr DELANGE (International Council for Control oflodine Deficiency Disorders), speaking at the 
invitation of the CHAIRMAN, said that the Council had collaborated with WHO on the preparation of the 
report to the Board and it was ready to contribute further as required. The report showed the spectacular 
progress achieved in the control of disorders induced by iodine deficiency and the fact that the goal was 
attainable. However, the report also identified possible difficulties in implementation. The major needs 
for the future were to: fill gaps in the implementation of iodine deficiency correction programmes wherever 
necessary; ensure quality control and monitoring of national programmes; and guarantee the sustainability 
of ongoing work. 

The Council reaffirmed its commitment to the sustainable elimination of iodine deficiency disorders 
by and beyond the year 2000. Its goal remained the sustainability of national programmes and it had 
produced a Global Action Plan 1999-2001, the main components of which were directly relevant to the 
issues raised in the report. In particular, the Council confirmed its availability to Member States and to 
WHO for: the assessment of the severity of the problem at the country level; the development of national 
plans of action against iodine deficiency; the evaluation and monitoring of ongoing programmes, including 
the use of the ThyroMobile model (a van equipped with an ultrasound device visiting schoolchildren in 
randomly selected sites in a country); the preparation of scientific and technical publications; the 
establishment of databases; and communication and advertising. Sustained efforts were required to reach 
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the goal of eliminating iodine deficiency, which would constitute an unprecedented success in the field of 
noncommunicable diseases. 

Mrs SINGH (Executive Director) said that iodine deficiency control was one of the most visibly 
successful programmes in the field of nutrition. However, a number of problems remained, particularly 
with monitoring, without which there could not be adequate and continuing coverage. The main challenge 
for the forthcoming decade was the long-term sustainability of salt iodization programmes. Success would 
mainly depend on collaboration with the salt production industry and the quality of monitoring. Iodized 
salt was not reaching all the people affected, and especially the most disadvantaged people. A related 
problem was the lack of laboratory facilities to monitor salt and urinary iodine levels. Salt producers were 
sometimes unwilling to pay for the inclusion of potassium iodate in table salt. 

In response to the question raised about F AO collaboration, she explained that, although active in 
other national micronutrient programmes, such as those dealing with deficiency in vitamin A and iron, F AO 
did not play a very vigorous role in iodine deficiency control programmes. Nevertheless, she said that F AO 
had supported the establishment of food safety laboratories to monitor the iodization of salt in a number 
of countries. 

Dr BOUFFORD (United States of America) said that, if collaboration with F AO had been 
productive, perhaps more systematic efforts by the Director-General to involve that agency in work on 
iodine deficiency could accelerate progress towards their goal. 

The DIRECTOR-GENERAL said that, as Mrs Singh had explained, F AO was already involved in 
some aspects ofthe work. A meeting was planned with the Director-General ofFAO to build a broader 
agenda of collaboration. 

Report on meetings of expert committees and study groups (including report on appointments to 
expert advisory panels and committees) 

Evaluation of certain veterinary drug residues in food (Documents EB 103/28, EB 103/28 Corr.l 
and EB 103/28 Add.1) 

Mrs JEAN (Canada) said that her country attached great importance to WHO's contribution to the 
work ofthe Codex Alimentarius Commission, including through the Joint FAO/WHO Expert Committee 
on Food Additives. It considered that work as essential to ensuring the safety of foodstuffs circulating in 
international commerce. It supported a recommendation to expand WHO's activities in the area of food 
safety by convening an expert body on the microbiological aspects of food safety. 

Dr BOUFFORD (United States of America) endorsed those remarks about the importance ofWHO's 
activities in food safety and supported the creation of an expert committee. The services of a scientist from 
the United States of America were being provided to WHO to help in the assessment of biological hazards 
in the food supply. 

Dr W ASISTO (Indonesia) said that only a few scientific institutions were able to undertake the 
evaluation of certain veterinary drug residues in food. Member States would benefit greatly if WHO or 
F AO could provide more technical support in that area. 

Dr YOUNES (Programme for the Promotion of Chemical Safety), responding to comments, said that 
WHO's work in that area aimed to ensure that countries, irrespective of their capacity to carry out risk 
assessment, had access to the information necessary to set national standards. Cooperation with F AO 
would continue in that regard. Regarding the difficulty in measuring residues in food mentioned by 
Dr Wasisto, he said WHO's colleagues in FAO would be made aware of the need to provide access to 
laboratory facilities for countries that required it, and he would work with F AO to that end. 
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WHO Expert Committee on Drug Dependence (Documents EB103/24, EB103/28, EB103/28 
Corr.l and EB 103/28 Add.l) 

The CHAIRMAN recalled that the topic was to be considered in conjunction with that of the revised 
guidelines for the WHO review of dependence-producing psychoactive substances for international control 
under item 3 of the agenda, on Technical and health matters. He drew attention to the draft decision 
contained in paragraph 2 of document EB 103/24. 

Dr BOUFFORD (United States of America) proposed that the draft decision should be amended by 
inserting the words "by any Member State" after "utility" in subparagraph ( 1) and by inserting an additional 
paragraph to read: 

The Executive Board further decided, in view of the need to update the guidelines adopted 
by the Board at its eighty-fifth session (decision EB85(10)) and, in particular, to clarify the roles of 
the United Nations Convention Against Illicit Traffic in Narcotic Drugs and Psychotropic Substances 
of 1988, and the Convention on Psychotropic Substances, 1971, to request the Secretariat to review 
and revise the guidelines as necessary, for adoption by the Board at a future session. 

The amendments related specifically to information given in the Annex to document EB 103/28, 
which outlined the conclusions and recommendations of the WHO Expert Committee on Drug 
Dependence, including a recommendation for modification of the so-called "fast track" procedure for 
review of certain drugs, and mention of the need for a broader review of existing guidelines. The 
amendments would formalize one modification to the "fast track" procedure and ask the Board to support 
a formal review of the guidelines. 

The "fast track" procedure could be useful, and two criteria were proposed for shortening the review 
procedure. The United States of America had applied the existing criteria in the past and considered that, 
if a third criterion was felt to be needed, the language of decision EB93(16) should be modified. That was 
the purpose of the first amendment proposed. 

The recognition of therapeutic utility must be reserved for Member States and could not be carried 
out unilaterally by the Secretariat. The decision about whether or not a substance had therapeutic utility 
was a national decision relating not only to science but also to national law and regulations. If a country 
had a drug or substance on the market or undergoing clinical trial, that product must be submitted to the 
existing two-step review procedure. 

The second amendment was motivated by the complex interrelationship between the 1971 
Convention on Psychotropic Substances and the 1988 Convention against Illicit Traffic in Narcotic Drugs 
and Psychotropic Substances. Although the guidelines had last been revised in 1990, they did not address 
any of the issues connected with the 1988 Convention. The Expert Committee's discussion on ephedrine 
had revealed some confusion about which rules had been addressed in the recommendation for control of 
ephedrine. The amendment was intended to avert such confusion by asking the Board to request a broader 
review of the guidelines by the Expert Committee. 

Decision: The Executive Board decided, in view of the continuing need for prompt international 
regulatory action to respond to changing patterns of drug abuse, that the revised guidelines for the 
WHO review of dependence-producing psychoactive substances for international control, adopted 
by the Board at its eighty-fifth session, and subsequently modified in their application by the Board 
at its ninety-third session, should be further modified in their application as follows: 

(1) if there is (i) a notification from a Party to the Single Convention on Narcotic Drugs, 
1961, or to the Convention on Psychotropic Substances, 1971, (ii) an explicit request from 
the United Nations Commission on Narcotic Drugs concerning international control of 
psychoactive substances, or (iii) information is brought to WHO's attention that a substance 
is clandestinely manufactured, of especially serious risk to public health and society, and of 
no recognized therapeutic utility by any Member State, the Expert Committee on Drug 
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Dependence should critically review such substances as soon as is practicable, and without 
pre-review being required; 
(2) in all other cases, a critical review should be conducted only after the substance in 
question has been submitted to pre-review and selected for a critical review by the Expert 
Committee. 
The Executive Board further decided, in view of the need to update the guidelines adopted 

by the Board at its eighty-fifth session (decision EB85(1 0)) and, in particular, to clarify the roles of 
the United Nations Convention Against Illicit Traffic in Narcotic Drugs and Psychotropic Substances 
of 1988, and the Convention on Psychotropic Substances, 1971, to request the Director-General to 
review and revise the guidelines as necessary, for adoption by the Board at a future session. 1 

United Nations system reform (Document EB103/29) 

Dr ALVIK (Norway) suggested that greater coordination and cohesion among the organizations and 
bodies of the United Nations system would help governments, particularly in the area of health, where a 
variety of United Nations and other organizations were involved. She therefore welcomed the participation 
of WHO Representatives in the United Nations Development Assistance Framework (UNDAF) exercise 
in 18 pilot countries as well as the conclusion drawn in the report that WHO's experience during the pilot 
phase had been positive. 

However, for a number of reasons she would have appreciated a more thorough and analytical review 
of WHO's experience in the exercise. The Organization's track record of efforts at country-level 
coordination had not always been impressive. Not all United Nations specialized agencies had such a vital 
role to play in development cooperation as WHO did. Since the Director-General had mentioned 
partnership with other actors as a priority on several occasions, a move in that direction at country level 
might have been expected. 

WHO might well become a model for other specialized agencies embarking on reform, hence its 
performance and experience assumed far greater significance. She therefore suggested that the matter 
should be included in the agenda at a forthcoming Board session to allow for broader discussion. 

Mr MOUT (alternate to Dr van Etten, Netherlands) endorsed the points made by Dr Alvik, 
welcoming WHO's participation in the UNDAF exercise and supporting the concept. Feedback was 
requested on the expectations and the experience gained. UNDAF could be an excellent platform for 
outreach; great opportunities existed for synergies between WHO, which had a technical mandate, and 
organizations whose work was more focused on implementation. 

He supported the suggestion to include the subject on the Board's agenda, further suggesting that 
documentation for the Fifty-second World Health Assembly could usefully include more in-depth analysis. 
That would facilitate consultation by delegates with colleagues in their countries who dealt with other 
agencies within the United Nations system, and thereby keep the UNDAF process alive. 

The CHAIRMAN, speaking as the representative of the United Kingdom of Great Britain and 
Northern Ireland, agreed with the remarks ofthe two previous speakers on the importance of the UNDAF 
process. He supported the proposal for further discussion by the Board and more detailed documentation 
for the Health Assembly on that process. 

Dr RAHMAN (alternate to Professor Khan, Bangladesh) said that the UNDAF process was 
particularly important because the majority of developing countries continued to have very limited access 
to private capital and depended on a diminishing pool of official development assistance. A number of 
United Nations General Assembly resolutions had stipulated the requirement for the various funds, 

1 Decision EBI03(5). 
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programmes and specialized agencies to make a commitment to work together, integrating the support 
provided by the United Nations system into the development process of the recipient countries. 

WHO's contribution to UNDAF included making available technical expertise for the exercise. Its 
experience seemed to have been positive. The interagency group that had reviewed the assessment of the 
UNDAF experience in the 18 pilot countries had pointed out that UNDAF represented a strategic 
programme framework which enabled the United Nations system to act with a common perspective, 
purpose and approach in response to a country's development priorities. He agreed with that group that 
the UNDAF guidelines needed to be revised, and that the exercise must attempt to bring together 
governments, United Nations funds and programmes, the specialized agencies, the Bretton Woods 
institutions, multi- and bilateral donors and civil society, including nongovernmental organizations. 

He drew attention to the Secretary-General's reform proposal, which indicated that, in the context 
of development operations, the United Nations must develop further cooperation with the World Bank, the 
International Monetary Fund (IMP) and regional development banks. The Cabinet project on partnerships 
for health sector development had also identified the World Bank, IMP and the regional banks as potential 
partners. 

WHO must take an active and equal part in the UNDAF process, both through ACC and at the 
country level; in particular it should participate in formulating revised UNDAF guidelines and in 
developing common country assessments. WHO should become a formal part of the United Nations 
Development Group. Indeed, WHO was already involved in the process through UNAIDS and was 
planning, through the Coordinating Committee on Health, to cooperate closely with UNICEF and UNFPA, 
both important partners in the United Nations Development Group. The time had come for WHO to make 
a firm decision on its role. He hoped the Board would authorize the Director-General to take appropriate 
action. 

Dr BOUFFORD (United States of America) supported the comments and recommendations of 
Dr Alvik and Mr Mout. She strongly endorsed the Director-General's initiative to encourage WHO 
Representatives in the pilot countries to participate actively in UNDAF and looked forward to the report 
on the results of the pilot phase. 

Mr VOIGTLANDER (Germany), endorsing the views of previous speakers regarding UNDAF, 
noted how active participation in the United Nations reform process would enable WHO to take a 
leadership role in United Nations health activities. He understood the report presented in document 
EB 1 03/29 to be a preliminary description of activities, and looked forward to a more comprehensive report 
to the forthcoming Health Assembly under the agenda item on collaboration within the United Nations 
system and with other intergovernmental organizations, analysing the outcome of the UNDAF pilot phase 
and setting out a strategic approach to ensure WHO's participation. He was confident that, with further 
analysis, WHO Representatives would be encouraged not only to participate in UNDAF but to become 
actively involved as motors of progress. 

Ms CHAHIL-GRAF (UNAIDS) said that UNAIDS - set up by the United Nations Economic and 
Social Council in 1994 to provide a system-wide response to the growing HIV I AIDS epidemic - was often 
referred to as an example of United Nations reform in action. UN AIDS was involved in the UNDAF 
exercise at country level; a good illustration of cooperation between WHO and UN AIDS in that connection 
was the UNDAF project for Ghana, which had identified health and HIV/AIDS as two of the eight 
important thematic areas requiring joint action by the country team. 

She welcomed WHO's decision to ensure that action to combat HIV/AIDS was in the mainstream 
of activities across the Organization. The work done by WHO and the other Cosponsors was extremely 
important for the overall achievements ofUNAIDS. 

At a meeting of UN AIDS and its Cosponsors held in March 1998 to take stock of progress and work 
towards improving the partnership, agreement had been reached on the preparation of a joint workplan and 
budget for the years 2000-2001 to ensure greater synergy through a more practical and efficient division 
of labour. A follow-up meeting was scheduled for February 1999 to review the plans of all six Cosponsors 
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and the UN AIDS Secretariat, the results of which would be presented to the Committee of Cosponsoring 
Organizations in April and thereafter to: the Programme Coordinating Board of UN AIDS in June 1999. 

WHO, which currently chaired the Committee of Cosponsoring Organizations, had supported and 
encouraged the joint budget and workplan development process. Furthermore, WHO continued to provide 
support at country level in terms of coordination; it was worth noting that more than 50% of the United 
Nations Theme Groups on HIV I AIDS were currently chaired by WHO Representatives. 

In the near future, UN AIDS and its Cosponsors would focus on strengthening partnerships in Africa 
to counter the dramatic rise in the HIV I AIDS epidemic in some African countries. At a meeting held 
recently in the United States of America, the need to step up efforts in that Region had been discussed. She 
hoped that Board members would continue to sustain such efforts, particularly through the regional offices. 

In conclusion, she announced that the United Nations International Drug Control Programme was 
expected to become the seventh Cosponsor ofUNAIDS in the near future. UNAIDS looked forward to 
continuing to work with the expanded group of Cosponsors in the context of United Nations system-wide 
reform. 

The DIRECTOR-GENERAL reported thatthe importance ofUnited Nations system reform had been 
reflected at the World Economic Summit in Davos, which had just ended. Participants had included the 
United Nations Secretary-General, several leaders ofUnited Nations agencies, including herself, and high
level representatives from the Bretton Woods institutions. Since taking office, the current Secretary
General had been very active in pursuing reform within the United Nations, to ensure that it was involved 
in the process of globalization, taking into account the fact that the private sector and civil society, in 
addition to governments, had a significant impact on events. 

She agreed that a more comprehensive report to the Health Assembly was desirable. It could reflect 
the additional work carried out, the ACC meeting scheduled for April 1999 and the outcome of personal 
meetings she intended to hold with leaders of other agencies and with the Under Secretary-General of the 
United Nations, who had an important function with respect to the United Nations Development Group. 

Since UNDAF and other processes would be pursued at country level, it was important for the 
various organizations to make their global intentions very clear. When travelling, even before taking office, 
she had asked people at the country level how they saw collaboration between United Nations bodies. The 
feedback had been generally positive, but in some cases she had found confusion and a lack of 
understanding of the benefits of the process. The picture had varied depending on local circumstances, on 
personalities and on how far the headquarters of the different organizations had communicated consistently 
with the country level. 

United Nations reform was one of the items on the agenda of the planned meeting of WHO 
Representatives she had mentioned earlier in the session. The meeting would provide an opportunity for 
the WHO Representatives, Regional Directors, staff from the External relations and governing bodies 
cluster and herself to share experience at the country level, review best practices and discuss further 
procedure. The meeting would be an important part of the renewal agenda and would help foster 
consistency throughout WHO. 

In the major projects, Roll Back Malaria and the Tobacco Free Initiative, forging alliances with other 
parties concerned had been firmly stressed. For Roll Back Malaria, for example, there was an alliance 
between the World Bank, UNDP, UNICEF and WHO, which included the private sector. It was a practical 
collaborative effort of the United Nations system including the Bretton Woods institutions. 

She reported on her meeting, the first for a Director-General of WHO, with the Managing Director 
of the International Monetary Fund. The IMF, World Bank and WHO were working together to analyse 
country programmes and country situations to focus on the social implications of financial restraints. The 
process of United Nations reform must be wanted and led by governments; it was in the cabinets of 
governments that interministerial cooperation would be improved. National delegates to different United 
Nations institutions needed to speak with a single voice, whichever ministry they came from. She had had 
the opportunity to discuss that aspect with the United Nations Secretary-General, when reviewing her 
experience as Prime Minister in leading the World Commission on Environment and Development to see 
how environmental concerns could be integrated into the development process and see that that was done 
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across the board. Although United Nations reform had been pursued over several years, with enthusiastic 
support from a number of countries, health issues had not yet been sufficiently integrated into the thinking 
of other organizations that had an impact on health and development around the world. She would do her 
utmost to ensure that reform worked, to encourage the integration of the specialized agencies in the 
approach and to promote practical and pragmatic approaches at the country level. At the same time it was 
important to forge appropriate alliances at the global level, for example with the World Bank, UNICEF and 
UNDP. WHO was actively pursuing that approach and the United Nations Deputy Secretary-General 
would be visiting WHO during February 1999 to discuss the matter and to see what further steps could be 
taken to strengthen links between New York and Geneva. The Secretary-General had formed a cabinet of 
all the heads ofUnited Nations organizations, such as UNICEF and UNFPA, that worked directly under 
the United Nations General Assembly and met on a regular basis in New York. The High Commissioner 
for Refugees and other heads of subsidiary bodies of the United Nations Economic and Social Council 
joined the meetings by means of video-conferencing. So far there had been no system of involving the 
specialized agencies, and a solution had to be found, perhaps through ACC. The more WHO shared the 
experiences of WHO Representatives, the regional offices and headquarters, the better it could be at 
pursuing and improving United Nations reform. 

The meeting was held in private from 11:15 to 11:30, when it resumed in public session. 

International Decade of the World's Indigenous People (Document EB103/30) 

Dr BOUFFORD (United States of America) welcomed the efforts to put together a strategy for WHO 
on the health issues involved in the International Decade of the World's Indigenous People. She recalled 
that previous reports had been criticized by the Board as being simply an enumeration of activities without 
any indication of a strategy for moving ahead. Referring to paragraph 14 of the document, she noted that 
a consultation was planned for the first half of 1999 and suggested that it would be useful for the Board 
to receive a progress report in January 2000 on the overall strategy developed. 

Mr MOUT (alternate to Dr van Etten, Netherlands) welcomed the work done by WHO with regard 
to the health of indigenous people. Referring to paragraph 6 of the document, he shared the concern that, 
at mid-decade, no programme of action had been prepared for the remainder of the decade and beyond. 
He requested that, when that had been done, the relevant document should be submitted to the Board. 

Mrs JEAN (Canada) also welcomed the report. In particular, she commended the participation of 
WHO officials in the forum held during the sixteenth session of the working group on indigenous 
populations. The Committee on Indigenous Health supported the further development of a comprehensive 
programme of action for the remainder of the Decade, as well as the development and implementation of 
practical and effective programmes and activities such as those referred to in paragraphs 8-13 of the report. 
Canada would like to receive further information about the consultation planned for the first half of 1999 
(paragraph 14 of the report). 

Mrs SINGH (Executive Director) confirmed that such a consultation was planned with a view to 
achieving consensus on strategic imperatives for protecting and promoting the health of indigenous peoples 
in a sustainable way during the Decade and beyond. Members of the Board would be informed of the 
details of the strategy once it had been worked out. A report on the outcome of the consultation should be 
available in time for the 1 OSth session of the Board in January 2000. A report outlining the programme 
of work for the remainder ofthe Decade was in course of preparation, and would be made available to the 
Board in due course. 

The Board took note of the report. 
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Reports of the Joint Inspection Unit (Document EB 103/31) 

The CHAIRMAN suggested that the Board, in reviewing the reports of the Joint Inspection Unit, 
might like to consider whether it would be useful in future for the Administration, Budget and Finance 
Committee to examine them in more detail before they were taken up by the Board itself. 

Dr AL VIK (Norway), noting that the written comments on the first report (document JIU/REP/97 /1) 
implied that the recommendations to promote a more unified United Nations presence at country level, 
notably through a Resident Coordinator with authority to speak on behalf of the whole United Nations 
family, had not taken fully into account the unique mission in the health field conferred on WHO by its 
Constitution, only limited elements of which could be delegated to other United Nations entities, said that 
the key question should not be how the Organization could protect its unique mission, but rather how the 
United Nations system could best deliver coordinated assistance to countries in the field of health. She 
hoped the comment concerned did not signal any reluctance on the part of WHO to play an active part in 
ongoing efforts to achieve the important goal of a more unified and coordinated United Nations system at 
country level. 

Mr DEBRUS (alternate to Mr VoigtHinder, Germany) said the Joint Inspection Unit had made 
valuable recommendations in its six reports, notably the recommendation in document JIU/REP/97 /5, 
which was well-balanced, and showed respect for the feelings of the individuals concerned, for some 
increase in outsourcing. As Figure 2 of that report indicated, further outsourcing could achieve additional 
savings, which could be devoted to implementation of the programme of work. Although the written 
comments had acknowledged the importance of outsourcing, he deplored the doubt they cast on the quality 
of the data used in the report concerned. As he understood the procedure, drafts ofthe Joint Inspection 
Unit's reports were made available in advance to the Organization for its informal comments, so that it 
should have been possible to raise the question of the quality of the data at an early stage. 

Dr SANOU IRA (Burkina Faso), noting that according to the first report (document JIU/REP/97/1), 
the purpose of strengthening field representation was to promote a more unified United Nations presence, 
not necessarily a unitary one, said it was important to bear that latter stipulation in mind in order to ensure 
that WHO did not lose the benefits conferred by its current decentralized structure, especially the support 
to technical cooperation provided by the presence of WHO Representatives at country level. 

Mrs KERN (Executive Director) agreed that it would be useful if, in future, the Administration, 
Budget and Finance Committee could spend more time discussing the reports of the Joint Inspection Unit. 

In response to Dr Alvik's comments, she assured Board members that the Organization was totally 
supportive of the overall approach being taken towards promoting a more unified United Nations system 
at country level. She agreed with Mr Debrus that there was considerable potential for outsourcing: that 
issue would be considered in the course of a series of reviews to be carried out in the coming months. The 
comment on the quality of the data used in the report had been prompted by the fact that reservations 
expressed by the Organization at the draft stage had not been taken up. While concurring with 
Dr Sanou Ira that WHO Representatives had an important role, she emphasized that it had to be played in 
the context ofthe United Nations system as a whole. 

Cloning in human health 

Dr FRENK (Executive Director), reviewing the Organization's current position in relation to cloning, 
recalled that both the Health Assembly and the Board had declared human cloning for reproductive 
purposes ethically unacceptable and condemned its potential use as contrary to human dignity and integrity 
(resolutions WHA50.37, WHA51.10 and EB101.R25). Pursuant to resolution WHA51.10, the Director
General had designated Professor A.S. Daar (Oman) and Professor J.F. Mattei (France) to prepare a report 
on the current and potential applications of cloning and their implications, their mandate covering the whole 
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field of genetic manipulation, with specific reference to human health. In October 1998, a small working 
group of independent and government experts had met at WHO to consider a first draft of the report, which 
comprised a narrative part and proposals for recommendations to WHO and its Member States based on 
the work done in WHO's governing bodies and technical programmes. Further work on the narrative part 
of the report was being carried out by the members of the working group, each in their specific areas of 
interest and expertise. The draft guiding principles and recommendations that would form the basis of the 
Director-General's report to the Fifty-second World Health Assembly had been submitted to the Advisory 
Committee on Health Research (ACHR) for comments and suggestions and was also being made available 
to expert groups related to other WHO programmes (in particular, reproductive health, infectious diseases, 
tropical diseases and genetics). The draft guiding principles were intended to assist WHO and its Member 
States in dealing with current scientific and ethical problems arising from developments in genetics and 
the response of society to those concerns. They were based on fundamental concepts such as dignity, 
human rights and freedom, as embodied in the United Nations Charter and other international instruments, 
and on the principles of medical ethics. The objective was to ensure that those principles would be 
incorporated into WHO policy and practices in the field of genetics in relation to human health. 

An important part of the rapporteurs' mandate was to identifY aspects of specific interest to 
developing countries. The draft report and recommendations highlighted areas in which those countries 
could make full use oftheir genetic resources and suggested methods that could reduce the technological 
gap between the industrialized and developing countries. Furthermore, developing countries, regardless 
of their present level of technological development, had a fundamental right to take part in the worldwide 
debate on principles and practice involving genetics and human health. 

The report also emphasized: that although genetic interventions held great promise for the 
betterment of human health, vigilance should be exercised lest they contribute to racism, stereotyping, 
stigmatization, discrimination or the development of ruthless social policy; that cloning for the replication 
of human individuals was ethically unacceptable and contrary to human dignity and integrity; and that 
elaboration of the ethical, scientific, social and legal considerations that were the basis of the call for the 
prohibition of reproductive cloning should continue. It pointed out further that the term "cloning" could 
be applied not only to whole mature organisms but also to DNA, genes, cells, tissues, organs, embryos and 
fetuses and that in any statement on cloning a distinction should be made between those levels. 

The main concerns highlighted in the proposed recommendations related to: the non-harmful nature 
and ethical acceptability of the procedures used in research and clinical applications; the need for research 
and development in genetics to be accompanied by public education and a debate in which all interested 
sectors of society could participate; the importance of ensuring that any advances were covered by 
appropriate legal measures and specific legislation to prohibit cloning for the replication of human 
individuals. 

The future measures recommended included: to establish an integrated genetics resource centre 
within WHO to provide information and guidance to countries in that area; to prepare a WHO declaration 
on the medical and public health aspects of genetics, using as a starting point the guiding principles and 
recommendations contained in the report, the Preliminary Statement on Ethical Issues in Medical Genetics, 
the Proposed Guidelines on Genetic Counselling, and other relevant documents; to assign to the special 
programme for Research, Development and Research Training in Human Reproduction the task of 
reviewing and assessing recent technical developments and their ethical and social implications, and to 
implement the recommendations of the WHO Task Force on Organ Transplantation and the WHO 
Consultation on Xenotransplantation. 

Consultations on the development of the principles and guidelines were being undertaken, currently 
by electronic or postal mail, with national authorities and governments, advisory bodies and relevant 
international organizations, scientific and professional bodies and other groups. The participation of WHO 
Member States in that process was essential. Board members would be provided on request with a 
shortened version in French and English of the working group's report and were asked to send in any 
comments and suggestions thereon in writing by the end of February 1999, so that their views could be 
reflected in the Director-General's report to the Fifty-second World Health Assembly on the follow-up to 
resolution WHA51.10. 
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The CHAIRMAN noted that the issue was an important ,one and had given rise to considerable 
discussion in the past. The Board would have welcomed an opportunity to consider some of the points 
made in written form before the item was forwarded to the World Health Assembly. 

Dr FRENK (Executive Director) said that a summary of the report of the working group had been 
prepared and was available to Board members. He would be glad to extend the consultation process 
further, and to incorporate in that report any comments that members of the Board might wish to make. 

Dr BOUFFORD (United States of America) said she was concerned that the consultations were to 
be conducted electronically, which would mean that countries that did not have use of electronic facilities 
would be excluded. She would encourage the Secretariat to consider consultations by mail or by some 
other means. 

4. CLOSURE OF THE SESSION: Item 9 of the Agenda 

After the customary exchange of courtesies, the CHAIRMAN declared the session closed. 

The meeting rose at 12:10. 


